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Editorial on the Research Topic
Exposure to violence in children and youth during COVID-19 and mental health outcomes


According to the World Health Organization and secondary analyses, COVID-19 caused approximately 7 million confirmed deaths in just three years (2,020–2022), with excess-death estimates ranging from 14 to 18 million globally (1, 2). This total surpasses the combined five-year global death toll from tuberculosis (∼6 million), HIV/AIDS (∼3 million), and malaria (∼3 million) (3–5). In its wake, the pandemic has left behind a serious mental health crisis among youth, one that was already widespread but has now been further aggravated (6–8). This contagion continues to ripple outward, and we must address it.

Violence, like COVID-19, is an epidemic disease [see (9)]. It follows the patterns of all contagious processes: greater exposure increases risk, and the most vulnerable suffer the most severe consequences. Unlike traditional pathogens, however, violence spreads through observation, experience, and the witnessing of harm. Replication occurs in the brain via neural copying mechanisms in the cortex, reinforced by our need for approval and avoidance of disapproval, neurobiological processes shaped in the dopamine and pain systems. Trauma then acts as a powerful accelerant, increasing susceptibility to both perpetration and victimization.

Like other epidemics, violence breeds more violence. The invisible processes of exposure, vulnerability, and isolation create conditions for cyclical outbreaks. During times of social withdrawal, people develop heightened unmet social needs. When they re-emerge, exposure resumes, but this time with increased susceptibility. The COVID-19 pandemic, through its widespread fear, disconnection, and chronic stress, has amplified the conditions in which violence thrives.

Exposure to all forms of violence including child maltreatment, family violence, ethnic-based bullying, community violence, and self-harm, is a massive global health issue, particularly among children, youth, and young adults. The long-term effects extend across generations (10–12), with trauma and violence spreading not only through peer interactions and media, but also through broader societal and cultural channels. This process is known as vertical transmission. To date, most legal, educational, and social systems remain largely unequipped to recognize and interrupt this cycle.

Because pandemics disrupt societies far beyond illness and death, it is essential to examine how COVID-19 affected youth exposure to violence. The studies in this special section present global evidence that societal responses to manage the pandemic came at a cost disproportionately borne by young people, undermining their mental health, increasing their risk of future violence exposure, and compounding long-term health outcomes. Without urgent, coordinated interventions to interrupt these trajectories and strengthen systems of care, these harms are likely to persist.


Family and household violence

McDowell et al. demonstrated that the likelihood of child maltreatment increased during the pandemic, despite some studies, especially those relying on administrative data, reporting decreases. The widespread shutdown or disruption of childcare centers, parenting programs, and clinical services left many children and youth more vulnerable to family violence. At the same time, families faced heightened stress from confinement, unemployment, and isolation. Crucial protective factors like peer relationships, school-based support, and community networks were stripped away, placing children and families at heightened risk.

McCarthy et al. provided further evidence that COVID-19 disproportionately harmed children with histories of maltreatment. These youth experienced more conflict with parents, siblings, and partners during the first three years of the pandemic compared to before. In families already struggling with violence, additional stress compounded risk, especially in the absence of intervention. Like McDowell et al., McCarthy et al. called attention to the failure of public health and support systems to respond proactively. The lesson is stark: any need left unmet becomes greater under stress.

Lee and Lee explored the intersection of family violence, violence against women, and the systemic dysfunction of U.S. family courts. In what they called a “deadly scourge,” they documented approximately 1,000 child deaths in custody-related contexts since 2008. These numbers rose nearly 50% during the COVID-19 years. They argued that family courts have too often enabled abuse, with many abusive fathers disproportionately winning custody. The consequences are devastating to children, but also for mothers, some of whom have been killed under these circumstances. Lee and Lee's work is a powerful indictment of how institutional failures perpetuate private violence.



Peer-related violence and mental health

Vaillancourt and Brittain investigated peer victimization across early adulthood, showing that reduced peer contact during the pandemic was associated with decreased depressive symptoms among those previously victimized. In this natural experiment, social distancing acted as a protective factor, highlighting that separation from toxic peer environments can be a meaningful intervention. Their findings suggest that when victimization occurs, minimizing exposure can mitigate harm.

Farrell et al. examined whether the well-established link between bullying victimization and mental health difficulties weakened during the pandemic. Using a population-based sample of Canadian children and adolescents, they found that while bullying and mental health difficulties remained strongly correlated, the strength of the correlation was significantly weaker during the pandemic, especially for girls and adolescents. This was particularly true for verbal and social bullying, but not for physical or cyberbullying. The findings suggest that context, such as reduced in-person interaction, can attenuate the impact of victimization.



Self-Harm and suicidal ideation

Xiao et al. studied suicidal ideation and attempts among adolescents and young adults in China during and after COVID-19 restrictions. Over 25% of respondents aged 12–24 reported having suicidal thoughts at least once in their lives, and more than 12% reported such thoughts in the previous 12 months. Risk was highest among middle school students and was strongly linked to depression, anxiety, and low social support. Additional risk factors included being female, attending boarding school, having divorced parents, and prolonged quarantine. Non-authoritative parenting also emerged as a significant predictor. These findings point to potential intervention targets and underscore the urgent need for sustained mental health support.



Global and structural perspectives

Mbithi et al. investigated adolescent mental health in Kampala, Uganda, finding high levels of depression and anxiety, particularly among youth who were out of school during the pandemic. These adolescents were likely affected by compounded stressors: school closures, economic hardship, and family conflict. The study also documented increased household violence, highlighting the intersection of educational disruption and domestic strain. These findings illustrate how global inequalities exacerbate the effects of crises like COVID-19 and how places often overlooked in international discourse are sites of acute need and rising instability.



Conclusion: a new way forward

Prior to the pandemic, over 30% of Canadian adults reported experiencing physical or sexual abuse during childhood (13). This level of maltreatment is not unique to Canada. Children worldwide are abused by their caregivers at alarming rates (14). And it's not just child abuse that is widespread. Bullying victimization, intimate partner violence, and community violence are also disturbingly common. This pervasive exposure to violence in childhood reflects a culture that has normalized harm. Although COVID-19 did not create these patterns, it has certainly intensified them.

The consequences of violence have never been confined to the domestic sphere or the neighbourhood. Around the world, trauma, fear, and isolation are also weaponized to erode democracy, foster authoritarianism, and inflame social division. These are not separate crises; they are syndromic expressions of the same underlying pathology: violence.

During the COVID-19 pandemic, public health efforts focused almost exclusively on reducing viral transmission, often at the expense of protecting children and adolescents from a parallel epidemic of violence. We overlooked the fact that, like COVID-19 and other viruses, violence spreads more readily when exposure increases, vulnerability deepens, and social structures break down. These are the conditions that were intensified by the pandemic. As a result, young people were not only at risk of contracting COVID-19; they were also at heightened risk of abuse, neglect, and psychological harm as protective systems collapsed, and stressors multiplied. We must not forget that vulnerability to violence and trauma rises during times of crisis, precisely when outreach, hotlines, and other forms of support are most urgently needed.
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Introduction: Bullying victimization is associated with numerous mental health difficulties yet studies from early in the COVID-19 pandemic revealed significant decreases in bullying victimization but significant increases in mental health difficulties for many children and adolescents. It is unclear whether the decrease in bullying victimization early in the pandemic translated to weaker associations between bullying victimization and mental health difficulties.



Methods: Using a population-based design, we examined whether the correlations between bullying victimization and mental health difficulties were significantly weaker in magnitude during the COVID-19 pandemic compared to before the pandemic in a sample of 6,578 Canadian students in grades 4–12. Students were randomly assigned to report on their bullying and mental health experiences either during the school year before the pandemic or the school year during the pandemic. Only students who reported experiences of victimization were included in the present study as questions on mental health were specifically on difficulties experienced due to victimization.



Results: As expected, overall bullying victimization and mental health difficulties were significantly correlated before and during the pandemic, but correlations were significantly weaker in magnitude during the pandemic for girls and secondary students. Significant decreases in correlation magnitude were also found predominately for general, verbal, and social forms of bullying victimization, but not for physical and cyber victimization. Among students who reported victimization, we also found significantly lower means for mental health difficulties and most forms of bullying victimization during the pandemic compared to pre-pandemic.



Discussion: Findings indicate a strong coupling of bullying victimization and mental health difficulties, particularly before the pandemic, and the need to reduce these associations to improve the well-being of children and adolescents.
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1 Introduction

Numerous studies show a strong association between bullying victimization and mental health difficulties [e.g., see meta-analysis by Moore et al. (1)]. Bullying is considered an intentionally harmful behavior conducted within the context of a power imbalance that can be repetitive and used to obtain resources such as social status and power (2). Across the world, 30% of children and adolescents experience victimization (3). In addition, 10% of children and adolescents experience victimization frequently (4). Given the intentional harm aimed at a target, it is not surprising that bullying victimization is associated with psychological difficulties including depression, anxiety, and suicidality [see McDougall & Vaillancourt (5) for a review]. Longitudinal studies have revealed causal pathways with childhood bullying victimization predicting depression, anxiety, and suicidality symptoms 30–40 years later [i.e., interpersonal risk pathway (6)] and depression symptoms predicting bullying victimization across 8 years of childhood and adolescence [i.e., symptoms driven pathway (7)]. Meta-analytic findings also support the strong coupling of bullying victimization and mental health difficulties such as depression (1). Meta-analyses also support gender differences, with boys consistently involved in bullying perpetration and victimization more frequently than girls (8), although Canadian studies have shown that girls are victimized more than boys, and boys perpetrate more than girls (9, 10). In addition, bullying prevalence rates have been shown to peak during early adolescence [e.g., (11)].

Belonging to secure and stable social groups is a fundamental motivator of human survival (12). Being targeted by the peer group interrupts this critical need to belong, adversely impacting an individual's perception of themselves and others. Preventing bullying victimization is therefore critical for preventing mental health difficulties in children and adolescents.

Evidence from early in the COVID-19 pandemic indicated a significant decrease in overall bullying prevalence rates likely due to pandemic mitigation practices which decreased peer contact and increased student supervision [see Vaillancourt et al. (13) for a review]. This decrease in bullying victimization was not however commensurate with decreases in mental health difficulties. Indeed, when examining mental health difficulties alone, meta-analytic findings showed significant increases [e.g., increased depression, anxiety, suicidality, eating disorders (14–16)]. These increases have been attributed to pre-pandemic mental health difficulties combined with social isolation during the pandemic (17). In the present study, we explored whether the association between bullying victimization and mental health difficulties among children and adolescents was significantly different before the COVID-19 pandemic compared to the first year of the pandemic.


1.1 Bullying before and during the COVID-19 pandemic

The COVID-19 pandemic resulted in drastic changes to daily routine to prevent the spread of SARS-CoV-2 including in-person school closures and cancellations of in-person activities. Evidence from early in the pandemic showed significantly lower levels of bullying involvement relative to known prevalence rates from before the pandemic. For example, in some of the first available data, UNICEF (18) reported that 17% of individuals ages 13–24 reported being bullied less during the pandemic when compared to before the pandemic. In a sample of Chinese adolescents ages 14–17, bullying was measured before the pandemic and at three time points during the pandemic: February 2020 (lockdown), April 2020 (restrictions eased), and June 2020 [schools reopened (19)]. In this study, victimization rates were lower during the pandemic lockdown compared to before the pandemic. In another study from early in the pandemic, students across grades 4–12 were randomized into answering about bullying either before the pandemic or during the pandemic (20). The pandemic group reported on bullying since the Fall of 2020, once in-person schooling was reopened. There were significantly lower rates of bullying perpetration and victimization. For overall bullying victimization, rates were 59.8% before the pandemic and 39.5% during the pandemic, and for overall bullying perpetration, rates were 24.7% before the pandemic and 13.0% during the pandemic. Also, in the study by Vaillancourt et al. (20), when examining specific forms of bullying, decreases were found for perpetration and victimization for all forms including verbal, physical, relational, and cyber. These declines were attributed to pandemic mitigation practices during in-person school (e.g., social distancing, increased teacher supervision), which could have unintentionally impacted students' peer interactions including bullying. Similarly, Repo et al. (21) found significant decreases in bullying victimization in Finnish students ages 10–16 when comparing prevalence rates during online schooling in the Spring of 2020 to prevalence rates from two cohorts of students from 2019 and 2017.

Although much of the evidence from early in the pandemic during the initial lockdowns and school re-openings showed decreases in bullying prevalence rates, evidence from other studies conducted after the first year of the pandemic when schools were in-person indicate increases [see Vaillancourt et al. (13) for a detailed review]. In two studies, one conducted in China (22) and one conducted in Norway (23), bullying prevalence rates were higher in 2021 (when schools were in-person) compared to different cohorts of students from before the pandemic. This increase was attributed by the researchers to stressors at school during the pandemic, including teacher responsibilities (e.g., enforcing social distancing), which could have reduced bullying prevention practices (23). Some researchers also found that cyberbullying prevalence rates increased. Patchin and Hinduja (24) found that the prevalence of being cyberbullied increased from 17.2% in 2019 to 23.2% in 2021. However, some recent systematic reviews and meta-analyses found mixed results. Huang et al. (25) found that cyberbullying perpetration decreased during the pandemic while cyberbullying victimization reflected no changes, whereas Sorrentino et al. (26) found cyberbullying perpetration and victimization decreased in some countries, but increased in others. Thus, it is possible that in some regions where students experienced longer durations of pandemic restrictions, online socialization may have contributed to more opportunities for cyberbullying. More recently, Patte et al. (27) found that the odds of bullying victimization decreased at the start of the pandemic (2020/2021 academic year) in cross-sectional and longitudinal samples. However, in the following academic year (2021/2022) these odds increased to surpass pre-pandemic prevalence rates. The wide range of variability in study design (cross-sectional, longitudinal), measures of bullying (e.g., reference period), and length and type of school-based pandemic related restrictions are likely to have contributed to these mixed results [see (13)]. These findings suggest that bullying prevalence rates generally declined early in the pandemic even when schools re-opened in 2020 (20) and increased after the first year of the pandemic [e.g., (23)].



1.2 Child and adolescent mental health before and during the COVID-19 pandemic

In contrast to bullying rates which decreased then increased, evidence on child and adolescent mental health during the pandemic demonstrated a more consistent pattern. Before the pandemic, mental health difficulties were already prevalent among children and adolescents. Data from the Global Burden of Disease Study indicated that 1 in 10 children and adolescents between ages 5 and 24 had at least one mental disorder with a prevalence rate of 11.63% (28). Meta-analyses revealed a continued high prevalence of mental health difficulties after the onset of the COVID-19 pandemic. Racine et al. (29) examined studies from early in the pandemic conducted until March 2021 and found that the prevalence rates of clinically elevated depression and anxiety symptoms had doubled, with depression symptoms at 25.2% and anxiety symptoms at 20.5%. Alizadeh et al. (30) found similar prevalence rates as Racine et al. In their meta-analysis of cross-sectional and longitudinal studies conducted until December 2022, Alizadeh et al. found the prevalence rates of depression symptoms was 23% and anxiety symptoms was 26%.

In a recent meta-analysis of longitudinal studies published between January 2020 and May 2022 that included pre-pandemic measurement, Madigan et al. (15) found significant increases in depression and anxiety symptoms from before to during the pandemic among children and adolescents, with the effect of depression seen particularly among girls. In addition, two meta-analyses found significant increases in emergency department visits during the pandemic compared to before the pandemic among children and adolescents for attempted suicide and suicide ideation (14) and eating disorders (16). For eating disorders and suicide attempts, the effect was stronger for girls compared to boys.



1.3 Bullying and mental health before and during the COVID-19 pandemic

Considering these changes in bullying and mental health, it is unclear whether the associations between bullying victimization and mental health difficulties were also impacted by the pandemic. Much of the research during the pandemic has examined bullying and mental health independently. The limited number of studies examining both bullying and mental health provide some insight on their associations and effect sizes during the pandemic. For example, Repo et al. (21) found associations between bullying victimization and indicators of mental health (anxiety, loneliness) before and during the pandemic. The correlations were all significant and looked smaller during the pandemic than before the pandemic (rs = .15 during pandemic; r = .21–.26 before pandemic), but these correlations were not compared statistically. Instead, the focus was on comparing bullied students to non-bullied students.

In another study, Garthe et al. (31) examined cyber victimization and mental health outcomes in students with a mean age of 11.75 in the fall of 2019 and spring of 2021 during remote schooling. Like Repo et al., Garthe et al. provided correlations between cyber victimization and indicators of mental health but did not compare their correlations statistically. The correlations were all significant and again appeared to be weaker during the pandemic (r = .09–.15) compared to before the pandemic (r = .21–.30). The researchers also found that cyber victimization decreased whereas mental health difficulties increased, but higher levels of pre-pandemic cyber victimization predicted increases in depression, anxiety, and social stress symptoms during the pandemic. Finally, Basilici et al. (32) examined emotional symptoms and bullying victimization in Italian adolescents ages 12–19 across three timepoints (pre-pandemic January/February 2020, February/March 2021, May/June 2021). Again, the correlations during the latter two pandemic time points appeared smaller than before the pandemic (r = .22 and .28 vs. .32), but they were not compared statistically. The researchers also found that bullying victimization decreased and emotional problems increased, but individuals starting with lower pre-pandemic victimization increased more in emotional problems.



1.4 Current study aims

Since bullying prevalence rates were found to decrease during the pandemic (20), while mental health difficulties were found to increase during this period (15), our study aim was to examine whether the strength of association between bullying victimization and mental health difficulties was significantly different from before the COVID-19 pandemic compared to after the pandemic onset using a population-based randomized design in a sample of Canadian students in Grades 4–12. Given the focus of existing studies has been on overall mental health, we specifically examined mental health difficulties due to victimization. This way, we could examine (1) the association between bullying victimization and mental health difficulties specifically due to victimization, and (2) changes in mental health specifically due to victimization before compared to during the pandemic.

We predicted that higher levels of bullying victimization would be significantly associated with higher levels of mental health difficulties attributed to victimization both before and during the pandemic. However, given that bullying prevalence rates significantly decreased during the pandemic, we predicted that the magnitude of the association between bullying victimization and mental health attributed to victimization would be weaker during the pandemic compared to before the pandemic. We also predicted that mean levels of bullying victimization and mental health due to victimization would be significantly lower during the pandemic compared to before the pandemic. We examined these patterns by gender (girls, boys), age (elementary, secondary), and form (general, physical, verbal, social, cyber bullying victimization). Previous population-based Canadian studies have shown that girls are often targeted by bullying more often than boys, bullying is often higher among elementary students that secondary school students, and verbal and social forms of bullying are more prevalent than physical (9, 10). We expected the same pattern across gender, age, and form.




2 Materials and methods


2.1 Participants

Participants included 6,578 students in Grades 4–12 from a larger study from 2020 as part of a Safe Schools audit examining bullying and school safety for a large school district in Ontario, Canada. Schools were randomized into one of two conditions. In the “pre-COVID” condition, students responded to questionnaires based on their experiences during the previous school year before the COVID-19 pandemic onset (September 2019–March 2020). In the current “pandemic condition”, students responded to questionnaires based on their experiences during the school year since the COVID-19 pandemic onset (September 2020–November 2020). See Vaillancourt et al. (20) for full details on participants and study design. To be included in the analytic sample in the present study, participants had to report being bullied and have responses on mental health. Only students reporting being bullied were asked follow-up questions on mental health experiences specifically related to their experiences with bullying victimization. Thus, participants who did not report any victimization experiences were excluded. This criterion resulted in an analytic sample of 3,291 students (Mage = 12.63, SD = 2.31, Min = 8, Max = 19; 51% girls, n = 1,678; 42.4% boys, n = 1,394; 3.1% gender diverse1, n = 101, 3.6% missing, n = 118). In the pre-COVID condition, there were 2,262 students (68.7% of analytic sample). In the pandemic condition, there were 1,029 students (31.3% of analytic sample). Sample sizes for the two conditions are not equal as randomization was at the school level and student populations at each school varied. See Table 1 for gender and race by condition (pre-COVID, pandemic).


TABLE 1 Frequencies and percentages of gender and race by Pre-COVID and pandemic conditions.

[image: Table comparing demographic data pre-COVID and during the pandemic for gender and race. Gender data shows percentages for girls, boys, gender diverse, and missing categories. Racial data includes white, underrepresented race, and missing categories. Pre-COVID totals are two thousand two hundred sixty-two, and pandemic totals are one thousand twenty-nine.]



2.2 Procedure

Student participants required both passive parental consent and student assent/consent to participate. Most parents of students (94.0%) provided consent for their child to participate (remaining 6.0% opted out) and most students provided assent/consent to participate (97.3%). In the fall of 2020, schools in Ontario had three possible learning modes because of the pandemic: (1) full-time in-person learning for Grades 4–8, (2) full-time virtual e-learning for Grades 4–12, and (3) blended in-person/on-line learning for secondary students in Grades 9–12. Therefore, for students attending blended or full-time in-person, classroom teachers provided school electronic devices for students to access and complete the study survey. For students in full-time virtual e-learning, parents of students were provided with instructions for completing the survey at home. Participants were told that they could skip any question and that all responses were anonymous as no identifying information was collected. Technical support was also available for any parents, students, or teachers. All measures were previously validated in over 25,000 students (9, 10).



2.3 Measures


2.3.1 Bullying victimization

Participants were first provided with a definition of bullying to ensure the difference between bullying and general aggression. For students in-person, teachers read the definition out loud before students started the survey. For students online, the definition was provided with instructions. Bullying victimization was assessed with five self-report items adapted from the Olweus Bully/Victim Questionnaire (2, 9, 10). Participants were first asked, “How often were you bullied by another student(s)?” to assess general bullying victimization, followed by questions specifically on physical, verbal, social, and cyber bullying victimization. Items were rated on a five-point scale (1 = not at all to 5 = many times a week) and averaged to create a composite score, with higher scores indicating higher levels of victimization. Only participants with a score higher than 1 (i.e., experienced bullying victimization) were included in the present study and presented with subsequent questions on mental health related to bullying victimization. Cronbach's alpha for the analytic sample was acceptable for both conditions (pandemic α = .69; pre-COVID α = .77).



2.3.2 Mental health

For participants who reported being targeted by bullying, 13 follow-up questions on mental health specifically related to being victimized were presented (9, 10). Participants responded to “Because I was bullied…” with each item reflecting a different area of mental health impacted. Sample items include, “…I have been sad.”, “I have felt sick (e.g., headaches, stomach aches, trouble sleeping).”, “I have felt powerless.”, and “I have felt hopeless.”. Items were rated on a five-point scale (1 = not at all to 5 = many times a week) and averaged to create a composite score, with higher scores indicating higher levels of mental health difficulties. Cronbach's alpha for the analytic sample was excellent for both conditions (pandemic α = .93; pre-COVID α = .92).




2.4 Analytic plan

Among students experiencing bullying victimization, we examined whether the correlation between bullying victimization and mental health difficulties during the COVID-19 pandemic was significantly different in strength from the correlation between bullying victimization and mental health difficulties before the COVID-19 pandemic. The primary analyses involved running bivariate correlations between bullying victimization and mental health difficulties by condition (pre-COVID, pandemic) and conducting a Fisher's r-to-z test to determine if the correlations were significantly different in strength from one another. Given the known differences in bullying and mental health by gender, age, and form of bullying, we examined these correlations for: (1) overall bullying victimization and mental health for (1a) the overall sample, (1b) by gender (boys, girls), and (1c) by grade (elementary, secondary). These correlations were then repeated by form of bullying victimization including: (2) general, (3) physical, (4) verbal, (5) social, and (6) cyber. SPSS version 29 was used for all analyses. We also ran independent t-tests examining mean differences between pre-COVID and pandemic conditions on mental health and bullying victimization (overall), general, physical, verbal, social, and cyber. Finally, we applied the Benjamini-Hochberg (BH) correction for multiple testing for all statistical tests to reduce Type I error (33).




3 Results

First, confirmatory factor analysis with principal axis factoring was conducted to examine the psychometric properties of the mental health variable within each of the two conditions. One factor accounted for 47.62% in the pre-COVID condition and 49.25% in the pandemic condition, indicating that a one factor model was appropriate for the mental health items. Factor loadings were also high, ranging from .48 to .82 for the pre-COVID condition and .49 to .87 for the pandemic condition.

Next, the primary analyses were conducted, which involved the correlations between bullying victimization and mental health. See Tables 2–5 for the means, standard deviations, and bivariate correlations for bullying victimization and mental health by condition. All correlations between bullying victimization and mental health were significant and positive, regardless of the condition (pre-COVID, pandemic) and form (i.e., overall, Table 2; general, physical, verbal, social, and cyber, Tables 3–5). In addition, correlations were significant and positive within each gender (boys, girls; Table 4) and grade (elementary, secondary; Table 5) regardless of the condition and form. The effect sizes for correlations ranged from small-to-moderate to moderate-to-large for both pre-COVID (r = .31–.75) and pandemic (r = .28–.67) conditions.


TABLE 2 Means, standard deviations, and bivariate correlations between overall bullying victimization and mental health before and during the COVID-19 pandemic.

[image: A data table compares pre-COVID-19 and pandemic victimization and mental health in terms of sample size, mean and standard deviation, correlation, and r-to-z test values across three sections: overall, by gender, and by grade. Significant values are bolded. Key findings include variations between pre-COVID and pandemic periods, with notable significant differences in victimization for girls and secondary grades. Sample sizes differ due to missing data.]


TABLE 3 Means, standard deviations, and bivariate correlations between forms of bullying victimization and mental health before and during the COVID-19 pandemic for the overall sample.

[image: A data table comparing bullying victimization and mental health before and during the COVID-19 pandemic. It includes sample sizes, means with standard deviations, and correlation coefficients for pre-pandemic and pandemic periods. Significant differences are highlighted. The table also provides r-to-z test results, indicating statistical significance for verbal and social victimization with values of 2.61, p = 0.009. Sample sizes differ due to missing data.]


TABLE 4 Means, standard deviations, and bivariate correlations between forms of bullying victimization and mental health before and during the COVID-19 pandemic by gender.

[image: Table comparing pre-COVID-19 and pandemic data on bullying victimization and mental health for girls and boys. It includes sample sizes, means, standard deviations, correlations, and r-to-z test results. Key variables include general, physical, verbal, social, and cyber victimization. Significant differences are bolded for clarity.]


TABLE 5 Means, standard deviations, and bivariate correlations between forms of bullying victimization and mental health before and during the COVID-19 pandemic by grade level.

[image: Table comparing pre-COVID and pandemic data on bullying victimization and mental health for elementary and secondary students. Lists sample sizes (n), means, standard deviations, correlations, and r-to-z test results. Significant differences are highlighted, with explanations noting variations due to missing data.]

For overall bullying victimization, there were significant reductions in correlations between bullying victimization and mental health difficulties for: (a) the overall sample, (b) girls, and (c) secondary students. There were also significant reductions in the correlations between some forms of bullying victimization and mental health difficulties. For the overall sample and girls, there were significant reductions in correlations with mental health difficulties for general, verbal, and relational bullying victimization. For boys, reductions in correlations were seen for general and verbal bullying victimization, whereas for secondary students there were reductions in correlations for general and relational victimization. Finally for elementary students, there was a reduction in the correlation for verbal bullying victimization. After applying the BH correction for multiple testing, the r-to-z test for the overall sample for overall bullying victimization was no longer significant and all other comparisons remained significant. In general, the most common forms of bullying victimization that saw significant decreases in correlations with mental health difficulties were for general, verbal, and relational, but not physical or cyber bullying victimization.

Results of the independent samples t-test revealed significant decreases in most forms of bullying victimization and mental health for the overall sample, for girls, boys, elementary students, and secondary students with two exceptions (see Table 6). The first exception was that there were no significant differences in cyber bullying victimization for all groups, except for the overall sample where there was significantly higher cyber victimization during the pandemic compared to before the pandemic.2 The second exception was that there was no significant difference in mental health difficulties for secondary students during the pandemic compared to before the pandemic. After applying the BH correction, the mean differences that were no longer significant were for cyber bullying victimization for boys, social bullying victimization for secondary students, and verbal bullying victimization for elementary students. All other differences remained significant. All mean differences were small in effect size.


TABLE 6 Independent t-tests comparing mean forms of bullying victimization and mental health before and during the COVID-19 pandemic.

[image: A table presents statistical analysis comparing victimization and mental health during different periods. It is divided by categories: Overall, Gender (Girls and Boys), and Grade (Elementary and Secondary). Each category includes df, t-test values with significance levels, p-values, and Cohen's d for various types of victimization (General, Physical, Verbal, Social, Cyber) and mental health. Significant differences are bolded; non-significant underlined differences did not remain significant after correction. A footnote explains coding for conditions and significance levels.]



4 Discussion

We examined whether the association between bullying victimization and mental health difficulties specifically due to victimization was different from before to during the COVID-19 pandemic using a population-based randomized design. Several studies from early in the pandemic revealed significant declines in prevalence rates of bullying victimization (20, 21). Therefore, we examined whether the association between victimization and mental health difficulties specifically due to bullying would also decrease after the pandemic onset. Our predictions were largely supported as the correlations between bullying victimization and mental health were significant before and during the pandemic but were significantly weaker during the pandemic. This pattern was found for overall bullying victimization among girls (but not boys) and secondary students (but not elementary students). When broken down by form of bullying victimization, the most common forms of victimization that reflected this pattern were general, verbal, and social victimization. Patterns for all three forms were found for the overall sample and girls. For boys, this pattern was found for general and verbal victimization, whereas for secondary students, this pattern was found for general and social victimization. For elementary students, this pattern was found for verbal victimization only.

The consistent pattern of a decline in the correlation between bullying victimization and mental health due to victimization is likely due to the significant decline in prevalence rates early in the pandemic. Several studies revealed significant correlations between bullying victimization and indicators of mental health difficulties before and during the COVID-19 pandemic, with correlations during the pandemic appearing smaller than before the pandemic (21, 31). However, the magnitude of the correlations before compared to during the pandemic were not statistically compared in these studies. In our study, correlations between bullying victimization and mental health difficulties due to victimization were also significant before and during the pandemic, although we found statistically significant decreases in correlation magnitudes during the pandemic. In addition, we found that mean levels of bullying victimization decreased for most forms, except cyber bullying victimization. This suggests that the intensity and/or the frequency of victimization could have decreased during the pandemic. We also found that mean levels of mental health difficulties specifically due to victimization decreased overall and for all groups except for secondary school students. It is important to note that the effect size in these previous studies were small-to-moderate before the pandemic (r = .21–.30) and small during the pandemic (r = .09–.15). In contrast, in our study the effect sizes ranged from small-to-moderate to moderate-to-large before (r = .31–.75) and during the pandemic (r = .28–.67). Our effect sizes are likely larger than previous studies because we asked students about their mental health experiences specifically related to being victimized among students who reported being victimized, whereas previous studies asked students about mental health experiences in general.

