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Background
Victims of violence, accidents and threats are at risk for mental
health problems. Lower coping self-efficacy and social support
levels increase this risk. Although highly relevant, it is unknown if
the coronavirus disease 2019 (COVID-19) pandemic amplifies
these risks.

Aims
To examine if the prevalence, incidence and/or mean scores for
post-traumatic stress disorder (PTSD), anxiety and depression
symptoms, general mental health problems, coping self-efficacy,
lack of emotional support and social acknowledgement are
higher among adults victimised in the year after the COVID-19
outbreak compared with adults victimised in a similar
period before the outbreak. Also, to compare symptoms, pro-
blems and support within non-victims during the same period.

Method
Data was extracted from four surveys of the VICTIMS study
(March 2018, 2019, 2020, 2021), based on a random sample of the
Dutch population. Multivariate logistic regression analyses and
mixed-effects models were used to examine differences
between the two victim groups (2019: n = 421, 2021: n = 319) and
non-victims (n = 3245).

Results
Adults victimised after the outbreak more often had PTSD, anx-
iety and depression symptoms, general mental health problems

and lower coping self-efficacy than those victimised before. They
did not differ in lack of support and acknowledgement. Both
victim groups differed from non-victims, where mental health
problems and lack of support levels weremuch lower and almost
stable.

Conclusions
The COVID-19 pandemic had a negative impact on the mental
health and coping self-efficacy levels of victims, whereas mental
health problems among non-victims remained virtually stable.
Mental healthcare workers, general practitioners and victim
services should take this impact into account.
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Background

Each year, a considerable minority of the adult general population is
victimised by exposure to violence, accidents and serious threats
(VATs).1 The effects of these events on the mental health of the
victims are well documented.2 With respect to risk factors for
post-trauma mental health problems, research has shown that
lower levels of event-related coping self-efficacy, for example, the
perceived ability to cope with post-trauma recovery demands3,4

and lower levels of social support are associated with in an increased
risk of post-trauma mental health problems.5,6

On 11 March 2020, the coronavirus disease 2019 (COVID-19)
outbreak was officially declared a pandemic by the World Health
Organization. A meta-analysis of longitudinal cohort studies on the
effects of this pandemic on the mental health of the general popula-
tion with pre-outbreak data on mental health, has shown that the
overall increase in mental health symptoms was most pronounced
during the early stages of the pandemic (March–April 2020), before
decreasing and being generally comparable with pre-pandemic
levels by mid-2020.7 However, even in the absence of enduring
effects of the current pandemic on the mental health of the general
population, specific subgroups may be less resilient to pandemic-

related stressors. As it is known that psychosocial problems such as
financial hardship or lack of social support can increase the impact
of potentially traumatic events, ongoing COVID-19 pandemic-
related stressors (for example lockdowns, infection and health risks,
unemployment risk) may substantially disturb or hinder the
normal recovery process of victims.8,9 Yet, to the best of our knowl-
edge, to date no study has compared adults victimised during the
COVID-19 pandemic with adults victimised in a similar time span
before this pandemic. Insight into these effects is relevant for
mental healthcare professionals and policymakers.

Aims

To fill this gap, the present population-based study compared the
mental health (anxiety and depression symptoms, post-traumatic
stress disorder (PTSD) symptoms, general mental health problems),
event-related coping self-efficacy and lack of social support (lack of
emotional support and social acknowledgement) of adults victi-
mised by VATs before the outbreak (group 1victims: victimised
between March 2018 (T1) and March 2019 (T2)) with adults victi-
mised by VATs in the year after the outbreak of COVID-19
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(group 2victims: victimised between March 2020 (T3) and March
2021 (T4)).

To examine the extent to which this pandemic specifically
affects victims, we also examined the patterns of anxiety and depres-
sion symptoms, general mental health problems, and lack of emo-
tional support among respondents in March 2019 and March
2021 not victimised by VATs between March 2018 and March
2021(i.e. non-victims).

