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Abstract 

Bullying amongst children occurs in most schools, however, this does not mean it 

should be considered acceptable. Being the victim of bullying has been associated 

with a range of maladjustment variables, including depression, anxiety, low self

esteem and post-traumatic stress. Depression is the internalising symptom most 

strongly associated with victimization (Hawker & Boulton, 2002). There has been 

little research into either protective or risk factors for depression in victimized 

children. Theories of depression following stressful life events would suggest that 

social support and cognitive vulnerabilities are two important factors to investigate. 

The review paper first explores the literature on bullying; it then discusses theories of 

depression in children with particular reference to social support and cognitive 

vulnerabilities. Finally, it brings these two areas of research together by examining 

social support and cognitive vulnerabilities in victimized children. 

The empirical study had two aims. Firstly, to investigate whether social support 

protected children who were the victims of bullying from depression and secondly, to 

investigate whether cognitive errors were a risk factor for depression in victimized 

children. A cross-sectional design was used to compare victims and non-victims. 

Data were analysed using t-tests, analysis of covariance and correlations. Results 

supported the hypothesis that depression is associated with victimization. When 

cognitive errors were controlled the difference in depression scores between victims 

and non-victims was reduced. Social support had different effects in boys and girls. 

Limitations of the study and implications for future research are discussed. 



Contents 

List of Tables 

List of Figures 

Acknowledgements 

Literature Review Paper 

Abstract 

Introduction 

Review of Bullying Literature 

Definition of bUllying 

Prevalence of bullying 

Gender differences 

Age differences 

Characteristics of victimized children 

Sequelae of peer victimization 

Summary of bullying literature 

Review of Depression Literature 

Prevalence 

Duration 

Gender Differences 

Stressful life events and depression 

Social support and depression 

Cognitions and depression 

Cognitive diathesis-stress models 

11 

11l 

1 

2 

3 

4 

4 

6 

8 

9 

11 

13 

19 

19 

19 

20 

20 

21 

23 

26 

31 



Developmental issues 

Summary of depression literature 

BUllying and Depression 

Bullying and social support 

Bullying and cognitions 

Summary 

References 

Empirical Paper 

Abstract 

Introduction 

Social support 

Cognitions 

Research questions 

Hypotheses 

Method 

Design 

Participants 

Measures 

Procedure 

Data Analysis 

Results 

Missing data 

Reliability analyses 

Descriptive data 

34 

35 

36 

36 

39 

41 

43 

66 

67 

69 

73 

76 

81 

81 

81 

81 

82 

82 

84 

84 

85 

85 

86 

86 



Frequencies 87 

Differences between victims and non-victims 88 

Gender differences 88 

Exploring the roles of social support and cognitive errors 89 

Exploration of differences in social support and cognitive errors 90 

Exploration of the social support/depression relationship 91 

Exploration ofthe cognitive errors/depression relationship 92 

Discussion 92 

Prevalence of peer victimization 93 

Peer victimization and depression 94 

Limitations 98 

Conclusions 100 

References 103 

Tables and Figures 115 

Appendices 129 



Tables 

Table 1. Descriptive statistics. 

Table 2. Gender by victim frequencies. 

Table 3. School by victim frequencies. 

Table 4. Mean depression scores by gender and victim status. 

Table 5. ANCOVA of depression scores by gender and victim status with social 

support as a covariate. 

Table 6. ANCOV A of depression scores by gender and victim status with cognitive 

errors as a covariate. 

Table 7. Mean CASSS scores by gender and victim status. 

Table 8. Mean CNCEQ scores by gender and victim status. 

Table 9. Pearson's correlation of CASSS and depression by gender and victim 

status. 

Table 10. Pearson's correlation of depression and CNCEQ by gender and victim 

status. 



Figures 

Figure 1. Mean depression scores by victim status and gender. 

Figure 2. Adjusted mean depression scores with social support as a covariate. 

Figure 3. Adjusted mean depression scores with cognitive errors as a covariate. 

Figure Legend: Males 

Females 

• 
.. 

ii 



Acknowledgements 

Thanks to Anne Waters for her advice, supervision and support. Thanks to Tony 

Roberts and Romola Bucks for their statistical advice. Thanks to Adrian Faupel for 

advice and help in contacting schools. Thanks to the teachers that allowed the 

research to take part and helped in administering questionnaires. Finally, and most 

importantly, thank you to all the Year 8 children who participated in the research. 

iii 



Literature Review Paper 

Why are victims of bullying at increased risk of depression? 

The roles of social support and cognitive vulnerabilities. 

Caroline Eo Dibnah 

University of Southampton 

Running title: Why are victims of bullying at increased risk of depression? 

This paper has been prepared for submission to British Journal of 

Developmental Psychology (see Appendix 1 for instructions to authors). 

Address for correspondence: 

C.E.Dibnah, Doctoral Programme in Clinical Psychology, Department of 

Psychology, Shackleton Building, University of Southampton, Highfield, 

Southampton, S0171BJ (e-mail: cd700@soton.ac.uk). 



2 

Why are victims of bullying at increased risk of depression? 

The roles of social support and cognitive vulnerabilities. 

Abstract 

This review explores the literature on bullying and depression in children and 

adolescents. The paper first discusses the experiences of children and adolescents 

who are the victims of bUllying. Victimized children have been found to be more 

anxious, depressed, have lower self-esteem and more post-traumatic stress than 

children who are not victims of bUllying. Depression is the intemalising symptom 

that has been most strongly associated with victimization (Hawker & Boulton, 2000). 

There is some evidence that the relationship between depression and victimization is 

stronger in females than in males. There has been little research into either protective 

or risk factors for depression in victimized children. Theories of depression 

following stressful life events would suggest that social support and cognitive 

vulnerabilities are important factors to investigate. They may also account for the 

gender differences in the outcome of victimization. The second part of the paper 

discusses these theories in detail. Finally, the review brings these two areas of 

research together by examining social support and cognitive vulnerabilities in 

victimized children. This research is limited but provides support for the hypothesis 

that social support and cognitive vulnerabilities are associated with depression in 

victims. However, much more research is needed and the paper ends by discussing 

possible directions for future studies to take. 
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Introduction 

Bullying amongst children is an international occurrence, it has been reported in a 

number of European countries, as well as the United States, Canada, Japan, Australia 

and New Zealand, and there are suggestions of similar phenomena in the developing 

world (Smith, Morita, Junger-Tas, Olweus, Catalano, & Slee, 1999). Bully-victim 

relationships can be considered normative, as they can occur in any school and there 

is some evidence they occur in almost all school classes (Schuster, 1999). However, 

this does not mean they should be considered to be acceptable. 

Numerous cross-sectional studies have repOlied associations between peer 

victimization and maladjustment in children. Victimized children have been found 

to be generally and socially anxious, depressed, lonely, have lower global and social 

self-esteem and more post-traumatic stress than children who are not victims 

(Hawker & Boulton, 2000). Evidence suggests that victimization is most strongly 

related to depression (Hawker & Boulton, 2000). Furthermore, a large proportion of 

depressed children who are seen by child mental health services have a history of 

involvement in bullying (Salmon, James, Cassidy, & Javaloyes, 2000). Although the 

relationship between peer victimization and depression is well established there has 

been little research into protective and risk factors for depression in these children. 

Models of depression suggest that social support and cognitive vulnerabilities may be 

two important factors to investigate. It is important to increase our understanding of 

how these factors may increase the risk of depression in victimized children in order 

to develop effective and theory based preventions and interventions. 
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This paper first describes the experiences of children and adolescents who are 

victims of bullying, and the factors associated with being a victim. The second part 

of this paper discusses depression in children and adolescents, in particular with 

regard to social support and cognitive theories. The final part ofthe paper brings 

these two areas of literature together by exploring social support and cognitions in 

children who have been bullied. 

Review of Bullying Literature 

Definition of bullying 

BUllying has been defined as "when a student is exposed repeatedly and over time, to 

negative actions on the part of one or more other students" when there is "an 

imbalance in strength (an asymmetric power relationship)" and harm is intentional 

(Olweus, 1997; p.l71). Bullying is a social phenomenon and takes place in a 

relatively pennanent group (such as a school class), in which victims have few 

opportunities to avoid their tonnentors and the bully often gets support from other 

group members. 