We also found decreases in correlation magnitude for overall bullying victimization for girls and for secondary school students, and predominately for general, social, and verbal forms of bullying victimization. The trends by demographic factors and victimization forms appear to support some common patterns of bullying. In Canada, girls are often targeted in bullying more than boys overall and by most forms (9, 10). The social restrictions put in place due to the pandemic may have provided an escape for girls from the higher frequency of victimization and subsequently mental health difficulties, at least relative to boys. In addition, bullying prevalence rates are lower in secondary students compared to elementary students (11, 34). The significant drop in correlation among secondary students but not elementary students may indicate that pandemic mitigation measures were more effective in reducing rates of bullying victimization in older students. It also appeared that social bullying victimization was significantly lower during the pandemic for elementary students, but verbal bullying victimization was significantly lower for secondary students.

These differences in correlations could be driven by the decreases in victimization rather than mental health difficulties. Among victimized students, secondary students were the only group without significant differences in mental health difficulties due to victimization during the pandemic compared to before the pandemic, despite significantly lower victimization rates during the pandemic. Indeed, researchers have previously documented the enduring mental health consequences of being bullied (5). Therefore, the nonsignificant difference in secondary students' mental health during the pandemic could reflect the persistent impacts of being victimized, whereas these lasting effects may not yet be entrenched in younger elementary students.

We found largely consistent patterns in reduced correlation magnitudes for general, social, and verbal bullying victimization. These forms of bullying victimization are often more commonly seen in older elementary and secondary school students, relative to physical bullying which is more commonly seen in younger elementary students (10). Therefore, pandemic related mitigation practices may have been more effective in reducing these developmentally salient forms of bullying victimization. It is curious that the correlation between physical victimization and mental health difficulties due to victimization did not decrease, given that social distancing practices should have decreased physical contact. However, examining the mean levels of the forms revealed that physical victimization had lower mean levels before and during the pandemic relative to the other forms of victimization, despite mean levels of physical victimization being significantly lower during the pandemic compared to pre-pandemic for all groups. We also did not find reductions in the correlation between cyber victimization and mental health due to victimization. Indeed, we found no significant differences in cyber victimization before and during the pandemic, and instead found that cyber victimization was higher during the pandemic than before the pandemic for the overall sample among individuals who are victimized. Thus, among individuals who were victimized, cyber victimization may have been a common form experienced during the pandemic relative to other forms of bullying. These mean levels combined with the likelihood that cyber victimization can be experienced outside the physical confounds of a school setting may be why we did not find significant reductions between cyber victimization and mental health difficulties due to victimization.

Our findings highlight the strong coupling of bullying victimization and mental health difficulties due to victimization, especially before the pandemic. These findings also indicate the need to differentiate the mechanisms between adverse mental health due to being victimized and adverse mental health more broadly. For example, it is evident through several meta-analyses that mental health difficulties increased for many children and adolescents during the pandemic, with more pronounced effects in girls and older adolescents [e.g., (15)]. However, our results reflect a weaker association between bullying victimization and mental health specifically due to being victimized. We found that mean levels of bullying victimization and mental health difficulties were lower during the pandemic than before the pandemic among students who are bullied. The two exceptions were for cyber bullying victimization, which was higher for the overall sample during the pandemic and did not change for the other groups, and for secondary students who had no difference in mental health difficulties during the pandemic. It is likely that there are heterogeneous developmental pathways contributing to mental health difficulties in children and adolescents (35, 36). For some individuals, pandemic mitigation measures including social distancing, increased educator supervision, and smaller classroom sizes unintentionally resulted in decreased bullying victimization and provided a reprieve from the stressors of being victimized. For other students, including students who are not victimized, these pandemic measures could have contributed to increased feelings of social isolation and low social support, that could have contributed to or exacerbated mental health difficulties. Indeed, evidence suggests increases in loneliness among children and adolescents during the pandemic (37). Heterogeneous developmental pathways should continue to be examined to improve child and adolescent mental health.


4.1 Limitations

Despite the contributions of our study, there are some limitations. First, students in the pre-pandemic condition responded to a 6-month timeframe whereas students in the pandemic condition responded to a 3-month timeframe. These differences could have inflated our results, but as noted by Vaillancourt et al. (20), the pre-pandemic prevalence rates of these data map onto prevalence rates of pre-pandemic studies using a 3-month timeframe (10). In addition, the pre-pandemic assessments relied on memory from a more distant time frame, but literature on social pain indicates that victimization is such a salient experience that it can be accurately recalled (38). Second, we examined associations only among students who were bullied because the mental health items were specific to experiences of being bullied. Researchers should examine whether reductions in correlations are replicated between bullying victimization and overall mental health (i.e., not specific to bullying) or if different patterns emerge. The use of general measures of mental health difficulties along with measures of mental health difficulties due to victimization in future studies could also reveal nuances between victimization and mental health. Third, we attributed the reduced magnitude of correlations between bullying victimization and mental health to decreases in bullying prevalence rates early in the pandemic. Although the randomized population-based design is a strength of this study, our data were measured concurrently, and thus longitudinal data are needed to test this theorized direction of effects. For example, existing studies with data from before the pandemic could allow for controlling for pre-pandemic mental health difficulties to see how mental health was impacted by bullying victimization after the pandemic onset. In addition, the association between bullying perpetration and overall mental health before and after the pandemic onset could be examined. Fourth, it is likely that students are victimized in multiple forms. Although we examined each form of victimization separately, person-centered approaches in future studies can reveal whether the forms of victimization experienced by the same students changed before the pandemic compared to during the pandemic. Fifth, we used self-report measures, which could contribute to shared method variance and social desirability bias. The use of additional reporters (e.g., peer nominations for bullying victimization) could be included in future studies.



4.2 Conclusions and implications

Our study revealed that the well-established correlation between bullying victimization and mental health was significantly smaller during the pandemic compared to before the pandemic. Reducing bullying victimization can therefore significantly reduce associated mental health difficulties due to victimization. It is also important to recognize that all correlations between bullying victimization and mental health difficulties during the pandemic were statistically significant, despite significant reductions. Bullying and mental health difficulties remain a problem, but as the pandemic data suggests, it is possible to reduce the prevalence of victimization. Some of the pandemic mitigation practices may have unintentionally reduced bullying, such as more caring teacher supervision and monitoring [e.g., (20)]. The pandemic provided a “natural experiment” for the effectiveness of these features. Continuing to focus on and implement supportive and supervised classrooms on a larger scale can foster long-term positive school climates, reduce bullying, and hopefully any subsequent mental health difficulties. This idea is consistent with meta-analytic results which have revealed that the most effective bullying interventions include a whole school approach that includes the involvement of school administrators, educators, staff, and students (39). By increasing supportive and caring social relationships, we can reduce bullying, improve mental health, and contribute to the healthy development of children and adolescents.
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1Due to the small number of participants identifying as gender diverse, we only examined girls and boys for subsequent analyses involving comparisons by condition.

2The higher mean levels of cyber bullying victimization for the overall sample during the pandemic compared to before the pandemic was only among students who reported being victimized. Note that Vaillancourt et al. (20) used the same dataset and found significantly lower prevalence rates of victimization for all forms of bullying, including cyber bullying, during the pandemic compared to before the pandemic. However, they specifically compared frequencies of no involvement versus any involvement in victimization.
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Objective

To investigate the prevalence and associated factors of suicidal ideation and suicide attempts among adolescent and young adults in China from December 14, 2022 to February 28, 2023, when COVID-19 restrictions were lifted.





Methods

Students in middle and high schools and colleges and universities in the province of Sichuan, China were asked to complete on-line cross-sectional surveys. Information was collected about sociodemographics, experiences related to the COVID-19 pandemic, suicidal ideation and suicide attempts. Participants also filled out the Patient Health Questionnaire-9, the Generalized Anxiety Disorder-7 and the Social Support Rate Scale surveys. Factors associated with suicidal ideation or suicide attempts were explored using logistic regression.





Results

Of the 82,873 respondents (aged 12 to 24 years), 21,292 (25.7%) reported having thought of suicide at least once in their lifetime, 10,382 (12.5%) reported having thought about suicide within the previous 12 months, and 1,123 (1.4%) reported having attempted it within the previous 12 months. Risk of lifetime suicidal ideation was higher among middle school students than among older students. Risk of suicidal ideation and risk of suicide attempts correlated directly with severity of symptoms of depression and anxiety, and inversely with level of social support. Greater risk of suicidal ideation and suicidal attempts was associated with: being female, living in an urban environment, attending a boarding school, currently being in love, having parents who divorced or remarried, having parents who exhibit non-authoritative parenting behavior, having higher family income, having been COVID-19 infected, having been quarantined for a long time, and being dissatisfied with one’s education.





Conclusions

Suicidal ideation and suicide attempts remain prevalent among young people in China. The potential associated factors identified in our study may be useful for targeting appropriate psychosocial interventions and developing mental health policies.





Keywords: suicidal ideation, suicide attempts, adolescent and young adults, lifting of COVID-19 restrictions, prevalence, associated factors





Introduction

Mental health problems are common in young people. In 2019, the global the reported mean prevalence of mental disorders in 5- to 24-year-olds was 11.63% (1). The prevalence of mental disorders in the age 5 to 9 years group was estimated at approximately half (6.81%; 95% UI, 5.58–8.03) the rate recorded for the age 20 to 24 years group (13.63%; 95% UI, 11.90–15.53) (1). The steep increase in mood disorders across early to late adolescence is particularly striking (1).

Also concerning is the notable increase in suicidal thoughts, attempts, and competitions that emerges in adolescents (2). In fact, suicide is the third leading cause of injury-related death among adolescents (3), and in China, it is one of the most frequent causes of death among people aged 15–34 years (4). The prevalence of suicidal ideation, defined as thoughts of harming or killing oneself actively or passively (5), ranges from 17.7% to 23.5% among adolescents with a mean age of 15 ± 1 years in China (6) which compares to 18.8% in the US (7). In a survey of students aged 10–20 years in four provinces in China between 2017 and 2018 (8), 24.6% reported suicidal ideation during the previous 12 months, while 12.0% reporting having planned suicide and 4.9% reported attempting suicide. A study of more than a quarter million adolescents aged 11–17 years across 77 countries from the 2020 Global School-based Student Health Survey (GSHS) indicated population-weighted prevalences of 18% for suicidal ideation and 16% for suicide attempts during the previous 12 months (9). Given these high rates, it is not surprising that suicide is a global public health concern among young people (10).

Although the literature clearly indicates high prevalence of suicidal ideation and suicide attempts around the world, how these prevalences vary during developmental stages, from early adolescence through to early adulthood, is poorly understood. To address this gap in knowledge, we survey a large population of students aged 12 to 24. Data were collected between December 14, 2022 to February 28, 2023, when COVID-19 restrictions were lifted. During the COVID-19 pandemic there were three phases of pandemic response in China (11): 1) nation-wide lockdown (January 1, 2020 to April 29, 2020); 2) routine infection prevention and control (April 30, 2020 to December 6, 2022); and 3) lifting of COVID-19 re strictions (after December 7, 2022).

Substantial evidence indicates that the pandemic and associated biosafety measures, including lockdowns, home confinement, self-isolation, and social distancing (12, 13), have contributed to a rise in mental health problems among adolescents, such as sleep problems, anxiety, depression, and suicidality (14). A two-wave longitudinal web-based survey revealed that 20.0% of high school students aged 12 to 18 reported suicidal ideation or suicide attempts between July 11 and July 23, 2020 (15). In another Chinese study, 19.6% of university students endorsed suicidal ideation between March 20th and April 10th 2020 (16). A study on high school students in China during nation-wide lockdown showed that 31.3% and 7.5% of students reported suicidal ideation and attempts, respectively (17). Taken together, the prevalence of suicide ideation and suicide attempt among children and adolescents increased during the COVID-19 pandemic compared with that before the pandemic. In a meta-analysis of 11.1 million emergency department (ED) visits for any health issue, an increase of 22% in ED visits for suicide attempts was found during the pandemic. The increase for suicide attempts was particularly pronounced for teenage girls (39% vs. 6% for teenage boys) (18).

Even though essentially all COVID-19 restrictions were lifted in China in December 2022 and even earlier in other parts of the world, the continuing risk of COVID-19 infection, distress around such infection and its consequences, and the financial consequences of the pandemic on employment and family businesses may have affected mental health (19–21), and suicidality in particular. This may be especially true for adolescents and young adults, when their social and learning need to belong is strongest, but when this need was restricted due to COVID-19 pandemic (22).

The psychosocial factors affecting adolescent suicide are complex. A previous review identified three main factors that appear to increase the risk of suicidality: psychological factors (depression, anxiety, and previous suicide attempt); stressful life events (family problems and peer conflicts); and personality traits (such as neuroticism and impulsivity) (23). Another study found the factors that increased the attempted suicide possibility: included being a woman, being under 16 years of age, living in an unfavorable family conditions or having a poor communication with parents, having low self-esteem, behavioral or learning problems or having a mental disorder; or having been forced into sexual contact. A cross-sectional study also found that early romantic experiences and sexual behavior were associated with poorer adolescent health and well-being outcomes (24). In Chinese adolescents, sexual violence was found to be related to suicide ideation (25). Suicide is a multidimensional and multicausal problem associated with social determinants of health (26). As a result, its incidence and influencing factors need to be further explored, especially after the lifting of COVID-19 restrictions.

In the present study we surveyed students from middle schools, high schools, colleges and universities in the province of Sichuan, China to assess the prevalence of suicidal ideation and suicide attempts after the lifting of COVID-19 restrictions. In addition, we examined associated factors that might predict risk of such suicidal behavior in the aftermath of the pandemic. These findings contribute to our understanding of suicide behavior among adolescents.





Methods




Study population

An online questionnaire was prepared using the Wenjuanxing platform (www.wjx.cn) and sent to a convenience sample of school principals or teachers at middle schools, high schools, colleges and universities in Sichuan province, China. The principals and teachers were asked to forward the questionnaire to their students, who were invited to complete the survey from December 14, 2022 to February 28, 2023. To access the questionnaire, students had to provide informed consent for their anonymized responses to be analyzed and published for research purposes.

Students were included in the study if they were 12–24 years old and able to read and understand the questionnaire. Students were excluded if they had difficulty completing the questionnaire. For example, without a mobile phone, or it is not possible to answer all questions. Of the 90,118 students who began to fill it out, 82,873 (92.0%) provided informed consent and completed the survey, while 7245 (8.0%) did not. The overall study was approved by the Biomedical Research Ethics Committee at West China Hospital of Sichuan University (2022–1790).





Questionnaire

The survey had four parts and required 15–25 minutes to complete. The first part collected data on sociodemographic characteristics, including gender, age, type of registered residence (rural or urban), currently being in love, marital status, household family income level, and parenting style. The second part asked about the students’ experiences during the COVID-19 pandemic, including history of COVID-19 infection, time spent in quarantine, home-based study, impact of the pandemic on academic performance, whether their studies had returned to normal, satisfaction with his or her own academic performance, impact of the pandemic on future study or employment, psychological knowledge learning, and concern about COVID-19 infection in the future.

The third part of the questionnaire integrated three international instruments for evaluating symptoms of depression and anxiety, as well as level of social support. The Patient Health Questionnaire-9 (27) was used to assess depression as “none” (scores of 0–4), “mild” (scores of 5–9), “moderate” (scores of 10–14), or “severe” (scores of 15–27). This survey has shown good psychometric performance in samples of Chinese adolescents (28). The Generalized Anxiety Disorder-7 (29) was used to categorize the severity of possible anxiety, based on symptoms during the previous two weeks, as “none” (scores 0–4), “mild” (scores 5–9), “moderate” (scores of 10–14) or “severe” (scores of 15–21). This survey has shown Cronbach’s α of 0.92 on a Chinese sample (30). The Social Support Rate Scale (31) was used to categorize an individual’s level of social support as “low” (scores ≤ 22), “medium” (scores of 23–44) or “high” (scores of 45–66) (32). This survey has shown good validity and reliability in multiple Chinese samples (33, 34).

The fourth part of the questionnaire asked “Have you ever thought of committing suicide in your life?” to which the respondent could answer “Yes” or “No”; and “Have you had any suicidal thoughts or behaviors in the past 12 months?” to which the respondent could answer “Yes, have had suicidal thoughts”, “Yes, have had suicidal behaviors”, or “No”. These two questions can be effective for assessing suicidal ideation and suicide attempts (35–37).





Statistical analysis

Data were analyzed statistically using SPSS 21.0 (IBM, Armonk, NY, USA), and results associated with a two-sided P < 0.05 were considered statistically significant. Differences between respondents who reported ever having thought about suicide or not were assessed for significance using Pearson chi-squared tests. Differences among those who had thought about suicide, attempted suicide, or neither within the previous 12 months were assessed using Pearson chi-squared tests. Factors that in univariate analysis were significantly associated with suicidal ideation or suicide attempts, as separate outcomes, were entered into logistic regression. In view of the large number of independent variables and large sample size in this study, logistic stepwise forward regression (Likelihood Ratio) method was used to help reduce false positive results. This approach corrects for variables with little contribution and for collinearity.






Results




Demographics of the sample

Of the 90,118 students at 162 middle or high schools, colleges and universities in Sichuan who began to fill out the questionnaire, 82,873 (92.0%) with a mean age of 16.97 ± 2.29 years (range, 12–24 years) completed it, of whom 35,386 (42.7%) were male (Table 1). Nearly half of participants (36,111, 43.6%) were high school students, while nearly equal proportions were attending middle school (24,157, 29.1%) or college or university (22,605, 27.3%).

Table 1 | Demographic Characteristics and Epidemic-Related Information for the Total Sample.


[image: Table showing variables related to participants, including gender, registered residence, school type, and parental marital status, with percentages. It covers COVID-19 study habits, academic satisfaction, mental health knowledge, study and employment impact, worry about infection, depression, anxiety symptoms, and social support levels.]
Most students (74,442, 89.8%) reported that they were not currently in love. More than half (54186, 65.4%) reported that their family’s household income was around the local average, while just over half (45,120, 54.4%) considered the parenting style at home to be authoritative, followed by autocratic (18,593, 22.4%), submissive (12,782, 15.4%) and neglectful (6,378, 7.7%). Fewer than half of participants (33,314, 40.2%) reported having been infected with the SARS-CoV-2 virus, and just over one quarter (24,234, 29.2%) reported having been quarantined.





Suicidal ideation and suicide attempts among students

Table 2 shows the prevalence of suicidal ideation and attempts in participants. Overall, 21292 participants (25.7%) reported lifetime suicidal ideation, 10382 participants (12.5%) had suicidal ideation in the past year, and 1123 participants (1.4%) had suicide attempts in the past year. The results showed that the lifetime suicidal ideation was more prevalent for participants who were female, middle and high school students, from urban area, with higher family economic level than local average, COVID-19 infection, with quarantine experience, with worse academic performance, and without learning mental health knowledge (P<0.05). Different levels of anxiety symptoms, depression symptoms, and social support were significantly related to the lifetime suicidal ideation (P<0.05). Most factors that affected lifetime suicidal ideation were also factors that affected 12-month suicidal ideation and attempts. But there were no statistically significant differences among the three factors of registered residence location, family economic level and academic performance in the 12-month suicidal ideation and attempts (P>0.05).

Table 2 | Suicidal Ideation and Suicide Attempts in Students Stratified by Epidemic-Related Factors.
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Risk factors associated with lifetime suicidal ideation

Table 3 shows the results of binary logistic regression analysis of risk factors associated with lifetime suicidal ideation. Being female, middle and high school students, from urban area, boarder at school, in a state of love, with higher family income levels, and with divorced or remarried parents were significantly associated with participants’ lifetime suicide ideation (P<0.05). Compared to authoritarian parenting styles, participants with autocratic, neglectful, and submissive parenting styles were significantly more likely to have lifetime suicidal ideation (P<0.05). Participants who were quarantined for longer periods of time by the COVID-19 had significantly higher risk for lifetime suicidal ideation (P<0.05). Participants who were not satisfied with their studies and felt impact of COVID-9 pandemic on their further education and employment were more likely to have suicidal ideation (P<0.05). After the lifting of COVID-19 restrictions, compared with participants who extremely worried about infection, participants who did not worry about infection at all had significantly higher rate of suicidal ideation (P<0.05). Participants with anxiety symptoms had at least 1.5 times higher rates of suicidal ideation than those without anxiety symptoms (OR, 1.530 [95% CI, 1.450–1.614] for mild anxiety, 1.999 [95% CI, 1.867–2.141] for moderate anxiety, and 4.321 [95% CI, 3.915–4.769] for severe anxiety). Compared with participants without COVID-19 infection and depression but with high level of social support, those with symptoms of infection and depression, as well as moderate levels of social support (OR, 3.506 [95% CI, 2.777–4.425) had the highest risk of lifetime suicidal ideation (Figure 1).

Table 3 | Multivariable Regression Analysis of Risk Factors Associated with Lifetime Suicidal Ideation.
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Figure 1 | The superimposed effect of COVID-19 infection, depressive symptoms, social support on lifetime suicidal ideation.





Risk factors associated with 12-month suicidal ideation

Table 4 shows the results of multifactorial logistic regression analysis of risk factors associated with 12-month suicidal ideation. Participants’ suicidal ideation in the past 12 months was significantly associated with female (OR: 1.331, P = 0.000), middle school (OR: 2.354, P = 0.000), high school (OR: 1.708, P = 0.000), in love status (have a boyfriend: OR: 1.182, P = 0.007), parenting styles (autocratic: OR: 1.180, P = 0.000; neglectful: OR: 1.273, P = 0.000, and submissive: OR: 1.337, P = 0.000), quarantined time (7–14 days: OR: 1.146, P = 0.002), partial back to normal study status (OR:1.111, P = 0.023), not worried about infection of COVID-19 (OR: 1.225, P = 0.006), more depressive symptoms (mild: OR: 1.667, P = 0.000; moderate: OR: 2.423, P = 0.000; severe: OR: 3.595, P = 0.000), more anxiety symptoms (mild: OR: 1.506, P = 0.000; moderate: OR: 1.708, P = 0.000; severe: OR: 2.165, P = 0.000), and lower social support (low-level: OR: 2.224, P = 0.000).

Table 4 | Multivariable Regression Analysis of Risk Factors Associated With 12-month Suicidal Ideation and Suicide Attempts.
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Risk factors associated with 12-month suicide attempts

Table 4 shows the results of multifactorial logistic regression analysis of risk factors associated with 12-month suicide attempts. Participants’ suicide attempts in the past 12 months were significantly associated with female (OR: 1.814, P = 0.000), middle school (OR: 5.531, P = 0.000), high school (OR: 2.469, P = 0.000), in love status (have a boyfriend: OR: 1.653, P = 0.000; have a girlfriend: OR: 1.269, P = 0.000), parenting styles (neglectful: OR: 1.276, P = 0.003; submissive: OR: 1.506, P = 0.000);, quarantined time (over 14 days: OR: 1.328, P = 0.037), without active learning mental health knowledge during the COVID-19 epidemic (OR: 1.214, P = 0.005), not worried about infection of COVID-19 (OR: 1.434, P = 0.001), more depressive symptoms (mild: OR: 1.953, P = 0.000; moderate: OR: 3.449, P = 0.000; severe: OR: 6.679, P = 0.000), and more anxiety symptoms (moderate: OR: 1.603, P = 0.001; severe: OR: 3.864, P = 0.000).






Discussion

This appears to be the first study to simultaneously survey students in China across various developmental stages from middle school to university to examine the prevalence of suicidal ideation and suicide attempts assessed after the lifting of COVID-19 restrictions across the country. We found that 21292 (25.7%) students reported lifetime suicidal ideation, 10382 (12.5%) students reported 12-month suicidal ideation, and 1123 (1.4%) students reported suicide attempts, which is consistent with previous studies on the prevalence of suicidal ideation during the COVID-19 pandemic (38–40). According to a global meta-analysis result (41), the prevalence for lifetime suicidal ideation, suicide attempts were 15.1% and 2.6%, so we found that the prevalence of suicide ideation was higher, but the prevalence of suicide attempts has decreased. Our research findings were similar to those of a previous study (42), and the higher prevalence of suicide attempts during the pandemic may reflect pandemic-related stressors such as fear of illness, life changes, loneliness and decreased social support, which can harm mental well-being of adolescents (42).

In our sample, the prevalence of suicidal ideation was significantly higher among students in high schools (28.9%) than among those in colleges or universities (25.4%) or in middle schools (21.2%). Students at middle and high schools were at 1.7–5.5 times the risk of having thought about suicide or attempting it within the previous 12 months. This may reflect their physiological and psychological immaturity compared to young adults, as well as their more impulsive behavior patterns (43). It may also reflect stronger feelings of unhappiness, worthlessness, or fear that younger students felt in response to more than two years of social isolation during the pandemic (44), which affected them during a developmental period when parents and teachers are particularly likely to pressure young people academically because of the widespread belief that “academic performance in school is more important than anything else” (45). The results of this study showed that students who were less satisfied with their studies were more likely to think about suicide. In general, students may face myriad issues related to their studies, such as ongoing academic problems, social difficulties, missed coursework, and extensive absences (46). Adolescents may worry about managing issues at school and acclimating to school routines (47). Adolescents who experience strong psychological stress because of poor academic performance and intensive courses may be at higher risk of suicidal behavior (48). Indeed, stress and sleep disorders were more prevalent among adolescents than among adults in Italy (64.3% vs. 43.1%) (49).

Young students need to develop a stable adult identity, harmonious interpersonal relationships and capabilities to confront and act on reality (50). If students can develop these capabilities, they may appropriately adjust to personal crises and reduce their risk of suicidal behavior (50). Younger students are at particularly high risk of suicidal behavior if they exercise maladaptive coping skills in the face of persistent academic stress and negative emotions (51). Educational pressure on students decreases gradually as they approach adulthood, and students in college and university tend to have more mature coping skills than those in middle and high schools and this may lower their risk of suicidal behavior (52). These factors may help older students weather pandemic-related stresses such as social restrictions and interruptions or alterations in studies, which contribute to depression and sleep disorders among college students (53). So, the above are possible reasons why middle school students have a higher risk of suicidal ideation and intention than college students.

In this study, suicidal ideation and suicide attempts were significantly associated with being female, living in an urban area, boarding at school, having parents who exercise a non-authoritative parenting style, or having parents who have divorced or remarried. These factors have also been linked to suicidal ideation and suicide attempts in previous studies (54–60). However, students reporting higher household income level were at higher risk of suicide ideation and attempts within the previous 12 months than those with lower household income, which contrasts with studies from South Korea (61, 62). The adolescents from families with lower socioeconomic status may have been at higher risk because they were less likely to receive social and psychological resources and support from their family (63). The link between higher risk and higher household income in our study may reflect that adolescents who grow up in more affluent families are more likely to experience psychological neglect, receive little parental care or be rejected, controlled or overprotected by their parents (64). It is also possible that in families with higher economic levels, parents have higher expectations for education, and students feel worried and helpless due to the learning losses caused by the epidemic, leading to suicide (65).

Just over 40% of our study participants reported having been infected with SARS-CoV-2 after the lifting of COVID-19 restrictions, and they were at significantly higher risk of ever having thought about suicide than those who reported not been infected. This is consistent with the idea that fear and concern about COVID-19 infection can exacerbate psychological problems (66). For example, Krygsman et al. (2023) found that in a young Canadian adult sample that increased fear of COVID-19 was associated with greater generalized anxiety and somatization (67). Nevertheless, history of COVID-19 infection did not significantly affect risk of suicidal ideation or suicide attempts during the previous 12 months, which may reflect less distress given the widely reported efficacy of vaccines against the virus and the lower morbidity and mortality associated with later virus strains (68). Students in our sample who had been quarantined for longer periods were at higher risk of suicidal ideation, which may be related to increased loneliness and decreased social support (42).

In our sample, 38.1% of participants reported symptoms of depression and 31.8% reported symptoms of anxiety. Such symptoms correlated significantly with suicidal ideation and suicide attempts, and more severe symptoms were associated with higher risk, which is consistent with previous studies (69, 70). Depression and anxiety symptoms are the most frequent mental health problems among adolescents and are significant risk factors for suicide (71, 72). Among adolescents, depression, anxiety and other mental health problems may have worsened during the pandemic, increasing the prevalence of suicide (73). Our work highlights that prevalence of suicidal ideation and suicide attempts remains relatively high among young people even after the lifting of COVID-19 restrictions. Possible reasons may include relatively high rates of SARS-CoV-2 infection and high levels of psychological stress.

Only 2.1% of participants in our study indicated that they enjoyed a high level of social support, and our analysis linked low social support to significantly higher risk of thinking about or attempting suicide in the previous 12 months, which is consistent with previous studies (74, 75). The interpersonal psychological theory of suicidal behavior suggests that isolation increases the likelihood of suicide, and that perceived social support helps reduce or prevent feelings of isolation (76). Supportive relationships can mitigate suicidal ideation among adolescents and young adults (77). Further studies should be conducted to explore the relationship between types of social support and suicidal behavior.

Our analysis detected a joint influence of COVID-19 infection, depressive symptoms and social support on the risk of ever having thought about suicide in our sample. Compared to those who had not been infected, did not have depression symptoms and reported high social support, participants with COVID-19 infection, depression, and low level of social support had 2.2 to 3.5 times higher risk of lifetime suicidal ideation. Participants with COVID-19 infection, depression, and high level of social support had 1.9–2.5 times higher risk of lifetime suicidal ideation. The COVID-19 infection and depression symptoms may have been associated with a lower level of social support (78) and an increased risk of suicidal ideation. Strengthening social support from family, school and peers may mitigate the negative emotions caused by COVID-19 infection and depressive symptoms, thereby reducing risk of suicidal ideation and suicide attempts.