Method

Procedures and participants

For the present study, data was extracted from four waves of
the prospective VICTIMS study1,6 conducted in March 2018
(T1; n

invited = 7292, response 82.1%), March 2019 (T2; n
invited = 6298,

response 83.2%), March 2020 (T3; n
invited = 6568, response 83.6%)

and March 2021 (T4; n
invited = 6452, response 86.7%).

The VICTIMS study was conducted using the Longitudinal
Internet Studies for the Social Sciences (LISS) panel, based on a trad-
itional probability sample drawn from the Dutch population register
of 16 years and older by Statistics Netherlands. The set-up of LISS
was funded by the Dutch Research Council (NWO) and managed
by Centerdata.10 Panel members complete online questionnaires
every month, which take about 30 min in total to complete. They
receive an incentive of 15 euros per h and members who do not
have a computer and/or internet access are provided with the neces-
sary equipment at home (for further information about the LISS
panel and open access data see: https://www.dataarchive.lissdata.nl,
in English). The authors assert that all procedures contributing to
this work comply with the ethical standards of the relevant national
and institutional committees on human experimentation and with
the Helsinki Declaration of 1975, as revised in 2008. All procedures
were approved by an Internal Review Board of Centerdata. Explicit
digital informed consent was obtained from all respondents.

Victims

We first compared the two victim groups: respondents victimised
between March 2018 and March 2019 (group 1victims) and respon-
dents victimised between March 2020 and March 2021 (group
2victims). For group 1victims, we linked data on mental health and
lack of support assessed at T1 (before victimisation between T1
and T2) and for group 2victims we linked the same data assessed at
T3 (before victimisation between T3 and T4).

Preliminary analyses showed that 105 respondents were victi-
mised between T1 and T2, as well as between T3 and T4, prohibiting
an independent comparison between both victim groups. To solve
this problem, we randomly divided this subgroup into two subgroups.
One-half (n = 52) was added to the group of respondents who parti-
cipated atT1 andT2 (group 1

total, n = 4717) and the other half (n = 53)
to respondents who participated at T3 and T4 (group 2

total, n = 4875).
In this way, the proportion of group 1victims and group 2victims is
similar (56% versus 44%) to the original proportion of people with
VAT cases in between T1 and T2, and in between T3 and T4.

Next, we weighted the data of group 1total and group 2total using
16 exclusive demographic profiles among the total adult Dutch
population (2018 and 2020 respectively), based on the data of
Statistics Netherlands (see: https://opendata.cbs.nl/#/CBS/en/).
These profiles were constructed using the variables gender (male,
female), age (18–34, 35–49, 50–64, 65 years and older) and
marital status (married and unmarried). After this procedure
and weighting, we finally selected the victims of group 1 (n = 421)
and the (non-overlapping) victims of group 2 (n = 319).

Non-victims

To examine differences in mental health and social support among
non-victims before and after the outbreak, we assembled a second
data-set. For this data-set, we first selected respondents who parti-
cipated at T2, T3 and T4 (regardless of being victimised, n = 4020).
After this selection, we weighted the data using the 16 demographic
profiles of the Dutch adult population (2019). We finally selected
respondents who were not victimised by VATs in the period T1 to
T4 (n

non-victims = 3245).
All results are based on weighted data (except Cronbach’s

alpha).

Measures

At each survey, gender, age, marital and employment status and
education level are assessed. Questions about post-traumatic
stress symptoms, coping self-efficacy and social acknowledgement
were only administered to victims.

Experiences with VATs

At each survey, respondents were asked to indicate for each of the 21
listed potentially traumatic events, if they were exposed to this spe-
cific event in the past 12 months (1, no; 2, yes) including the follow-
ing VAT events:

(a) physical violence (sexual violence/sexual abuse (not online);
online sexual violence/sexual abuse; robbery; physical violence,
but not by own partner; physical violence by own partner);

(b) accidents (traffic accidents, disasters, fire, medical errors); and
(c) threats (serious threat; without the use of physical violence (not

online); online serious threat, without use of physical violence).