Negative actions can take many different fonns. The most commonly studied 

is direct victimization, either physical or verbal. Physical victimization is any form of 

victimization in which the victim's physical integrity is damaged. Verbal 

victimization is when the victim's status is attacked or threatened with words or 

vocalizations. Researchers have also identified indirect victimization (enacted 

through a third party) and relational victimization (hurtful manipulation of peer 
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relationships; Crick & Grotpeter, 1995). The most common type of bullying is 

"being called nasty names"; about two-thirds of bullied pupils experience this in one 

way or another (Whitney & Smith, 1993). 

5 

Victims of bullying have been divided into two sub-types. Passive victims are 

insecure, do not defend themselves and are rejected by their peers. They account for 

the majority of victims. They have also been labelled "low-aggressive victims" 

(Perry, Kusel, & Perry, 1988). A small minority of victims make up the second type. 

These victims behave in a way that causes negative reactions from those around 

them; they have been labelled "provocative victims" (Olweus, 1978; Smith, 1991), 

"high-aggressive victims" (Perry et aI., 1988) and "bully-victims" (Boulton & Smith, 

1994; Camodeca, Goossens, Terwogt, & Schuengel, 2002). 

Schafer, Werner & Crick (2002) have identified two different approaches to 

research into bullying. Firstly, bully/victim research, for example Olweus (1994), 

gives a definition of bullying and then asks for children's experiences. The second 

approach is victimization research, for example Perry et aI. (1988). This research 

asks participants about experiences of specific acts. Both approaches have problems. 

In bully/victim research a definition is given, which may lead to differences 

regarding interpretation of the terms used. The second approach, in which the 

researcher asks about the experience of particular acts, may lead to difficulties in 

decisions about which acts should be included as bullying. A number of studies do 

not distinguish between the two approaches and use the tenns bullying and 

victimization interchangeably. Research from both approaches is included in this 

reVIew. 
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Prevalence of bullying 

Studies into the prevalence of being a victim of bullying have been conducted 

predominantly in schools. Whitney and Smith (1993) carried out a survey of 6758 

pupils from 24 schools in Sheffield. The children were aged between 8 and 16 years. 

They reported that 10% (range 8-13 %) of secondary school children stated that they 

were bullied "sometimes", and 4% (range 3-6%) of secondary school children were 

bullied "once a week". In junior schools, 27% of school children were bullied 

"sometimes" and 10% were bullied "once a week". A number of studies have 

reported similar figures, (e.g. Boulton & Underwood, 1992; Kochenderfer & Ladd, 

1996; Olweus, 1997; Rigby & Slee, 1999; Sharp & Smith, 1991; Smith, Madsen & 

Moody, 1999). 

Studies that use peer nomination rather than self-report state similar 

prevalence rates. Peer nomination has the advantage that peers are probably aware of 

who gets bullied and in addition peers lessen the influence of individual bias and 

increase stability. Perry et al. (1988) found that approximately 10% of American 

school age children could be classified as being repeatedly victimized using this 

approach. Using the same method in British school children, Boulton and Smith 

(1994) classified 17.1 % oftheir sample of 8 and 9 year olds as victims and 4.4% as 

bully-victims. 

Wolke, Woods, Bloomfield, and Karstadt (2000) also reported that victims 

were more cornmon than bully-victims. They used interviews to classify primary 

school children as bullies, victims or bully-victims, and distinguished between direct 

bullying and relational bUllying. The percentage of children classified as "pure" 

6 
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victims of direct bUllying was 39.8% and 10.2% were classified as direct bully

victims. The percentage of children classified as "pure" victims of relational bullying 

was 37.9% and 5.9% were classified as relational bully-victims. 

Rates of bUllying differ between schools (Whitney & Smith, 1993). Q'Moore, 

Kirkham, & Smith (1997) found more bUllying in smaller schools in Ireland. 

However, other studies have reported no effects of school size on bullying rates 

(Whitney & Smith, 1993; Lagerspetz, Bjorkvist, Belis, & King, 1982). Rates of 

bullying between schools may also vary because of different bullying policies. A 

study of two secondary schools that had bullying policies reported lower prevalence 

rates (4.2% of children being bullied "sometimes or more often") than other studies 

(Salmon, James, & Smith, 1998). However, Woods & Wolke (2003) did not find any 

relationship between direct bullying and the content and quality of school anti

bullying policies. Moreover, they reported that schools with the most detailed school 

bullying policies had the highest incidences of relational bullying. More research is 

needed into factors that account for varying prevalence rates between schools. 

It is difficult to compare prevalence rates found in different studies for a 

number of reasons, including different assessment methods (peer nomination, self

report, interview), different cut-off points used to define victims, and different ages 

of participants. There is evidence that self reports and peer reports do not identify 

identical groups of children. There are children who are bullied according to self

report but not peer-reports (labelled "paranoids"; Perry et aI., 1988). There are also 

children who are identified as victims by peer-repOlis but not self-report (labelled 

"deniers"). However, use of the labels "paranoids" and "deniers" assumes that peer 
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reports are more accurate than self-reports. It is possible that some bullying goes 

unnoticed by other children. Different school systems also cause difficulties in 

comparing prevalence rates found in different countries. Children start school at 

different ages in different countries, leading to variation in reading abilities. 

Differences in reading abilities may cause difficulties in the use of questionnaires 

that have been validated in a different country. 

Gender differences 

The research into whether gender differences exist in victimization is equivocal. A 

number of studies have reported that boys are more likely to be the victims of 

bul1ying than girls (Boulton & Underwood, 1992; Grills & Ollendick, 2002; 

Kumpulainen et aI., 1998). However, other studies report no difference or a very 

smal1 difference (e.g. Perry et aI., 1988; Whitney & Smith, 1993; Wolke, Woods, 

Stanford, and Schulz, 2001). This inconsistency may be because some studies look 

only at direct bUllying. Most studies that compare direct and relational buIIying 

report that boys are more likely to be the victims of physical bullying and girls are 

more likely to be relationaIly victimized (Crick & Grotpeter, 1995; Mynard & 

Joseph, 2000; Olweus, 1994; Schafer et aI., 2002). However, Wolke et al. (2001) 

found similar proportions of boys and girls were victims of both direct and relational 

bul1ying. Furthermore, Schafer et al. (2002) found that the gender differences in 

relational victimization were less robust in self-reports than in peer reports. 

Boys are more likely to be bully-victims than girls; Kumpulainen, Rasanen, 

and Puura (2001) reported that 25.1 % of boys were bul1y-victims but only 9.2% of 

girls. Wolke et aI. (2000) also reported that more boys were bully-victims than girls, 

8 
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but only for direct bUllying. A similar proportion of boys and girls were classified as 

bully-victims for relational bullying. It has also been reported that boys are more 

likely to be bullied by other boys, whereas girls are bullied by both boys and girls 

(Whitney & Smith, 1993). 

Age differences 

A number of studies report a general decrease in being the victim of bullying with 

age (Boulton & Underwood, 1992; Olweus, 1994; Rigby, 1997; Salmivalli, 

Lappalainen, & Lagerspetz, 1998; Smith, Shu, & Madsen, 2001; Whitney & Smith, 

1993). It has been suggested that this decline in victimization may be due to there 

being relatively fewer older children who can bully them and because ofthe 

development of social competence and coping skills (Rigby, 2001; Smith, Madsen, 

& Moody, 1999). 

However, results from peer reports provide conflicting results and suggest 

there is no age decline in being a victim (Perry et a1., 1988; Salmivalli, 2002). The 

exception to this is a longitudinal study that used peer report to assess changes in the 

number of victims over a 2-year period (Salmivalli et aI., 1998). However, because 

this study was longitudinal, it is not clear whether the decline reported was due to a 

developmental change or changes within the schools. A comparison of self-reports 

with peer and teacher reports showed that there was a decrease with age in the 

frequency of children who reported being bullied but did not have the status of being 

victims among their peers (Salmivalli, 2002). There is some evidence to suggest 

changes in the type of bullying with age. Perry et al. (1988) found a decrease in 

being the victim of physical abuse with age. 

9 
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Whitney and Smith (1993) reported a brief general increase in being bullied 

around the age of 11 years. They suggest that this may be because aggression is used 

to establish status with peers in a new school. Moreover, children go from being the 

oldest in their school to the youngest and so there are more potential bullies. An 

increase in bullying has also been reported during transition periods in American 

schools (Smith, Madsen, & Moody, 1999). However, Pelligrini and Long (2002) 

reported that although the number of bullies increased as children made the transition 

from primary school to secondary school in the USA, the number of victims 

decreased. This may be because bullies target a specific group of victims. 

It is not clear whether the prevalence of being bullied changes with age. 