Our study, together with a growing global literature, argue for prioritizing the development of prevention programs targeting children and adolescents, among whom suicide rates are increasing. Prevention strategies may include limiting access to means of suicide (e.g., limiting access to guns, knives and sedatives), collaborating with media to encourage responsible reporting on suicide, promoting healthy socio-emotional life skills among adolescents, and establishing programs geared toward early identification, assessment, management, and follow-up of individuals affected by suicidal behavior (45). Dialectical cognitive therapy and psychodynamic therapy may be effective treatments for young people who have been thinking about suicide or have attempted it (79, 80).




Strengths and limitations

The strengths of this study include its relatively large sample of 162 public and private educational institutions in urban and rural regions that spanned the full range of adolescent development, from middle school through university. To the best of our knowledge, this is the first study to systematically investigate the prevalence and risk factors of suicidal ideation and suicide attempts among young people from 12 to 24 years old after the lifting of COVID-19 restrictions. Our findings may help guide policy making, recognition of high-risk populations, and the design of frameworks for managing psychological crises in specific populations and intervening in severe public health events such as pandemics.

At the same time, this study has several limitations. First, it involved an online survey of a convenience sample from one province in China. Whether our results can be generalized to other parts of China or to other countries remains unclear. Second, our data came entirely from self-report, increasing the risk of under- or overreporting due to subjective factors in participants that might have biased their responses, such as feelings of guilt or shame. Third, this was a cross-sectional study, which prevents causal analyses. Establishing causation in the absence of an experimental design with randomization is unlikely, and in the case of suicidality, would be unethical. Longitudinal follow-up studies should be conducted to explore whether the associated factors that we identified here can cause suicidal ideation or suicide attempts.






Conclusions

After the lifting of COVID-19 restrictions, the prevalence of lifetime suicidal ideation was 25.7%, the 12-month prevalence of suicide ideation was 12.5%, and the 12-month prevalence of suicide attempts was 1.4% among students in China. The associated factors of suicidal ideation and attempts among adolescent and youth students included being female, urban registered residence, middle school and high school, boarders at school, in love status, higher family income levels, divorced or remarried parents, specific family parenting patterns (e.g., autocratic, neglective or submissive pattern), COVID-19 infection, quarantined for longer periods of time, not worried about COVID-19 infection after the lifting of COVID-19 restrictions, unsatisfactory learning, with much more impact on further study and employment, depression and anxiety symptoms, and low-level of social support. Targeted, specific psychosocial prevention and interventions are urgently needed to meet the mental health demands of students.
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As societies worldwide addressed the numerous challenges associated with the COVID-19 pandemic, a troubling concern emerged—the possible rise of child maltreatment, which is a pernicious risk factor for child and adolescent mental health difficulties. This narrative review aims to provide a comprehensive understanding of how the many changes and challenges associated with the pandemic influenced worldwide occurrences of child maltreatment and, subsequently, the mental health of children and adolescents. First, we present the well-established evidence regarding the impact of child maltreatment on the mental health of children and adolescents both before and during the COVID-19 pandemic. Next, we examine the existing literature on the prevalence of child maltreatment during the pandemic, explanations for conflicting findings, and key mechanisms influencing the prevalence of maltreatment. Using a heuristic model of child maltreatment and its downstream influence on child mental health, we discuss risk and protective factors for maltreatment as well as mechanisms by which maltreatment operates to influence child and adolescent mental health. Finally, based on the accumulated evidence, we provide important recommendations for advancing research on child maltreatment, emphasizing the necessity for routine monitoring of maltreatment exposure at a population level, and discussing the implications for the field of child protection. This comprehensive review aims to contribute to the understanding of the challenges arising from the intersection of the COVID-19 pandemic and child maltreatment, with the goal of informing effective interventions in the domain of child welfare.
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1 Introduction

The COVID-19 pandemic has profoundly impacted various elements of global society, including economies, education, health care, and government policies. In addition to these system impacts, the pandemic has significantly affected mental health. According to the World Health Organization (1), in the first year following the onset of the pandemic, diagnoses of anxiety and depression among adults increased by 25%. While the WHO has highlighted the impact the pandemic has had on global mental health, it is crucial to note that specific populations faced an elevated risk of experiencing mental health challenges, particularly children and adolescents (2). Moreover, children and adolescents from at-risk families—characterized by low socioeconomic status, living in one-parent households, having a parent with mental health disorder or substance use challenges, or a history of maltreatment—were found to be at an even greater risk for the adverse mental health effects of the pandemic. Research indicates that children and adolescents from at-risk families had significantly higher depression and anxiety scores both before and during the pandemic compared to their peers without these risk factors (3). Notably, many studies have identified a notable deterioration in children and adolescents' mental health during the COVID-19 pandemic (3–6). When considering the increase in mental health difficulties since the pandemic, it is crucial to exercise caution, as such increases may not solely stem from the pandemic. Instead, the pandemic might have magnified existing trends among children and adolescents (7). Overall, research examining the impact of the COVID-19 pandemic on mental health declines is complex and multifaceted, with several risk factors likely at play.

Exposure to child maltreatment, including abuse and neglect, is a robust risk factor for poor mental health among children and adolescents (8). Conditions for an uptick in child maltreatment during the COVID-19 pandemic were ripe, including financial concerns, and increases in caregiver stress, mental health difficulties, and substance use (9–11). Indeed, at the beginning of the pandemic, experts sounded the alarm of the “pandemic paradox” (12), where public health measures enacted to keep children medically safe and to control the spread of the virus, such as school closures and stay-at-home orders, may have inadvertently increased exposure to family violence and child maltreatment. Increases in child maltreatment may have implications for children and adolescents' mental health in both the short and long term. In this narrative review, we provided a brief overview of the detrimental impacts of child maltreatment on child and adolescent mental health. We present the evidence for increases in child maltreatment during the COVID-19 pandemic and its spillover effects on children and adolescents' mental health. Using an adapted heuristic model of child maltreatment (13) presented in Figure 1, we discuss the mechanisms by which increases in child maltreatment occurred, including increases in risk factors during the pandemic. Finally, we present protective factors, both pandemic-specific and general, that have the potential to mitigate increases in child maltreatment as well as those that interrupt the negative impact of maltreatment on children and adolescents' mental health. We conclude with key learnings with regard to policies, practices, and directions for future research as they relate to child maltreatment and children's mental health.


[image: Flowchart illustrating the impacts of COVID-19 on child maltreatment and adolescent mental health. COVID-19-related impacts like financial loss and confinement contribute to risk factors for maltreatment, including caregiver stress. Predisposing factors like socioeconomic status also play a role. Child maltreatment affects adolescent mental health through mechanisms such as emotion regulation. Protective factors are positioned to mitigate these impacts.]
FIGURE 1
Heuristic model of risk factors for child maltreatment and child and adolescent mental health during COVID-19.



2.1 The impact of child maltreatment on child and adolescent mental health

Child maltreatment is a well-established risk factor for mental health difficulties in children and adolescents, with 21%–41% of common mental health conditions being attributable to adversities such as maltreatment in childhood (14). Child maltreatment is broadly defined as any form of abuse or neglect directed toward a child under the age of 18 years (15). Maltreatment comes in many different forms, with the most prevalent types being exposure to intimate partner violence, physical abuse, sexual abuse, emotional abuse, and neglect. Neglect is the failure to provide basic needs, such as food, shelter, education, and medical or psychological care (16). Although child maltreatment is often perpetrated by parents or caregivers, it can be perpetrated by any individual in a position of trust or power (15), including teachers, coaches, acquaintances or even strangers. Experiencing maltreatment can pose direct threats to a child's health, development, and mental well-being, having cascading effects on their mental health across the life course.

Despite existing challenges related to underreporting and identifying child maltreatment (15), several studies have documented its short- and long-term impact on children's mental health. Indeed, the effects of maltreatment on children have been observed across behavioural, emotional, and cognitive functioning (17). As discussed in Jaffee's (18) review of the relationship between child maltreatment and psychopathology, children who have experienced maltreatment are at a greater risk of presenting externalizing problems, such as attention-deficit/hyperactivity disorder (ADHD), conduct disorder (CD), and oppositional defiant disorder (ODD) (18). They are also more prone to exhibiting delinquent and antisocial behaviour (18). Similarly, maltreated children face an elevated risk of internalizing symptoms and problems, such as major depressive disorder, anxiety disorders, and posttraumatic stress disorder (PTSD) (18). Interestingly, the risk of psychological disorders following exposure to childhood maltreatment does not appear to vary based on sex, race, or ethnicity (18), pointing to its universally detrimental effects. Overall, child maltreatment has adverse effects on the mental health of children and adolescents. However, to fully grasp the impact of maltreatment, it is essential to consider not only situations involving maltreatment but also instances where multiple types of adversity coexist.

Exposures cluster and co-occur (19, 20). That is, exposure to one form of maltreatment conveys risk for exposure to other adversities (21). The dimensional model of childhood adversity proposes that various types of adversity, including maltreatment, share common underlying mechanisms that shape diverse aspects of neural development (22, 23). Rather than examining the effect of each adversity type in isolation, this theory recognizes the interconnectedness of these experiences and seeks to identify common threads that contribute to their impact on neural development while understanding that different types of adversity have different degrees of harm. The dimensional model delineates two underlying mechanisms influencing neural development: threat and deprivation. Threat exposures involve situations that pose a risk of physical harm to a child, such as exposure to intimate partner violence, sexual abuse, or physical abuse. By contrast, deprivation exposures signify a lack of environmental experiences, such as neglect (22). Each of these experiences—whether characterized by threat or deprivation—results in distinct neural and, consequently, developmental outcomes (22). Specifically, deprivation has been linked to an increased risk of externalizing problems, whereas threat has shown longitudinal associations with internalizing and externalizing problems (24). Therefore, considering the type and cumulative nature of maltreatment exposures is critical for understanding its impact on children and adolescents' mental health.

The type of adversity that children and adolescents face is not the only factor that influences developmental and mental health outcomes; timing also matters. According to the sensitive period model, the time at which a child is exposed to adversity is a critical factor in determining its impact on psychopathology symptom outcomes (25). This model suggests that the impact of maltreatment is more likely to be pronounced when it happens during specific periods marked by peak brain plasticity, such as the early years (26). In a study conducted by Dunn et al. (26), results found that psychopathology symptom scores were highest for girls exposed to harsh physical discipline at age nine years and for boys exposed at age five years, indicating that these ages represent peak developmental periods. McLaughlin et al. (27) also suggest that exposure to violence, such as physical abuse, during times when neural systems are highly adaptable to learning about threat and safety can lead to changes in these circuits to rapidly identify threats in their environment. Taken together, developmental age and timing of exposure to maltreatment play critical roles in the development and manifestation of mental health difficulties following maltreatment.


2.1.1 The impact of child maltreatment on child and adolescent mental health during the COVID-19 pandemic

To date, very limited research has directly investigated the impact of maltreatment on mental health in the context of the COVID-19 pandemic. One study conducted in Germany, using an adult sample, found that pandemic-related stressors fully mediated the relationship between past experiences of child maltreatment and mental health outcomes, such as anxiety, stress, and psychological well-being (28). Findings demonstrate an association between past trauma and increased risk of mental health difficulties during the pandemic. Moreover, a study by Salmon et al. (29) found that 16- to 21-year-olds who had a history of adverse childhood experiences were more likely to report heightened levels of stressors and symptoms related to the pandemic. Despite these studies relying on adult samples, such results may be extrapolated to children and adolescents.

To our knowledge, only two studies have been conducted to examine the impact of maltreatment on child and adolescent mental health in the context of the COVID-19 pandemic. In a cross-sectional Chinese study conducted by Bai et al. (30), children who experienced maltreatment during the pandemic and were exposed to or infected with COVID-19 exhibited heightened levels of mental health symptoms, such as aggressive behaviour, depression, and social problems. The study sample consisted of 1,286 children aged 0–10. Moreover, Liu et al. (31) conducted a cross-sectional study in the United States and the District of Columbia. They found a direct association between exposure to child maltreatment during the pandemic and increased mental health problems and suicidal ideation, pointing to the consequential effects of child maltreatment on mental health.

Despite the limited evidence examining the impact of maltreatment on the mental health of children and adolescents during the pandemic, decades of research in developmental psychopathology suggest that the risk factors present during the pandemic would have exacerbated this association. In the following paragraphs, we provide evidence for an increase in child maltreatment during the pandemic and, using a heuristic model, discuss mechanisms for the impact on child and adolescent mental health.




2.2 Increases in child maltreatment during the COVID-19 pandemic

Clinicians and researchers internationally warned of an increase in child maltreatment during the COVID-19 pandemic [e.g., (32)], especially for children with pre-existing risk factors such as low household income, caregiver stress, and caregiver mental health difficulties [e.g., (33)].

Although risk factors for child maltreatment were present and, in some instances, intensified during the pandemic, the literature presents conflicting evidence regarding how the pandemic affected rates of child maltreatment. A systematic review by Huang et al. (34) examined studies that assessed the prevalence and changes related to child maltreatment before and during the pandemic (between January 2020 and August 2022). Eight studies found a decrease in the prevalence of child maltreatment during the pandemic, and thirteen studies found an increase. This discrepancy raises questions about the mechanisms influencing the prevalence of child maltreatment during the pandemic, as well as how differences in measurement and context may be impacting results.

One possible reason for discrepancies across studies in the meta-analysis conducted by Huang et al. (34) is the sources of data that were used. Many of the studies that reported a reduction in child maltreatment during the pandemic relied on administrative data collected by governmental organizations, such as child protective agencies and police reports (35). For example, in the United States, Whelan et al. (36) found a 25% decrease in criminal charges associated with child maltreatment. Moreover, Musser et al. (37) found a significant reduction in the number of children entering the foster care system. Similar results were found in Canada; Katz et al. (38) found a 30%–40% decrease in child abuse reports. Taken at face value, these studies indicate that during the pandemic, rates of child maltreatment decreased. However, it is crucial to consider that most administrative data heavily depend on professionals reporting instances of child maltreatment and thus on children and adolescents having direct contact with those who are mandated to report. As a result of stay-at-home orders and the shift to virtual learning, the contact children and adolescents had with mandatory reporters was significantly restricted, especially given that educational staff are primary reporters of child maltreatment (39). After the shift to virtual learning, there was a 58% decrease in child maltreatment reports compared to previous years (40). Such a decrease is thought to be attributed to a reduction in reports and not necessarily to a decline in child maltreatment overall. The limited contact between children and mandatory reporters may make administrative child maltreatment data unreliable to accurately assess the pandemic's impact on child maltreatment.

As it is possible that administrative child maltreatment data were compromised due to the lack of contact between children and adolescents and mandatory reporters, alternative sources of data must be considered. Studies within Huang et al's (34) systematic review that indicated an increase in child maltreatment predominantly utilized data collected through individual surveys, professional evaluations, and unconventional sources such as social media postings and helpline calls (35). In studies examining caregiver questionnaires, there was overwhelming evidence suggesting increased maltreatment in households during the pandemic (41–43). Moreover, studies that utilized data reported directly by child protection teams and social workers to evaluate and confirm instances of child maltreatment found increases during the pandemic compared to pre-pandemic (44, 45).

Examining unconventional data sources, such as social media postings, also provides insight into the prevalence of maltreatment during the pandemic. During the pandemic, Reddit saw an alarming 94% increase in posts related to children and adolescents experiencing maltreatment (46). Further, since March 2020, the Rape, Abuse, and Incest National Network (47) in the United States has reported a surge of calls from minors experiencing maltreatment. Moreover, during the pandemic, there was an increased number of calls and reports to poison control units, suggesting a decrease in caregiver supervision (48). Such sources of data provide evidence that child maltreatment increased during the pandemic and do so by relying on data that is not confounded by the need for child contact with mandatory reporters. As such, there is growing evidence that maltreatment likely increased during the pandemic. In the following sections, we presented a heuristic model of the risk factors that may have exacerbated maltreatment and subsequent child mental health difficulties during the COVID-19 pandemic (Figure 1). We also discuss resilience processes wherein protective factors may have mitigated these adverse outcomes.



2.3 How the COVID-19 pandemic exacerbated the impact of child maltreatment on child and adolescent mental health

The heuristic model presented in Figure 1 shows a direct effect of child maltreatment on child and adolescent mental health difficulties, as well as mediator variables that operate as potential mechanisms to explain this association. In a scoping review by Afifi et al. (49), characteristics such as emotion regulation, social relationships, hypervigilance, and reward responsiveness were identified as mechanisms by which child maltreatment exerts its influence on children's mental health. Overall, the proposed conceptual figure captures the multifaceted dynamics among COVID-19 impacts, predisposing factors, COVID-19 risk factors, protective factors for child maltreatment, child maltreatment, mechanisms by which maltreatment affects mental health, protective factors for mental health, and lastly, child and adolescent mental health. This comprehensive framework contributes to a nuanced understanding of the complexities involved in assessing and addressing the impact of the COVID-19 pandemic on child maltreatment and mental health.



2.4 Mechanisms for increases in child maltreatment during the COVID-19 pandemic

To understand the increase in prevalence or rates of child maltreatment during the pandemic, it is crucial to adopt a comprehensive perspective. Such a perspective involves assessing both direct and indirect risk factors for maltreatment and understanding how the pandemic increased these risks. Developmental psychopathology theory defines risk as any individual or environmental factor associated with the increased likelihood of developing negative or undesirable outcomes (50). In this context, we examined various risk factors (as depicted on the far-left side of Figure 1) that are likely to have influenced the occurrence of child maltreatment during the COVID-19 pandemic. Broadly, risk factors for child maltreatment that increased during the COVID-19 pandemic include significant disruptions in access to support services, decreased social support, loss of employment, financial hardship, and various predisposing factors, which subsequently led to increases in caregivers' stress, mental health issues, and substance use difficulties.


2.4.1 COVID-19 related impacts

Initially, pandemic-related policies and restrictions resulted in the closure of many essential social services, such as childcare centres, provincially funded parenting programs, and specialized clinical support services. These measures were implemented to limit the virus's spread and reduce infection. However, according to the family stress theory, the reduction or complete absence of access to key external social support may have aggravated pre-existing vulnerabilities among caregivers (51), consequently increasing the risk of child maltreatment. Similarly, during COVID-19 lockdowns, parents and caregivers faced increased challenges in receiving instrumental support from friends and family. Caregivers perceiving a diminished emotional or social support system may have been more prone to child abuse (52). For children, the inability to attend school or daycare meant they lacked supervision and were cut off from a primary source of basic necessities (40), posing a specific risk factor for neglect. Furthermore, they no longer had regular interactions with educational personnel who play a vital role in reporting child maltreatment (40).

Relatedly, pandemic-induced social isolation may have contributed to an elevated risk of child abuse (53, 54), as social isolation was found to be directly associated with caregivers’ verbal aggression, physical punishment, and neglectful behaviour toward their children (55). Feelings of loneliness and worry (43, 54), along with weakened social networks that typically buffer harsh parenting practices (54), may explain the heightened prevalence of child maltreatment in this context.

Another major disruption in parents' and caregivers' lives introduced by the COVID-19 pandemic was unemployment and financial losses. Predictably, both job losses and the resultant financial setbacks (56–58), as well as instances of unemployment (54, 59) are positively correlated with child maltreatment. Economic hardship, which could have manifested itself through mass job cuts during the pandemic, is a well-recognized risk factor for child neglect (59, 60). Similarly, caregiver economic pressure is positively associated with the potential for child abuse and adverse child mental health outcomes (35, 41, 52, 53). An additional study found that housing instability was associated with an increased number of self-reported maternal maltreatment behaviours, while food insecurity was associated with increased use of mother-to-child physical and psychological aggression (61). Moreover, the death of a parent is found to be associated with increased risk of parental and financial stress, and child maltreatment (62). These financial circumstances were widespread, and their combination was even more detrimental to families, distinctly impacting the incidence of child maltreatment.



2.4.2 Predisposing factors

The COVID-19 pandemic created numerous additional challenges for parents and families, including loss of income, reduced social support, and confinement, all of which were found to be associated with risk factors for child maltreatment during the pandemic. In addition to the COVID-19-related impacts, various predisposing factors were also found to be associated with risk factors for child maltreatment during the pandemic. The likelihood of experiencing violence and abuse during the pandemic increased significantly for groups that were already vulnerable prior to the pandemic. Specifically, children living in families that were facing financial hardships, where parents had challenges with mental illness or substance use, and those in one-parent households prior to the pandemic were at increased risk of child maltreatment during the pandemic (63). Moreover, children from families with low perceived affluence and those reporting parental issues like incarceration had a notably higher risk of experiencing maltreatment, both before and during the pandemic (64). Furthermore, Buffarini et al. (65) found that mothers who reported five or more adverse childhood experiences (ACEs) were at a significantly higher risk of reporting having maltreated their children during the pandemic than mothers without ACEs (65), suggesting intergenerational trauma was a risk factor for maltreatment during the pandemic.

In addition to past parental experiences, factors that may predispose a child to the risk of child maltreatment must be considered as well. Augusti et al. (63) conducted a study to examine risk factors for abuse during the pandemic, and pre-pandemic victimization was found to be the most accurate predictor of abuse during lockdown. Moreover, Guo et al. (66) found that children and adolescents who experienced maltreatment pre-pandemic were at increased risk of COVID-19 negatively affecting their mental health compared to peers who were not maltreatment prior to the pandemic.

Children with special education needs saw a significant increase in physical abuse during the pandemic. According to Tso et al. (67), during the pandemic, 25.5% of children with special educational needs experienced at least one episode of severe physical abuse, and 1.9% experienced at least one episode of very severe physical abuse (67). Furthermore, they found that children who were diagnosed with mental disorders prior to the onset of the pandemic were at a heightened risk of experiencing severe physical abuse compared to those without a diagnosed mental disorder (67). Overall, these findings emphasize how existing vulnerabilities, especially those tied to socioeconomic status, past trauma, and biological factors, heighten the risk of child maltreatment during the pandemic.



2.4.3 COVID-19 risk factors for child maltreatment

Continuing the challenges described previously, the pandemic era saw a notable decrease in caregivers' mental health and overall well-being. Specifically, caregivers experienced a surge in stress levels as they grappled with virus transmission-related fears, navigated unexpected job losses and shifts, adapted to newly imposed policies and restrictions, worked remotely, and took on additional responsibilities like homeschooling (11). Since the onset of the pandemic, caregivers have reported a deterioration in their mental health, reduced patience toward their children, and greater feelings of being overwhelmed by the demands of parenthood (68). These findings are particularly concerning, given that caregiver stress constitutes a major risk factor for child maltreatment (69). Amidst pandemic-related fears and a constant state of uncertainty, there is an increased perception of risk, which has the potential to further deteriorate caregivers' mental health (41, 53). Naturally, these circumstances may create obstacles for caregivers in effectively addressing their children's needs, paving the way for neglect and other forms of maltreatment (70).

Other adverse mental health outcomes in caregivers amplified by the COVID-19 pandemic include anxiety and depression, both of which are positively linked to the potential for child abuse (35, 41, 52). Furthermore, worries, feelings of loneliness, family stress and dysfunction (11, 52, 53, 71), along with caregiver substance use (63), each pose a risk of increasing child maltreatment. Other forms of family violence, such as exposure to intimate partner violence or intimate partner violence in the home, also contributed to an elevated risk of child abuse (33). It should be mentioned that in addition to caregivers’ mental health struggles, financial difficulties, and heightened social stressors being risk factors for child maltreatment during and since the COVID-19 pandemic, they were also found to be risk factors for decreases in child mental health during the pandemic (72). In essence, the combined factors of caregivers' mental health struggles, financial difficulties, and heightened social stressors underscore the multifaceted and complex nature of increased risk factors for child maltreatment during and since the COVID-19 pandemic.




2.5 Resilience in the face of child maltreatment during the COVID-19 pandemic

Despite the pernicious effects of maltreatment on the mental health of children and adolescents, not all children were exposed to maltreatment during the pandemic, and not all children exposed to maltreatment developed mental health concerns. In fact, previous research has shown that between 12% and 22% of maltreated children demonstrate competence across multiple domains of functioning over time (18) and 35% of children exposed to maltreatment are never diagnosed with a mental health disorder (73). Furthermore, some individuals experience posttraumatic growth in the aftermath of maltreatment. Posttraumatic growth refers to positive psychological changes leading to an increased sense of meaning or benefit from the negative experience (74). For example, a study by Wright et al. (75) found that 87% of women who had experienced child sexual abuse reported some growth in the aftermath of their experience, including personal growth, growth in relationships, or spiritual growth. Overall, it is critical to understand the processes and mechanisms by which adaptive mental health can be attained for children exposed to maltreatment.

Resilience science offers a framework to consider the processes by which children exposed to maltreatment during the COVID-19 pandemic may have experienced better-than-expected mental health outcomes. From a systems perspective, resilience is the capacity and processes by which a system adapts successfully despite challenging circumstances (76). Resilience refers to the processes and mechanisms by which adaptive outcomes occur rather than an individual trait or a simple outcome. Thus, when considering the impact of maltreatment on the mental health of children and adolescents during the COVID-19 pandemic, resilience processes would be those that promote good mental health and protect against the toxic effects of maltreatment.

Decades of research in resilience science have focused on the promotive and protective factors that lead to adaptation in the face of maltreatment. Promotive factors are those that have a direct positive effect on the outcome (i.e., a main effect) (77). For example, a supportive caregiver-child relationship has been shown to be associated with lower levels of internalizing symptoms among children exposed to maltreatment (78). Protective factors are those that mitigate the likelihood of a poor outcome in the face of risk. For example, at a community level, the collective efficacy of a neighbourhood, including its cohesion, has been shown to reduce the association between childhood neglect and adolescents' aggression (79). Both promotive and protective factors can exist at different levels of the social ecology (i.e., individual, familial, community, or societal level) and may differ depending on the child's developmental stage (80, 81). A scoping review conducted by Afifi and MacMillan (49) identified factors across the social ecology that are associated with adaptive mental health in the face of maltreatment, including self-regulation abilities, self-efficacy, supportive family relationships, and social support outside the family. Below, we detail promotive and protective factors (resilience factors) that may have both mitigated the impacts of risk on child maltreatment during the COVID-19 pandemic as well as protective factors for the development of mental health concerns following maltreatment during the pandemic.



2.6 Protective factors for child maltreatment exposure during the COVID-19 pandemic

The COVID-19 pandemic brought forth many factors that increased the risk of child maltreatment, yet maltreatment did not increase universally across all families. Many families exhibited protective factors that effectively reduced the risk of child maltreatment (See Figure 1). Higher socioeconomic status was a critical factor in preventing child maltreatment during the pandemic (56, 58, 82). Elevated socioeconomic status served as a protective factor against child maltreatment, given the reduced risk of caregivers experiencing unemployment or stress associated with potential job loss and, as such, financial stress (82). Conditions such as unemployment are strongly linked to subsequent stressors, including economic difficulties, housing instability, and food insecurity (83). These factors, in turn, escalate the risk of child maltreatment by almost 90% (84). The economic strain and job loss triggered by the pandemic thus increased the risk of child maltreatment substantially (84). However, those with higher socioeconomic status were more likely to be shielded from these risk factors. Furthermore, in families with higher socioeconomic status, the transition to remote work emerged as an additional protective factor against child maltreatment (85, 86). Remote work was found to contribute to caregiver well-being by offering autonomy and schedule flexibility, thus acting as buffers against caregiver distress and negative parenting behaviours.

In addition to socioeconomic factors, maintaining caregiver well-being emerged as a crucial protective factor in reducing the risk of child maltreatment during the pandemic (52, 87). As a result, protective factors for caregiver mental health are indirectly protective factors against child maltreatment. Factors such as caregivers developing and utilizing coping strategies to manage stress and access to mental health services have been identified as strong protective factors against caregiver mental health decline (34, 88). Further, caregiver social support has been identified as a protective factor against both caregiver mental health decline and child maltreatment during the pandemic (52). Research indicates that help and support from others can enhance a caregiver's capacity to manage stressors and improve their mental and physical health (89).

Moreover, certain family practices supported caregiver well-being during the pandemic. A study by Rosen et al. (90) emphasized the importance of structured routines, limited passive screen time in the home, and lower exposure to pandemic-related news in protecting against caregiver mental health decline. When considered together, such studies highlight the need to support caregiver mental health to decrease the risk of child maltreatment (41). Although there is little research on caregiver qualities as protective factors against child maltreatment, empathy has been identified as an important caregiver quality. Yamaoka et al. (91) reported that high caregiver empathy was a protective factor against child maltreatment during the pandemic.

Amid the challenges of the COVID-19 pandemic, various protective factors against child maltreatment were present. Such factors included familial, social, and individual dimensions, thus highlighting the importance of secure employment and caregiver mental health in mitigating the risk of child maltreatment during challenging times.



2.7 Protective factors for child and adolescent mental health following maltreatment during the COVID-19 pandemic

There is mounting evidence that child maltreatment during the COVID-19 pandemic was associated with an increase in mental health problems in children (30). Indeed, child maltreatment was the strongest predictor of mental health problems in children under the age of 10 after accounting for caregiver conflict, COVID-19 exposure, and discipline (30). Although studies identified the direct association between exposure to child maltreatment during the pandemic and increased mental health problems and suicidal ideation (31), limited research has examined factors protecting against the development of mental health challenges for children exposed to heightened maltreatment during the pandemic.

A vast literature on child trauma and developmental psychopathology has documented the factors that could have prevented the development of mental health difficulties among children and adolescents following maltreatment during the pandemic. Specifically, a systematic review by Meng et al. (92) details factors associated with more optimal mental health following exposure to child maltreatment, such as individual coping skills, positive caregiver-child relationships, and community social support. For example, positive caregiver behaviours can mitigate the development of psychopathology in children who were exposed to physical abuse (93). Social support outside the family home from individuals such as teachers, coaches, or peers has also been consistently identified as mitigating the risk posed by maltreatment to mental health (94). That is, relationships that provide emotional and instrumental support can help to reduce stress and increase coping skills, which leads to positive mental health outcomes in the face of adversity.

Although there is strong evidence related to these protective factors prior to the pandemic, it is important to consider how the social and environmental context of the pandemic may have adversely impacted protective factors that were previously established. That is, the caregiver-child relationship may have been compromised due to elevated levels of caregiver mental health difficulties, stress, substance use, and family violence (9, 11, 95). Thus, the caregiver-child relationship may not have been able to function as adequately due to these stressors. Indeed, hostile caregiver behaviour during the COVID-19 pandemic was shown to contribute to elevations in internalizing and externalizing difficulties among children between 7 and 9 years of age (96). Similarly, access to community supports were significantly reduced during the COVID-19 pandemic due to restrictions on social gatherings, cancellation of extracurricular activities, and social distancing requirements. As such, simple access to individuals and relationships that would have otherwise served as protective were restricted, leading to a decreased likelihood of their protective role. Although limited evidence currently exists on protective factors for the development of mental health difficulties following maltreatment during the COVID-19 pandemic, we hypothesize that many protective factors that would typically be at play were significantly disrupted, potentially leading to an increase in mental health difficulties among children exposed to maltreatment.