The list also included events like (sudden) death of a (signifi-
cant) other, (online) theft and serious illness categorised here as
other stressful life events (SLEs). Participants were finally given
the opportunity to report events in the previous 12 months that
were not listed, which were recoded afterwards into existing or
new categories.1

Lastly, they were asked when the (most drastic or stressful)
event occurred (coded as 1 for 1 week ago to 8 for 7–12 months
ago), and asked to rate the level of stress during the event (coded
1 for none to 5 for very much). To reduce the number of cells
with low cell counts, both time since the event and stress during
the event were dichotomised (time: 1, up to 2 months ago (1, 2, 3,
4 and 5); 2, 3–12 months ago (6, 7 and 8); stress: 1, not very stressful
(1, 2 and 3); 2, very stressful (4 and 5)).

Anxiety and depression symptoms

In all surveys, anxiety and depression symptoms were assessed using
the five-item Mental Health Inventory: this scale covers symptoms
during the past month on six-point Likert scales, such as ‘This past
month I felt very anxious’ and ‘I felt depressed and gloomy’ (0, never
to 5, continuously).11,12 After recoding the negative formulated
items, the total scores were computed and multiplied by four
(range 0 to 100), where lower scores indicate higher anxiety and
depression symptom levels (all Cronbach’s alpha of group 1victims,
group 2victims and non-victims ≥0.85). A cut-off score of ≤59 was
used to identify respondents with moderate–severe anxiety and
depression symptom levels.13

Post-traumatic stress symptoms

To examine PTSD symptomatology at T2 and T4, victims were
asked to fill in the eight-item version of PTSD Checklist for DSM-5
(PCL-5)14,15 with the VAT event (reported in the same survey)
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in mind. When respondents reported two or more events, they were
asked to focus on the most impactful or stressful VAT event when
filling in the PCL-5. This event was presented on the screen.
Examples of items are ‘Feeling very upset when something
reminded you of the stressful experience’ and ‘Loss of interest in
activities that you used to enjoy’. The items of the PCL-5 have a
five-point Likert scale (0, not at all to 4, extremely) and examine
symptoms across the four symptom clusters of PTSD according to
DSM-5 and focus on symptoms in the past month (range 0 to 32).
Higher scores reflect higher PTSD-symptom levels (Cronbach’s
alpha of group 1victims and group 2victims≥ 0. 92). To identify
victims with probable PTSD, a cut-off of ≥13 was applied.16

General mental health problems and physical problems

The brief screening Problems and Help Inventarisation List17 was
administered at all surveys to examine the prevalence of various
problems such as general mental health problems, financial pro-
blems and physical problems. All respondents were asked to indi-
cate for each of the problem types listed whether they experience
these problems or not (1, yes; 2, no). For the present study, data
was extracted from the items ‘psychological problems’ (as a proxy
for general mental health problems), and ‘physical problems’.

Coping self-efficacy

To examine VAT-related coping self-efficacy among victims at T2
and T4, the seven-item Coping Self-Efficacy (CSE-7)18 measure
was administered with items such as ‘dealing with frightening
images or dreams about the event’ and ‘being optimistic since the
event’. The CSE-7 was administered in the same way as the PCL-
5. For each item, respondents rated their perceived self-efficacy
level on a seven-point Likert scale (1, I am completely incapable
of to 7, I am perfectly capable of; Cronbach’s alpha of group
1victims and group 2 victims≥0.93). Higher scores reflect higher
coping self-efficacy levels (range 7–49). A cut-off of ≤28, corre-
sponding to (about) 10% lowest scores, was used to identify
victims with relatively low versus high coping self-efficacy levels.

Social acknowledgement

To assess event-related social acknowledgement among victims at
T2 and T4, the five-item general disapproval scale of the Social
Acknowledgment Questionnaire (SAQ)19 was administered, in the
same way as the PCL-5 and CSE-7. The items have five-point
answer categories (1, totally disagree to 5, totally agree). Examples
of items are ‘There is not enough sympathy for what happened to
me’ and ‘Most people cannot understand what I went through’
(both Cronbach’s alpha of group 1victims and group 2victims≥0.85).
Higher scores reflect lower social acknowledgement levels (range
5–25). A cut-off of ≥17, corresponding to (about) the 10% highest
scores, was used to identify respondents with a high lack of social
acknowledgement.