Studies using self-report show a decline with age, however studies using peer-report 

show no change. Studies of changes in victimization during school transitions are 

similarly equivocal. Although the prevalence of victimization may vary with age, a 

significant number of children remain in their victim role. Perry et al. (1988) found 

that victimization in third through sixth grades was stable over a three-month period. 

Camodeca et al. (2002) found that being a victim at age 7 correlated with being a 

victim at age 8. Sourander, Helstela, Helenius and Piha (2000) assessed victimization 

at age 8 and at age 16 in 580 Finnish children. They reported that almost all the boys 

who were victims at age 16 had also been victims at age 8, while halfthe girls who 

were victims at age 16 had been victimized at age 8. Therefore it appears that 

victimization is more stable in boys than in girls, this has been confinned by other 

studies (Boulton & Smith, 1994; Camodeca et aI., 2002). This may be because boys 

tend to respond with reactive aggression to provocation, which elicits further 

victimization (Kochenderfer & Ladd, 1997). It has been found that children remain 
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victims even when they move classroom (Salmivalli et aI., 1998), which suggests 

that there are certain characteristics of children that make them likely to be victims. 

Characteristics o/victimized children 

11 

It is a popular view that physical characteristics lead to bUllying. However, physical 

disabilities, problems with sight, hearing and speech, obesity, appearance, skin 

colour, personal hygiene, facial expression, posture and dress have all been found to 

be unrelated to victimization (Olweus, 1978; 1997). Whitney and Smith (1993) 

reported that only a small proportion of the name-calling in their study was racist or 

colour-based and ethnic mix of schools was not associated with school variations in 

rates of bUllying. The only external characteristic that has been associated with 

victimization is that victims tend to be smaller and weaker than their peers (Olweus, 

1978). However, Dawkins (1996) reported that physical appearance was associated 

with bUllying. This study found that more children with developmental conditions 

that affected their physical appearance were victims of bullying than children with 

developmental conditions not associated with physical abnonnality. Differences were 

eliminated once factors of being alone at playtime, being male, having fewer friends 

and requiring extra help at school were taken into account. 

Passive victims and bully-victims appear to have different characteristics. 

Passive victims seem to long for approval and even when rejected continue to make 

ineffective attempts to interact with the victimizer. They often have poor social skills 

and seldom fight back (Troy & Sroufe, 1987). It is thought that they exhibit 

behaviours that attract and reinforce the bullies, for example crying and relinquishing 

resources (Hodges & PelTY, 1996; PelTY, Williard, & PelTY, 1990). However, other 
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studies report that victims are more reactively aggressive than control children 

(children who are not victims, bullies, or bully-victims), even though they display 

levels of proactive aggression as low as those of control children (Camodeca et aI., 

2002; Salmivalli & Nieminen, 2002). The reactive aggression displayed by victims 

may be a response provoked by attacks or it may be that bullies find an ineffective 

aggressive response rewarding. Bully-victims, on the other hand, are more aggressive 

than both victims and bullies and their aggression is both reactive and proactive 

(Camodeca et aI., 2002; Salmivalli & Nieminen, 2002). Bully-victims may provoke 

the attacks of others by their aggressive behaviour or may be bullied by children who 

are stronger than they are and bully less powerful children. 

Both types of victims tend to be rejected by their peers. Correlation analyses 

show a strong association between being nominated as someone that others pick on 

and being rejected by peers (Graham & Juvonen, 1998). Bully-victims are among the 

most rejected of children (Schwartz, 2000). Fmihennore, victimized children elicit 

little sympathy when they are attacked even from non-aggressive peers (Perry et aI., 

1990). This suggests that peers condone attacks against unpopular children. Related 

to this is the finding that having a friendship protects against victimization. Children 

with friends are less victimized than rejected children (Hodges, Malone, & Perry, 

1997). Boulton, Trueman, Chau, Whitehand, and Amatya (1999) collected data about 

victimization and friendships at two time-points separated by six months. Pupils who 

did not have a best-friend at either ofthese time points showed the highest increase 

in victimization over the course of the study, whereas those who had a best friend at 

both times showed the highest fall in victimization. Moreover, a decrease in conflict 

and betrayal reported in the friendship was associated with falls in victimization, 
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which implies that the quality of the friendship is also important. Close friendships 

also buffer children from problems in peer relationships during a transition into a 

new school (Berndt, Hawkins, & Jiao 1999). 

13 

Victims of bUllying may also differ in their home environment. Victimized 

boys tend to have closer relationships with their mothers than non-victimized boys 

(Olweus, 1993a). Victims have also been found to have a history of insecure 

parent/child attachment that conforms to Ainsworth's category of anxious-resistant 

attachment (Ainsworth, Blehar, Waters, & Wall, 1978). Children with this pattern of 

attachment express a strong need for their parents in novel situations, have trouble 

separating from their parents, and cry easily. They are accustomed to a variable 

pattern of responsiveness and rejection (see Main, 1996, for review). This could 

explain why they continue to attempt to interact with the victimizer. Other family 

factors associated with victimization are an over-involved, enmeshed family system, 

parental hostility, marital discord, and family stress (Bowers, Smith, & Binney, 

1994; Smith & Myron-Wilson, 1998). 

Sequelae of peer victimization 

A large number of cross-sectional studies in different cultures with children of 

different ages have reported associations between poor mental and physical health 

and peer victimization. Being the victim of bullying has been associated with 

depression (e.g. Callaghan & Joseph, 1995; Craig, 1998; Kaltiala-Heino, Rimpela, 

Marttunen, Rimpela, & Ratenen 1999; Neary & Joseph, 1994; Slee, 1995; Solberg & 

Olweus, 2003; Zubrick et aI., 1997), low self-wOlih (AndreOli, 2000; Callaghan & 

Joseph, 1995; Grills & Ollendick, 2002; Neary & Joseph, 1994) anxiety (Faust & 
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Forehand, 1994; Grills & Ollendick, 2002; Randall, 1996; Sharp, 1995) and post

traumatic stress (Mynard, Joseph, & Alexander, 2000). Victims of bullying also 

report more somatic complaints, mainly headaches and stomachaches, and more 

insomnia (Rigby, 1998; Williams, Chambers, Logan, & Robinson, 1996). Higher 

levels of frequency of being bullied are associated with higher levels of depression 

and lower self-esteem (Solberg & Olweus, 2003). Children who are both bullies and 

victims have the highest rate of problems; they are the most aggressive, have the 

highest rates of suicidal ideation, and the most referrals to mental health services 

(Evans, Marte, Betts, & Silliman, 2001; Kumpulainen et aI., 1998). 

The few studies that investigated psychological conelates of relational 

victimization suggest that this form of victimization is also associated with 

depression and loneliness. It appears to contribute uniquely to children's distress 

even after the effects of direct victimization have been taken into account (Crick & 

Grotpeter, 1996). Furthermore, adolescents who are the victims of both direct and 

relational victimization have higher levels of depression and loneliness and lower 

levels of self-esteem than victims of only one of these fomls of bullying (Prinstein, 

Boergers, Vemberg, 2001). 

In a study of persistent school absentees from South Wales, 14.8% gave 

bullying as the reason for initially missing school and 18.8% gave bullying as their 

reason for continued absence (Reid, 1983). A study ofrefenals to an adolescent 

outpatient unit found that 38% of patients had a history of recent involvement in 

bullying (Salmon et aI., 2000). This figure is likely to be an underestimate as the 

study was retrospective and therefore bullying may not have been routinely 
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investigated in every patient. Furthennore, over 70% of the adolescents who were 

bullied had a diagnosis of depression. These studies highlight the importance of 

questioning about bullying in adolescents who present to mental health services, 

especially those who are depressed and those who are refusing to attend school. 

15 

There is some evidence that victimization may affect younger children more 

than older children. Rigby (1999) reported a significant relationship between peer 

victimization and poor mental and physical health in the first 2 years of high school 

but not in the last 2 years. More research is needed in this area to elucidate the 

factors that might protect older children from adverse outcomes. Older children may 

use more effective coping strategies, such as seeking social support, than younger 

children, or they may have already developed a positive self-image so bullying has 

less effect. 

There is also some evidence that victimization may affect boys and girls 

differently. Grills and Ollendick (2002) used multiple regression to investigate the 

relationship between self-worth and anxiety in victimized children. They found that 

global self-worth mediated the relationship between peer victimization and anxiety in 

girls, but did not in boys. They suggest that girls may be more likely to intemalise 

negative feedback because of greater emotional investment in peer status and 

friendships. In boys, global self-worth acted as a moderator; victimization was 

related to anxiety symptoms in boys with low self-wOlih but not in boys with high 

self-worth. They suggest that boys with high self-worth may view victimization as 

part oftheir social interaction patterns with peers and do not allow these exchanges 

to affect their self-evaluation. However, this study only looked at direct 
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victimization, and indirect victimization is more common in girls. Furthermore only 

a small amount of variance was accounted for by the mediational and moderational 

analyses (10%) therefore a significant amount of variance remains unexplained. 