2.8 Implications for policy, practice, and research

There are several important take-aways from this review on child maltreatment and children's mental health during the COVID-19 pandemic. In the following section, we summarize the key findings from our narrative synthesis and discuss implications for policy, practice, and future research.


2.8.1 Implications for policy

Examining diverse sources of evidence on the prevalence of maltreatment during the pandemic, it is highly likely, especially among families experiencing high levels of stress and income insecurity, that maltreatment increased during the COVID-19 pandemic. Additionally, an increase in risk factors for child maltreatment, including intimate partner violence, caregiver mental health difficulties, lack of social support, and socioeconomic challenges, are very clearly documented. Indeed, a paradox emerged whereby public health practices that were meant to keep children medically safe put families at increased risk for violence and maltreatment. Given that the pandemic led to an increase in challenges for caregivers, caregiver and family well-being must be at the forefront of pandemic-related preparedness and decision-making to reduce maltreatment and its impacts. The main sources of stress for caregivers during the pandemic that are associated with maltreatment include lack of childcare, income loss, and loss of support from social networks (97). As such, policies that prioritize continuity of childcare and school attendance for children may be critical for reducing caregiver stress and mental health challenges. Furthermore, such policies keep children visible, a characteristic that is critical for child maltreatment prevention. Additionally, policies that maintain employment as well as financial support for families in the face of job loss are also key to reducing caregiver stress.

Preliminary evidence suggests that child maltreatment during the pandemic was associated with mental health difficulties in children (30). Therefore, policies that prioritize child and adolescent mental well-being, such as attending school, extracurricular activities, and social programs, are critical to reducing the negative impacts of maltreatment. Schools and community mental health services are also one of the primary sources of child maltreatment reporting, which decreased substantially during the COVID-19 pandemic (98) despite an increase in the severity of abuse presentations in hospitals (99, 100). This is why the American Academy of Pediatrics and the Royal Society of Canada issued statements during the pandemic urging children's safe return to school to mitigate poor outcomes (101, 102). Schools and community programs provide instrumental protection and support to the mental health of children and should be prioritized to be kept open in future.



2.8.2 Implications for practice

Many children's mental health services that provide psychosocial and therapeutic support to children who have been maltreated pivoted to online service delivery during the pandemic. Although online service delivery maintained some access to therapeutic supports, this approach has many limitations, particularly for children and adolescents who may not be living in safe contexts (103). Specifically, not all children and adolescents have access to a safe space to speak to a service provider, and confidentiality may be limited inside the home. It may also be more challenging for a therapist to assess risk for the well-being of a child without seeing the family in person. As such, prioritizing in-person service provisions, especially for children at the highest risk for maltreatment, are paramount.

Within the child welfare setting, child welfare workers had to significantly alter their service provision during the COVID-19 pandemic (38, 104). For example, in-person contact with families was limited due to public health measures, visiting and meeting with families became more challenging, and case workers experienced very high levels of burnout (105). Literature detailing recommendations for changes in child welfare practices are provided in detail elsewhere (106). Briefly, child welfare workers should be designated as essential workers during the pandemic to maintain timely in-person investigations as well as the management of cases. Additionally, community partnerships with organizations that provide services to children and adolescents should be bolstered to increase opportunities for child welfare reporting as well as provide supports and services to families in need.

Professionals and community organizations must continue providing in-person services during lockdowns or stay-at-home orders. Additionally, they need to be made aware of the potential increase in maltreatment during such times. There is a crucial need for staff to understand how stressful events, like the pandemic, are likely to increase the prevalence of child maltreatment. Further, they need training to recognize and respond to signs and symptoms of child maltreatment. The Violence, Evidence, Guidance, Action (VEGA) project (107) is an evidence-based educational tool designed to aid healthcare and social service providers to safely identify and respond to family violence. The implementation of this tool could enhance professionals' capability to identify child maltreatment, potentially leading to improved child safety.



2.8.3 Implications for research

A glaring gap in the literature is high-quality, population-level data on whether maltreatment increased during the COVID-19 pandemic. Previous research has pointed to the importance of rigorous national prevalence studies of child maltreatment to inform prevention and intervention efforts (108). The inability to have a clear understanding of whether maltreatment increased or not at a national level is a surveillance failure. Furthermore, it can often be challenging for researchers to ask about child maltreatment in research surveys due to difficulties with approvals from Institutional Review Boards (109). Specifically, concerns are often raised regarding distress induced to participants, a duty of care to follow up with participants, and legal liabilities. However, surveys on the prevalence of maltreatment, particularly during public health or environmental emergencies, are necessary to inform prevention and social policies. It is especially important for these surveys to be routine to be able to chart changes and trends over time, as well as document differences before and after significant events.

Another important research gap pertains to research studies examining mechanisms that explain “why,” “how,” and “under what circumstances” maltreatment and subsequent mental health difficulties occurred during the COVID-19 pandemic. Thus, in addition to collecting ongoing nationally representative longitudinal prevalence data on child maltreatment, it is also important to collect information on key protective factors and related health outcomes that may be candidates for interrupting poor outcomes. Finally, as mentioned previously, there is a need for investment in continual longitudinal surveillance of maltreatment at a national level to inform key decision making.





3 Conclusion

For children and families who were at the highest levels of risk for maltreatment during the pandemic, the current review paints a stark picture. There is clear evidence for increased risk factors associated with child maltreatment, as well as burgeoning evidence that child maltreatment also increased during the pandemic. In addition to increased exposure to maltreatment, protective factors for both child maltreatment and the development of mental health difficulties following maltreatment, such as positive caregiver-child relationships, social support, and peer relationships, were severely disrupted during the pandemic. Furthermore, there was limited surveillance and reduced access to community services and supports that would typically intervene and provide supports to families experiencing maltreatment. Taken together, the current review provides strong justification for changes in policies and practices as they relate to children and families at risk of maltreatment during future public health and environmental emergencies. Ensuring that the needs of children exposed to maltreatment, arguably some of the most vulnerable children in society, are protected and supported will be consequential in ensuring their optimal mental health.
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Introduction: Some targets of relational peer victimization become depressed because of their poor treatment. These associations are well documented in youth but are rarely studied in adults.



Methods: The longitudinal pathways between relational peer victimization (being excluded, stonewalled, etc.) and symptoms of depression were examined in a sample of 392 young adults from Ontario, Canada using annual assessments from age 19 to 24. The role of the COVID-19 pandemic was also examined.



Results: Latent curve models with structured residuals indicated that individuals who reported greater relational peer victimization than others also reported more symptoms of depression (between-person association) and those who were more relationally victimized than their expected level were more depressed than expected (within-person association). During the COVID-19 pandemic, the within-time association between relational peer victimization and depression symptoms was reduced. Specifically, accounting for between-person effects and prior individual differences, we found a predicted decoupling of relational peer victimization and depression symptoms in the first year of the pandemic when social non-pharmaceutical interventions (NPIs) were heavily implemented in Ontario, but not the second year, when NPIs were relaxed (but not abandoned).



Discussion: Our findings indicate that the social NPIs implemented in the initial year of the pandemic may have inadvertently led to a positive impact on the association between relational peer victimization and depression symptoms. This finding underscores the importance of minimizing interactions with abusive peers whenever feasible as a strategy to enhance mental well-being.
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1 Introduction

Peer victimization is a common experience in childhood and adolescence with approximately 30% of youth worldwide reporting being harmed by their peers (1). Peer victimization is also widespread in adulthood with 19.4% of adults reporting being abused (2). One notable difference between peer victimization in childhood vs. adulthood is the form the abuse takes [see (3) for a review]. In childhood, peer victimization tends to be more direct in nature, involving physical and verbal aggression. As children mature, direct forms of aggression are replaced with indirect (i.e., relational) aggression (4), which peaks in adolescence (5), but persists in use across the life span (6), even into old age (7). In the present study, we focused on relational peer victimization which entails behaviour intended to hurt another without direct confrontation. Examples include being socially excluded, being the target of gossip or rumours, or being given the silent treatment.

Relational aggression is commonly used by adolescents and adults because, unlike physical and verbal aggression, which are heavily rebuked by society, relational aggression is tolerated (8, 9). This acceptance stems from the misperception that relational peer victimization is less harmful to targets than physical and/or verbal peer abuse. Even though the use of relational aggression against peers is abided, it is far from benign. Indeed, individuals who are relationally victimized by their peers suffer a host of psychosocial problems such as increased loneliness (10) and anxiety (11, 12), disordered eating (13), somatic complaints (14), and suicidality (15–17). Relational peer victimization also uniquely affects mental health outcomes. For example, Lundh et al. (18) found that targets of relational, but not direct peer victimization, were more likely to experience emotional symptoms over time, controlling for prior symptoms. Researchers have consistently documented that relational peer victimization takes a particular toll on mood, with depression being one of the most common correlates (19, 20) and outcomes in adolescents (21, 22) and correlates in adults (23–25). In fact, meta-analytic findings demonstrate that relational peer victimization is more strongly linked to internalizing problems than direct forms of peer abuse (19). This association is not surprising given the established appreciation that “interpersonal relationships matter for growth and adjustment”, and notably, mood [(26), p. 244].

One of the most common pathways to depression is through interpersonal trauma, which includes peer victimization (27). According to the interpersonal theory of depression, relationship disturbances are an important component in explaining the development of depression because they interact with relationship appraisals to increase stress and conflict in relationships (26). Specifically, experiencing chronic interpersonal dysfunction like relational peer victimization, can lead to internalizing negative feedback from others where individuals become sensitized (i.e., heightened emotions that are more difficult to regulate) to difficult social situations that confer risk for depression (28). Although there is ample support for this model in children and adolescents (19, 20, 27), in adults, little is known about the concurrent and prospective links between relational peer victimization and depression. This paucity in knowledge is curious given that as individuals age, relational aggression becomes the most common form of interpersonal aggression used against peers (6, 8). In the only longitudinal study to date to examine relational peer victimization and depression symptoms, Leadbeater et al. (29) found positive concurrent associations between relational peer victimization and depression symptoms across all five time points assessed (from early adolescence to young adulthood), as well as prospective associations from relational peer victimization to later depression symptoms. In this study, depression symptoms were modeled as a latent growth curve with relational peer victimization as a time-varying covariate. The development of peer victimization was not examined vis-à-vis the development of depression symptoms. In the present study, we examined the concurrent and longitudinal associations between relational peer victimization and depression symptoms in young adults assessed yearly on six occasions using a latent curve model with structured residuals [LCM-SR; (30, 31)]. This analytic approach disaggregates within- and between-person relations (30–33), thus avoiding blending effects into a single estimate (34), which inhibits the interpretation of true individual change.

Depression is the leading cause of disability in adults worldwide (35), affecting 8% of adults and contributing to significant loss of income and difficulty with work, home, and social activities (36). Reducing rates of depression is a global priority (37, 38), which requires knowledge about the conditions of risk. During the pandemic, depression symptoms increased for children and adolescents (39), as well as for adults (40), especially young adults (41) worldwide. Yet, at the same time, there was a global reduction in peer victimization rates in children and adolescents (42), which corresponded with better mental health among targets of bullying (43). Vaillancourt et al. (42, 44) have argued that declines in peer victimization were likely due to the implementation of non-pharmaceutical interventions (NPI) aimed at reducing the spread of SARS-CoV-2. Specifically, in the first year of the pandemic, many countries experienced social lockdown periods which varied in terms of duration and restrictions. In Ontario, Canada, where the present study was conducted, the provincial government implemented some of the longest and most comprehensive social NPIs in the world, beginning in March 2020 and continuing until March 2022 (45). Social NPIs included stay-at-home orders, restrictions on social gatherings and public events, physical distancing, implementation of online learning for elementary, secondary, college, and university students, restrictions on travel, and remote work for non-essential employees, among others.

Although generally examined in relation to their efficacy in reducing virus transmission rates, in the present study, we consider another feature of NPIs. Specifically, we examined the impact of population-level social NPIs on exposure to peer victimization. Social restrictions during the pandemic reduced face-to-face contact with peers, including abusive ones (44). Accordingly, we predicted that rates of relational peer victimization would decline across time as per previous studies (6), but especially during the first year of the pandemic in 2020 when the socialization prospects of young adults were dramatically reduced because NPIs were heavily enforced (45). For example, in the Fall of 2020, only 4% of university students learned in person, a rate which increased to 52% in the Fall of 2021 and to 83% in the Fall of 2022 (46). As another example, bars were closed in March 2020, but by February 2021, were opened with a few restrictions (45).

To assess our hypothesis, we examined relational peer victimization and depression symptoms four years before the pandemic and during the first two years of the pandemic. Depression symptoms were expected to remain stable over time, even though we predicted decreases in peer abuse. This prediction was based on evidence showing that depression increased in adults during the pandemic (40, 41). Relational peer victimization was expected to be concurrently related to depression symptoms at all times assessed before the pandemic, but reduced during the pandemic, based on results from Farrell et al. (43) showing a decoupling of peer victimization and mental health problems in youth during the pandemic. The de-coupling of relational peer victimization and depression symptoms was expected to be present in the first year of the pandemic and not the second year based on changes in socialization opportunities associated with NPI requirement changes. Specifically, by year two of the pandemic, social NPI were less restrictive than in year one (45). Regarding temporal precedence, we expected that relational peer victimization, a notable interpersonal stressor, would predict increases in depression symptoms across time (even during the pandemic), consistent with Leadbeater et al. (29).



2 Materials and methods


2.1 Participants

Participants were drawn from an on-going Canadian longitudinal study called The McMaster Teen Study, which was designed to examine the links between bullying, mental health, and academic achievement. The original cohort was recruited from a randomized sample of 875 students in Grade 5 (Mage = 10.91 years; SD = 0.36) of which 704 participated in at least one follow-up assessment. Annual assessments are still on-going. For this study, we used data from six waves—age 19 to age 24, which were collected yearly starting in 2016. Age 23 and 24 data collection intersected with the COVID-19 pandemic. The analytic sample was restricted to participants who provided data on relational peer victimization and symptoms of depression (at one or more time points from age 19 to age 22), as well as one or both time points during the pandemic. Eight participants were flagged for invalid responses and their data were omitted from the respective time point. The final analytic sample was comprised of 392 primarily White [78.1%; 15.3% non-White including Middle Eastern Canadian, African/West-Indian Canadian (Black), Asian-Canadian, South-Asian-Canadian, Native-Canadian, South/Latin American Canadian, or Other; 6.6% missing] middle-class1 participants (61.2% women). Participants could opt out of participation at any given year yet remain enrolled and take part in future time points. Of the analytic sample, 62.5% (n = 245) had complete data across the six time points (i.e., relational peer victimization and depression scores within each wave; missing both relational peer victimization and depression scores within each wave: 9.4% at age 19, 8.2% at age 20, 8.4% at age 21, 7.9% at age 22, 8.7% at age 23, 6.1% at age 24). The overall rate of missing data across the six waves was 11%. Most participants in the analytic sample (94.5%) lived in Ontario during the first year of the pandemic (2020) and 93% lived in Ontario during the second year of the pandemic (2021).



2.2 Procedure

Ethics approval was received from the relevant university ethics boards every year, and initial ethics approval was received from the relevant school board. Participants were recruited from 51 randomly selected schools from a single school board. From Time 1 (age 10) to Time 8 (age 18) parents provided annual consent for themselves, and their children and participants provided assent. From Time 9 (age 19) on, participants provided consent. Participants completed annual surveys (requiring approximately 30–45 min to complete) either by paper or online beginning at Time 2 (age 11). Compensation in the form of a gift card (or e-transfer in later years) increased incrementally (e.g., Time 2: $10; Time 14: $75).



2.3 Measures


2.3.1 Relational peer victimization

Relational peer victimization was measured using the valid and reliable 35-item Indirect Aggression Scale Target Version (47). Participants were asked about how often they experienced relational peer victimization in the context of adult social interactions and close interpersonal relationships. Sample items included “Purposefully left me out of activities” and “Talked about me behind my back”. Each item was rated on a five-point scale (1 = never to 5 = always) and averaged to create a composite with higher scores indicating higher relational peer victimization. The Cronbach's Alpha (α) for age 19 to age 23 was .97 and at age 24 was .98. The McDonald's Omega (ω) was identical at each time point.



2.3.2 Depression symptoms

Self-reported depression symptoms were measured using the depression subscale of the Self-Report of Personality - College Version [SRP-COL; (48)] of the Behavioural Assessment System for Children-2 (BASC-2). Items were rated as true = 2 or false = 0 for 9 items (e.g., “Nothing is fun anymore”) and on a 4-point Likert-type scale of never = 0, sometimes = 1, often = 2 and almost always = 3 for 4 items (e.g., “I feel sad”). We created a composite score by summing the 13 items with higher scores reflecting more symptoms of depression. Cronbach's α for the depression items were very good at each time point (age 19 α = .92, age 20 α = .90, age 21 α = .91, age 22 α = .90, age 23 α = .91, and age 24 α = .89). The McDonald's Omega ω were identical at each time point.



2.3.3 Covariates

We accounted for child maltreatment (physical and sexual) in our analyses so that associations with depression could be attributed to relational peer victimization and not another common form of interpersonal trauma that has been shown to be independently associated with increased peer victimization (49) and depression (50) in adults.

Specifically, the Childhood Experiences of Violence Questionnaire - Short Form [CEVQ-SF; (51)] was used to assess exposure to child maltreatment. This retrospective measure consists of 7 items on physical and sexual abuse answered along a 5-point scale (never to more than 10 times). A minimum score of 3–5 times for one or more items was used to classify abuse, except for sexual abuse, which required any experience to qualify as abuse (51, 52). The CEVQ-SF was administered at age 19 and again at age 20 for participants who did not report on this measure the previous year. Participants were categorized into two groups using established cut off criteria (51, 52), where 1 = any physical or sexual maltreatment or both and 0 = no physical or sexual maltreatment.

Gender was also accounted for in our analyses (women = 1 and men = 0) because women are more likely than men to be targets of relational peer victimization (8) and to be depressed (36). We also accounted for local weekly COVID-19 case counts from the community in which each participants resided, following Krygsman et al. (53).




2.4 Analytic plan

Analyses were performed in Mplus Version 8.0 (54) using full information maximum likelihood estimation (FIML; maximum likelihood estimation with missing data). The following fit indices were considered when evaluating each model: the comparative fix index (CFI), the Tucker–Lewis Index (TLI), the root mean square error of approximation (RMSEA), the standardized root mean square residual (SRMR), the χ2 test of significance, and the Akaike information criterion (AIC). CFI and TLI values >0.95 indicate adequate model fit, RMSEA values <0.06 indicate close fit, SRMR values <0.08 indicate good fit, and lower AIC values indicate a better fitting model (55, 56). Differences between nested models were assessed with the chi-square difference test. Parameter constraints within models were examined with the Wald test.

Models were organized as LCM-SR (31) to investigate within-person associations among relational peer victimization and symptoms of depression within and across time while also accounting for between-person associations. Models were estimated with growth parameters, representing individual starting values and change over time, and structured residuals of each observed variable (i.e., latent variables with a single observed item), representing individual time-dependent deviations from their own trajectories. We first examined univariate models of relational peer victimization and symptoms of depression independently by determining the best fit to model growth (i.e., intercept only, linear, and quadratic) with the addition of autoregressive paths between structured residuals, testing if constant or free parameter estimates were a better fit. We then combined the best-fitting univariate curves into a multivariate model with the addition of covariances between all growth factors (between-person associations) and within-time between the structured residuals of each variable (e.g., age 20 relational peer victimization with age 20 depression symptoms; within-person associations), setting age 20 to age 24 residual covariances equal. We examined if freeing residual covariances resulted in better fit, then tested the addition of cross-lagged paths (constant and free) between structured residuals (e.g., age 21 relational peer victimization to age 22 depression symptoms). Where parameter estimates were found to be different (i.e., freeing estimates resulted in better fit), we examined differences using the Wald χ2 test. Using the best fitting model, a final conditional model was estimated by regressing growth factors on the correlated time-invariant covariates of gender and child maltreatment. Age 22 and 23 relational peer victimization and depression symptoms structured residuals were regressed on the (natural log transformed) COVID-19 case counts for the respective year.




3 Results


3.1 Missing data analysis

The analytic sample (N = 392) was compared to participants who were in the longitudinal sample but not included in the present study (i.e., no data in T9–T14) on demographic variables and study variables at the relevant time points as well as baseline depression symptoms. Chi-square tests were used to examine gender differences and parental education and t-tests (two-sided) were used to examine household income and depression and relational peer victimization. There was a significant difference by gender, χ2(1) = 24.511, p < .002, Phi = .186, such that the analytic sample was composed of a higher proportion of women (61.2%) than men (38.8%) and the non-analytic sample was composed of a higher proportion of men (57.5%) than women (42.5%). Compared to participants who were not selected in the current study, the analytic sample reported significantly higher household income t(572.584) = −4.107, p < .001, d = −0.329 (M = 5.724 for nonanalytic sample and M = 6.478 for analytic sample) and parental education, χ2(679,4) = 38.143, p = .001. The nonanalytic sample had a higher proportion of parents reporting high school education (27.2%) or less (7.9%) than the analytic sample (17.2% and 1.9%, respectively) whereas the analytic sample had a higher proportion of parents reporting university undergraduate (29.7%) or graduate degrees (12.5%) than the non-analytic sample (16.2% and 7.6%, respectively). The analytic sample and nonanalytic sample reported similar Time 1 depression scores, t(647) = 1.046, p = .296, d = 0.083. There were no differences found on depression scores, ps = .064–.881, ds = −.035–.382, or relational peer victimization scores, ps = .255–.936, ds = .018–.273, reported by those in the analytic sample and those not included in the analytic sample.

Within the analytic sample, cases were evaluated on key variables of interest (i.e., depression, relational peer victimization, gender, child maltreatment). Little's MCAR test indicated that missing data were not missing completely at random, χ2(360) = 452.709, p = .001. We further examined if missingness on each variable was related to observed scores on other variables. Missing depression scores at ages 19, 20, 21, and 22 were associated with subsequently higher observed relational peer victimization scores at one or more time points compared to those not missing. Missing depression scores at ages 21 and 22 were associated with higher observed depression scores the following year. Higher relational peer victimization scores at age 21 were associated with age 22 missing depression scores. Missing relational peer victimization scores at ages 19 and 20 were associated with higher scores on observed relational peer victimization scores at one or more subsequent time points and missing age 21 relational peer victimization were related to higher depression scores the following year. Those missing age 24 depression or relational peer victimization scores were more likely to have lower prior depression scores than those with data at age 24. Men and women did not differ on the average number of missing scores, t(293.118) = 1.887, p = .060, d = .201 (M = 1.612 for men and M = 1.158 for women). Individuals reporting experiencing child maltreatment had a similar average number of missing survey items than those who did not, t(98.225) = −1.827, p = .071, d = -.265 (M = 1.507 for those with a history of child maltreatment and M = 0.993 for those without). We assumed data were missing at random. All variables that were associated with missingness were included as auxiliary variables in models that did not already contain the variables (i.e., depression scores in the univariate relational peer victimization models and peer victimization in the univariate depression symptoms models), satisfying conditions of missing at random.



3.2 Descriptive statistics

Descriptive statistics and correlations between observed variables are found in Table 1. All correlations within and across constructs were statistically significant, p < .001. In each year of the study, with the exception of age 22, t(355) = −1.929, p = .054, -d = .209, women experienced higher symptoms of depression than men, ps < .006 (d = −.359 to −.288). They also experienced higher levels of relational peer victimization, ps < .024 (d = −.458 to −.247). Mean levels of depression symptoms did not differ between any time points. Relational aggression scores tended to decrease with time; age 19 scores were highest, followed by age 20 (which did not differ from age 21), followed by ages 22, 23, and 24 (which did not differ). Across all time points, individuals with a history of child maltreatment reported higher symptoms of depression, ps < = .001 (d = −.704 to −.584) and higher levels of relational peer victimization, ps < .001 (d = −.928 to −.627) than those who did not report experiencing any form of child maltreatment. The proportion of those who experienced child maltreatment did not vary by gender, χ2(1) = 1.579, p = .209.


TABLE 1 Descriptive statistics and correlations.

[image: A correlation matrix showing relationships between depression (DEP) and victimization (VIC) at ages 19 to 24. Values range from 0.253 to 0.754. Gender and maltreatment variables are noted, with correlations statistically significant at p < .001.]



3.3 Univariate unconditional curves

Univariate quadratic growth in depression fit the data best compared to linear and intercept only models (see Table 2 for model fit and model comparison statistics). The average trajectory was characterized as stable over time (significant intercept mean, non-significant slope and quadratic mean) with significant variation in all growth factors (i.e., intercept, slope, quadratic). The addition of constant autoregressive paths between structured residuals resulted in an improvement in model fit. In this model, the covariances between growth parameters and variances of linear slope and quadratic factors were no longer statistically significant. Freeing the autoregressive paths resulted in a not positive definite latent variable covariance matrix. To aid in model estimation we fixed the (non-significant) variance of the quadratic factor to 0, resulting in a model that did not significantly differ from the quadratic growth model with constant autoregressive paths. Freeing the autoregressive paths in this model did not result in model improvement. The quadratic (fixed variance) growth model with constant autoregressive paths was selected as the final univariate depression model.


TABLE 2 Summary of model Fit statistics for the univariate latent curve models.

[image: Table displaying statistical model comparisons for depression symptoms and relational peer victimization. Metrics include chi-square, degrees of freedom, p-values, comparative fit index, Tucker-Lewis index, root mean square error of approximation with confidence intervals, standardized root mean square residual, and Akaike information criterion. Each section lists different models with respective statistics. Comparisons between models are shown with changes in chi-square, degrees of freedom, and significant p-values. Footnotes specify final univariate models for depression symptoms and relational peer victimization.]

Like the trajectory of depression symptoms, the univariate curve for victimization was also best modeled by quadratic growth with the model yielding significant means for the intercept and slope (declining) and significant variances for all growth parameters. The addition of constant autoregressive paths between structured residuals improved the model. In this model, the variance of the linear slope and quadratic factors were non-significant. Subsequently freeing the paths did not result in a change in model fit. The quadratic growth model with constant autoregressive paths was selected as the final univariate curve.



3.4 Bivariate LCM-SR of victimization and depression symptoms

Combining the final univariate models into a bivariate model, we included covariance terms between intercept and growth factors of victimization and depression symptoms and added covariances between within-time residuals, with covariances for age 20 to age 24 held constant. The model resulted in a non-positive definite latent variable covariance matrix due to a non-significant negative variance for the peer victimization quadratic factor. To aid in model estimation, the variance of the quadratic factor was constrained to 0 (see Table 3 for model fit and model comparison statistics). With this constraint in place, the base model had excellent fit to the data χ2(58) = 72.011, p = .102, CFI = .995, TLI = .995, RMSEA = .025 90% CI = (.000,.042), SRMR = .026, AIC = 14,598.855. Freeing the constrained residual covariances resulted in an improvement in model fit, χ2(54) = 61.807, p = .217, CFI = .997, TLI = .997, RMSEA = .019 90% CI = (.000,.039), SRMR = .025, AIC = 14,596.651, Δχ2(4) = 10.204, p = .037. The addition of constant cross-lagged paths did not result in a change in model fit2, Δχ2(2) = 4.343, p = .114, nor did freeing these parameter estimates, Δχ2(8) = 10.129, p = .256.


TABLE 3 Summary of model Fit statistics for the bivariate latent curve models.

[image: Table comparing five statistical models with columns for chi-square, degrees of freedom, p-value, comparative fit index, Tucker-Lewis index, root mean square error of approximation with ninety percent confidence interval, standardized root mean square residual, Akaike Information Criterion, model comparison, difference in chi-square, difference in degrees of freedom, and p-value. Models differ in covariance, cross-lagged paths, and conditionality. Statistical details are noted with superscripts for specific models.]

The final model was determined to consist of intercept, slope, and quadratic3 factors for relational peer victimization and depression symptoms at the between-person level, and constant autoregressions within peer victimization and within depression symptoms as well as time varying within-time covariances between peer victimization and depression symptoms structured residuals at the within-person level. The peer victimization intercept was significantly negatively related to peer victimization slope in standardized terms (cov = −0.007, s.e. = 0.005, p = .148; r = −.288, s.e. = 0.133, p = .030); those starting higher than others had more steeply declining slopes than those starting lower. The intercepts of relational peer victimization and depression symptoms were related (cov = 1.365, s.e. = 0.209, p < .001; r = .585, s.e. = 0.056, p < .001) indicating that individuals starting higher on relational peer victimization than others also reported starting higher on depression symptoms than others. The unstandardized covariance between slopes of relational peer victimization and depression symptoms was marginally significant whereas the standardized correlation was significant (cov = 0.013, s.e. = 0.008, p = .113; r = .589, s.e. = 0.297, p = .047).

At the within-level, autoregressive paths in relational peer victimization were positive and consistent across time (b = 0.243, s.e. = 0.044, p < .001; βs = .243, .264, .261, .215, and .256). Autoregressive paths for depression were also positive and consistent over time (b = 0.185, s.e. = 0.042, p < .001; βs = .223, .168, .202, .219, and .165). Individuals who scored higher (or lower) than their predicted score of relational peer victimization at one time point were likely to score higher (or lower) than their predicted score at the following, similarly for depression symptoms.

The within-time associations between structured residuals were positive and significant at all pre-pandemic time points (age 19 cov = 0.789, s.e. = 0.151, p < .001, r = .484, s.e. = .067, p < .001; age 20 cov = 0.290, s.e. = 0.085, p = .001, r = .227, s.e. = .060, p < .001; age 21 cov = 0.339, s.e. = 0.086, p < .001, r = .260, s.e. = .058, p < .001; age 22 cov = 0.287, s.e. = 0.072, p < .001, r = .260, s.e. = .059, p < .001). During the first pandemic year, the association was not statistically significant (age 23 cov = 0.029, s.e. = 0.072, p = .668, r = .027, s.e. = .067, p = .687) but was during the second year of the pandemic (age 24 cov = 0.287, s.e. = 0.088, p = .001, r = .252, s.e. = .069, p < .001). Examining the magnitude between residual covariances across time indicated that the age 23 (pandemic year 1) covariance between victimization and depression symptoms was significantly different from pre-pandemic assessments [i.e., age 22, Wald χ2(1) = 6.236, p = .013; age 21, Wald χ2(1) = 7.651, p = .006; age 20, Wald χ2(1) = 5.424, p = .012] as well as from the second year of the pandemic [i.e., age 24, Wald χ2(1) = 4.998, p = .025]. No other differences were found.