Lack of emotional support

In all surveys, lack of emotional support in response to problems
was examined among all respondents with the eight-item subscale
lack of emotional support of the Social Support List-Discrepancy
(SSL-D).20,21 Examples of items are ‘comfort you’ and ‘help you
to clarify your problems’. The SSL-D items apply four-point
Likert scales (1, I miss this, I would like it to happen more often
to 4, It happens too often). Low scores reflect a higher lack of emo-
tional support levels (range 8–32) (Cronbach’s alpha of group
1victims, group 2victims and non-victims≥0.88). A cut-off of≤16, cor-
responding to (about) the 10% lowest scores, was used to identify
respondents with a high lack of emotional support.

Statistical analyses

Differences in characteristics between both victim groups were
assessed using a chi-square test. Of the non-VAT-related character-
istics of the non-victims at T2, T3 and T4, we only examined differ-
ences in exposure to other events (SLEs) in the past 12 months and
physical problems because age, education level, marital status and
employment status follow a natural pattern (slight change) over a
period of 3 years.

Post-event differences between both victim groups

To examine differences between both victim groups for the preva-
lence of post-event (for group 1victims at T2, and for group 2victims

atT4) anxiety and depression symptoms, post-traumatic stress symp-
toms, general mental health problems, coping self-efficacy, lack of
emotional support and social acknowledgement, multivariate logistic
regression analyses were conducted. To test differences between both
victim groups in a rigorous way and to rule out alternative explana-
tions for differences between the two groups as much as possible, we
controlled for characteristics that differed between both groups not
only at a P < 0.05 level but also at a P≤ 0.10 level (see Table 1), for
example gender, number of different VAT events in the past 12
months and general mental health problems in the year before.

To examine differences in mean scores for post-event anxiety
and depression symptoms, post-traumatic stress symptoms,
coping self-efficacy, lack of emotional support and social acknowl-
edgement between both victim groups, mixed-effects models were
conducted with the same control variables as in the logistic regres-
sion analyses.

Differences in incidence (change) between both victim groups

Differences in the incidence of anxiety and depression symptoms,
general mental health problems and lack of social support were con-
ducted with similar logistic regression analyses (the incidence of
other variables could not be calculated). The incidence was calcu-
lated by dividing the number of respondents with post-event symp-
toms, problems and lack of support among those without pre-event
symptoms, problems and lack of support, by the total number of the
victim group.

Differences after and before the outbreak among non-victims

To examine the extent to which the prevalence of anxiety and depres-
sion symptoms, general mental health problems and lack of social
support among non-victims changed after the outbreak (T4) com-
pared with before the outbreak (T2), repeated measures multivariate
logistic regression analyses were performed. In the analyses, we con-
trolled for T2- and T4-related demographics and reported other
potentially traumatic or SLEs. Mixed-effects models were conducted
to examine differences in mean scores of symptoms, problems, and
support at T2 and T4 on the same (time-dependent) variables.

All analyses were performed with IBM SPSS version 26.

Results

Characteristics of victims and non-victims

The characteristics of the two victim groups, including pre-event are
represented in Table 1. Table 1 shows that these two groups differed
in gender, number of different VAT events, and the prevalence of
general mental health problems at a P≤ 0.10 level.

The characteristics of the non-victims at T2 and T4 are presented
in Table 2. During the 12 months before T4, non-victims were
significantly less often exposed to SLEs than in the 12 months
before T2 (29.7% v. 24.8%, adjusted odds ratio (aOR) = 0.74,
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95% CI 0.67–0.82, P < 0.001). In addition, the prevalence of physical
problems decreased significantly (30.7% v. 29.6%, aOR = 0.992,
95% CI 0.862–0.988, P = 0.020) among non-victims.

Differences between the two victim groups

Table 3 shows that respondents victimised after the outbreak of
COVID-19 have a significant higher prevalence (37.6% v. 26.4%)

and incidence (13.8% v. 8.8%) of anxiety and depression symptoms,
and lower mean scores (i.e. higher levels) of these symptoms (64.1 v.
69.6, Cohens d = 0.30) than respondents victimised before the out-
break, while controlling for gender, the number of different VAT
events in the past 12 months and general mental health problems
in the year before.