Nevertheless, this study highlights the fact that victimization may affect boys and 

girls differently and by different processes. 

Hawker and Boulton (2000) carried out a meta-analysis of cross-sectional 

studies published between 1978 and 1997, which measured bullying and internalising 

symptoms. When both victimization and maladjustment were assessed by the same 

method (for example both by self-report) stronger associations were found between 

them than when they were assessed by different methods. This suggests that part of 

the correlation between self-reports of low mood and victimization may be due to 

shared method variance. That is, it represents the extent to which children have 

similar views about different aspects oftheir life. The largest effect sizes found in the 

meta-analysis were for depression, which had a mean effect size of .29 when 

victimization and depression were assessed by different sources (range from .24 to 

.36) and a mean effect size of.45 for studies that had shared method variance. The 

smallest effect sizes were for anxiety. Effect sizes for loneliness and self-esteem 

were midway between these. However, there were limitations to the depression

victimization literature; only one study measured relational or indirect victimization 

(Crick & Grotpeter, 1996) and this study did not include verbal victimization and 

only one study (Boivin, Hymel, & Burkowski, 1995) used more than one item to 

assess peer-reported victimization. There was no evidence that peer victimization 

was more strongly related to social than to psychological forms of maladjustment: 

Victimization was no more strongly associated to social self-worth than to global 



Why are victims of bullying at increased risk of depression? 17 

self-worth, it was marginally less strongly related to social anxiety than to 

generalized anxiety, and it was less strongly related to loneliness than to depression. 

The cross-sectional nature of the studies reviewed above does not rule out 

that these factors may be precipitants rather than consequences ofbullying; 

intemalising behaviours have been found to predict increases in victimization 

(Hodges, Boivin, Vitaro, & Burkowski, 1999). Another possibility is that both 

victimization and intemalising problems are due to a third factor; it has been shown 

that children who are bullied tend to have anxious attachments and tend to be 

rejected by their peers, both ofthese could result in intemalising symptoms. 

Longitudinal studies support the hypothesis that bUllying causes 

maladjustment. In an Australian study (Rigby, 1999) children completed 

questionnaires assessing peer victimization, mental health and physical health in their 

first 2 years of high school (mean age l3.8 years) and again in the last 2 years (mean 

age 16.7 years). Relatively high levels of self-reported peer victimization at the first 

time point correlated positively with high levels of mental and physical distress 3 

years later. Among boys the correlations were significant for somatic symptoms and 

physical complaints, for the girls, anxiety, social dysfunction and physical 

complaints. The researchers did not assess depression. Bond, Carlin, Thomas, Rubin 

& Patten (2001) reported that recurrent victimization during year 8 of school (aged 

13) predicted depression in the following year. 

Juvonen, Nishina, and Graham (2000) assessed perceptions of peer 

harassment, global self-worth, loneliness and depression in adolescents (age range 
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12-15) at two time points 1 year apart. They found that changes in sUbjective feelings 

of victimization across the I-year period predicted psychological adjustment at the 

second time point. There were no carry-over effects from earlier experiences of 

victimization. However, this study used a victimization measure (Peer Victimization 

Scale; Neary & Joseph, 1994) that was embedded in the self-worth measure (Harter's 

Self Perception Profile for Children, Harter, 1985). This meant that children 

answered questions about experiences of being bullied at the same time as answering 

questions about self-worth. Therefore the methods of assessing victimization and 

self-concept had even more in common than they do in other studies where both 

variables are self-assessed, leading to the possibility of greater shared method 

vanance. 

There is evidence that the consequences of bullying may persist into 

adulthood. Olweus (1993b) carried out a longitudinal study and showed a significant 

relationship between victimization during adolescence and elevated scores on a 

depression measure 6 years later. Another study asked college students about 

memories of teasing during childhood. Teasing was defined as experiences of 

receiving personal taunts about appearance, personality or behaviour. Teasing during 

childhood was significantly and positively related to measures of current anxiety and 

depression (Roth, Coles, & Heimberg, 2002). However, this study relied on 

retrospective reports of teasing. Depressed mood may have resulted in inaccurate 

reports of teasing as a child. 
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Summary of bullying literature 

Bullying is a common experience affecting a significant number of pupils. Findings 

of gender differences or age differences in victimization are inconsistent at present. 

However, victimization has consistently been linked with both short and long-term 

negative outcomes and there is some suggestion that the strongest relationship is 

between bullying and depression. Further research is needed in this area. In 

particular, more longitudinal studies are needed to understand the temporal 

relationship between these factors and more studies are needed that do not rely on 

self-report alone. There is also evidence that being a victim of bullying may have 

different effects for girls and boys. Reasons for this difference require investigation. 

Theories of depression give some insight into the reasons why bullying may lead to 

depression, and may also account for gender and age differences in the effects of 

bullying. 

Review of Depression Literature 

Prevalence 

Community studies have reported prevalence rates of major depression in children 

ranging from 0.4% to 2.5% (Fleming & Offord, 1990) and in adolescents ranging 

between 0.4% and 8.3% (e.g. Fleming & Offord, 1990; Lewinsohn, Hops, Roberts, 

Seeley, & Andrews, 1993). Studies comparing the prevalence of depression at 

different ages suggest that there is an increase during early adolescence (ages 13 to 

15) peaking at age 17 or 18 before declining to adult levels (Petersen, Compas, 

Brooks-Gunn, Stemmler, & Grant, 1993). In clinical samples rates of depression 



Why are victims of bullying at increased risk of depression? 20 

range from 13 % to 57% of children and 18% to 27% of adolescents (Kashani, 

Cantwell, Shekin, & Reid, 1982; Petersen et aI., 1993; Poznanski & Mokros, 1994). 

Duratioll 

The average length of major depressive disorder in children is 8 months and of a 

dysthmic episode is 4 years (Kovacs, Obrosky, Gatsonis, & Richards, 1997). The 

majority of depressed children experience reCUlTence of depression (Kovacs, 1996; 

Emslie, Rush, Weinberg, & Guillon, 1997). Younger age of onset is associated with 

an increased risk of relapse (Keller, Lavori, Lewis, & KleIman, 1983) and is 

considered a more severe fom1 of the disorder. However, Harrington, Fudge, Rutter, 

Pickles, and Hill (1990) report that individuals who were depressed as adolescents 

tend to have reCUlTent depression as adults, but children with prepubertal onset of 

depression have no greater risk of depression as adults than children with other 

psychiatric disorders. Weissman et aI. (1999) also repOlied no significant difference 

in the rates of depressive disorders in adulthood between individuals with and 

without a pre-pubertal onset of depression. However, this study had different 

proportions of males in the two groups studied; depressed group 62% and normal 

controls 47%. Pre-pubertal depression in males may be less reCUlTent and may be 

more likely to be associated with subsequent alcohol abuse (Garber & Horowitz, 

2002). 

Gender differences 

The findings concerning gender differences in depression in preadolescents are 

equivocal. Some studies report that the rate of major depressive disorder is 
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comparative in girls and boys (Angold & Rutter, 1992; Fleming, Offord, & Boyle, 

1989) whereas others report that major depressive disorder is higher in boys 

(Anderson, Williams, McGee, & Silva, 1987; Costello et aI., 1996). Polaino-Lorente 

and Domenech (1993) reported that among children aged 8 to 11 years, the 

prevalence of dysthrnic disorder was greater in girls than in boys but there was no 

difference in major depressive disorder. Studies of adolescents report rates of 

depressive disorder two to three times greater in girls than in boys (Cohen et aI., 

1993; Lewinsohn et aI., 1993; Nolen-Hoeksema & Girgus, 1994; Reinherz et aI., 

1993). This gender difference becomes apparent between the ages of 12 and 14 

(Cohen et aI., 1993). 

Stressful life events and depression 

Cross-sectional studies have shown an association between undesirable life events 

and depressive symptoms and disorders in children, (Compas, 1987). However, such 

studies do not provide information about the direction of the relationship between 

life events and depression. Depressed individuals have been found to produce many 

of the stressors they encounter and these stressors then intensify and maintain the 

depression (Hammen, 1991). 