Finally, we examined the conditional bivariate LCM-SR including time invariant covariates of gender and child maltreatment and time varying covariates of COVID case counts for ages 23 and 24. The model fit the data well, χ2(94) = 117.280, p = .052, CFI = .993, TLI = .991, RMSEA = .025 90% CI = (.000,.039), SRMR = .042, AIC = 17,358.031. Parameter estimates did not substantively differ between the conditional and unconditional models. In this final model case counts were not related to peer victimization or depression symptoms at either pandemic time point. Gender and child maltreatment were significantly related to the intercepts of relational peer victimization (Gender: b = 0.193, s.e. = 0.058, p = .001; β = .191, s.e. = 057; maltreatment b = 0.378, s.e. = 0.074, p < .001; β = .306, s.e. = .058) and depression symptoms (Gender: b = 1.648, s.e. = 0.578, p = .004; β = .170, s.e. = .059; maltreatment b = 3.645, s.e. = 0.723, p < .001; β = .306, s.e. = .059); being a woman and having experienced child maltreatment were risk factors for elevated scores. The rates of change over time in relational peer victimization and depression symptoms were not related to gender and child maltreatment. Compared to the results of the unconditional model, parameter estimates were similar in magnitude. Results of the conditional model are show in Figure 1.


[image: Path diagram comparing "Between" and "Within" effects of depression (DEP) and resilience/protective factors (RPV) across two years of the pandemic. The "Between" section, in blue, includes variables: sex and contextual factors (CMTX). The "Within" section, in red, shows interactions over time from year one to year two, with figures and arrows indicating correlations and influences. The diagram includes numerical values showing the strength of relationships.]
FIGURE 1
Depression symptoms and relational peer victimization conditional bivariate latent curve model with structured residuals. DEP, depression; RPV, relational peer victimization; CMTX, child maltreatment. Estimates represent standardized/unstandardized values. Only statistically significant paths are depicted tin the figure for ease of visualization. Time invariance constraints include autoregressive paths for depression symptoms and for relational peer victimization. Sex: men = 0 and women = 1. Child Maltreatment: no = 0 and yes = 1.





4 Discussion

The link between relational peer victimization and depression symptoms has been studied extensively in children and adolescents [see meta-analysis by (19)], but rarely in adults. Examining these links in adulthood is important because relational aggression is the most common form of interpersonal aggression used in adulthood (6, 8) and because this form of abuse is associated with depression (23–25, 29). One way to prevent the onset of depression is to reduce individuals' exposure to interpersonal violence, including relational aggression. This assertion is based on longitudinal studies demonstrating: (1) a causal link between exposure to interpersonal abuse and the development of mental health difficulties in youth (57); and (2) that interpersonal violence is associated with higher rates of depression than other forms of trauma (58).

In the present study, we examined relational peer victimization and depression symptoms in early adulthood using LCM-SR that permitted the separation of between- and within-person effects. Controlling for gender and prior child maltreatment, established correlates of peer victimization (49) and depression (36, 50), we found that at the between-person level, individuals who were more victimized by their peers also reported higher symptoms of depression than others. This finding replicates other studies showing that relational peer victimization is correlated with depression (23–25, 29). In keeping with the established literature, we found that women experienced higher symptoms of depression and higher levels of relational peer victimization than men (8, 36). Also, individuals with a history of child maltreatment reported higher symptoms of depression (59, 60) and higher levels of peer victimization (61) than those who did not report experiencing any form of child maltreatment. These replicated findings provide support for the validity of our results.

In examining associations between annual assessments of relational peer victimization, at the within-person level, deviations from a person's trajectory were consistently tied to deviations the following year; if someone was lower than expected at one time point, they were also lower than expected the following year, and the strength of the association did not change over time. In the univariate latent trajectory of relational peer victimization, the variance of the growth factor parameter estimates became non-significant with addition of autoregressive paths. The differences in between-person growth may have been partially accounted for by within-person carryover effects. The positive estimate could also “indicate the stability of the rank-order of individual deviations” [(32), p. 105]. At the mean level, we found that relational peer victimization generally declined with age, but contrary to our prediction, the rate of decline during the pandemic was not greater than before. Specifically, relational peer victimization was highest at age 19 and rates were higher at ages 20 and 21 (which did not differ) than at ages 22, 23, and 24 (which did not differ from each other). In other longitudinal studies, peer victimization has been shown to decline with age (62, 63). The global decline could reflect the dissolution of toxic peer relationships. That is, adults who were abused by their peers may have withdrawn from or avoided these relationships, which thereby reduced their exposure to peer abuse over time.

Regarding symptoms of depression, we observed predicted stability over time, including throughout the first two years of the pandemic. We predicted stability because depression is influenced by many factors including the stress of living through a global pandemic (40). This result was present when examining mean levels over time, as well as in the within-person effects resulting from our models. Longitudinal studies on depression point to an unfortunate entrenchment that begins in adolescence and persists until adulthood (64–68). Depression symptoms have been shown to peak in early adulthood, decline in middle adulthood, and then increase in older adulthood (69). This stability and developmental pattern highlight the importance of intervening early. One way to improve mental health is through the avoidance of abusive peers.

We expected and found a decoupling of relational peer victimization and depression symptoms in the first year of the pandemic, but not the second year, accounting for between-person effects and prior individual differences. Of note, during the first year of the pandemic, the within-time association was not statistically significant, and the magnitude of the association was different from all other time points including the second year of the pandemic. That is, deviations from individuals’ own trajectories of relational peer victimization were not associated with deviations from their trajectories of depression symptoms during year one of the pandemic. Moreover, the zero-order correlations between relational peer victimization and depression symptoms were moderate at each time point, which were replicated by a positive correlation in intercepts in our model. Taken together, these findings suggest that social restrictions during the first year of the pandemic may have had an unintended positive effect on the association between mood and relational peer victimization [see also (43)].

Finally, changes in relational peer victimization did not predict increases in future depression symptoms or the reverse. This null finding may be related to our unique analytic approach in which we accounted for between-person effects and trait-like individual differences. It has been shown that if the between-person proportion of variance is small, the cross-lagged paths in the two models will be similar thus providing support for the same conclusions, but if the between-person effects account for a large proportion of the variance, as they did in the present study, there is less variance for the within-person estimates, leading to higher uncertainty and lower power to detect effects. Therefore, different cross-lagged paths may be found, leading to different conclusions about temporal priority (33, 70). At the correlation level, which does not separate the within-person associations from the between-person effects, relational peer victimization was always positively associated with future depression symptoms [interpersonal risk model (victimization → depression); (29)] and the reverse [symptoms-driven model (depression → victimization); (71)], suggesting bi-directional effects (11). Nevertheless, when these features (i.e., between-person effects or prior within-person associations) were attended to, cross-lagged effects were not found. In cases where the trait-like between-person components do not exist, results will be minimally impacted by the additional model parameters; however, failure to account for between-person effects when they do in fact exist can lead to vastly different inferences from models where variability is separated. Moreover, the separation of within- and between-person variability should be considered when examining constructs that demonstrate high-rank order stability like depression (72). These important methodological points notwithstanding, a better design might be to assess relational peer victimization and depression symptoms in closer proximity, as assessing these relations over the course of a few weeks or months could yield different results. It is likely that individuals endure toxic relationships for some time before leaving them. This would likely result in positive cross-lagged associations between relational peer victimization and depression in the short term. Moreover, there is emerging evidence that ambivalent relationships, which consist of a mix of positive and negative features, are in fact more problematic for health outcomes than negative relationships per se (73). Perhaps ambivalent relationships should be examined across days or weeks, and not years, to capture their true impact on mental health.


4.1 Limitations

Our study has many strengths, including the use of LCM-SR and the examination of the most common form of aggression used against peers in adults—relational aggression. Still, there are limitations that ought to be considered when interpreting our findings. One, we may be underpowered to detect cross-lagged effects as models accounting for between-person variation often require sample sizes of 1,000 participants or more (70). Two, longitudinal studies are vulnerable to attrition that can lead to biased estimates and erroneous conclusions about temporality (74). In our study, dropout was systematic and thus generalizability is challenged. We found that participants in the analytic sample had higher socio-economic indicators (i.e., household income and parental education) than those not included in the study. Thus, it is possible that the associations found in this study would be more pronounced for individuals from lower socioeconomic backgrounds as they are more likely to experience internalizing problems compared to those with higher incomes (75). Three, we did not directly examine the effect of social NPIs on participants but rather extrapolated from what happened at the population level in Ontario. It is possible that other moderating or mediating effects influenced our results. Having a romantic partner, for example, could act as a buffer or as a risk factor for the development and maintenance of depression symptomatology depending on the quality of the relationship (76). Relatedly, peer victimization in another context like the workplace could amplify associations between peer abuse and depression symptoms (77). Accounting for childhood peer experiences is also worthy of consideration given the continuity of victimization across the lifespan. Brendgen et al. (78) found that peer victimization in late childhood and adolescence predicted victimization in college and at work. Four, during the pandemic, social media use increased notably (79) but cyber-victimization rates remained stable (80). The introduction of social NPIs during the pandemic would not have restricted online interactions, including problematic ones, which we did not assess. Finally, our analytic approach precludes an examination of heterogeneity, which should be expected. For example, researchers have shown that young adults with preexisting mental health concerns improved or had similar mental health during the pandemic, whereas individuals without preexisting mental health concerns declined in their mental health (53, 81). To address the limitations identified, future studies should consider the following strategies to improve the robustness and generalizability of our findings: (1) increase sample size, (2) mitigate attrition [see (74)], (3) enhance generalizability by including participants from diverse backgrounds, (4) directly examine NPIs and other moderators, (5) access online social interaction during the pandemic, and (6) consider heterogeneity in analytic approaches (which will require a larger sample size).



4.2 Conclusion

The longitudinal pathways between relational peer victimization and symptoms of depression were examined with a particular focus on how pandemic social NPIs at the population level may have influenced within- and across-time associations. Findings revealed a separation between relational peer victimization and depression symptoms during the initial year of the pandemic in Ontario, characterized by stringent implementation of social NPIs. However, this decoupling was not observed in the second year of the pandemic when NPIs were eased, albeit not completely discontinued. This result highlights that one way to improve mental health is to avoid, when possible, abusive peers.
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3Variance of the quadratic factors was constrained to zero for model identification.
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Introduction: The COVID-19 pandemic had significant impacts on youth health and well-being. Youth with prior inequities, such as those exposed to child maltreatment, may have experienced greater psychosocial challenges and long-term difficulties than their peers, including sustained interpersonal relationships problems. Given the importance of healthy relationships during adolescence and early adulthood, the significant impact the pandemic had on youth, and the potential disproportionate challenges for youth with a child maltreatment history, the purpose of the present study was to better understand changes in relational conflict among youth with and without a child maltreatment history from the perspectives of youth themselves. Specifically, the aims were to examine if youth child maltreatment history was associated with an increased likelihood of reporting increased conflict with (a) parents, (b) siblings, or (c) intimate partners during the first three years of the COVID-19 pandemic.



Methods: Data were drawn from the Well-Being and Experiences (WE) Study; a longitudinal and intergenerational cohort study of 1,000 youth/parent dyads in Manitoba, Canada that began in 2017. WE study data were collected annually via self-reported youth surveys between 2017 and 2022 for a total of 5 waves of data collection, and COVID-19 questions were included in Waves 3 (2020), 4 (2021) and 5 (2022) (n = 586, 56.43% female, ages 18 to 21 at Wave 5). Multinomial regressions models were computed to examine whether a youth's child maltreatment history was associated with increased, decreased, or consistent levels of conflict with parents, siblings, and intimate partners in 2020, 2021, and 2022 compared to pre-pandemic levels.



Results: Results indicated that compared to youth with no child maltreatment history, youth with a child maltreatment history were more likely to report increased conflict across all three types of relationships during first three years of the pandemic.



Discussion: Findings contribute to our understanding of the association between the COVID-19 pandemic and interpersonal relationships among youth who have a child maltreatment history compared to their peers without child maltreatment histories, signal potential long-term challenges or inequities for youth and families with a history of maltreatment, and may inform policy, programming, intervention, and recovery efforts in the post-COVID-19 period, and for future global emergencies.
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Introduction

Disruptions caused by the COVID-19 pandemic impacted youth globally (1, 2). Several studies reported increased mental health challenges, academic difficulties, employment and financial issues, and isolation for young people around the world (3–7). Certain key populations were at an even higher risk of experiencing difficulties, inequities or harm during the pandemic; among these were youth with child maltreatment experiences (6, 8–11). Child maltreatment is defined as any abuse or neglect that occurs before the age of 18 years, and includes physical, sexual, and emotional abuse, physical neglect, emotional neglect, and exposure to intimate partner violence (EIPV) (12, 13). It is a prevalent and harmful public health issue that affects health and well-being throughout the life course (14–19). Physical health challenges include chronic headaches and migraines, back pain, fatigue, high blood pressure, obesity, stroke, respiratory issues, bowel disease, and cancer (20, 21). Psychological challenges include anxiety and depression, post-traumatic stress disorders, risk-taking behaviours, substance use problems, poorer quality of life, lower self-perceived health and well-being, and suicide (16, 22–27). Furthermore, children and youth who experience maltreatment are frequently exposed to multiple forms of adverse childhood experiences (ACEs) (e.g., abuse, poverty, parental mental health challenges, school bullying) (23, 28–32), and the cumulative effects of multiple maltreatment and adversity exposures pose a great risk on child and youth outcomes, particularly given the critical developmental period during which these occur (16, 17, 26, 27, 31, 33).

The COVID-19 pandemic exacerbated difficulties for youth with child maltreatment histories. Prior to the COVID-19 pandemic, international past-year prevalence studies estimated that one billion children between 2 and 17 years old experienced physical, sexual, and emotional violence from adults and peers (34, 35). In Canada, pre-pandemic studies indicated that 32% of adults reported experiences of physical abuse, sexual abuse and/or EIPV during childhood or adolescence, 26.1% reported physical abuse experiences, 10.1% reported sexual abuse experiences, 7.9% reported EIPV (27), and 59.7% reported any type of child maltreatment experience before the age of 16 years old (36). Following the onset of COVID-19, the Center for Disease Control and Prevention (CDC) estimated that 11% of youth experienced physical abuse and 55% experienced emotional abuse by a parent within the first year of the pandemic (10, 37). Violence against women (38), intimate partner violence (8, 39, 40), and online dating violence among teens also increased during the pandemic (40, 41). Sibling relationships may also have been affected, although the literature is limited and mixed, with some reporting increased closeness and others reporting increased tension (42–45). While some studies assessing family dynamics during pandemic “lockdown” periods indicated increased family cohesion (46, 47), for young people who were already experiencing abuse, neglect, or violence in their home, closer contact with the abuser, increased isolation, limited contact with social networks, and reduced detection or reporting of abuse may have risked worsening dangerous and vulnerable situations (5, 10, 37, 48–50). Parental job loss, financial challenges or poverty, overcrowding, and concerns of disease-related death or illness heightened parental distress and may also have been contributing factors (6, 8, 9, 37, 46, 48, 49, 51). Examining differences of the impact of COVID-19 among youth with and without maltreatment histories is needed to better understand potential discrepancies in experiences and long-term implications.

Interpersonal relationships are critical components of youth health and development that can either act as protective factors that buffer against stressors and mitigate other negative outcomes (40, 46, 47, 52), or as risk factors that further perpetuate negative outcomes (45, 52–54). Pre-pandemic studies established that child maltreatment increases the risk of interpersonal difficulties in adolescence and adulthood (53, 55), including dating violence victimization or perpetration (40, 52), poorer parent-child relationships, and future parenting practices (56). To date, pandemic-based studies have indicated that maltreatment increased the odds of experiencing educational and financial difficulties (7), alcohol and cannabis use (6), and anxious or depressed feelings (5, 57). Child maltreatment also may have had a moderating role between pandemic-related distress and well-being outcomes, including more internalized and externalized behaviours, and lower self-esteem and life satisfaction for youth with a child maltreatment history (11). In addition, youth who experienced negative impacts of COVID-19 on family and peer relationships were more likely to report lower life satisfaction and higher physical and psychological health complaints than youth who reported a neutral impact from the pandemic (58). However, less is known about the immediate and intermediate impacts of COVID-19 on relational conflict from the perspectives of youth with maltreatment histories in particular; many maltreatment studies to date have focused on younger children rather than adolescents or emerging adults (46, 47), have included proxies (e.g., parents or teachers) rather than youth, and have been retrospective and cross-sectional—which are subject to recall bias (5)—and did not specifically consider pre-existing maltreatment experiences on relationship outcomes.

The World Health Organization (WHO) and the United Nations (UN) have projected that abuse prevalence may remain at higher than pre-pandemic levels (8, 10), which risks to further widen the gap between youth with a child maltreatment history and their peers. As such, longitudinal research capturing the impact of the pandemic on relationships from the perspectives of youth themselves is critical to identify patterns, understand potential long-term issues, and inform areas for policy, programs and interventions that are founded on youth voices (1, 5, 49, 59, 60). The purpose of the present study was to examine the association between the COVID-19 pandemic and relational conflict among youth with a child maltreatment history using longitudinal self-reported youth surveys. Specific aims were to examine whether youth with a child maltreatment history (i.e., abuse, neglect, and EIPV), had a higher risk of reporting increased conflict with parents, siblings, and intimate partners during the first three years of the COVID-19 pandemic (2020, 2021, 2022) compared to youth without a child maltreatment history. It was hypothesized that youth with a child maltreatment history would be at greater risk of reporting increased relational conflict during the pandemic across all types of relationships compared to their peers without a child maltreatment history.



Materials and methods


Data and sample

Data were drawn from the Well-being and Experiences (WE) study, a multi-wave community-based longitudinal, intergenerational cohort study of 1,000 youth-parent/caregiver dyads that began in 2017. Participants were recruited through random digit dialing and convenience sampling in Manitoba, Canada (15). At baseline (2017), youth participants were 14 to 17 years old (mean age = 15.3 years; 51.7% female), and closely approximated the population that lived in urban and rural areas of the province (i.e., Winnipeg and surrounding areas) based on sex, ethnicity, and household income. Youth completed these self-reported questionnaires annually between 2017 and 2022 for a total of 5 waves of data collection (Figure 1). Questionnaires were completed in person for Wave 1, then remotely for Waves 2 to 5. The WE study questionnaires included several questions on multiple aspects of physical and mental health, school, family and employment, intimate partner relationships, child maltreatment history, resilience, and protective factors. COVID-19 questions were included in Waves 3 (2020), 4 (2021) and 5 (2022). Due to reporting laws among minors, child maltreatment questions (childhood physical, sexual, and emotional abuse, physical neglect, and emotional neglect) were included in surveys for youth 18 years and older (7, 61, 62). Responses from youth 18 years and older at Waves 3, 4, and 5 (n = 586) were therefore included in the present study analyses to examine COVID-specific responses. Participation in the study was voluntary; adolescents and parents provided informed consent and were aware that they could withdraw at any time. Individuals who participated in a survey were contacted via the email address that they had provided to participate in the next round of data collection. If they indicated that they were interested in participating, a link was emailed to them and the informed consent appeared when they first clicked on the link. If they provided informed consent, they proceeded to the online questionnaire, if they did not provide consent, the survey ended, and they were not contacted for future data collection waves. Ethics approval was provided from the University of Manitoba Health Research Ethics Board (15).


[image: Timeline illustrating WE Study Data Collection Waves and COVID-19 events. Five collection waves, from July 2017 to January 2023, align with COVID-19 events: first diagnosis Dec 2019, pandemic waves, regulation changes, variant emergence, and vaccination rollout. Key dates include Mar 2020 for the first wave and May 2022 for lifted regulations.]
FIGURE 1
Timeline: well-being and experiences (WE) study data collection and COVID-19 events in Manitoba, Canada.




Measurement


Child maltreatment

Child maltreatment was assessed using the validated and reliable 28 item Childhood Trauma Questionnaire (CTQ) (61, 62). The CTQ is designed to assess childhood physical, sexual, and emotional abuse, physical neglect, and emotional neglect, each of which are measured with five questions on a 5-point ordinal scale (never true to very often true) (61, 62). EIPV was assessed using the Childhood Experiences of Violence Questionnaire (CEVQ) which asks participants to report how many times they saw or heard any one of their parents, step-parents or guardians hit each other or another adult in their home before the age of 16 (63); response options included (1) Never, (2) 1 or 2 times, (3) 3 to 5 times, (4) 6 to 10 times, (5) 11 to 20 times, (6) More than 20 times, (7) I don't know, or (8) No response. Responses to the CTQ and CEVQ were coded as binary (yes/no) with different cut-off scores for each type of abuse (physical abuse cut-off score of eight or above; sexual abuse, six or above; emotional abuse, 13 or above; emotional neglect, 15 or above; physical neglect, eight or above; and EIPV, three or above); cut-off scores were determined based on guidelines provided by the original tool developers Bernstein et al. (61) and used in previous studies (61, 62, 64). Each type of abuse was then added together to create an overall child maltreatment composite variable of “yes” (exposure to one or more types of child maltreatment) vs. “no” (no child maltreatment exposure) (Table 1).


TABLE 1 Sociodemographic characteristics and child maltreatment responses among youth 18 to 21 years old at Waves 3, 4, and 5 of data collection.
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Conflict with parents, siblings, and intimate partners during COVID-19

In the interest of time and in order to capture impacts of the pandemic as it progressed, the following three questions were developed by the research team and added to the WE questionnaires in 2020, 2021, and 2022: “Has conflict with your parents changed due to the COVID-19 pandemic?”, “Has conflict with your siblings changed due to the COVID-19 pandemic?”, “Has conflict with a partner in an intimate relationship changed due to the COVID-19 pandemic?”. Participant response options included (1) Increased, (2) Remained the same, (3) Decreased, (4) I don't know, (5) No response. These three repeated measure questions were used in the study analyses to assess changes in relational conflict with parents, siblings, and intimate partners.



Sociodemographic characteristics

Sociodemographic variables measured at baseline (Wave 1) were used as covariates in the adjusted models and included biological sex (male or female), household income and ethnicity. Sex and ethnicity were assessed at baseline on the youth questionnaire. Ethnicity included three categories: White only, white and other, and other/multi-ethnicity. Information on household income was provided by the parent respondent at baseline and included four options: $49,999 or less, $50,000 to $99,999, $100,000 to $149,999, and $150,000 or more.





Analyses

Descriptive analyses were conducted for youth sociodemographic factors including youth sex, ethnicity, household income, and child maltreatment history (Table 1). Multinomial regressions (Table 2) were conducted to examine whether there were associations between youth child maltreatment history (independent variable) and conflict with parents, siblings, intimate partners during the COVID-19 pandemic (dependent variables) in 2020, 2021, and 2022. Child maltreatment responses were dichotomized (no = no child maltreatment; yes = 1 or more types of child maltreatment exposure), and three levels were used to assess change in conflict with parents, siblings, and intimate partner relationships: increased conflict, decreased conflict, or remained the same (reference category). Participants who indicated that they did not have siblings or were not in a relationship at the time of the survey were not included in the analyses for that given Wave of data collection. Responses from youth with a child maltreatment history were compared to those without a child maltreatment history to determine whether responses among these two groups were significantly different from one another. Significance levels of 95% (p < 0.05), 99% (p < 0.01) and 99.99% (p < 0.001) were used to examine whether responses among youth with a child maltreatment history were significantly different from youth with no child maltreatment history. Each wave of data collection was examined independently from one another, in separate models. Regressions were first conducted unadjusted, then adjusted for youth sex, ethnicity, and household income. Study analyses were conducted using STATANow17 software (65).


TABLE 2 Multinomial regression results for conflict during COVID-19 among youth with a child maltreatment history, compared to youth with no child maltreatment history.
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Results

A total of 586 participants 18 to 21 years old (at Wave 5) were included in the analyses. Among them, 56.43% were female, 15.89% had a family income of $49,999 or less, and over half (55%) reported having experienced maltreatment in their childhood or adolescence (Table 1). Multinomial regression models presented in Table 2 indicated whether youth reported changes to levels of conflict throughout the pandemic. In the first year of the pandemic (2020—Wave 3 of the WE study data collection), youth with a child maltreatment history compared to those without a child maltreatment history were significantly more likely to report increased conflict with parents (RR = 2.10; 95% CI 1.33 to 3.35), siblings (RR = 1.74; 95% CI: 1.04 to 2.93) and intimate partners (RR = 2.75; 95% CI 1.42 to 5.35) in the unadjusted model. Increased conflict with parents (ARR = 1.84; 95% CI 1.14 to 2.98) and intimate partners (ARR = 2.68; 95% CI 1.35 to 5.31) remained significant after adjusting for sex, ethnicity and household income, and conflict with siblings was on the margin of significance (ARR = 1.63; 95% CI 0.95 to 2.81). In the second year of the pandemic (2021—Wave 4 of the study), youth with a child maltreatment history compared to youth without a child maltreatment history were more likely to report increased levels of conflict with parents in the unadjusted (RR = 2.12; 95% CI 1.38 to 3.25) and adjusted models (ARR = 1.85; 95% CI 1.18 to 2.90) and with siblings (RR = 1.97; 95% CI 1.14 to 3.39) in the unadjusted model. Conflict with siblings was not significant in the adjusted model and intimate partners was not significant in either unadjusted or adjusted models. In the third year of the pandemic (2022—Wave 5 of the study), youth with a child maltreatment history continued to report significantly more conflict with parents in the unadjusted model (RR = 1.64; 95% CI 1.00 to 2.70) compared to youth without a child maltreatment history; this was no longer significant in the adjusted model. Increased conflict with intimate partners was significant in both the unadjusted (RR = 2.73; 95% CI 1.21 to 6.16) and adjusted models (ARR = 2.45; 95% CI 1.07 to 5.63) at Wave 5. Conflict with siblings was not significantly different from youth without a child maltreatment history in the third year of the pandemic in either unadjusted or adjusted models. Significantly decreased levels of conflict with parents, siblings, or intimate partners were not observed at any point in the data collection during the pandemic.



Discussion

The COVID-19 pandemic had significant impacts on youth health and well-being (2, 6, 66). Youth with prior inequities, such as those with a child maltreatment history, may have experienced greater psychosocial challenges than their peers (6, 10, 50, 67), and such issues may contribute to long-term difficulties including sustained interpersonal relationships problems with family and intimate partners (1, 52, 56). Given the importance of healthy relationships during adolescence and early adulthood, and the significant disruption of the pandemic on youth lives, the purpose of this study was to better understand changes to levels of relational conflict with parents, siblings, and intimate partners from the perspectives of youth with and without a child maltreatment history.


Conflict by year of data collection


Year 2020

In the first year of the pandemic and following the onset of public health regulations, including lockdowns, school closures, and stay-at-home directives in Manitoba (Figure 1), youth participants with a child maltreatment history were significantly more likely than youth without a child maltreatment history to report increased conflict with their parents, siblings and intimate partners during the pandemic compared to prior to the pandemic. When adjusting for sex, ethnicity and household income, significant results remained for increased conflict with parents and intimate partners, and conflict with siblings was trending towards significance.



Year 2021

In 2021, public health regulations changed frequently, shifting from several, to few restrictions numerous times throughout the year. During this time, youth with a child maltreatment history—compared to youth without a child maltreatment history—continued to report significantly more conflict compared to pre-pandemic conflict with their siblings (unadjusted model) and their parents (unadjusted, and adjusted models), but not with intimate partners.



Year 2022

By April 2022, most restrictions were lifted in Manitoba; schools, workplaces, healthcare services and extracurricular activities had re-opened, and youth were once again able to socialize in person. At this time, despite an overall “return to normal”, youth with a child maltreatment history were still significantly more likely than youth who did not have a child maltreatment history to report increased conflict with parents (unadjusted) and with intimate partners (unadjusted and adjusted models) when compared to pre-pandemic levels, but not with siblings.




Conflict by type of relationship


Siblings

Results indicated that conflict with siblings was more pronounced at the beginning of the pandemic (2020) but was no longer significantly different for youth with and without a child maltreatment history by the end of the study period (2022). Given that this study included participants in later adolescence and early adulthood, it is possible that these individuals had moved out of their home or away from their siblings by 2022. This may explain some of the reduction in conflict between siblings, however, we do not have information on how living arrangement changed over the pandemic, so this is speculative. There are few studies specifically considering changes to sibling relationship quality during the pandemic, and the results are varied, with some indicating increased closeness during lockdown periods, and others indicating increased tension (42, 43). Sibling relationships are especially important during adolescence as these may be protective against other adversity, or may worsen outcomes depending on the quality of the relationship (42, 43, 45). The present study findings therefore highlight the importance of considering abuse histories within the examination of sibling relationships during and following the onset of the COVID-19 pandemic.



Parents

Conflict with parents remained significantly higher than pre-pandemic levels for youth with a child maltreatment history at each wave of data collection (2020, 2021, 2022) in the unadjusted models and was significant in 2020 and 2021 in the adjusted models. Youth who did not have a history of child maltreatment did not report significant increases in conflict with parents at any point of data collection. Adolescent conflict with parents is considered a normative part of individuation at this stage of development, however some COVID-19 studies had indicated potential benefits for family cohesion during the pandemic, such as closer bonds and more quality time spent together (45–47). The fact that the present study results found increased parent-youth conflict only within families with a child maltreatment history is therefore an important finding as this may be indicative of distinct and possibly persistent parent-child relationship problems for these families in particular.