In addition, they also have a significant higher prevalence of
general mental health problems (30.4% v. 18.8%) and a significant
higher prevalence of probable PTSD (28.1% v. 19.9%). Adults vic-
timised in the year after the outbreak of COVID-19 had also sig-
nificant higher post-traumatic symptom scores (Cohen’s d =
0.25) than victims before the outbreak. In addition, this group
had a significant lower prevalence of high coping self-efficacy
levels (81.0% v. 89.4%) than adults victimised before this pan-
demic, but mean scores did not differ significantly between
both groups. No significant differences were found between the
two victim groups in lack of emotional support and social
acknowledgement.

Differences after and before the outbreak among
non-victims

Repeated measures multivariate logistic regression analyses (not
shown in table) among the non-victims (n = 3245) revealed a sig-
nificantly higher prevalence of anxiety and depression symptoms
at T4 (15.0%) than at T2 (14.5%: aOR = 1.14, 95% CI 1.02–1.26,
P = 0.015). No significant (P < 0.05) differences in general mental
health problems (9.5% v. 9.2%), or lack of emotional support
(8.2% v. 8.7%) were found. Mixed-effects models showed no signifi-
cant differences in anxiety and depression symptom levels between
T4 and T2 (T2 mean 75.6, s.d. = 15.95; T4 mean 75.40, s.d. = 15.70)
and no differences in lack of emotional support levels (T2 mean
22.1, s.d. = 3.24; T4 mean 21.9, s.d. = 3.28).

Table 1 Characteristic victims before and after the coronavirus dis-
ease 2019 (COVID-19) outbreaka

Victimised in 12 months before

χ2 d.f. P

March 2019 (T2 )
(n = 421)

March 2021 (T4)
(n = 319)

n (%) n (%)

Gender
Men 206 (48.9) 178 (55.8) 3.429 1 0.064
Women 215 (51.1) 141 (44.2)

Age, years
18–34 116 (27.6) 102 (32.0) 2.075 3 0.557
35–49 121 (28.7) 87 (27.3)
50–64 107 (25.4) 80 (25.1)
65 or older 77 (18.3) 50 (15.7)

Education levelb

Low 94 (22.3) 65 (20.4) 0.628 2 0.731
Medium 147 (34.8) 119 (37.3)
High 181 (42.9) 135 (42.3)

Employed
No 168 (39.9) 134 (42.0) 0.332 1 0.565
Yes 253 (60.1) 185 (58.0)

Married
Yes 172 (40.9) 117 (36.7) 1.331 1 0.249
No 249 (59.1) 202 (63.3)

Physical problems
Yes 227 (53.8) 181 (56.7) 0.638 1 0.424
No 195 (46.2) 138 (43.3)

Other PTE/SLEs in past 12 month
No 202 (47.9) 156 (48.9) 0.078 1 0.780
Yes 220 (52.1) 163 (51.1)

Period VAT eventc

Up to 2
months ago

148 (36.3) 115 (38.3) 0.314 1 0.575

3–12 months 260 (63.7) 185 (61.7)
Stress during VAT eventc

Low 241 (59.2) 161 (53.8) 2.025 1 0.155
High 166 (40.8) 138 (46.2)

Different types of VATsd in past 12 month
1 350 (83.1) 249 (78.1) 3.035 1 0.081
2 or more 71 (16.9) 70 (21.9)

VAT in year before
No 304 (72.0) 213 (66.8) 2.389 1 0.122
Yes 118 (28.0) 106 (33.2)

Anxiety and depressions symptom year before
No 308 (73.2) 223 (69.9) 0.948 1 0.330
Yes 113 (26.8) 96 (30.1)

General mental health problems year before
No 339 (80.5) 241 (75.5) 2.649 1 0.104
Yes 82 (19.5) 78 (24.5)

Lack support year before
No 346 (82.2) 267 (83.7) 0.293 1 0.589
Yes 75 (17.8) 52 (16.3)