Prospective studies provide more infomlation about the temporal relation 

between stress and depression. Several prospective studies in children have shown 

that stress predicts depressive symptoms (Goodyer, Herbert, Tamplin, & Altham, 

2000; Little & Garber, 2000; Nolen-Hoeksema, Girgus, & Seligman, 1992). There is 

also greater support for the role of chronic stressors, such as arguments with parents 

and socio-economic status, than major life events in the development of 
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psychological difficulties during adolescence (Compas, 1987). A study of first onset 

of depressive symptoms has shown that stress predicted the onset of depressive 

symptoms in previously asymptomatic adolescents (Aseltine, Gore, & Colton, 1994). 

Studies that control for prior symptom levels in children and adolescents also show 

that stress predicts onset of depressive episodes (Garber, Martin, & Keiley, 2002; 

Monroe, Rohde, Seeley, & Lewinsohn, 1999). Furthennore, adolescent life events 

predict an increased risk for major depression diagnosis in adulthood (Pine, Cohen, 

Johnson, & Brook, 2002). 

Events such as disappointments, loss, separation, interpersonal conflict or 

rejection are particularly linked with depression (Goo dyer et aI., 2000; Monroe et aI., 

1999; Panak & Garber, 1992; Reinherz et aI., 1989; Rueter, Scaramella, Wallace, & 

Conger, 1999). It has been suggested that vulnerability would be increased in 

individuals who are more socially dependent. Little and Garber (2000) provided 

support for this specific-vulnerability hypothesis. They carried out a short-tenn 

prospective study in children and measured interpersonal connectedness, social 

stressors, and depression. They found that boys who repOlied high interpersonal 

connectedness and experienced negative social stressors reported increases in 

depressive symptoms. For girls, social stressors and connectedness each directly and 

significantly predicted depressive symptoms. 

It has been suggested that women are more likely than men to see their roles 

with others as central to their self-concept and to care what other people think about 

them (Nolen-Hoeksema, 2002). This may lead to a greater vulnerability to 

interpersonal events that are negative (Leadbeater, Blatt, & Quinlan, 1995). This may 



Why are victims of bullying at increased risk of depression? 23 

be one of the possible reasons for the greater prevalence of depression in females 

than in males. Furthermore, there is evidence that girls experience more interpersonal 

dependent negative events than boys after the pubertal transition (Rudolph & 

Hammen, 1999). 

It is clear that stressful life events, especially of an interpersonal nature are 

associated with depression. However, other factors need to be taken into account to 

understand how depression may develop following such events. 

Social support and depression 

Social support has been defined as the degree to which a person's basic social needs 

are met through interactions with others (Kaplan, Cassel, & Gore, 1977). There are 

different aspects to social support. These include material assistance, cognitive 

aspects, such as helping somebody to think of solutions to a problem, and an 

emotional component, such as showing a liking of someone (Kahn & Antonucci, 

1980). Levels of perceived social support from different sources change over time 

and with development. For example, there is an increase in involvement with 

extended family in middle-childhood and the role of peers as support providers 

emerges during adolescence (Levitt, Guacci-Franco, & Levitt, 1993). 

Children may also seek out support from a pmiicular source for a particular 

need. An investigation into different kinds of relationships in children's social 

networks revealed that parents were sought most frequently for affection, 

enhancement of worth and instrumental aid. Teachers were sought for instrumental 

aid and friends for companionship (Furman & Buhrmester, 1985). Another study 
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suggests that parents and teachers are major sources of support for matters of 

schoolwork and relationships with peers, and peers are the preferred source of 

support for issues such as appearance and acceptance amongst other students 

(Morrison, Laughlin, Miguel, Smith & Widaman, 1997). 
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Social support is positively associated with social skills, academic 

competence, leadership and adaptive skills and negatively associated with conduct 

problems, aggression, hyperactivity, anxiety, depression and withdrawal (Demaray & 

Malecki, 2002). Low parent and classmate support are significant individual 

predictors of a number of emotional symptoms, including depression (Demaray & 

Malecki, 2002). Depressed children also perceive their families as less supportive. 

They describe their parents as authoritarian, controlling, rejecting and unavailable 

(Amanat & Butler, 1984; Stein et aI., 2000) and perceive their families as less 

cohesive and more conflictual (Stark, Humphrey, Crook, & Lewis, 1990). However, 

children's perceptions may be biased by their mood. Conversely, Asarnow, Carlson, 

and Guthrie (1987) found that although suicidal behaviour in children was associated 

with perceptions of family environments as unsupportive and stressful, there was no 

such association with depression. Social support is, therefore clearly beneficial, 

however, the research on associations with depression is equivocal. 

It has been suggested that social support acts as a buffer when individuals are 

exposed to stressful life events. In a study of post-traumatic stress disorder symptoms 

in children exposed to the first Gulf crisis, social support was found to buffer the 

effect oftrauma in girls but not in boys (Llabre & Hadi, 1997). This may be because 

girls are more likely to tum to others for support. Boys reported lower levels of 
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support than girls, suggesting they use other coping mechanisms (Llabre & Hadi, 

1997). It has also been suggested that social support protects against depression. 

Children in mother-absent families are at increased risk of depressive symptoms 

following exposure to community violence (Overstreet, Dempsey, Graham, & 

Moe1y, 1999). This study also reported a trend for exposure to community violence 

to be related to depressive symptoms for children living in smaller families. 

However, a large family or a present mother does not necessarily mean they are 

supportive, the quality of the relationship may also be important. Adolescents 

undergoing stressful life events are more likely to become depressed if they had 

insecure attachments to their parents than adolescents with more secure attachments 

(Kobak, Sudler, & Gamble, 1991). Overstreet et a1. (1999) also do not allow for the 

fact that other sources of social support may be available to the child. 

Social support may act differently depending on different levels of stress. 

Osborne and Rhodes (2001) compared pregnant and parenting adolescents who had 

been victims of sexual assaults with pregnant and parenting adolescents who had not 

been victimized. They reported that victims derived benefits from social support at 

low levels of stress, but social support provided no protection against depression at 

average or high levels of stress. For non-victims, social support provided no benefits 

at low levels of stress, but protected against depression at moderate and high levels 

of stress. 

More research is needed into the temporal relationship between stress, social 

support and depression. Lack of social suppOli may be a causal factor in depression, 

however depression is associated with rejection and withdrawal, both of which may 
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result in a lack of social support. Alternatively, social support may moderate the 

relationship between stressful life events and maladjustment. It has been suggested 

that social support may buffer against depression by affecting the interpretations 

people make about an event. Other people may provide feedback that promotes 

benign rather than negative inferences about the meaning of negative events 

(Abramson et aI., 2002). 

Cognitions and depression 
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Cognitive theories of depression suggest that the evaluations people make about 

themselves and the world around them are associated with their feelings. Beck's 

cognitive theory of depression describes maladaptive schemata containing 

dysfunctional attitudes involving themes of loss, inadequacy, failure, and 

worthlessness. These hypothesized depressogenic schemata constitute the cognitive 

vulnerability for depression. When they are activated by the occurrence of negative 

life events, they generate specific negative cognitions characterised by cognitive 

errors or distortions. Beck, Rush, Shaw, and Emery (1979) described seven typical 

cognitive errors; overgeneralization (believing that if a negative outcome occurred in 

one case, it will occur in every similar case); selective abstraction (attending 

exclusively to negative features of a situation); assuming excessive personal 

responsibility (seeing oneself as responsible for all bad things); presuming temporal 

causality (believing that if something bad happens everything else will go wrong); 

making self-references (believing oneselfto be the centre of everyone's attention); 

catastrophizing (always thinking the worst); and thinking dichotomously (seeing 

everything as one extreme or another). 
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Hopelessness theory (Abramson, Metalsky, & Alloy, 1989) suggests that the 

inferences people make when confronted with negative events contribute to the 

development of hopelessness and, in tum, depressive symptoms. It suggests that 

hopelessness is likely to occur when negative life events are attributed to stable and 

global causes. A stable cause is one that is likely to affect many areas oflife and a 

global cause is one that is likely to persist over time. Fmiher inferences that cause 

hopelessness are the interpretations that negative events imply the person is deficient 

and that other negative consequences are likely to occur. 

These two theories have several features in common. Both emphasize the role 

of cognition in the origins and maintenance of depression. Furthermore, both contain 

a cognitive vulnerability hypothesis in which negative cognitive patterns increase 

people's vulnerability to depression when they experience negative life events. There 

is one difference between the two theories. According to hopelessness theory, 

depressive and non-depressive cognitions differ in content (e.g. stable, global versus 

unstable, specific causal attributions). However, Beck's original theory suggests that 

depressive and non-depressive cognitions differ in process as well as content. Beck 

(1987) suggests that depressive inferences are "schema-driven" and non-depressive 

inferences are "data-driven" and it is this that leads to the cognitive errors. 