Intimate partners

Conflict with intimate partners was significantly higher than pre-pandemic levels in 2020 and 2022 but was not significant in 2021. Participants were not asked to indicate the length of their intimate partner relationships nor whether they were with the same or different partner when participating in each wave of data collection. Study results may therefore reflect changes to intimate partner relationships from the onset of COVID-19 (e.g., youth relationships ending or having less contact after the first lock-down), may indicate momentary reduction of stressors or increased sense of hopefulness (e.g., several local restrictions lifted in 2021, vaccinations became increasingly available), or may be the result of a Type II error due to low statistical power as noted by moderate effect sizes and wider confidence intervals. Other studies examining adolescent dating relationships during COVID-19 had mixed results related to intimate partner relationships, with some reporting increased bonds or closeness, and others reporting increased violence (39–42). In the present study, relationships with intimate partners continued to be reported as more conflictual in 2022 than pre-pandemic levels among youth with a child maltreatment history, and not among those without a child maltreatment history, which may suggest ongoing or increasing issues, either in pre-existing relationships, or new relationships; this is of concern and worth further investigation given the increased rates of overall dating violence and intimate partner violence since the onset of COVID-19 (8, 38–41).


Overall, of prime importance is the fact that youth with a child maltreatment history had significantly different results (i.e., increased conflict) than youth without a child maltreatment history as this identifies disproportionate pandemic-related experiences or inequities for youth who have experienced maltreatment. Furthermore, conflict among youth with a child maltreatment history remained significantly higher in 2022 after most restrictions had been lifted, which suggests potential long-term challenges that may widen gaps in health and psychosocial outcomes and identifies a need for early and ongoing supports. Additionally, youth with a child maltreatment history continued to report increased conflict with intimate partners in 2022, whereas youth without child maltreatment did not report increased conflict with an intimate partner at any point of data collection; this may signify worsening cycles or patterns of conflict or abuse within close intimate relationships as these youth enter adulthood and flags a critical area for intervention.



Strengths, limitations, and future directions

Many child maltreatment and pandemic-related studies focused on younger children, rather than youth, included proxies (e.g., parents or teachers) rather than capturing self-reported youth-experiences, and have been cross-sectional (i.e., a single time point) or conducted retrospectively (e.g., after the height of pandemic had passed), which may be subject to recall bias (4, 5, 10, 46, 47). Notable strengths of the current study are the longitudinal study design, conducted directly with youth (rather than proxies), using validated child maltreatment measures, as the COVID-19 pandemic progressed. The assessment of youth's interpersonal relationships at yearly intervals prior-to and during the first three years of COVID-19 reduced the potential of recall bias and captured changes in relational conflict that occurred throughout the pandemic (5). The study design also included youth with and without child maltreatment histories which made it possible to compare responses from these distinct population vantage points, therefore providing valuable information of youth's self-reported experiences throughout this significant point in history. Furthermore, examining changes in relationships with parents, siblings, and intimate partners during adolescence and early adulthood yielded important information about this critical developmental period. The study sample included a cohort who closely represented the youth population in the urban (Winnipeg) and rural areas of Manitoba at baseline. However, due to attrition, the sample used for the analyses may not be representative of the population from which it was drawn. Limited power may have contributed to reduced significance in the adjusted models, possibly resulting in some Type II errors. Although sex and gender differences may exist in interpersonal relationship patterns amongst youth with a child maltreatment history, it was not possible to examine sex or gender differences due to limited power. Furthermore, COVID-19 questions were developed by the research team; this was done in the interest of time, rather than spending time developing a tool, questions were created and added to the surveys to capture the impact of the pandemic as it evolved. Also, although longitudinal, it was not possible to determine causal relationships due to the limitation on how child abuse was assessed. Finally, data collection ended in 2022; given the potential patterns of increased conflict identified in this study, and the risk of future pandemics, ongoing assessments of interpersonal relationships among children, youth and young adults with a child maltreatment history is needed to better understand the long-term impacts of such global emergencies.

Despite these limitations, knowledge generated through this study contributes to our understanding of the association between the COVID-19 pandemic for youth with and without a child maltreatment history, emphasizing the critical and ongoing need for support for families with histories of abuse, neglect, or violence (52, 68). Appropriate supports or interventions can buffer against risk factors and promote protective factors in the face of adversity (5, 16, 30, 69, 70); without these, interpersonal issues and relationship patterns experienced or established during childhood and adolescence may persist into adulthood, impacting health and well-being, quality of intimate relationships, future parenting styles, personal safety, and overall quality of life (5, 10, 50, 56, 67). Supports may include policies and programs implement at the individual level (e.g., adolescent intimate partner violence prevention programs) (58), at the family level (e.g., parent/caregiver supports and educational programs; policies that support families that are at economic disadvantages) (8, 46, 47), at the school level (e.g., safer school programs and policies, peer to peer supports, mental health services for students, school personnel training for signs and impacts of child maltreatment on student well-being) (5, 58), at the community level (e.g., community health workers trained to identify and support communities with high prevalence of violence) (1), and at the clinical level (e.g., enhanced clinician ability to recognize and enquire about child maltreatment and relational conflict in a safe environment, and respond appropriately if interventions are needed) (71). Given the inequities for youth with a child maltreatment history and potential ongoing challenges “post”-pandemic, it is timely and necessary to continue to progress our knowledge, address the long-term impacts of the pandemic, prevent worsening inequities, and strengthen youths' relationships with others to promote health and well-being now and into the future.





Conclusion

The COVID-19 pandemic had significant impacts on youth health and well-being. Results from the present study contribute to our knowledge of the association between the COVID-19 pandemic and relational conflict among youth with a child maltreatment history. Youth with a child maltreatment history reported a greater likelihood of conflict with their parents, siblings, and intimate partners compared to youth without a child maltreatment history at the onset of the pandemic, and increased conflict remained significant in 2022 after most public health restrictions had ceased. The pandemic-related interpersonal challenges experienced by youth during a critical developmental life period may affect long-term biopsychosocial outcomes, leading to greater inequities for this population across the life course. Study results illustrated potential long-term challenges for youth with a child maltreatment history, compared to youth without child maltreatment experiences, and contribute to the knowledge of early and ongoing pandemic-related issues for this population. Ongoing research and supports for youth and families with maltreatment experiences is necessary at this point in history to prevent worsening outcomes and promote well-being for all.
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Background: Urban areas, particularly in developing nations like Uganda, face heightened risks due to poverty, unemployment, and environmental challenges, intensifying the vulnerability of urban youth to poor mental health. This study aims to determine the psychological well-being of adolescents and to assess the risks and associated factors of mental health problems among adolescents in the context of COVID-19 pandemic in Kampala City, Uganda.



Methods: We conducted a cross-sectional survey of 500 adolescents aged 13–19 years residing within the five divisions of Kampala City, Uganda. We utilized standardized psychological assessment tools including the Patient Health Questionnaire, Generalized Anxiety Scale, to assess severity of depression and anxiety levels among the adolescents. A logistic regression model was used to evaluate the correlates associated with depression and generalized anxiety disorders. Variables with a p-value <0.25 in the univariate model were included in the multivariable regression model. Subsequently, we conducted a qualitative study using semi-structured interview guides through focused group discussions, and key informant interviews with teachers, parents, representatives of civil society organizations, and religious leaders. Qualitative data were analyzed using a thematic analysis approach.



Results: The prevalence of depression was relatively higher among out-of-school adolescents at 21.5% compared to school-going adolescents at 14.0%. Furthermore, out-of-school adolescents had significantly higher anxiety scores when compared to their school-going counterparts (17.5% vs. 10.3%) respectively. Key factors identified associated with poor mental health include loneliness, being out of school, COVID-19, and familial conflicts.



Discussion: This study highlights the impact of the COVID-19 pandemic on the mental well-being of adolescents in Kampala, Uganda. The reported prevalence of depression and anxiety, particularly among out-of-school adolescents, underscores the urgent need for targeted interventions in this vulnerable population. Investing in the mental well-being of Ugandan adolescents is paramount for fostering resilience and ensuring long-term success, especially in marginalized urban settings.
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Introduction

Mental health problems among adolescents have increased recently, and they are linked to significant psychosocial, economic, and physical burdens to the affected adolescents, their caregivers, and host communities (1). Across the world, mental health problems including depressive disorders, anxiety disorders and suicide, affect 10%–20% of children and adolescents (2). In sub-Saharan Africa (SSA), high prevalence estimates among different mental health problems among adolescents have been reported (3, 4). For example, a recent systematic review assessing the prevalence of mental health problems in sub-Saharan adolescents, reported a point prevalence of 26.9% for depression, and 29.8% for anxiety (5). This underscores the pressing need to address the escalating mental health challenges affecting this important demographic.

Mental health outcomes, especially in urban areas, are a cause for concern, given the evidence that populations in these regions face a high risk of poor mental health (6). Urban areas in most developing countries, including Uganda, are characterized by disproportionately high rates of poverty (7). In the specific context of Uganda, high levels of poverty in urban areas are notably linked to widespread unemployment and underemployment, creating a complex socio-economic landscape (8). This economic vulnerability, in turn, contributes to an increase in the threat of crime, and “lawlessness” within urban settings (8). The challenges in Ugandan urban areas extend beyond economic hardship, encompassing also poor housing, pollution, inadequate provisions for water, and poor sanitation (9). These social and environmental issues not only exacerbate the overall living conditions but also expose urban residents to heightened risks of poor mental health. Within this multifaceted context, the mental well-being of urban residents, particularly for the young people, emerges as a pressing concern deserving rigorous scientific attention.

The COVID-19 pandemic added additional stressors for most people particularly adolescents due to the public health measures aimed at containing the pandemic, including restriction in movements, physical and social distancing, closure of essential services, and closure of schools (10, 11). Uganda implemented one of the world's longest lockdowns, starting in March 2020 and extending until January 2022, when schools finally reopened (12). These measures put in place to curb the spread of the disease, in one way or another exacerbated the mental health problems of millions of adolescents. Additionally, factors such as fear of COVID-19 infections, loss of loved ones, and disrupted peer relationships may have contributed to the general sense of uncertainty among adolescents during the pandemic (10, 13). These events may have induced fear and set off worry and stress among some adolescents (11). Young people are highly vulnerable to events that create stress and fear (14). The prevalence of mental health problems among adolescents is noted to have increased during the pandemic (15).

The current study aimed to conduct a comprehensive mixed-method analysis to assess the status of common mental disorders among adolescents residing in urban contexts in Kampala City, Uganda. Specifically, the quantitative arm of the study aimed to assess the depressive symptoms, and anxiety symptoms of school-going adolescents compared to their out-of-school peers. Of note, it is estimated that about 19% of adolescents aged 14–17 years in Uganda are out of school (16) due to multifactorial issues, including poverty, teenage pregnancies, and being orphaned due to HIV. Examining the effect of COVID-19 pandemic on the mental health of this subgroup of adolescents provides useful data from an often overlooked group. The study also aimed to identify factors associated with mental health problems among adolescents. The qualitative arm aimed to provide a deeper understanding of the underlying factors associated with the burden of mental health problems identified in the quantitative study. By employing both quantitative and qualitative approaches, this study sought to capture both the breadth and depth of the adolescent experience in the urban contexts and in the context of the COVID-19 pandemic.


Theoretical framework

For this study, we adapted the bio-psycho-social model which is based on the idea that an individual's general well-being is influenced by a combination of different factors (17, 18). The model illustrates the complex interplay between three primary factors as key determinants of diseases. These include biological, social, and psychological factors. The bio-psycho-social model aims to integrate the three perspectives scientifically, signaling the interconnection and interdependence of these factors.

We were interested in utilizing the bio-psycho-social model because, much like physical illnesses, mental disorders are not solely determined by biological factors, but are influenced by an interplay of biological, psychological, and social factors (19). In this paper, we have added “environmental” to “social” recognizing the close interconnection between environmental factors and social elements. In this regard, both aspects (social and environmental) are encompassed within the same category. The comprehensive bio-psycho-socio-environmental (BPS-E) model has been documented in other sources (20) and is part of the curriculum in the course “Exploring the Relationship Between Anxiety and Depression” offered by the Open University (21).

The biological component of the model seeks to identify the influence of physiological mechanisms, such as genetic predispositions, neurological imbalances, and the overall impact of physical health, on mental well-being. The psychological component of the model pinpoints the impact of cognitive processes, emotional responses, and individual coping mechanisms on mental health. Moreover, the social-environmental component highlights the influence of interpersonal relationships, environmental factors, societal structures, and cultural influences on mental health.

The BPS-E model approach implies the importance of a holistic understanding of a person's mental health and the need for a multidisciplinary approach in health care when assessing and managing mental disorders. In this regard, our qualitative study aims aimed to provide an in-depth understanding of how biological, social-environment, and psychological factors influenced the mental health of adolescents living in Kampala, Uganda. We also aimed to understand how COVID-19 played a role in exacerbating the mental health outcomes of adolescents.




Methods

This study presents the results of a formative phase part of a larger project that aimed to assess and support mental health outcomes among adolescents urban areas in Kenya and Uganda (22). The results of the formative phase from the Kenya data are reported elsewhere (4). An overview of the methodology utilized in this study is illustrated in Figure 1.


[image: Flowchart depicting an explanatory sequential mixed methods study design. It includes two approaches: quantitative and qualitative. The quantitative arm involves a cross-sectional survey with 500 adolescents, random school selection, structured interview questionnaires, and analysis with STATA. The qualitative arm involves narrative research, six focus group discussions, twelve key informant interviews, purposive sampling, and thematic analysis with NVIVO. Both arms are integrated to synthesize quantitative and qualitative results.]
FIGURE 1
The explanatory sequential mixed-methods procedure used in the study.



Study design & study area

This study utilized an explanatory sequential mixed method study design. This was done by collecting quantitative data first to mainly describe the burden of mental health problems including depression and anxiety among adolescents. Subsequently, qualitative data was collected to provide deeper insights into the quantitative findings by exploring the underlying factors linked to the identified burden and contextual variations in observed trends.

The study aimed to target both school going and out-of-school adolescents aged between 13 and 19 years. Quantitative data for the study were collected from November to December 2021, whereas qualitative data collection took place between May and July 2022 in Kampala, Uganda. The study was conducted across all five (5) Divisions of Kampala City namely, Kampala Central, Kawempe, Lubaga, Makindye, and Nakawa.



Eligibility criteria and participants' recruitment

Adolescents were included in the study if they met the following criteria:


	1.Aged 13–19 years as evidenced by their birth certificates

	2.Able to consent for those that were 18 years and above

	3.Parents or legal guardians providing consent for adolescents below 18 years old, followed by voluntary assent from the adolescents.

	4.Could speak either English or Luganda (the widely spoken language in Kampala)

	5.If they were either school-going or out of school



Key informants were included if they were either teachers, parents, representatives of civil society organizations, or religious leaders. The key informants were recruited from the community bordering the selected schools and were purposively sampled.



Sample size estimation

The total sample size required was calculated based on previous proportion estimate of 18% (23) of mental health problems among adolescents in Uganda. We used the sample size formula below for the single proportion to calculate the total sample required. This formula was used since we only considered adolescents for this study.

n=DEFF⋅Z1−α/22⋅p⋅(1−p)d2⋅(1−NR)

We considered 95% CI with a Z-score of 1.96, design effect = 2, d (precision or margin of error) of 0.05, and a non-response rate of 1%, resulting to a sample of 458, whereby we recruited 500 participants.



Data collection procedures

Four enumerators were recruited and trained before the field data collection. The training was facilitated by JA, GM, MN, AM, RO, AMS, and AA. The enumerators were taken through overview of constructs, reviewing data collection tools, psychological first aid, consent, privacy, confidentiality and ethics, conducting face-to-face interviews, recruitment, mobilization strategy, COVID-19 protocols, and data management. The enumerators practiced how to obtain consent through role plays. Additionally, a pilot study was carried out to pretest the tools and data collection process. The response from the pilot study was used to refine the questionnaire and improve the study procedures.

For the school-going adolescents, we obtained the list of schools from the Kampala Capital City Authority (KCCA), and we applied simple random sampling to select a total of 10 secondary schools. Adolescents were classified as school going adolescents if they were currently registered with the selected ten schools, a confirmation provided by their selected specific educational institution. To optimize data collection during school closures, the study focused on day-school options, other than those from boarding facilities. This decision was informed by the expectation that students in boarding facilities might be more challenging to reach due to their greater distance from the schools compared to their day-schooling counterparts. The aim was to prevent participants from having to travel long distances away from the city, especially during the partial lockdown period.

Adolescents from the selected schools were mobilized from their homes through collaboration with school administrations and parents. Teachers generated lists of students aged 13–19, and a gender-stratified random selection of 30 adolescents from each school was made using the RNG® application. Selected individuals were invited to the school for full consent and interviews, with replacements made if participants couldn't attend on the specified date.

For the out-of-school adolescents, we obtained clearance from the KCCA Director for Public Health and worked closely with the village health teams, the local council 1 chairpersons, and the village health teams (VHTs) or any other delegated authority by the LC1 chairpersons' community champions to recruit participants who met our inclusion criteria. The operational definition of out-of-school adolescents was those adolescents who were not enrolled in either primary or secondary schools (24) at the time of our study. The LC1 chairpersons and VHTs were instrumental in identifying potential out-of-school adolescents in the study areas, as they had adequate knowledge and a good understanding of the study area. They would provide the data collection team with a list of potential participants, serving as the sampling frame for random selection, stratified by gender. Subsequently, selected participants would be individually invited through the area chairperson or VHT to convene at a designated location on a specified day for full consenting and data collection.

Following the completion of quantitative data collection and analysis, the subsequent phase entailed qualitative data collection. The qualitative data collection employed two data collection methods: focus group discussions (FGDs) involving a randomly selected subset of adolescents derived from the quantitative phase, and key informant interviews with teachers, parents, representatives of civil society organizations, and religious leaders who were purposively selected. The different methods were used to get a diverse range of views from participants. The FGDs were comprised of 6–8 participants. Categorization of the FGD participants by school status (either school going or out of school) and gender ensured a conducive environment to enhance free expression during the discussions.

During the data collection, all stipulated COVID-19 guidelines set by the Ugandan government and the World Health Organization were followed, and data collection was carried out in designated schools, and community sites in each division. Adolescents under eighteen years of age were accompanied by their parents or legal guardians to ensure that both consent and assent were obtained. At the end of the data collection, participants' travel costs were reimbursed.



Data collection tools


Sociodemographic characteristics

We obtained information on the adolescents' gender, age, school attendance (whether they were school-going or out-of-school), level of education, religion, and household socioeconomic status using a socio-demographic survey tool developed by the project team. The assessment of household socioeconomic status involved an inquiry about the items within their homes e.g., motorcycle, radio, mobile phone etc. This evaluation utilized an assets index employed in previous studies centered on adolescents (4, 25).



Generalized anxiety disorder-7 (GAD-7)

We assessed the anxiety levels of the adolescents using the GAD-7 questionnaire (26). The GAD-7 is a validated tool that has been used extensively to determine the level of anxiety among individuals. The tool comprises seven items with scores on a Likert scale from 0 (not at all), 1 (several days), 2 (more than half the days), and 3 (nearly every day). The total scores range from 0 to 21 with cutoff points of 0–4, 5–9, 10–14, and 15–21 (representing none, mild, moderate, and severe anxiety respectively). Results of the psychometric analysis on the GAD-7 scale for the current study showed a high internal reliability (Cronbach's alpha = 0.81).



Patient health questionnaire-9 (PHQ-9)

The severity of depression among the adolescents was determined using the PHQ-9 tool (27). The PHQ-9 is a nine-item tool for measuring the severity of depression. The tool has scores on a 4-point Likert scale ranging from 0 (not at all), 1 (several days), 2 (more than half the days), and 3 (nearly every day). The total scores range from 0 to 27 with cutoff points of 0–4, 5–9, 10–14, 15–19, and 20–27 (representing none, mild, moderate, moderately severe, and severe depression respectively). The reliability test revealed a high reliability (Cronbach's alpha = 0.81).



Qualitative interview guides

The qualitative study employed semi-structured interview guides developed by the research team. These guides entailed questions about the general knowledge, perceptions, and attitudes toward mental health, as well as questions about COVID-19 among other aspects. For example, to understand the triggers associated with poor mental, adolescents were asked the following question during the group discussions. “In your own opinion, what are the factors that impact negatively on adolescents' mental health?”. To understand how the pandemic impacted the adolescents' mental health, adolescents' participants were asked: “In what ways did the COVID-19 pandemic affect your mental health?” Similarly, the key informants were asked similar questions, but their purpose was to delve deeper, considering their first-hand experience in interacting with adolescents.




Data management and analysis

All quantitative data were collected using the Open Data Kit (ODK) through the study tablets. The tablets were password-protected and encrypted to ensure confidentiality and to avoid data loss and were only available to authorized personnel. The data was uploaded daily to the server for storage, which could only be accessed by the data manager.

Stata version 17 was used to analyze the quantitative data (28). The sample characteristics of the adolescents were summarized using proportions, means, and standard deviations. The differences between the in-school and out-of-school groups were investigated using the independent t-test for continuous variables and Pearson's chi-squared test for categorical variables. For depression and anxiety, the point prevalence and corresponding 95% confidence intervals (95% CI) were calculated. Figures and tables were used to present the results. Logistic regression models were used to identify factors associated with common mental health problems. Factors that had a p-value of <0.25 in the univariate model were fitted in the multivariate model.

For the qualitative data, the audio recordings of the FGDs and KIIs were transcribed verbatim and proofread by the team to ensure accuracy. Since the FGDs were mostly conducted in Luganda, the transcripts were translated into English, and the translation was verified by the study team. The transcripts were then imported into NVivo 14 (QSR International) software for data analysis. A thematic analysis approach was used to guide the analysis. We employed the BPS-E model, which inherently identifies three key categories linked to mental health: biological, psychological, and social-environmental factors. These three categories formed the core themes in our study. A research assistant developed codes from the transcripts, which were subsequently refined and revised by the authors (GM and AA). Codes that covered a similar subject were grouped to form sub-themes. Related sub-themes were then grouped under the three themes.



Ethics approval and consent to participate

The ethics review for this study was obtained from The AIDS Support Organization Research and Ethics Committee (TASO-2021-18), and a research license was granted by the Uganda National Council for Science and Technology (UNCST) (Ref no: HS1939ES). Additionally, administrative clearance was obtained from the Kampala Capital City Authority (KCCA) Director for Education and Social Services, the respective headteachers, village health teams (VHTs), and the LC1 chairpersons were then approached for their further approval and administrative support during the data collection exercise. All participants provided informed written consent to participate in this study. The field activities were conducted per the relevant guidelines and regulations.




Results


Quantitative results

Table 1 presents the socio-demographic characteristics of participants for the quantitative data. A total of 500 participants participated in the study, in which the majority (60%) were school-going adolescents. There was an almost equal number of female and male participants (49.2% vs. 50.8%). The participants in the study had an average age of 17.1 years (SD = 1.7), with no significant difference between the two groups. In-school adolescents had higher household social economic status (M = 4.4, SD = 1.5), as compared to out-of-school adolescents (M = 3.1, SD = 1.3) p < 0.001. Most of the participants were Christians (77.0%), while 71.2% were in secondary schools. Furthermore, 2.0% of adolescents were parents, and 2.4% of females were pregnant, with most of them from the out-of-school group. Furthermore, the results show a significant difference in education level, religious denomination, having a child(ren), and being expectant between school-going and out-of-school adolescents.


TABLE 1 Socio-demographic characteristics of participants.

[image: Table comparing demographic characteristics between in-school and out-of-school girls. Total sample is 500, with 60% in school. Gender distribution is equal. Mean age is similar across groups. Education levels show 71.2% senior, with all in-school participants at this level. Religion is predominantly Christian. Socioeconomic status is higher in in-school girls. Few have children, with a significant difference in pregnancy status, more common in out-of-school participants. Statistically significant differences are indicated for education, religion, socioeconomic status, and pregnancy.]

Table 2 summarizes the prevalence estimates for both depressive depression and anxiety symptoms. In terms of severity for both depression and anxiety, the prevalence of the two disorders was relatively higher among out-of-school adolescents compared to in-school. Using a cut-off score ≥10 for PHQ-9, the prevalence of depression among school-going adolescents was 14.0% (95% CI: 10.5–18.4); relatively significantly lower than the out-of-school at 21.5% (95% CI: 16.3–27.8) [p = 0.029]. Similarly, out-of-school adolescents had a significantly higher prevalence of anxiety 17.5% (95% CI: 12.8–23.5) than in-school adolescents 13.2% (95% CI: 10.5–16.5), p = 0.020. The overall prevalence of positive screen for comorbidity for both depression and anxiety symptoms was 9.4% (95% CI: 7.1–12.2), with a high prevalence score in out-of-school compared to school-going adolescents (14.0% vs. 6.3%, p < 0.004).


TABLE 2 Prevalence of common mental disorders among school-going as compared to the out-of-school adolescents.

[image: Table presenting the frequency and prevalence of depressive and anxiety symptoms among adolescents. It includes overall, school-going, and out-of-school groups with 95% confidence intervals. Severity ranges from none to severe. Includes positive screen results and P-values for statistical significance.]

Table 3 illustrates results from multivariate logistic regression model analyses assessing the correlates i.e., both risk and protective factors associated with depression and anxiety. Results of the univariate analysis can be found in Supplementary Table S1.


TABLE 3 A multivariate logistic model showing the relationships between predictor variables and depression, and anxiety.

[image: Table displaying odds ratios (OR) and p-values for depression and anxiety in relation to sexual abuse and substance use. For anxiety with sexual abuse, OR is 2.65 and p-value is 0.061. For substance use, depression OR is 1.25 with p-value 0.563; anxiety OR is 1.32 with p-value 0.478.]

Being out of school was the only socio-demographic found to be significantly associated with higher odds of depression (OR = 1.90, 95% CI 1.03–3.51, p = 0.040). Among pandemic-related factors, the only factor identified associated with higher odds of depression was having a close person infected with COVID-19 (OR = 3.35, 95% CI 1.85–6.07, p < 0.001). Furthermore, loneliness (OR = 11.81, 95% CI 4.15–33.58, p < 0.001) and intermittent familial conflicts (OR = 2.78, 95% CI 1.44–5.39, p = 0.002) emerged as factors associated with depression in the context of parental and peer relationships. The only psychosocial stressor identified to be significantly associated with higher odds of depression was the feeling of being unsafe (OR = 4.88, 95% CI 2.70–8.83, p < 0.001). Two factors were identified as associated with lower odds of depression (protective factors): frequently engaging with friends (OR = 0.23, 95% CI 0.07–0.73, p = 0.012) and having a close relationship with parents (OR = 0.32, 95% CI 0.12–0.82, p < 0.001).

In terms of anxiety, no socio-demographic factor was identified as significantly associated with higher odds of anxiety. Having someone close infected with COVID-19 (OR = 3.50, 95% CI 1.80–6.79, p < 0.001) emerged as the only factor identified with higher odds of anxiety in the context of the pandemic factors. Two factors about parents and peer relationships were identified to be associated with high odds of anxiety: having conflicts in the family (OR = 2.15, 95% CI 1.03–4.51, p = 0.043), and loneliness (OR = 7.54, 95% CI 2.63–21.68, p < 0.001). Additionally, the only psychosocial stressor identified to be significantly associated with higher odds of anxiety was the feeling of being unsafe (OR = 4.21, 95% CI 2.22–7.98, p < 0.001). There was no significant factor associated with lower odds of anxiety.



Qualitative results

Table 4 presents an overview of the study's participants involved in the qualitative study. In this phase, a total of 6 Focus Group Discussions (FGDs) were undertaken. Additionally, the study included 12 Key Informant Interviews (KIIs). Overall, the qualitative data collection phase encompassed a total participation of 50 individuals.


TABLE 4 Breakdown of the FGDs and KIIs.

[image: Table summarizing focus group discussions and key informant interviews. For focus groups, there are three for male adolescents and three for female adolescents, totaling six. Key informant interviews include three teachers, four religious leaders, two from civil society organizations, and three parents, totaling twelve.]



Factors associated with poor mental health among adolescents

Through the qualitative study, we were able to identify and pinpoint the main factors associated with poor mental health. Figure 2 illustrates the three themes and the associated factors that emerged as triggers of mental health problems. Furthermore, for a more comprehensive understanding, Supplementary Table S2 offers a detailed breakdown of these categories along with their respective sub-themes, as well as providing examples of key quotes and their frequencies.


[image: Venn diagram illustrating the factors contributing to mental disorders. It includes three overlapping circles: Biological (physical illness, comorbidity), Social-environmental (familial factors, poverty, unemployment), and Psychological (worries, fear, trauma). Overlaps highlight shared factors like drugs and isolation. Central overlap indicates common causes such as poor diet and hopelessness.]
FIGURE 2
Factors identified to be associated with mental health problems: factors in italics are the ones noted to have been exacerbated by COVID-19.




Biological factors

The qualitative analysis identified a number of biological factors associated with poor mental health as shown in Figure 2. This includes physical illness, comorbidity, absence of food, and substance abuse. Furthermore, pregnancies, poor diet, and substance abuse cuts across not only biological but as socio-environmental factors.

Among the physical illnesses that were mentioned were conditions like HIV/AIDS, COVID-19, and tuberculosis. Particularly, the participants noted how stigma and discrimination often linked with these diseases can result in depression, ultimately escalating to thoughts of suicide.


“Health issues also play a significant role. For instance, when adolescents contract diseases such as tuberculosis or HIV/AIDS and others become aware of it, the person often experiences a sense of depression due to the stigma they encounter. For example, providing a separate cup or plate for someone with tuberculosis. This discrimination can become so severe that it leads a person to contemplate suicide.” (FGD female out-of-school adolescent)



The drugs predominantly identified as being abused by adolescents were marijuana and alcohol. It was observed that drug use served not only as a contributor to mental health problems but also as a strategy employed by some adolescents to cope with existing mental health issues. Drug use among adolescents was primarily attributed to negative influences from peers, media, and role models. Additionally, unemployment emerged as a contributing factor to drug use, particularly among out-of-school adolescents.


“Among the things that cause suicidal thoughts among adolescents, we go back to the abuse of drugs…” (KII male parent)





Psychological factors

Several psychological factors were identified as contributors to mental health problems among adolescents. Key psychological factors include hopelessness, and worries.

Adolescents pointed out that being coerced into early marriages, experiencing heartbreaks in relationships, and the fear of neglect and ridicule following a pregnancy could result in poor mental health outcomes.


“Being forced into early marriages. Some parents may force their children to join early marriages and instead of the children getting married to old men, some choose to take their own life.” (FGD female school-going adolescent)



Child abuse and maltreatment, encompassing sexual abuse, physical abuse, and emotional abuse, constituted additional psychological factors that were identified. Participants noted that girls were predominantly the victims of rape and defilement. In addition, some male participants noted that some boys experience abuse, for instance, one participant highlighted a growing prevalence of boys experiencing sodomy.