PTE, potentially traumatic event; SLE, stressful life event; VAT, exposure to violence,
accidents and/or serious threat.
a. As a result of weighting, the numbers (n) may differ slightly.
b. Low, primary school, intermediate secondary education (USA: junior high school);
medium, higher secondary education/preparatory university education (USA: senior
high school); intermediate, vocational education (USA: junior college); high, higher
vocational education, (USA: college, university), according to education level categories
of Statistics Netherlands (CBS).
c. Respondents whowere confrontedwith more than one type of VAT event, were asked
to have the most stressful VAT event in the past 12 months in mind when answering the
question. Of all 740 VAT victims, 33 answered this question with a theft-related event in
mind. They were omitted from these analyses (nvictims group 1 = 407, nvictims group 2 = 300).
d. Three types of VATs were distinguished: violence, accidents and serious threats.

Table 2 Characteristics non-victimsa

Non-victims (n = 3245)

March 2019 (T2), n (%) March 2021 (T4), n (%)

Gender
Men 1585 (48.8) 1585 (48.8)
Women 1661 (51.2) 1661 (51.2)

Age, years
18–34 821 (25.3) 706 (21.7)
35–49 758 (23.4) 749 (23.1)
50–64 844 (26.0) 836 (25.8)
65 or older 822 (25.3) 955 (29.4)

Educationb

Low 818 (25.2) 781 (24.1)
Medium 1180 (36.4) 1143 (35.2)
High 1248 (38.4) 1321 (40.7)

Employed
No 1495 (46.1) 1499 (46.2)
Yes 1750 (53.9) 1746 (53.8)

Married
Yes 1632 (50.3) 1670 (51.5)
No 1613 (49.7) 1575 (48.5)

Physical problems
Yes 997 (30.7) 960 (29.6)
No 2248 (69.3) 2285 (70.4)

Other PTE/SLE
No 2281 (70.3) 2440 (75.2)
Yes 964 (29.7) 805 (24.8)

PTE, potentially traumatic event; SLE, stressful life event.
a. As a result of weighting, the numbers (n) may differ slightly.
b. Low, primary school, intermediate secondary education (USA: junior high school);
medium, higher secondary education/preparatory university education (USA: senior
high school); intermediate, vocational education (USA: junior college); high, higher
vocational education, (USA: college, university), according to education level categories
of Statistics Netherlands (CBS).
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Differences between victims and non-victims

The prevalence of moderate–severe anxiety and depression
symptom levels, general mental health problems and high lack
of emotional support were significantly more prevalent
among victims than among non-victims in the same survey, when
controlling for demographics and other SLEs (2019: aORanxiety and

depression symptoms = 1.84, 95% CI 1.43–2.37, P < 0.001; aORgeneral

mental health problems = 2.01, 95% CI 1.51–2.66, P < 0.001; and
aORlack of emotional support = 2.17, 95% CI 1.63–2.90, P < 0.001,
respectively; 2021: aORanxiety and depression symptoms = 2.77, 95% CI
2.13–3.60 P < 0.001; aORgeneral mental health problems = 3.34, 95% CI
2.51–4.45, P < 0.001; and aORlack of emotional support = 2.23,
95% CI 1.72–2.90, P < 0.001, respectively).

Post hoc control analyses

Respondents who were victimised in both study periods were ran-
domly allocated to group 1victims or to group 2victims. Although
both victim groups did not significantly differ in exposure to
VATs in the year before, to rule out the possibility that the described
results can be attributed to (non-significant) differences in exposure
to VATs in the year before (28.0% v. 33.2%) we reanalysed the data
by adding this variable to the list of control variables. No relevant
differences to the results presented above emerged.

In addition, analyses of the prevalence of specific VAT-related
events showed that group 1victims significantly more often (P <
0.05) was exposed to traffic accidents (36.1% v. 29.1%) than group
2victims, but that group 2victims was significant more often exposed
to physical violence (not by own partner): 17.6% v. 9.7% (see
Supplementary Table 2 available at https://doi.org/10.1192/bjp.
2021.226). There was a statistical trend (P < 0.10) that group

2victims were also more often exposed to robberies (6.3% v. 3.3%).
However, the fact that group 2victims was more often exposed to
these events did not explain the differences in anxiety and depres-
sion symptoms, general mental health, PTSD symptomatology
and coping self-efficacy. Adding these two variables to the list of
control variables did not change results. Both groups did not signifi-
cantly differ in the distribution of (the most stressful) VAT event
when filling in the PCL-5, CSE-7 and SAQ (χ2 = 12.21, d.f. = 12,
P = 0.429, see Supplementary Table 3).