There is evidence of an association between negative cognitive appraisals and 

depression in children. Meta-analytic reviews of cross-sectional studies that look at 

attributional style and depression in children and adolescents show that higher levels 

of depressive symptoms are associated with intemal-stable-global attributions for 

negative outcomes and extemal-unstable-specific attributions for positive outcomes. 
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Different dimensions of attributional style can be examined. The positive and 

negative composite scores are the sum ofintemal, stable, and global subscales for 

positive and negative events respectively. The overall attributional composite is the 

difference between the positive and negative composites. A large overall attributional 

composite reflects a more dysfunctional cognitive style. There is a strong 

relationship between the attributional composite and depressive symptoms 

(Gladstone & Kaslow, 1995; Joiner & Wagner, 1995). Fmihennore, there is some 

evidence for symptom specificity of attributions. Garber, Weiss, and Shanley (1993) 

demonstrated that the overall attribution composite was significantly related to self

reported anxiety symptoms (r=-.35) but the magnitUde ofthis effect is substantially 

less than the average relation between overall composite and self-reported depression 

(r=-.50; Joiner & Wagner, 1995). Rodriguez and Pehi (1998) also demonstrated that 

both anxiety and depression correlated with attributional style. After controlling for 

depression, anxiety no longer correlated with attributional style in children aged 8 to 

14. Panak and Garber (1992) reported that the overall composite was not highly 

related to a measure of aggressiveness but was significantly related to depression. 

Research into other types of cognitive vulnerabilities also suppOlis 

associations with depression. Several studies report a positive relationship between 

dysfunctional attitudes and depression in adolescents (Marton, Churchard, & 

Kutcher, 1993; Marton & Kutcher, 1995; Moilanen, 1995). Leitenberg, Yost and 

C arro 11-Wilson (1986) developed a self-report questionnaire to measure negative 

cognitive errors in children. Research has confim1ed that scores on this measure 

correlate with depression measures administered to nonclinical children (Cole & 

Tumer, 1993; Leitenberg et aI., 1986; Mazur, Wo1chik & Sandler, 1992) and 
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discriminate between depressed and nondepressed clinical children (Kempton, Van 

Hasselt, Bukstein, & Null, 1994; Terns, Stewart, Skilmer, Hughes, & Emslie, 1993). 

Muris, Schmidt, Lambrichs, and Meesters, (2001) measured children's 

perceptions of parental rearing behaviour, negative attributions, coping and self

efficacy in adolescents. Depression was associated with high levels of perceived 

parental rejection, negative attributions and passive coping and low levels of active 

coping and self-efficacy. Structural equation modelling provided support for a model 

in which negative parental rearing behaviour and a negative attributional style 

featured as the primary sources of depression, while coping styles and self-efficacy 

played a mediating role in the formation of depressive symptoms. They suggest that 

internal, stable and global attributions are likely to trigger negative coping strategies 

(as the cause of the event is stable, there is nothing that can be done about it) and a 

low sense of self-efficacy (as the cause ofthe negative event is global and stable, 

there is little belief in one's capability to produce a favourable outcome). However, 

this study relied solely on self-report and children's recollections oftheir parenting 

are likely to be influenced by their mood. 

Cross-sectional studies do not, however, indicate the direction of the 

relationship. Negative cognitions and attributional style could be a symptom of 

depressive disorder. Terns et a1. (1993) reported that depressed children showed more 

cognitive errors and endorsed more negative attributions than control children when 

first hospitalised but there were no differences after treatment. Other studies have 

also shown no cognitive differences between remitted and nondepressed children 

(Asarnow & Bates, 1988; McCauley, Mitchell, Burke, & Moss, 1988). However, 
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treatment may alter formerly depressed children's cognitions or negative cognitions 

may be latent and so need to be activated to be assessed properly. 

Longitudinal studies ofthe relationship between cognitive style and 

depression have produced mixed results. Hoffi11an, Cole, Martin, Tram, and 

Seroczynski (2000) reported a significant predictive relationship between children 

and adolescents' underestimation of competence and depression over a 2-year period. 

A meta-analytic review of seven prospective studies that looked at the relationship 

between attributional composites and depression revealed that the overall attribution 

composite moderately predicted depression increases. However, a meta-analysis of 

three studies that looked at the negative composite indicated that there was no 

predictive relationship (Joiner & Wagner, 1995). Furthermore, Cole, Martin, Peeke, 

Seroczynski, and Hoffinan (1998) reported that children's underestimation of 

competence predicted their depressive symptoms six months later in only one of six 

grade levels, but prior depression predicted children's underestimation of 

competence. 

Negative cognitive styles, including negative attributions, dysfunctional 

attitudes and negative cognitive eITors, have been consistently associated with 

depression. However, longitudinal studies provide mixed support for the hypothesis 

that negative cognitive styles cause depression. These longitudinal studies did not 

take stressful life events into consideration. Both hopelessness theory and Beck's 

theory suggest negative life events activate or moderate the impact of negative self

cognitions by triggering negative coping style and a low sense of self-efficacy. 
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Cognitive diathesis-stress models 

Evidence is mixed as to whether the cognitive style and negative life events 

interaction is associated with depression. A number of cross-sectional studies have 

looked at attributions and psychopathology in children and adolescents who have 

suffered negative life events. Attributional style predicts the level of children's 

depression following both physical abuse and sexual abuse (Brown & Kolko, 1999; 

Feiring, Taska, & Lewis, 1998; Runyon & Kenny, 2002), Mazur, Wo1chik, Virdin, 

Sandler, and West (1999) looked at negative cognitive errors rather than attributions. 

They reported that these were positively associated with child reports of depression, 

anxiety, and conduct problems in children whose parents had divorced within the 

past 2 years. 

A number of longitudinal studies have used checklist measures of life events. 

Some have found that children and adolescents who exhibit a negative attributional 

style are more likely to develop depressed mood and/or symptoms when they 

experience negative life events than are individuals who do not show this 

vulnerability (Hankin, Abramson, & Siler, 2001; Hilsman & Garber, 1995; 

Robinson, Garber, & Hilsman, 1995). However, Cole and Turner (1993) and 

Hammen, Adrian, and Hiroto (1988) reported results thai did not support an 

attributional style by stress interaction predicting depression; they used the negative 

attributional composite as a measure of attributional style. Nolen-Hoeksema et al. 

(1992) provided mixed results; they carried out a 5-year prospective study using the 

overall composite, conducting assessment sessions every 6 months. They tested the 

interaction-depression relationship 22 times and repOlied that the interaction was 
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significant in eight ofthese analyses. Although this is above chance level, it provides 

equivocal support. 

There have been few studies that have looked at the interaction between 

dysfunctional attitudes or cognitive errors and stressfulli:e events in children and 

adolescents. A number of studies in undergraduates suppOli the hypothesis that the 

dysfunctional attitudes and stress interaction predicts increases in depressive 

symptoms over time (Brown, Han1lllen, Craske, & Wickens, 1995; Dykman & Johll, 

1998; Joiner, Metalsky, Lew, & Klocek, 1999; Klocek, Oliver, & Ross, 1997; Kwon 

& Oei, 1992). Conversely, one study reported that dysfunctional attitudes did not 

interact with negative events to predict increases in depressive symptoms (Barnett & 

Gotlib, 1988). However this study did not use priming procedures prior to the 

assessment of dysfunctional attitudes; consequently negative schemata may have 

been latent. In another prospective study, Abela and D' Alessandro (2002) did use a 

priming technique to activate latent schemata before assessing dysfunctional 

attitudes. They reported that dysfunctional attitudes predicted increases in depressed 

mood immediately following a negative event. However, the effect size for the 

interaction of dysfunctional attitudes and a negative event was in the small to 

medium range, which suggests that other factors are also important in the aetiology 

of depression. 

Lewinsohn, Joiner, and Rohde (2001) reported that both dysfunctional 

attitudes (at the level of statistical trend) and attributional styles interacted with stress 

to predict major depressive disorder among adolescents over a I-year period. The 

form of interaction between cognitive vulnerability and stress differed for 
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attributional style and dysfunctional attitudes. The dysfunctional attitude findings 

were suggestive of a threshold view of vulnerability to depression. For those who 

experienced negative life events, depressive outcome was related to cognitive 

vulnerability, but only when dysfunctional attitudes exceeded a certain level. The 

findings for attributional style were contrary to what was expected. Attributional 

style had its largest effect on depression at lower levels of stress and had little impact 

on depression at higher levels. This suggests that low doses of stress trigger 

depression in vulnerable individuals, but higher doses of stress are sufficient to 

trigger depression in non-vulnerable individuals. 