Within the context of physical abuse, participants emphasized that instances mostly occurred within families, often involving parents mistreating e.g., physical abuse of their children. Regarding emotional abuse, participants highlighted instances of school-going adolescents being mistreated by their teachers, which significantly impacted their mental well-being. A particularly concerning revelation came from one participant who mentioned instances of foreign students being subjected to abuse by a teacher.


“You find a teacher being so strict, for example towards foreign students. The teacher will provoke them, and it ends up looking like segregation which leads to mental health issues. Considering they are in a country that is not their own, this ultimately affects their minds.” (FGD male school-going adolescent)





Social-environmental factors

Through the analysis, various social-environmental factors that lead to mental health problems among adolescents were identified. These factors include poverty, unemployment, financial constraints, low income, and school-related factors.

Participants highlighted that adolescents hailing from poor families often struggle with meeting basic needs like food, rent, and school fees, which consequently lead to heightened stress. Poverty was further linked to family conflicts, pushing adolescents towards adopting harmful coping mechanisms such as engaging in prostitution, theft, and drug use, amplifying their distress. Increased responsibility coupled with lack of jobs, and low income stood out as a driver of mental health problems among out-of-school adolescents.

Most participants highlighted that isolation, loneliness, and lack of social support constituted significant social factors linked to poor mental well-being. The participants noted that society at large plays a role as well in exacerbating adolescents' mental health problems, as young people are left alone to navigate their challenges without adequate support.


“What I can say is that the societies we live in also contributes to adolescents' having mental problems. Because when you are staying somewhere and you just see people around you, yet no one can help you in case you get a problem. This brings about mental challenges …” (FGD male out-of-school adolescent)



Additionally, it was noted that adolescents are day-by-day becoming disconnected from the world around them, including their community, schools, religion, and family. This disconnection was noted to contribute to isolation and loneliness.

School-related factors that were identified to result in mental health problems include, bullying, failure of exams, financial constraints such as the inability to afford school fees, overwhelming academic pressures, and lack of sanitary towels for school-going girls. It was noted that these challenges often led to some adolescents dropping out of school. One adolescent provided insight into the impact of the lack of school fees, sharing how this circumstance led her to abandon her aspirations of becoming a nurse.


“I wanted to become a nurse, but unfortunately, I couldn't achieve that dream. I was passionate about education, but due to my circumstances with a single mother who couldn't afford school fees, I faced obstacles. I'm determined not to let my children face the same situation. This experience posed mental challenges for me, even leading me to leave home” (FGD female out-of-school adolescent)





The role COVID-19 played in exacerbating mental health issues

Participants emphasized the profound impact of the COVID-19 pandemic and the associated containment measures on the mental well-being of adolescents. COVID-19 was noted to have exacerbated most of the identified biological, socio-environmental, and psychological factors.

For example, the pandemic was noted to have brought about financial strain. The account below is from an adolescent who shared how his father had to make a difficult decision by asking his younger siblings to temporarily drop out of school due to financial constraints after the lockdown, as he could only afford to pay the school fees for one person.


“Some of the worries are that some parents were used to having money before lockdown and now after they locked down everything, it led to depression which made families unstable. Like my father now, he has three children and before lockdown, he could afford to pay school fees for all of us but now he finds it difficult to pay it all. So, he told the young ones to first drop out for me to finish my studies” (FGD male school-going adolescent)



Additionally, the pandemic is noted to have brought about uncertainty, worries, and fear; feelings of isolation and loneliness; financial strain; experiences of grief and loss; and domestic and gender-based violence.

The worries and fears centered around fear of contracting the disease, adolescents being worried about the well-being of their families, school-going adolescents worrying whether they will ever go back to school again, and uncertainty about their future. It was observed that some adolescents, upon losing their parents or close family relations, experienced profound hopelessness.

The following account is from an adolescent who narrated how his friend's mental well-being was negatively affected after the loss of his grandmother.


“My friend lost his grandmother, and he experienced a significant mental breakdown. As a result, he was admitted to a mental health unit to receive counseling…” (FGD male school-going adolescent)



It was observed that certain measures, such as lockdowns and movement restrictions, posed challenges for individuals in accessing healthcare services. The following account is from an out-of-school adolescent highlighting how she was affected.


“I was much affected because I was always stressed because I was pregnant, and it made me too sick, but I couldn't go to the hospital. Even on the day I was to give birth, I got labour pains at night but there was no boda-boda [commercial motorcycle] that you would find on the way. I was scared that my child was going to die because I went to the hospital in the morning because of a lack of means of transport. Another thing, our people died but we couldn't go to bury them, it affected us badly that we were stressed because of the situation” (FGD female out of school adolescent)



The pandemic and its impact led to adolescents developing poor coping mechanisms, such as resorting to drug use, while others became entangled in early marriages as exemplified below. However, it was noted not all adolescents resulted in poor coping mechanisms, as others started looking for jobs, to take care of themselves and their families.


“Some adolescents looked at the world ending so they lost hope, they developed more stress than before, they involved themselves in early marriages and more alcohol abuse while others developed suicidal thoughts and some even lost their lives.” (KII female teacher)






Discussion

This study provides crucial insights into the mental well-being of adolescents living in urban context in the Uganda's capital in the context of COVID-19. Notably, the observed prevalence for depression and anxiety stood at 17.0% and 13.2% respectively. However, there is paucity of studies examining mental health outcomes among adolescents in Uganda, resulting in fewer comparative studies done during the pandemic within Uganda. Nevertheless, in comparison to regional studies conducted in sub-Saharan Africa during the pandemic, there exists significant heterogeneity in estimates, with a majority of studies indicated prevalence estimates for depressive and anxiety disorders ranging between 10% and 40% (4, 5, 29, 30).

Our reported prevalence is notably higher among out-of-school adolescents compared to their schooling peers. This trend was as well observed in the sister study conducted in Kenya (4). The challenges out-of-school adolescents face in trying to meet basic needs make them more prone to poor mental health. Schools hold a pivotal role in enhancing mental well-being and overall student welfare. Teachers' support, co-curricular activities such as games, and peer support within schools are aspects that play a crucial role in supporting adolescents with mental disorders. Notably, out-of-school adolescents lack access to these essential forms of support, which potentially contributes to their disproportionately greater burden of mental health problems when compared with their school-attending counterparts (4).

Physical illness was a key biological factor identified associated with mental health problems in the qualitative study. The stress that is associated with chronic illnesses such as untreated unresolved tuberculosis can render patients more susceptible to mental health disorders. The relationship between physical illness and mental health problems has been studied extensively and a strong link has been found between the two (31, 32). For example, a systematic review of the epidemiology of mental disorders revealed that the onset of emotional disorders among children and adolescents was highly predicted by having a physical illness (33). Additionally, discrimination and stigma that are associated with some physical conditions can contribute to heightened distress, potentially escalating to suicidal ideation. Substance abuse was another key factor identified linked to depression and anxiety. Numerous studies have reported that during adolescence, engaging in various substance-use behaviours including alcohol consumption often increases the risk of depressive symptoms among adolescents (4, 34). The pandemic also placed adolescents at a higher risk for engaging in risky behaviors, including increased drug use. A recent study exploring substance use before and during the pandemic among Uganda adolescents reported an increase in use during the pandemic; however, this change wasn't statistically significant when compared to the pre-pandemic period (35).

We identified a couple of social-environmental factors linked to poor mental health among adolescents. The key factors include poverty, unemployment particularly among out-of-school adolescents, social isolation, and adolescents playing caregiving roles. Previous studies have studied the link between socio-economic factors and mental health (36, 37). A global systematic review established that a low socioeconomic status was highly correlated to higher rates of mental health problems in childhood and adolescence (38). Given the well-established impact of poverty on exacerbating mental health problems, implementing poverty alleviation initiatives such as the provision of grants and un/conditional cash transfers, providing materialistic school support, and enhancing food and water security in informal settlements have the potential to significantly enhance mental health outcomes (39, 40). It was noted that some adolescents had to drop out of school due to excessive caregiving responsibilities. These excessive responsibilities including caring for younger siblings, due to parents absconding their duties, made the adolescents experience heightened strain. Prior evidence has shown that the impact of adolescents' exposure to extreme adversities and constraints due to social inequalities persists well into adulthood and can have a long-term effect (41). This indicates the critical need for prevention and intervention strategies targeting early adverse experiences.

Threats to safety, violence exposure, and displacement induce psychological distress, potentially leading to various mental health challenges (42). Limited access to essentials like food and housing is another crucial factor that we identified in the study. Inadequate living conditions and insufficient nutrition heighten stress and anxiety, straining psychological well-being and exacerbating mental health issues (43). Poor working conditions were also a key factor noted particularly among the out-of-school adolescents. It was highlighted that adolescents face unfavorable environments and demanding work, as they strive to provide and take care of their families, resulting in heightened stress. These factors highlight the complex interplay between external circumstances and mental health.

The COVID-19 pandemic and its associated containment measures appear to have adversely affected adolescents' mental well-being. Loneliness was a significant factor associated with both depression and anxiety. Loneliness appears to have had a pronounced impact on adolescents, unintentionally arising as the result of the measures put in place to contain the pandemic (4). Being confined to one's house can disrupt sleep patterns and exercise habits, whereas excessive use of technology e.g., excessive use of mobile phone, and the internet resulting due to loneliness can influence a person's mental health (44). Furthermore, losing connections with others and feeling alienated and alone can result in feeling distressed and depressed (4). This emphasizes the significance of fostering healthy connections and engagement within the support systems accessible to adolescents. For instance, maintaining strong connections to family, religion, school, community, and culture is essential to ensure that adolescents do not find themselves isolated. Our study notes that the extended school closures and economic hardships led to a concerning rise in pregnancies among girls and adolescents getting entangled in early marriages. The study has shown that girls and boys reported increased tension in their households resulting in cases of emotional, physical, and sexual violence. This violence subjected to adolescents because of the pandemic had a huge toll on their mental health. Consequently, some adolescents resorted to poor coping mechanisms, including substance abuse. The adverse consequences brought about by the pandemic highlight the importance of safeguarding adolescents' mental well-being, primarily by addressing the diverse challenges they face.


Comparing results from quantitative and qualitative analyses

Both the quantitative and qualitative studies identified similar factors that significantly contribute to mental health problems among adolescents. Predominant factors identified in both studies include loneliness, being out of school, and conflicts with parents. In addition, both studies highlighted the profound impact COVID-19 had in exacerbating mental health issues. Evidently, the consistency in the findings underscores the undeniable influence of these factors on adolescents' mental well-being.



Strengths and limitations

This study has strengths and limitations. First, it not only focused on school-going adolescents but also adolescents out-of-school, a group often overlooked despite being at a high risk of mental health issues. Another strength of the study is its ability to explore an important research theme, assessing the psychological well-being and burden of mental health problems among adolescents in urban contexts Furthermore, this study used measures that have been psychometrically tested and adapted to local contexts and have demonstrated good internal consistency and validity. The fact that there was a Kenyan site was another strength of the study in terms of contextual comparisons. The use of mixed methods, in which the quantitative study informed the conceptualization of the qualitative study, enhances the overall robustness of the study. Additionally, conducting data collection during the pandemic was another strength of the study as this minimized recall bias. We believe that the triangulation approach, involving data collection from various perspectives such as adolescents, parents, religious leaders, and civil society, further strengthens the depth and reliability of the research findings.

In terms of the limitations of the study, data on the outcomes and the correlates were collected based on self-report, which is prone to information bias and the potential of recall bias. We didn't collect pre-pandemic comparison data to contextualize the quantitative data. We acknowledge that our findings may not be generalizable to the entire Ugandan population. The cross-sectional nature of the study means we cannot establish the causal relationship between the factors reported and the mental health outcomes. Nonetheless, the robustness and comprehensiveness of the study provide crucial perspectives regarding how disruptions because of the COVID-19 impacted on the mental health of adolescents living in Uganda's urban informal settlements of Kampala capital city.




Conclusion

This study investigates the mental well-being of adolescents in Ugandan urban informal settlements of Kampala capital city in the context of COVID-19. Depression and anxiety prevalence stood at 17.0% and 13.2%, mirroring global estimates. Out-of-school adolescents had higher rates, underscoring the role of schools in supporting adolescents' mental well-being. Key factors identified through the qualitative study associated with common mental disorders include physical illnesses, substance abuse, poverty, unemployment, and isolation.

In addition, the quantitative study identified several key factors linked to poor mental health, such as being out of school, experiencing conflicts with parents, and feelings of loneliness. It was noted that the pandemic exacerbated the mental health problems of adolescents, mainly due to the containment measures that were put in place that enhanced loneliness and isolation. School closures and economic struggles led to increased pregnancies, early marriages, and household tensions, resulting in violence against adolescents. The findings stress the need for comprehensive interventions involving schools, families, communities, and policies to address these challenges and safeguard adolescent mental health, especially in marginalized urban settings. By investing in and prioritizing the mental well-being of Ugandan adolescents, we can help build a brighter future for the younger generation and ensure their long-term resilience and success.
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Introduction

The COVID-19 pandemic has widely impacted the health and survival of populations worldwide. Despite severe disease and death remaining rare in children (1), children have been particularly vulnerable to upsurges in violence in the home (2, 3). Restrictions to limit the viral spread exacerbated the conditions for “twin pandemics.” Social factors further contributed through stress, poverty, unemployment, school closures, and lack of contact with support providers (4). Globally, violence against children was already at epidemic levels before COVID-19, with an estimated 1 billion children and adolescents experiencing abuse of some kind each year (5). Natural disasters and external stressors increase this risk (6, 7), and these incidents are furthermore closely linked to family violence and violence against women, which affects approximately one-third of women around the world (8).

However, yet another hidden but deadly scourge—the crisis in family courts—is as much an exacerbator as a side effect and requires urgent attention. Victims of violence may seek remedies through social services, including the family court system, believing that these can help reduce the harm (9, 10). In many countries, divorce, separation, and child custody issues are dealt with in family courts, with practices that deviate considerably from those of civil or criminal courts. This deviation, originally intended for the protection of children, has in the absence of transparency and accountability led to deadly results for minors.



The statistics

A largely unknown, tragic fact is that family courts have become a place where too many vulnerable children die. A non-profit organization has tracked 990 child murders by a separating parent since 2008 in the United States (11). At the height of the COVID-19 pandemic, between the years 2020 and 2022, child murders by separating parents increased by 47.8% (11). An astonishing fact is that, instead of protecting these children, family court judges’ decisions facilitated many of these murders (11). A closer look at 175 child murders by fathers showed that, in many cases, the judges had ordered the conditions that allowed for the murders, often over the mothers' objections (12). An even greater number of suicides occur for every murder (13), and hundreds of injuries are medically treated for every death (14). Furthermore, the actual numbers are likely to be much higher, as the routine sealing of court records against the convention of open courts, in the name of the “protection of children,” has made tracking actual numbers of child murders as a result of family court decisions virtually impossible.



The mechanism

How does this happen? In the US, family court judges have almost unlimited discretion, including the ability to seal court records, without oversight or accountability. A net result is that those with few rights, notably children, are violated in ways that multiply their harm. The vast majority of the approximately 100,000 contested child custody cases per year are family violence cases. Abusive fathers disproportionately seek sole custody in these cases, unlike trends outside of family court, and family courts grant it almost 75% of the time (15). A report in the United Kingdom, the first country to compel the opening of family courts to reporters, found that even convicted child rapists were sometimes granted custody (16). In the United States, fathers who murder the mother of their children face almost no barrier to obtaining custody (family courts are disconnected from criminal courts) after their prison sentences (17). As a result of these family court practices, violent perpetrators may seek custody of their children as a favorable way to regain respectability in society or to exculpate themselves of their crimes—often without having to change their behavior.



The harm

Predictably, violent fathers who are granted custody often go on to abuse and murder their children at alarming rates. The United Kingdom has, through legislation, forced family courts to open to such research, but still found resistance. Deaths are the extreme end, but other harms also occur. For example, more than 58,000 children a year are ordered into their physical or sexual abuser's unsupervised custody following divorce in the United States (18). These children are likely to suffer “soul murder,” (19) or the psychological “death” that results from abuse. The consequences are lifelong psychological and physical problems and the loss of decades of life (20). The estimated economic loss in healthcare, child welfare, criminal justice, special education, and productivity, among other costs, has been estimated at $592 billion for 2018 (21). This is also an exponential problem, as almost 1 in 3 abused and neglected children become abusers themselves (22).

During the COVID-19 pandemic, the monitoring and reporting of child maltreatment were hampered further at a time of heightened need (23). In family courts, the “protective parent,” or the parent attempting to safeguard the child from abuse, often loses custody simply for alleging abuse. Sometimes, this occurs when the children allege the abuse. Separation from a protective, caregiving parent can have a similar effect as being orphaned; in the period when more than 140,000 children in the United States experienced the death of a parent or a grandparent caregiver from COVID-19 (24), close to 100,000 children were newly separated from a protective parent to be isolated with an abusive parent. Studies on family courts now show that, in addition to child deaths, protective parents, usually mothers, also disproportionately grow ill or die (25, 26).



The pseudo-rationale

A source of these deaths is the regular practice of family courts of denying abuse, which is more likely to prolong cases for years and to require multiple court appointees whom the parents are obligated to pay (27). The revenue from doing so is estimated to be between $50 and $175 billion per year in the United States alone (28). In other words, there is a great financial incentive to place children in situations of greater danger and families in crisis.

The pseudo-rationale used to promote this result in the family courts is “parental alienation,” the notion that any allegation of abuse is a fabrication to “alienate” the other parent from the child and that any rejection on the part of the child is a result of “coaching.” However, research shows that while deliberate false reporting is rare [e.g., 0.1% in one study (29)], the abuse of children is not. In fact, child abuse is greatly underreported, a problem that has only been exacerbated during the pandemic (30). A national study of 4,388 custody cases showed that mothers who reported abuse—especially child sexual abuse—lost custody at alarming rates, sometimes to convicted sex offenders (31).

Multiple reputable scientific associations—including the United Nations (UN) (32)—have denounced family courts' use of the pseudo-concept of “parental alienation,” but it continues to be used almost ubiquitously. It is designed to punish and “turn the tables” against the victim to discourage the reporting of abuse. It enables courts to exculpate perpetrators of abuse so they not only escape prosecution, but are disproportionately rewarded with full custody, “child support,” legal fees, and even the incarceration of their victims in the form of a “debtors’ jail” if they cannot pay—operating without due process or the possibility of bail. In this manner, family courts amplify the “coercive control” patterns of domestic violence offenders, who typically establish their dominance through intimidation, isolation of their victims, and reversal of victim and offender (33). “parental alienation,” employed only within family court, not only contradicts established scientific, medical, and developmental research but enables severe and lasting trauma in children and adolescents through isolation and traumatic bonding with their abusers while separated from their primary supports (34).



An international problem

A nationwide study found that family court custody decisions were overwhelmingly more wrong than right (35). Yet, an “abuse industry” has arisen around these wrong decisions, with its own group of lawyers, “officers of the court,” and poorly-trained “experts.” These arrangements are pecuniary: not only do abusers control the money the majority of the time, but they are also more willing to pay to avoid prosecution, while protective parents will more easily give up their savings to save their children's lives. Hence, in a manner even more pernicious than the “kids for cash” scandal (36), family courts are commodifying children and removing them from stable homes and protective, primary caregivers, at great harm, for greater profit.

This practice, unfortunately, has been exported worldwide. A journal’s special issue in 2020 first demonstrated the misuse of “parental alienation” in eight countries (37). Then, a number of international bodies began urging governments to consider testimonies of this approach as a “continuation of power and control” by abusive fathers (38). A European Parliament resolution soon “call[ed] on the Member States not to recognise parental alienation syndrome in their judicial practice and law.” (39) Moreover, a United Nations report found widespread family court practices of punishing mothers and children who brought forward credible allegations of abuse (40).



Conclusion

Seldom brought under scrutiny, family courts have become a hidden, unchecked, domestic abusers’ tool for furthering their abuse. Children are the greatest casualties, who not only lose the opportunity to develop their potential, but for some, they become the next generation of substance users, rapists, and murderers, if they survive at all. Judicial abuses have increased and have received greater attention during the COVID-19 era, but attempts at reform, including legislative changes, have been marginally successful at best. Efforts to educate judges have been futile in the presence of enormous financial incentives to make decisions that are harmful for children. A culture of deadly abuse against the most vulnerable members of society calls for a moratorium on family courts in child custody decisions—along with the current structure of absolute judicial immunity, total secrecy, and lack of any accountability—to prevent the destruction of children by the very institutions intended to protect them. Child welfare matters should be handled outside of courts where possible and the rest should be dealt with in civil courts that have juries, due process, and transparency. Systemic changes are thus needed to preserve lives and better prevent exploitation of the most vulnerable members of society before the next pandemic.
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Variables Sp Wald 2 OR
Gender
Male 1 [Reference]
Female 0.611 0.019 986.346 1.842 1.773-1913 0.000

Registered residence

Rural area 1 [Reference]

Urban area 0.161 0.023 49.794 1175 1.123-1229 0.000
School type

College or university 1 [Reference]

Middle school 0.101 0.028 13254 1.106 1.048-1.168 0.000

High school 0.122 0.023 27.904 1.130 1.080-1.182 0.000

Accommodation Type

Day pupil 1 [Reference]
Boarders at school 0.097 0.028 11.969 1.102 1.043-1.164 0.001
Other 0.061 0.099 0.385 1.063 0.876-1.290 0.535

Love situation

Not in a romantic relationship 1 [Reference]

Having a boyfriend 0.177 0.038 21.543 1.193 1.107-1.286 0.000
Having a girlfriend 0.098 0.048 4.128 1.103 1.003-1.213 0.042
Other 0.192 0.100 3.701 1212 0.996-1.474 0.054

Family economic level

Below local average 1 [Reference]
Local average 0.292 0.060 23613 1.339 1.190-1.507 0.000
Higher than local average -0.009 0.019 0212 0.991 0.954-1.029 0.645

Parents’ marital status

Unmarried 1 [Reference]

Married 0.008 0.067 0.013 1.008 0.884-1.148 0.909
Divorce 0.174 0.072 5.909 1.190 1.034-1.369 0.015
Remarry 0.164 0.073 5.029 1.179 1.021-1.361 0.025
Other 0.271 0.091 8.906 1312 1.098-1.567 0.003

Parenting styles

Authoritative pattern 1 [Reference]

Autocratic pattern 0.366 0.022 284.514 1442 1.382-1.505 0.000
Neglectful pattern 0.586 0.032 338.920 1.797 1.688-1.912 0.000
Submissive pattern 0.204 0.025 64.585 1.227 1.167-1.289 0.000

Quarantine time

0 days 1 [Reference]

<7 days 0.051 0.026 3.780 1.053 1.000-1.108 0.052
7-14 days 0.122 0.026 21.557 1.130 1.073-1.189 0.000
>14 days 0.383 0.042 81.797 1.467 1.350-1.594 0.000

How did you study at home during the pandemic?

Regular learning 1 [Reference]
Occasional learning 0.096 0.019 24.866 1101 1.060-1.143 0.000
No learning 0.139 0.052 7.242 1.149 1.038-1.271 0.007

Academic during the COVID-19

Academic progress 1 [Reference]
Almost no impact 0309 0.028 118137 1362 1.288-1.440 0.000
Academic decline 0.290 0.030 95.940 1337 1.261-1.416 0.000

Academic satisfaction

Extremely satisfied 1 [Reference]

Satisfied -0.117 0.046 6.413 0.889 0.812-0.974 0.011
General Satisfied 0.100 0.043 5.503 1.105 1.017-1.202 0.019
Dissatisfied 0.318 0.047 45.458 1.375 1.253-1.508 0.000
Extremely dissatisfied 0.550 0.060 84913 1.734 1.542-1.949 0.000

Did your study returned to normal status

Full recovery 1 [Reference]
Partial recovery 0.054 0.026 4417 1.056 1.004-1.110 0.036
No recovery 0.094 0.036 6.977 1.099 1.025-1.178 0.008

Have you actively learned about mental health related knowledge after the pandemic
Yes 1 [Reference]

No 0.053 0.018 8.278 1.055 1.017-1.093 0.004

Does the pandemic have an impact on your further study and employment

No impact 1 [Reference]
Minor impact 0.100 0.025 16.657 1.105 1.053-1.160 0.000
Significant impact 0.144 0.029 24627 1155 1091-1.222 0.000
Serious impact 0.094 0.044 4.694 1.099 1.009-1.197 0.030
Unclear 0.050 0.033 2.263 1.051 0.985-1.122 0.132

Worry about being infected

Extremely worried 1 [Reference]
Quite worried -0.033 0.048 0.472 0.967 0.880-1.064 0.492
A little worried 0.028 0.043 0.425 1.028 0.946-1.118 0.515
Not worried 0.380 0.045 72.672 1.462 1.340-1.595 0.000
Anxiety Symptoms
No anxiety 1 [Reference]
Mild anxiety 0.425 0.027 240.647 1.530 1.450-1.614 0.000
Moderate anxiety 0.693 0.035 393.598 1.999 1.867-2.141 0.000

Severe anxiety 1.464 0.050 846.128 4321 3.915-4.769 0.000
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Variables 12-month of Suicidal Ideation 12-month of Suicide Attempts

OR 95% ClI OR 95% CI P

Gender

Male 1 [Reference]

Female 1.331 1.244-1.424 0.000 1814 1.552-2.120 0.000
School type

College or university 1 [Reference]

Middle school 2.354 2.139-2.589 0.000 5.531 4.431-6.904 0.000

High school 1.708 1.582-1.844 0.000 2469 2.020-3.019 0.000

Accommodation Type

Day pupil 1 [Reference]
Boarders at school 0.970 0.880-1.068 0.533 0.962 0.794-1.164 0.689
Other 0.913 0.649-1.283 0.599 1.764 0.962-3.233 0.066

Love situation

Not in a romantic relationship 1 [Reference]

Having a boyfriend 1.182 1.046-1.336 0.007 1.653 1.269-2.154 0.000
Having a girlfriend 1.174 0.993-1.388 0.060 1.269 1.586-3.095 0.000
Other 1.029 0.741-1.429 0.865 2.694 1.663-4.365 0.000

Parents’ marital status

Unmarried 1 [Reference]

Married 0.797 0.635-0.999 0.049 0.935 0.606-1.640 0.794
Divorce 0.901 0.708-1.147 0.398 1.086 0.688-1.969 0.761
Remarry 0.960 0.750-1.230 0.747 1.266 0.806-2.323 0.389
Other 0.995 0.736-1.345 0.973 1461 0.783-2.726 0.233

Parenting styles

Authoritative pattern 1 [Reference]

Autocratic pattern 1.180 1.081-1.287 0.000 1177 0.967-1.432 0.105
Neglective pattern 1.273 1.183-1.369 0.000 1276 1.087-1.497 0.003
Submissive pattern 1.337 1.209-1.478 0.000 1.506 1.230-1.844 0.000

Have you been infected with COVID-19
No 1 [Reference]
Yes 1.038 0.977-1.104 0226 1.042 0.912-1.191 0545

Quarantine time

0 days 1 [Reference]
<7 days 1039 0.951-1.136 0.396 1038 0.851-1266 0715
7-14 days 1.146 1.050-1.251 0.002 1128 0.931-1367 0.220
>14 days 1.013 0.885-1.160 0.852 1.328 1.018-1.732 0.037

How did you study at home during the pandemic

Regular learning 1 [Reference]
Occasional learning 0.969 0.907-1.034 0.338 1.051 0.911-1.212 0.497
No learning 1.001 0.849-1.179 0.994 0.789 0.555-1.123 0.188

Academic satisfaction

Extremely satisfied 1 [Reference]

Satisfied 0.739 0.624-0.875 0.000 0.998 0.651-1.530 0.993
General Satisfied 0.765 0.659-0.889 0.000 1.080 0.741-1.575 0.689
Dissatisfied 0.775 0.661-0.909 0.002 1.050 0.709-1.555 0.806
Extremely dissatisfied 0.853 0.705-1.033 0.104 1.149 0.750-1.759 0.524

Did your study returned to normal status

Full recovery 1 [Reference]
Partial recovery L1111 1.105-1.217 0.023 1.043 0.807-1.349 0.748
No recovery 1.120 0.995-1.262 0.061 1.055 0.858-1.298 0.611

Have you actively learned about mental health related knowledge after the epidemic
Yes 1 [Reference]

No 1.001 0.940-1.066 0.982 1214 1.061-1.389 0.005

Does the pandemic have an impact on your further study and employment

No impact 1 [Reference]

Minor impact 0.893 0.805-0.990 0.031 0.997 0.801-1.241 0.979
Significant impact 0.926 0.828-1.036 0.181 0.994 0.785-1.258 0.958
Serious impact 0.981 0.843-1.143 0.809 1.028 0.761-1.389 0.856
Unclear 0.960 0.856-1.076 0.486 0913 0.712-1.170 0.470

Worry about being infected

Extremely worried 1 [Reference]

Quite worried 1.050 0.894-1.234 0.550 1.142 0.824-1.584 0.425
A little worried 1.003 0871-1.155 0.962 1.043 0.786-1.384 0.769
Not worried 1225 1.059-1.418 0.006 1434 1.073-1916 0.001

Depression Symptoms

No depression 1 [Reference]
Mild depression 1.667 1.526-1.820 0.000 1.953 1.535-2.485 0.000
Moderate depression 2423 2.161-2.717 0.000 3.449 2.603-4.570 0.000
Severe depression 3.595 3.108-4.158 0.000 6.679 4.889-9.126 0.000
Anxiety Symptoms
No anxiety 1 [Reference]
Mild anxiety 1.506 1.381-1.642 0.000 1.106 0.886-1.381 0.374
Moderate anxiety 1.708 1.501-1.942 0.000 1.603 1.216-2.115 0.001
Severe anxiety 2.165 1.812-2.587 0.000 3.864 2.831-5.273 0.000

Social support
High level 1 [Reference]
Medium level 1.030 0.807-1.315 0811 0.997 0.563-1.764 0992

Low-level 2224 1.695-2.919 0.000 1621 0.874-3.006 0.126
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Variables Participants, Variables Participants,

No. (%) No. (%)

Gender How did your study at home during the COVID-19

Male 35386 (42.7) No learning 2335 (2.8)