Discussion

The general aim of the present study was to examine the extent to
which the COVID-19 pandemic and all related disruptions hin-
dered the recovery of victims of potentially traumatic events. For
this purpose, we compared the mental health, including PTSD
symptomatology, trauma-related coping self-efficacy, and lack of
emotional support and social acknowledgement among adults victi-
mised during this pandemic (in the period March 2020–March
2021) with adults victimised before this pandemic (March 2018–
March 2019). We focused on VATs.

Findings showed the following clear patterns. First, this pan-
demic partly hindered the recovery of victims as indicated by a sig-
nificant higher prevalence and incidence of anxiety and depression
symptoms, higher prevalence of general mental health problems, a
lower prevalence of high coping self-efficacy and higher post-
traumatic symptom scores among adult victims 12 months after
the outbreak of COVID-19 compared with adults victimised in
the same period before the outbreak. Second, no indications were
found that this pandemic had a negative effect on emotional

Table 3 Differences between victims before and victims after the coronavirus disease 2019 (COVID-19) outbreaka

Victimised in 12 months before

aOR (95% CI) F (1, 739) PMarch 2019 (T2) (n = 421) March 2021 (T3) (n = 319)

Anxiety and depression symptomsb

Score, mean (s.d.) 69.6 (19.4) 64.1 (19.8) 11.228 0.001
Prevalence, n (%) 111 (26.4) 120 (37.6) 1.63 (1.15–2.29) 0.005
Incidence, n (%) 37 (8.8) 44 (13.8) 1.64 (1.02–2.61) 0.039

General mental health problems
Score, mean (s.d.) n.a. n.a.
Prevalence, n (%) 79 (18.8) 97 (30.4) 1.92 (1.26–2.92) 0.002
Incidence, n (%) 31 (7.4) 36 (11.3) 1.56 (0.93–2.61) 0.089

Post-traumatic stress symptomsc

Score, mean (s.d.) 5.6 (6.8) 7.4 (7.9) 7.636 0.006
Prevalence, n (%) 81 (19.9) 84 (28.1) 1.48 (1.02–2.14) 0.040
Incidence, n (%) n.a. n.a.

Coping self-efficacyc

Mean score 39.4 (9.6) 38.1 (9.9) 0.795 0.373
Prevalence, n (%) 364 (89.4) 243 (81.0) 0.55 (0.35–0.87) 0.011
Incidence, n (%) n.a. n.a.

Lack of emotional support
Score, mean (s.d.) 20.4 (4.0) 20.5 (4.2) 0.633 0.427
Prevalence, n (%) 73 (17.3) 57 (17.9) 0.98 (0.66–1.45) 0.913
Incidence, n (%) 38 (9.0) 28 (8.8) 0.94 (0.56–1.58) 0.822

Lack social recognitionc,d

Score, mean (s.d.) 10.4 (4.7) 11.2 (4.7) 2.422 0.120
Prevalence, n (%) 37 (9.6) 41 (14.3) 1.44 (0.88–2.35) 0.143
Incidence, n (%) n.a. n.a.