There is some evidence for the specificity of hopelessness theory. In a study 

by Joiner (2000), youth psychiatric inpatients completed self-report questionnaires 

on attributional style, depression and anxiety within four days of admission. Two 

months later they completed questionnaires on symptoms and negative life events, 

including arguments with family, being criticized by peers and fighting. Negative 

attributional style correlated with both depressive symptoms and anxiety symptoms. 

The interaction between negative attributional style and negative events predicted 

increases in depression from baseline to follow-up but not changes in anxiety over 

this time. This study is weakened by shared method variqnce. The life events 

questionnaire was filled in retrospectively, making it possible that depressed 

individuals' reports oflife events were biased by their mood at this time. However, 

the authors suggest that because the results applied to some self-report measures (i.e. 

depression) but not others (i.e. anxiety) shared method variance cannot provide a full 

explanation for the results. This study was also limited by a small sample size, only 

34 participants completed measures at both time points. 
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Developmental issues 

There is some evidence that the cognitive-diathesis stress component predicts 

depression in older but not younger children. Ostrander, Weinfurt, and Nay (1998) 

found that higher levels of cognitive errors or a highly unsupportive family were 

sufficient to predict increases in depression in younger children. However, during the 

transition between late childhood and early adolescence negative cognitions and an 

unsupportive family contributed in an additive fashion to increases in depression. 

Mazur et al. (1999) looked at children's negative cognitive errors about divorce 

situations. They reported that the endorsement of negative cognitive errors amplified 

the adverse effects of divorce events on children's self-reported depression for older 

but not younger children. 

Turner and Cole (1994) reported that the interaction between negative 

cognitive style and stress did not predict depressive symptoms until age 13. 

Hammen (1992) found similar results. She repOlied that adverse experiences alone 

predicted depression in younger children, but for older children the addition of 

negative attributional style added to the prediction of depression. Nolen-Hoeksema et 

al. (1992) also found that the interaction between attributional style and stress 

predicted depression in older children only, in this case children aged 11 and older. 

Therefore, it appears that stressful life events alone may cause depression in younger 

children and the interaction between cognitive vulnerability and stress becomes 

important during early adolescence. 

It has been suggested that a relatively stable negative cognitive style develops 

by adolescence following modelling of others and experi ence of negative events 
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(Cole & Turner, 1993; Nolen-Hoeksema et aI., 1992). There is also evidence that the 

experience of depression during childhood may lead to a stable negative cognitive 

style. Children with relatively higher levels of depressive symptoms have more 

pessimistic explanatory styles over time than their less depressed peers, and 

explanatory style becomes more pessimistic over time even after the level of 

depression declines (Nolen-Hoeksema et aI., 1992). However, an adult study did not 

find the same effect of depression on cognitive style (Lewinsohn, Steinmetz, Larson, 

& Franklin, 1981). 

There is some evidence that an interaction between stress and cognitive 

vulnerability predicts depression in older but not younger children. This may explain 

the increase in rates of depression during adolescence. The cognitive vulnerability 

appears to be consolidated by early adolescence, although, it may have developed 

during earlier childhood following negative events and experiences of depression. 

SummalY of depression literature 

Depression in children is predicted by stressful life events, especially chronic and 

interpersonal stressors. It has been suggested that interpersonal events are more 

likely to lead to depression in girls than in boys. Social support may protect against 

depression in children exposed to stressful life events, although again this 

relationship differs between girls and boys. There is also evidence that attributional 

style and cognitive errors predict depression. However the evidence for the 

cognitive-diathesis stress component of cognitive theories of depression in children 

is mixed. There are problems with the measures used to assess cognitive 

vulnerability in children. The Attributional Style QuestiOJ1l1aire for children (CASQ; 
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Seligman et aI., 1984) has inadequate internal reliability and its criterion validity has 

not been assessed (Thompson, Kaslow, Weiss, & Nolen-Hoeksema, 1998). 

Measuring dysfunctional attitudes is equally problematic, as children may not have 

developed the necessary self-awareness. Further research is needed into the role of 

other cognitive vulnerabilities, for example cognitive errors. There are also 

limitations with the assessment oflife events. The majority of studies use self-reports 

of a range of negative life events. Although this allows for a number of life events to 

be identified, associations may be due to shared method variance. That is, depressed 

children are more likely to report experiencing negative life events. 

Bullying and Depression. 

Depression in children is associated with undesirable life events, particularly 

cumulative or chronic stressors. Bullying can be conceptualised as a chronic stressor, 

especially as children tend to remain victims over a number of years. It is therefore 

expected that being a victim of bullying is associated with depression. However, not 

all victimized children become depressed; therefore it is important to investigate 

protective and risk factors. 

Bullying and social support 

There is evidence that social support protects against tIle negative consequences of 

bullying. Hodges et al. (1999) carried out a longitudinal study looking at the 

relationships between behaviour problems, friendships, and victimization in 10-year

old children. One of the strengths of this study is that repOlis were from different 
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sources; behavioural problems were assessed from teachers, friendship from self

reports and victimization from peer reports. Therefore there was no shared method 

variance. All measures were completed again after six weeks. They reported that 

intemalising and extemalising behaviours predicted increases in victimization, but 

the relationship between internalising behaviours and victimization was attenuated in 

children with a best friendship. Furthermore, victimization predicted increases in 

intemalising and externalising behaviours but only for children without a best 

friendship even though victimization was as stable for children with a best friendship 

as it was for those without a best friendship. Having a best friend, therefore, 

protected against the risk of being bullied and also acted as a buffer against the 

negative outcomes of bUllying. Prinstein et al. (2001) reported that social support 

protected against the effects of relational victimizati on. They found that relational 

victimization was significantly associated with externalizing behaviour in 

adolescents who received low social support from a close friend, but there was no 

such relationship found for adolescents with high close friend social support. They 

did not report any results for internalizing symptoms or for direct victimization. 

Rigby (2000) found that bullying and low social support were both related to 

mental health in adolescents. Social support was measured by asking participants 

how much help they thought they would get from tlleir mother, father, best friend, 

classmates and teacher, if they were having a problem at school. Participants who 

reported being bullied frequently and having low social support were at the greatest 

risk of poor mental health. However, there was no evidence that social support 

buffered against the effects of bUllying; the perceived availability of social support 

did not affect frequently victimized students more than others. Rigby also reported 
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that victimization and social support explained far more variance in mental health in 

girls (approximately 25%) than in boys (approximately 9%). Females reported 

significantly more negative levels of well being than males, even though females 

reported significantly less victimization and greater social support. Therefore the 

impact of being bullied and having low social support may be greater in adolescent 

girls than in adolescent boys. 

Other studies also report differing effects of social support in girls and boys. 

Kochenderfer-Ladd and Skinner (2002) looked at peer victimization, coping 

strategies, loneliness and teachers' reports of anxiety, depression and social 

problems. Social support seeking was defined as a f01111 of coping strategy. Neither 

peer victimization nor social suppOli seeking were assoeiated with teachers' ratings 

of anxiety-depression. Social support seeking protected victimized girls from social 

problems. Yet, social support seeking was associated with lower peer preference for 

victimized boys and was associated with greater peer preference for non-victimized 

boys. This suggests that when boys seek assistance, the support victims receive 

differs from that obtained by non-victimized boys. Social support may be a nonn

violating strategy for boys and so may not buffer against the negative effects of 

victimization. Girls are more likely to tell someone that they are being bullied 

(Naylor, Cowie, & del Rey, 2001) and more likely 10 seek help from others (Rigby, 

1997). 

Bond et al. (2001) found that after adjustment for the availability of 

attachment relationships and socio-demographic factors, recurrent victimization 

remained predictive of depression for girls but not for boys. Attachment relationships 
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are likely to provide social support. Thus this study seems to suggest that social 

support may protect boys from depression following victimization, but not girls. 

Overall the evidence suggests that social support protects children against 

being the victims of bUllying and from the negative effects of bullying. Further 

research is needed into the role of social support in children who are the victims of 

bullying, especially in relation to depression and gender differences. Depression is 

the internalizing symptom that has been most strongly associated with bullying. 