Female 47487 (57.3) Occasional learning 41354 (49.9)
Registered residence Regular learning 39184 (47.3)

Rural area 67740 (81.7) Academic satisfaction during the COVID-19

Urban area 15133 (18.3) Extremely satisfied 5639 (6.8)
School type Satisfied 13 617 (16.4)

Middle school 24157 (29.1) General Satisfied 47 704 (57.6)

High school 36111 (43.6) Dissatisfied 12 956 (15.6)

College or university 22605 (27.3) Extremely dissatisfied 2957 (3.6)
Accommodation Type Did your study returned to normal status

Day pupil 10731 (12.9) No recovery 8977 (10.8)

Boarders at school 71428 (86.2) Partial recovery 56761 (68.5)

Other 714 (0.9) Full recovery 17135 (20.7)
Love situation Have you actively learned about mental health related

knowledge after the COVID-19

Not in a romantic relationship 74442 (89.8) Yes 50455 (60.9)
Having a boyfriend 4636 (5.6) No 32418 (39.1)
Having a girlfriend 3209 (3.9) Does the epidemic have an impact on your further
study and employment
Other 586 (0.7) No impact 20523 (24.8)
Family economic level Minor impact 34114 (412)
Higher than local average 1777 (2.1) Significant impact 15360 (18.5)
local average 54186 (65.4) Serious impact 4124 (5.0)
Below local average 26910 (32.5) Unclear 8752 (10.6)
Parents’ marital status Worry about being infected
Unmarried 1410 (1.7) Not worried 21056 (25.4)
Married 66 948 (80.8) A little worried 49271 (59.5)
Divorce 7525 (9.1) Quite worried 8925 (10.8)
Remarried 5586 (6.7) Extremely worried 3621 (4.4)
Other 1404 (1.7) PHQ-9
Parenting styles No depression 51309 (61.9)
Authoritative pattern 45 120 (54.4) Mild depression 17792 (21.5)
Autocratic pattern 18 593 (22.4) Moderate depression 6674 (8.1)
Neglectful pattern 6378 (7.7) Severe depression 7098 (8.6)
Submissive pattern 12 782 (15.4) Anxiety Symptoms
Have you been infected with COVID-19 No anxiety 56482 (68.2)
Yes 33314 (40.2) Mild anxiety 16910 (20.4)
No 49559 (59.8) Moderate anxiety 6718 (8.1)
Quarantine time Severe anxiety 2763 (3.3)
0 days 58639 (70.8) Social support
<7 days 10536 (12.7) Low-level 4264 (5.1)
7-14 days 10458 (12.6) Medium-level 76843 (92.7)

>14 days 3240 (3.9) High-level 1766 (2.1)
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Variables

Overall
Gender
Male
Female
Registered residence
Rural area
Urban area
School type
Middle school
High school
College or University
Accommodation Type
Day pupil
Boarders at school
Other
Love situation

Not in a
romantic relationship

Having a boyfriend
Having a girlfriend
Other
Family economic level
Higher than local average
Local average
Below local average
Parental marriage
Unmarried
Married
Divorce
Remarried
Other
Parenting style
Authoritative pattern
Autocratic pattern
Neglective pattern

Submissive pattern

Lifetime Suicidal Ideation

Yes No X

N (%) N (%)

21292 (25.7) | 61581 (74.3)

Have you been infected with COVID-19

Yes
No
Quarantine time
0 days
<7 days
7-14 days

>14 days

How did you study at home during the COVID-19

No learning
Occasional learning

Regular learning

Academic during the COVID-19

Academic progress
Almost no impact
Academic decline
Academic satisfaction
Extremely satisfied
Satisfied
General Satisfied
Dissatisfied

Extremely dissatisfied

Did your study returned to normal status

No recovery
Partial recovery

Full recovery

6941 (19.6) 28445 (80.4) 1194656
14351 (30.2) 33136 (69.8)

17062 (25.2) 50678 (74.8) | 49.523
4230 (280) 10903 (72.0)

5121 (21.2) 19036 (78.8) | 449.104
10430 (28.9) 25681 (71.1)

5741 (254) | 16864 (74.6)

2479 (23.1)  8252(76.9) 43384
18629 (26.1) 52799 (74.0)

184 (25.8) 530 (74.2)

18749 (25.2) 55693 (74.8) | 196605
1568 (33.8) 3068 (66.2)

775 (24.2) 2434 (75.8)

200 (34.1) 385 (65.7)

537 (30.2) 1240 (69.8)  173.840
13140 (24.2) 41046 (75.8)

7615 (283) | 19295 (71.7)

388 (27.5) 1022 (725) 366983
16280 (24.3) 50668 (75.7)

2333 (3L0) 5192 (69.0)

1804 (323) 3782 (67.7)

487 (347) 917 (65.3)

9010 (200) 36110 (80.0) = 2214.885
6021 (324) | 12572 (67.6)

2731 (428) 3647 (57.2)

3530 (27.6) 9252 (72.4)

9962 (30.0) | 23352 (70.1) | 517.434
11330 (22.9) 38229 (77.1)

14099 (24.0) 44540 (76.0) = 372587
2949 (280) 7587 (72.0)

3073 (29.6) 7385 (70.4)

1171 (36.1) 2069 (63.9)

888 (38.0) 1447 (62.0) 1054974
12298 (29.7) 29056 (70.3)

8106 (207) 31078 (79.3)

2636 (17.1) 12779 (829) 1141295
7835 (24.1) | 24642 (75.9)

10821 (30.9) | 24160 (69.1)

1027 (182) 4612 (81.8) | 2738795
2161 (159) | 11456 (84.1)

11820 (24.8) 35884 (75.2)

4759 (36.7) 8197 (63.3)

1525 (51.6) 1432 (48.4)

3374 (376) 5603 (62.4) 1240442

14878 (26.2) 41883 (73.8)

3040 (17.7) 14095 (82.3)

P

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000

12-month Suicidal Ideation or Suicide Attempts

Suicidal
Ideation
N (%)

10382 (12.5)

3215 (9.1)

7167 (15.1)

8358 (12.3)

2024 (13.4)

2760 (11.4)
5416 (15.0)

2206 (9.8)

1326 (124)
8977 (12.6)

79 (11.1)

9203 (12.4)

720 (15.5)
363 (11.3)

96 (16.4)

262 (14.7)
6392 (11.8)

3728 (13.9)

216 (153)
7697 (11.5)
1221 (162)
983 (17.6)

265 (18.9)

3971 (8.8)
3174 (17.1)
1494 (23.4)

1743 (13.6)

4980 (14.9)

5402 (10.9)

6815 (11.6)
1438 (48.8)
1575 (50.7)

554 (47.3)

501 (21.5)
5996 (14.5)

3885 (9.9)

1284 (8.3)
3780 (11.6)

5318 (15.2)

529 (9.4)
901 (6.6)
5520 (11.6)
2504 (19.3)

928 (31.4)

1875 (20.9)
7165 (12.6)

1342 (7.8)

Suicide
Attempts

N (%)

1123 (1.4)

286 (0.8)

837 (1.8)

875 (13)

248 (1.6)

428 (1.8)
534 (1.5)

161 (0.7)

169 (1.6)
938 (13)

16 (2.2)

958 (1.3)

85 (1.8)
51 (1.6)

29 (4.9)

32 (1.8)
676 (1.2)

415 (1.5)

19 (1.3)

798 (1.2)
139 (1.8)
130 (2.3)

37 (2.6)

394 (0.9)
356 (1.9)
196 (3.1)

177 (1.4)

539 (1.6)

584 (1.2)

739 (13)
144 (4.9)
160 (5.3)

80 (6.8)

47 (2.0)
668 (1.6)

408 (1.0)

110 (0.7)
423 (13)

590 (1.7)

6 (0.6)
85 (0.6)
575 (1.2)
290 (22)

137 (4.6)

227 (2.5)
759 (1.3)

137 (0.8)

Have you actively learned about mental health related knowledge after the pandemic

Yes

No

12333 (24.4) | 38122 (75.6) 105.354

8959 (27.6) | 23459 (72.4)

0.000

5896 (11.7)

4486 (13.8)

Does the pandemic have an impact on your further study and employment

No impact

Minor impact
Significant impact
Serious impact

Unclear

Worry about being infected

Not worried

A little worried

Quite worried

Extremely worried
Depression Symptoms

No depression

Mild depression

Moderate depression

Severe depression
Anxiety Symptoms

No anxiety

Mild anxiety

Moderate anxiety

Severe anxiety
Social support

Low-level

Medium-level

High-level

4094 (19.9) 16429 (80.1) | 786477
8634 (253) | 25480 (74.7)

4753 (30.9) 10607 (69.1)

1457 (353) | 2667 (64.7)

2354 (269) | 6398 (73.1)

6167 (29.3) 14889 (70.7) | 316.540
11642 (23.6) | 37629 (76.4)

2345 (26.3) | 6580 (73.7)

1138 (314) | 2483 (68.6)

7390 (144) 43919 (856) | 10543.520
6339 (35.6) 11453 (64.4)

3508 (52.6) 3166 (47.4)

4055 (57.1) | 3043 (42.9)

9324 (165) 47158 (83.5) | 9000.168
6756 (40.0) 10154 (60.0)

3285 (48.9) 3433 (5L.1)

1927 (69.7) 836 (30.3)

1573 (369) 2691 (63.1) 345745

19405 (25.3) | 57438 (74.7)

314 (17.8) 1452 (82.2)

0.000

0.000

0.000

0.000

0.000

1959 (9.5)
4033 (11.8)
2369 (15.4)
801 (19.4)

1220 (13.9)

3161 (15.0)
5430 (11.0)
1181 (132)

610 (16.8)

2400 (4.7)
3105 (17.5)
2123 (31.8)

2754 (38.8)

3271 (5.8)
3683 (21.8)
2142 (31.9)

1286 (46.5)

1001 (23.5)
9242 (12.0)

139 (7.9)

573 (1.1)

550 (1.7)

188 (0.9)
434 (13)
261 (1.7)
103 (25)

137 (1.6)

372 (1.8)
547 (1.1)
130 (1.5)

74 (2.0)

170 (0.3)
231 (13)
213 32)

509 (7.2)

263 (0.5)
272 (16)
255 (3.8)

333 (12.1)

94 (2.2)
1015 (1.3)

14 (0.8)

\[e}

9787 (11.8)

3440 (9.7)

6347 (13.4)

7829 (11.6)

1958 (12.9)

1933 (8.0)
4480 (12.4)

3374 (14,9)

984 (9.2)
8714 (12.2)

89 (12.5)

8588 (11.5)

763 (16.5)
361 (11.2)

75 (12.8)

243 (13.7)
6072 (11.2)

3472 (12.9)

153 (10.9)
7785 (11.6)
973 (12.9)
691 (12.4)

185 (13.2)

4645 (10.3)
2491 (13.4)
1041 (16.3)

1610 (12.6)

4443 (13.3)

5344 (10.8)

6545 (11.2)
1367 (46.4)
1338 (44.0)

537 (45.9)

340 (14.6)
5634 (13.6)

3813 (9.7)

1242 (8.1)
3632 (11.2)

4913 (14.0)

462 (8.2)
1175 (8.6)
5725 (12.0)
1965 (15.2)

460 (15.5)

1272 (14.2)
6954 (12.3)

1561 (9.1)

5864 (11.6)

3923 (12.1)

1947 (9.5)
4167 (12.2)
2123 (13.8)
553 (13.4)

997 (11.4)

2634 (12.5)
5665 (11.5)
1034 (11.6)

454 (12.5)

4820 (9.4)
3003 (16.9)
1172 (17.6)

792 (11.2)

5790 (10.3)
2801 (16.6)
888 (13.2)

308 (11.1)

478 (11.2)
9148 (11.9)

161 (9.1)

x2

67.534

4.486

634.731

55307

45.189

1.895

111.556

243.251

14.068

15.906

26.789

9.466

311.909

135.505

43.347

81.566

86.429

2709.652

2596.000

583.725

P

0.000

0.106

0.000

0.000

0.000

0.755

0.000

0.000

0.001

0.014

0.000

0.050

0.000

0.000

0.000

0.000

0.000

0.000

0.000

0.000
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Overall n

(%)

In school
n (%)

Out
school
n (%)

P-value

Overall | 500 300 (60%) | 200 (40%)
Gender
Female 246 (49.2%) | 148 (49.3%) 98 (49.0%) 0.942"
Male 254 (50.8%) 152 (50.7%) 102 (51.0%)
Age mean + SD 17.07 + 1.67 17.10 + 1.51 17.05+ 1.89 0.768*
Level of education
None 3 (0.6%) , 3 (1.5%) <0.001"
Primary 141 (28.2%) w 138 (69.0%)
Senior 356 (71.2%) | 300 (100.0%) 59 (29.5%)
Religion
Christian 385 (77.0%) 235 (78.3) 150 (75.0%) 0.034"
Islam 104 (20.8%) 55 (18.3) 49 (24.5%)
Other e.g. 11 (22) 10 (3.3) 1 (0.5%)
traditional
Social Economic 3.88+1.57 440+ 1.54 3.10+1.25 <0.001*
Status mean + SD
Have any child(ren)
Yes [ wem [ 1o | 9@sw | oo’
No | 490 98.0%) | 299 (99.7%) | 191 (955%) |
Currently pregnant”
Yes 6 (2.4%) 0 6 (6.1%) 0.004
No 236 (95.9%) 147 (99.3%) 89 (90.8%)
Don’t know 1(0.4%) 0 1 (1.0%)
Missing 3 (1.2%) 1(0.7%) 2 (2.0%)
SD, Standard deviation.
"Respondents are only girls.

*P-values for the continuous variable are from the student’ t-test.
'P-values for binary or categorical variables are from Pearson's chi-squared test.
Bald, statanically slvitficans results (Povabiing).
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Pre-Covid n | Pre-Covid M(SD) | Pandemic n | Pandemic M(SD) | Pre-Covid r(n) | Pandemic r(n) r-to-z test

Overall

Victimization | 2312 | 180 073) | 1052 | 167 (063) | 706, p< 001 (2262) | 665, p<.001 (1,029) | z=2.06, p=039
Menlhealth | 2262 | 1e1(074) | 1029 | 1s1(07) |

Gender

Girls

Victimization | 125 | 179073 | 496 | 165059 | 708,p<.001 (1193) | 642, p<.001 (485) | =225, p=.024
Mental health | 1,193 | 1.65 (0.76) [ 485 | 1.54 (0.66) [ [ [

Boys

Victimization | 9 | memn) | 480 | 164069 | 690,p<.001 (923) | 667, p<.001 (471) | 2=075,p=.453
Mentlhedth | 923 | 150065 | 471 | w00 | [ [

Grade

Elementary

Victimization | 1,541 [ 1.83 (0.73) [ 657 | 1.70 (0.62) | 684, p<.001 (1508) | 671, p<.001 (634) | z=051, p=.610
Mentalhealth | 1508 | 1620072 | e | 14806 | [ [

Secondary

Victimization | 771 [ wseny | 405 [ 163 (065) | 748, p<.001 (754) | 668, p<.001 (395) | z=2.59, p=.010
Mentalhealth | 75 | 19079 | 35 | 1507 | [ [

Sample sizes differ for each variable and correlation due to missing data; significant differences are bolded for ease of presentation. Significant differences that are
underlined did not remain significant after the BH correction.
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Sociodemographic characteristics

Sex (n=583)

Male

43.57 (254)

Female

5643 (329)

Household income (n = 560)

$49,999 or less
$50,000 to $99,999

1589 (89)
38,57 (216)

100,000 to $149,999

23.04 (129)

150,000 or more

2250 (126)

Ethnicity (n=576)

White only

62.85 (362)

‘White and another

2031 (117)

Other/multi-ethnicity

16.84 (97)

Child Maltreatment (n = 586)

Yes

550 (322)

No

45.0 (264)
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Pre-Covid n | Pre-Covid M(SD)

Pandemic n

Pandemic M(SD)

Pre-Covid r(n) | Pandemic r(n) r-to-z test
Overall
General Vic 2,261 189 (1.10) 1013 1.62 (0.93) 604, p< 001 (2,214) | 508, p <.001 (992)
Physical Vic 2,254 148 (081) 1021 136 (0.73) 369, p <001 (2,206) | 309, p<.001 (1,001)
Verbal Vi 2,269 2,08 (1.14) 1029 192 (1.04) 577, p <001 (2,221) | 507, p<.001 (1,008)
Social Vic 2272 217 (L11) 1021 1.96 (1.03) 578, p< 001 (2222) | 508, p<.001 (999) | =261, p=.009
Cyber Vic 2,269 134 (0.77) 1022 141 (0.79) 394, p< 001 (2,220) | 359, p<.001 (1,003) | z= 107, p=.285
Mental health 2,262 161 (074) 1,029 151 (0.71)

Bl ViCHTEAEoN Samole stiss diffiee for sach varnatile She comsEtion due 1o o dat

Sirificit dfferncns are Dolded for aie of atentation.
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“Increased level of conflict” compared “Decreased level of conflict” compared to

to ‘remained the same” ‘remained the same”

RR (95% Cl) ARR (95% CI) RR (95% Cl) ARR (95% Cl)
WE Questi response time-periods
Wave 3 (Oct 2020—Jan 2021)
Parents 210" (1.3, 3.35) 184" (114, 2.98) 1.08 (0.60, 1.94) 108 (058, 2.01)
Siblings 174" (104, 2.93) 163 (0.95, 2.81) 1.46 (0.89, 2.40) 134 (0.80, 224)
Intimate Partner 275" (142, 535) 2,68 (135, 5.31) 1.82 (0.7, 4.28) 168 (070, 4.03)
Wave 4 (Oct 2021—Jan 2022)
Parents 212* (138, 3.25) 1.85™ (118, 2.90) 1.65 (0.94, 2.89) 138 (0.7, 250)
Siblings 197" (114, 3.39) 171 (097, 3.02) 101 (063, 162) 0.89 (0.54, 1.47)
Intimate Partner 1.82 (0.96, 3.45) 164 (0.84, 3.22) 1.19 (051, 2.79) 117 (048, 2.88)
Wave 5 (Oct 2022—Jan 2023)
Parents 164" (100, 2.70) 148 (0.8, 2.49) 126 (069, 2.31) 097 (051, 1.84)
Siblings 1.25 (0.63, 251) 1.12 (0.5, 230) 098 (0.59, 1.62) 081 (047, 1.38)
Intimate Partner 273" (121, 6.16) 245" (1,07, 5.63) 1.42 (0.60, 3.33) 145 (0.61, 342)

RR, risk ratio; ARR, adjusted risk ratio for youth sex, ethnicity, and parent household income; CI, confidence interval,
“p< 0.5,

“p<0.01.

< 0.001.
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Gender

Pre-Covid n (%)

Pandemic n (%)

Gitls

1,193 (52.7%)

485 (47.1%)

Boys

923 (408%)

471 (45.8%)

Gender diverse

62 (2.7%)

39 (3.8%)

Missing

84 (3.7%)

34 (3.3%)

Race

White

984 (43.5%)

459 (44.6%)

Underrepresented race

614 (27.1%)

321 (31.2%)

Missing

664 (29.4%)

249 (24.2%)

2,262

1,029
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Cohen'’s d

Overall
Victimization 2,324.45 —533 <001 -019
General Vic 3272 -678" <001 -033
Physical Vic 217490 —427 <001 -015
Verbal Vic 217417 —387 <001 -0.14
Social Vie 2,106.41 —525 <001 -019
Cyber Vic 1942.33 2210 027 0.08
Mental health 2,068.31 —361" <001 -013
Gender
Girls
Victimization 1,113.22 —391 <001 -019
General Vic 1,169 —437 <001 -024
Physical Vic 1,178.64 347 <001 -017
Verbal Vic 1,688 -290" 004 ~0.16
Social Vie 995.34 -369"" <001 -019
Cyber Vic 1672 098 326 005
Mental health 1,021.61 -2.96 003 -015
Boys
Victimization 105117 —361 <001 -020
General Vic 1,390 —486"" <001 -028
Physical Vic 1385 -3.03" 002 -017
Verbal Vic 1,388 ~316™ 002 -018
Social Vie 1,382 -293 003 -017
Cyber Vic 869.00 215 032 012
Mental health 1,392 —2.78" 006 ~0.16
Grade
Elementary
Victimization 1,420.991 -435 <001 -019
General Vic 2118 —528" <001 -025
Physical Vic 2113 273 006 -013
Verbal Vic 1,285356 —208" 038 -0.10
Social Vie 1,236.65 —a92 <001 -023
Cyber Vic 2,128 097 331 005
Mental health 1,266.04 417 <001 -019
Secondary

i 899.93 -2.84" 005 -017
General Vic 935.12 421 <001 -025
Physical Vic 98111 -276™ 006 -0.16
Verbal Vic 1,157 —352 <001 -022
Social Vic 86538 —213" 033 -013
Cyber Vic 1,159 086 011
Mental health 1,147 479 ~004

Condition coded as 0 = Pandemic and 1= Pre-Covid: Vic, victimization. Significant
differences are bolded for ease of presentation. Significant differences that are
underlined did not remain significant after the BH correction.

*n< 05 **p< .0l **p<. 001
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SRMI

RMSEA (90% Cl) Comp. | Ay

Depression

1. Intercept 0.088 (.068, .109) 12,445.578

2. Linear growth 40.295 16 | <001 | 0.982 | 0.983 0.062 (.039, .087) 0.040 12,414.914 2vs. 1 36.663 3 <.001
3. Quadratic growth 19.780 | 12 | 071 | 0.994 | 0993 0.041 (.000, .072) 0.025 12,402.400 3vs.2 20.515 4 <.001
4. Constant autoregressive paths 13.195 11 281 | 0.998 | 0998 0.023 (.000, .060) 0.024 12,397.814 4vs.3 6.585 1 010
5. Revised constant autoregressive paths® 16.604 14 278 0.998 | 0.998 0.022 (.000, .056) 0.029 12,395.224 4vs. 5 3.409 a8 333
6. Free autoregressive paths 15214 10 125 099 | 0994 0.036 (.000, .071) 0.027 12,401.833 6vs. 5 1.390 4 846
Relational peer victimization

1. Intercept 133773 | 19 | <001 | 0918 | 0.935 0.124 (.015, .144) 0.076 2,617.111 -

2. Linear growth 35522 16 | 003 | 0.986 | 0.987 0.053 (.031, .081) 0.042 2,524.859 2vs. 1 98.251 3 <.001
3. Quadratic growth 14.807 12 | 252 | 0998 | 0.997 0.024 (.000, .060) 0.017 2,512,144 3vs.2 20.715 4 <.001
4. Constant autoregressive pzthsb 7.038 11 796 1.000 | 1.004 0.000 (.000, .035) 0.016 2,506.375 4vs. 3 7.769 1 005
5. Free autoregressive paths 5.242 7 631 1.000 | 1.003 0.000 (.000, .052) 0.017 2,512.579 5vs. 4 1.796 4 773

. Chi-square; CFI, comparative fit index; TLI, Tucker-Lewis index; RMSEA, root mean square error of approximation; SRMR, standardized root mean square residual;
Comp. model comparison; Adf, difference in degrees of freedom

*Final univariate model depression symptoms.

bFinal univariate model relational peer victimization.





OPS/images/fpsyt.2024.1383992/crossmark.jpg
©

2

i

|





OPS/images/frcha-03-1411304/frcha-03-1411304-t003.jpg
TLI SRMR AlC Comp.
1. Covariance (constant residual covariance) | 72.011 1102 | 0.995 | 0.995 0026 | 14598855 -
2. Covariance (residual covariance free)* 61.807 217 | 0.997 | 0997 0025 | 14,596651 | 2vs.1 4
3. Cross lagged paths (constant) 57.464 280 | 0.998 | 0.998 0024 | 14596308 | 3vs.2
4. Cross lagged paths (free) 47.335 4338 | 0.999 | 0998 0023 | 14602179 | 4vs.3 8
5. Conditional model® 117.28 052 | 0.993 | 0.991 0042 | 17358031 -
*. Chi-square; CFI, comparative fit index: TLI, Tucker-Lewis index; RMSEA, root mean square error of approximation; SRMR, standardized root mean square residual

Comp., model comparison; Adf, difference in degrees of freedom.

*final unconditional model.
bemal ~anditional model
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Pre-Covid n | Pre-Covid M(SD) | Pandemic n | Pandemic M(SD) | Pre-Covid r(n) | Pandemic r(n) r-to-z test
Girls
General Vic 1,198 186 (1.08) 473 161 (0.93) 607, p<.001 (1,168) | 521, p <001 (463)
Physical Vic 1,191 135 (0.73) 480 123 (0.54) 349, p < 001 (1,159) | 280, p<.001 (472)
Verbal Vi 1,205 204 (1.13) 485 187 (0.98) 598, p <001 (1,173) | 504, p <.001 (475)
Social Vie 1,208 225 (1.09) 485 205 (097) 569, p <001 (1,176) | 422, p < 001 (475)
Cyber Vic 1,19 138 (082) 478 142 (0.79) 422, p <.001 (1,164) | 397, p < 001 (469)
Mental health 1,193 1.65 (0.76) 485 1.54 (0.66)
Boys
General Vic 922 188 (1.09) 470 1.60 (0.92) 603, p<.001 (908) | .486, p<.001 (461) .91, p=.004
Physical Vic 919 163 (0.86) 468 148 (0.87) 421, p< 001 (906) | 431, p<.001 (459) | z=—021, p= 834
Verbal Vic 920 210 (1.15) 470 1.90 (1.03) 557, p< 001 (907) | 444, p<.001 (461) | = 008
Social Vie 919 199 (1.07) 465 181 (1.03) 563, p< 001 (904) | 533, p<.001 (456) | z=074, p=.459
Cyber Vic 928 127 (067) 471 135 (0.74) 306, p< 001 (914) | 278, p<.001 (463) | z=0.54, p=.589
Mental health 923 150 (0.65) 471 1.40(0.65)

ullving Victimiation: semole sives differ for- sach warable and comalstion due o rissing dat

siorificant differences are boldad for esse of presestation:
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Pre-Covid n | Pre-Covid M(SD) | Pandemic n | Pandemic M(SD) | Pre-Covid r(n) | Pandemic r(n) r-to-z test
Elementary
General Vic 1500 196 (1.14) 620 1.68 (0.99) 589, p<001 (1470) | 544, p< 001 (609)
Physical Vic 1493 160 (088) 62 149 (0.83) 373, p< 001 (1,462) | 330, p< 001 (612)
Verbal Vie 1506 208 (116) 633 1.98 (107) 577, p< 001 (1,475) | 492, p< 001 (622)
Social Vic 1510 219 (112) 622 1.94 (1.04) 542, <001 (1477) | 493, p< 001 (610) |
Cyber Vie 1,509 129 (074) 621 132 (071) 327, p< 001 (1477) | 275, p< 001 (612)
Mental health 1,508 162 (072) 634 1.48 (067)
Secondary
General Vic 761 177 (100) 393 154 (082) 646, p <001 (744) | 474, p<.001 (383)
Physical Vic 761 125 (060) 399 117 (0.48) 407, p<.001 (744) | 383, p< 001 (389) | =045, p=.653
Verbal Vie 763 209 (111) 39 1.85 (0.99) 621, p<.001 (746) | 547, p< 001 (386)
Social Vic | 762 213 (1.10) 399 1.99 (101) | 647, p<.001 (745) | 533, p<.001 (389)
Cyber Vie 760 145 (084) 401 154 (0.87) 511, p<.001 (743) | 445, p< 001 (391)
Mental health 754 159 (079) 395 155(0.77)

ullving victinization: samele strss differ for- sach variable and comsiation due b missing deta: sorificant differsnces are boided for sase-of presentation:
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TABLE 5 Continued

Depression Anxiety

(OR: 95%Cl)

(OR: 95%Cl)

Sexual abuse

No | Reference | |

Yes [ - - | 2,65 (0.96-732) [ 0.061
Substance use

No | Reference | [

Yes [ 125 (059-2.62) 0563 | 132 (0.61-2.86) [ 0478

OR, Odds ratio; 95% CI, 95% confidence interval; P-value, probability value; COVID-19; Sars-cov-2 (coronavirus disease 2019).
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Focus group discussions

Category
Male adolescents

Breakdown
3 FGDs (2 out-of-school,1 school-going)

Female adolescents

3 FGDs (1 out-of-school, 2 school-going)

Total

6 FGDs (3 out-of-school, 3 school-going)

Key informant interviews

Teachers

3 (2 male, 1 female)

Religious leaders 4 (2 female, 2 male)

Civil society 2(1 male, 1 female)

Parents 3 (2 female, 1 male)
Total 12 (6 female, 6 male)

T T
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(95% Cl) (95% Cl) (95% Cl)

The severity of
None (0-4) 54.0 (49.6-58.3) 57.7 (52.0-63.2) 48.5 (41.6-55.5)
Mild (5-9) 145 29.0 (25.2-33.1) 85 283 (235-33.7) 60 30.0 (24.0-36.8)
Moderate (10-14) 61 122 (9.6-15.4) 33 11.0 (7.9-15.1) 28 14.0 (9.8-19.6)
Moderately severe (15-19) 19 38 (24-59) 7 23 (1.1-4.8) 12 6.0 (3.4-10.3)
Severe (20-27) 5 1.0 (0.4-2.4) 2 0.7 (0.2-2.6) 3 1.5 (0.5-4.6)

Positive depression screen (cut-off score >10)

Yes [ 85 | 170 (139-206) 2 140 (105-184) | 3 215 (163-27.8) 0.029
The severity of anxiety symptoms

None (0-4) 284 568 (524-61.1) 189 630 (57.4-68.3) 9% 47.5 (40.6-54.5) 0.006
Mild (5-9) 150 300 (26.1-342) 80 267 (21.9-32.0) 70 350 (28.7-419)

Moderate (10-14) 29 98 (75-127) 23 77 (51-113) 26 130 (90-185)

Severe (15-21) 17 34 (21-54) 8 27 (13-53) 9 45(23-85)

Positive anxiety screen (cut-off score > 10)

Yes [ 66 | 132005165 | 31 | 10303143 | 35 | 175 0128-235) 0.020
Positive screen for comorbid depressive, and anxiety symptoms

Yes [ 47 | eaginy | 19 | e3w19n | 2 | 140 98-196) 0.004

95% Cl, 95% confidence interval; P-value, probability value.