aOR, adjusted odds ratio; n.a., not applicable.
a. As a result of weighting, the numbers (n) may slightly differ. aOR and F-value adjusted for gender, number of different exposure to violence, accidents and/or serious threat (VAT) events in
the past 12months, and generalmental health problems in the year before. Incidence is incidence for group 1victims prevalence inMarch 2019 among thosewithout symptoms, problems and
lack support in March 2018, and for group 2victims prevalence in March 2021 among those without symptoms, problems and lack support in March 2020 (according to criteria prevalence).
b. Lower scores indicate higher anxiety and depression symptom/higher lack of emotional support levels.
c. Respondents whowere confronted withmore than one type of VAT event, were asked to have themost stressful VAT event in the past 12 months in mind when filling in the questionnaire.
Of all 740 VAT victims, 33 filled in the PTSD Checklist for DSM-5 /seven-item Coping Self-Efficacy/Social Acknowledgment Questionnaire with a theft-related event in mind. They were omitted
from the analyses (nvictims group 1 = 407, nvictims group 2 = 300). Including this small group showed almost similar results (see Supplementary Table 1, available at https://doi.org/10.1192/bjp.
2021.226).
d. nvictims group 1 = 387, nvictims group 2 = 287.
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support and event-related social acknowledgement: both victim
groups did not differ in related prevalence, incidence and/or
mean scores, although they more often lacked emotional support
than non-victims at both March 2019 and March 2021. These find-
ings suggest that the decreased recovery among victims after the
outbreak cannot be attributed to a decrease of emotional support,
but to other stressors related to this pandemic (such as lockdowns,
infection, health risks, unemployment risk).

Although there was no significant difference in the mean scores
for anxiety and depression symptoms, the proportion of non-
victims scoring above the cut-off score for elevated symptom
levels slightly increased between before and after the COVID-19
outbreak (14.5% to 15.0%), whereas the prevalence of physical pro-
blems slightly decreased. The finding that such trivial differences
gain statistical significance is most probably related to the large
sample size (n = 3245). Among non-victims, no significant differ-
ences between both time periods were found with respect to
general mental health problems and lack of emotional support.
These results indicate that this pandemic particularly affected
victims of VATs. Previous population-based research in the
Netherlands found no indications for an increase in the prevalence
and incidence of mental health problems among the general
population until November–December 2020 compared with pre-
pandemic levels, in contrast to an increase in loneliness.22,23

Practical relevance

A large number of COVID-19-related studies are aimed at identify-
ing groups that are at risk for mental health problems because of this
pandemic. These insights may guide the development and imple-
mentation of programmes and interventions to target these
groups at risk so as to prevent or reduce (ongoing) COVID-19-
related mental health problems. Victims of VATs are already at
risk for mental health problems in ‘normal’ times, but this study
clearly shows that being a victim of these events during this pan-
demic amplifies this risk. For mental healthcare professionals,
general practitioners and victim services, screening and monitoring
of victims’ mental health are important measures to determine if
and which further interventions are needed. Our results indicate
that during this pandemic these measures become even more
important, also because lower coping self-efficacy levels were
observed that increase the risk for mental health problems.4,24

These findings stress the importance of securing the accessibility
of mental healthcare services that was hindered during this pan-
demic because of social distancing measures, for instance, by pro-
viding virtual ‘walk-in’ clinics/victim services.25 Importantly, as
no significant differences between the two victim groups in lack
of emotional support and social acknowledgement were found, it
is not plausible to attribute the amplified risk to diminished social
support levels. However, like in pre-pandemic times, victims more
often lack emotional support than non-victims. It therefore
remains equally important to address the lack of social support
among victims.

Strength and limitations

To the best of our knowledge, this is the first comparative longitu-
dinal study assessing the impact of the COVID-19 pandemic on the
mental health, coping self-efficacy and social support of victims of
VATs. Major strengths are the use of a large longitudinal popula-
tion-based random sample, the high response rates of each
survey, the weighting of data to optimise the representativeness of
the results, the use of validated questionnaires, analyses in which
differences between both victim groups were controlled for, and
the inclusion of non-victims assessed in the same period.
However, some limitations need to be clarified.

Our study did not include children and adolescents, we did not
examine the effects of this pandemic on respondents who were victi-
mised by earlier potentially traumatic events such as adverse child-
hood experiences, and no clinical interviews were conducted to
examine mental disorders among victims and non-victims. We
have no information about the frequency of events. Given the aim
of the present study, we did not focus on acute, life-threatening
and catastrophic COVID-19-related events.26,27 In addition, we did
not examine other relevant aspects of mental health such as burnout.

The main conclusions that can be drawn from the results is that
adults victimised by VATs in the year following the outbreak of
COVID-19 more often have post-traumatic stress symptoms,
anxiety and depression symptoms, and general mental health pro-
blems, and had lower coping self-efficacy levels than those victi-
mised before the outbreak.
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