However, none of the above studies used valid, reliable measures of depression, 

rather they looked at broad measures of psychological problems. 

Bullying and cognitions 
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Cognitive-diathesis stress models of depression imply that children with cognitive 

vulnerabilities would be at risk of depression following bUllying. Panak and Garber 

(1992) found that an interaction between attributional style and peer rejection 

predicted depression changes over a longer period of time than either factor did 

alone. Ifpeer rejection and bullying are related similar relationships may be found in 

victims of bullying. 

Graham and Juvonen (1998) asked victims of bullying to imagine they had 

experienced two types of victimization and then rate how much they agreed with 

causal statements about the incident. Attributions that were internal, stable and 

uncontrollable were related to low self-esteem, loneliness and anxiety following peer 

victimization. Path analysis supported a mediatiomllmodel; that is, much of the 

relationship between self-reports of being a victim cind loneliness/anxiety was 
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explained by characterological self-blaming attributions. However, victimization was 

assessed by peer nomination and self-report but in the path analysis only self-report 

of being a victim was related to the other factors, this relationship could therefore be 

due to shared method variance. Furthermore, this study did not measure depression 

yet there is evidence that both attributions and victimization are more strongly 

associated with depression than anxiety. 

Research by Hunter and Boyle (2002) provides evidence that perceptions of 

control are related to bullying, but only in girls. They studied Scottish primary school 

children aged 9 to 11. They found that when girls encountered frequent bullying they 

had lower perceptions of control, but this was not true for boys. They also reported 

that perceptions of control were greatest when bullying first starts but reduced by its 

persistence. However, this study was again limited by shared method variance. It was 

also cross-sectional, therefore it cannot be concluded that bullying causes a decrease 

in perceptions of controL 

There is little evidence for a cognitive diathesis-stress model of depression 

operating in victims of bUllying. Rather the evidence so far seems to point to a 

mediational role for cognitive style, in that persistent bullying causes a negative 

attributional style, which in tum results in depression. Cognitive changes may occur 

because victims begin to view the world as dangerolls or believe in the abusive 

name-calling (Grills & Ollendick, 2002; Roth et aI., 2002). They may also learn to 

avoid social situations as a mechanism to avoid bullying, which would prevent them 

from obtaining evidence that disconfirms their beliefs. However, much more 

research is needed, especially longitudinal researcll, research that uses measures from 
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different sources and research that measures depression. Furthennore, no research 

has looked at the importance of cognitive vulnerabilities other than perceptions of 

control, for example dysfunctional attitudes or cognitive errors. 

Summary 
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Peer victimization is a pervasive problem that has been consistently linked with 

negative outcomes. Depression has the strongest association with bullying. The 

depression-victimization literature is limited, for example few studies have used peer 

report. The association between depression and bUllying is consistent with the 

finding that life stress, especially chronic and interpersonal stressors, is associated 

with depression. The relationship between depression and bullying needs to be 

investigated further, especially the factors that are associated with depression in 

victimized children. 

There is evidence that social support protects children who have experienced 

stressful life events from developing depression. Research in victimized children 

suggests that social support protects children from being bullied and from the 

negative consequences of bullying. Sources of social support vary with age and with 

need, furthermore social support has different effects for girls and boys and at 

different levels of stress. More research is needed i:ltO 110W these factors affect the 

relationship of social support and depression in victImized children. 
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Cognitive theories of depression suggest that a cognitive vulnerability 

interacts with life stress to cause depression. Evidense for this cognitive-diathesis 

stress component in children is limited. There is some support for an association 

between cognitive vulnerabilities, depression and vistimization. It has been 

suggested that cognitive vulnerabilities playa mediating role between bullying and 

intemalising symptoms. However, much more research is needed. In particular few 

studies have used valid, reliable measures of depression, or assessed symptoms and 

victimization from different sources. More infonl1ation on how social support and 

cognitions add to the risk of depression in victims of bullying would not only help to 

develop theory-based interventions but would also add to the prevention of low 

mood in this vulnerable group of children. 
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Abstract 

Background. A number of cross-sectional studies have reported an association 

between depression and peer victimization. The association between depression and 

peer victimization is stronger than the association between peer victimization and 

other internalising symptoms. Furthermore, longitudinal studies provide support for 

the hypothesis that peer victimization may be causal in depression. Little research 

has been conducted into either risk or protective factors. This paper investigates two 

factors that are important in theories of depression; these are social support and 

cognitive errors. 

Method. A cross-sectional design was used. Victimization was assessed by peer 

nomination and depression by self-report, thus reducing shared method variance. 

Cognitive errors and social support were also assessed by self-report. Data were 

analysed using t-tests and analysis of covariance. 

Results. Results supported the hypothesis that depression is associated with 

victimization. When cognitive errors were controlled, victimization was no longer 

associated with depression. When social support was controlled, the association 

between victimization and depression in girls remained. The relationship between 

social support and depression was stronger in male victims than in male non-victims. 
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Conclusions. Cognitive errors possibly mediate the relationship between 

victimization and depression. Social support and victimization may have independent 

significant effects on girls. The availability of social support affected victimized boys 

more than non-victims, suggesting the possibility that social support protects against 

depression in victimized boys. 

Keywords: Bullying, depression, social support, victimization, cognitive errors. 

Abbreviations: PNI-V: Peer Nomination Inventory Victimization Score. CNCEQ: 

Children's Negative Cognitive Error Questionnaire. CASSS: The Child and 

Adolescent Social Support Scale. 
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Introduction 

BUllying has been defined as "when a student is exposed repeatedly and over time, to 

negative actions on the part of one or more other students" when there is "an 

imbalance in strength (an asymmetric power relationship)" and harm is intentional 

(Olweus, 1997; p.171). Some victims of bullying are also bullies; they have been 

labelled aggressive victims or bully-victims (Boulton & Smith, 1994; Camodeca, 

Goossens, Terwogt, & Schuengel, 2002; Perry, Kusel, & Perry, 1988). Most studies 

of the number of children who experience bUllying report prevalence rates of about 

10% for pure victims (Boulton & Underwood, 1992; Kochenderfer & Ladd, 1996; 

Olweus, 1997; Rigby & Slee, 1999; Sharp & Smith, 1991; Smith, Madsen, & 

Moody, 1999; Whitney & Smith, 1993). Bully-victims are less common; about 4-6% 

of children can be classified in this way (e.g. Boulton & Smith, 1994; Wolke, 

Woods, Bloomfield, & Karstadt, 2000). Bully/victim relationships usually occur in a 

school class, this means that victims have few opportunities to avoid the bully. 

Therefore, it is imperative that we understand the implications of being bullied for 

children, in order to develop appropriate interventions. 

Rates of bullying differ between schools (Whitney & Smith, 1993). One 

study has reported more bullying in smaller schools than in larger schools (O'Moore, 

Kirkham, & Smith, 1997). However, other studies have reported no effects of school 

size on bullying rates (Whitney & Smith, 1993; Lagerspetz, Bjorkvist, Berts, & King, 

1982). Incidence of bullying may also vary between schools because of different 

bullying policies. A study of two secondary schools that had bullying policies 

reported lower prevalence rates (4.2% of children being bullied "sometimes or more 
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often") than other studies (Salmon, James, & Smith, 1998). However, Woods & 

Wolke (2003) reported that direct bullying was not associated with the content and 

quality of school bUllying policies. Moreover, they reported that schools with the 

most detailed school bullying policies had the highest rates of relational bullying. 
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A large number of cross-sectional studies have reported associations between 

poor mental and physical health and peer victimization. Being the victim of bullying 

has been associated with depression (e.g. Callaghan & Joseph, 1995; Craig, 1998; 

Kaltiala-Heino, Rimpela, Marttunen, Rimpela, & Ratenen 1999; Neary & Joseph, 

1994; Slee, 1995; Solberg & Olweus, 2003; Zubrick et aI., 1997), low self-worth 

(Andreou, 2000; Callaghan & Joseph, 1995; Grills & Ollendick, 2002; Neary & 

Joseph, 1994) anxiety (Faust & Forehand, 1994; Grills & Ollendick, 2002; Randall, 

1996; Sharp, 1995) and post-traumatic stress (Mynard, Joseph, & Alexander, 2000). 

Victims of bUllying also report more somatic complaints, mainly headaches and 

stomachaches, and more insomnia (Rigby, 1998; Williams, Chambers, Logan, & 

Robinson, 1996). Higher levels of frequency of being bullied are associated with 

higher depressive scores and lower self-esteem (Solberg & Olweus, 2003). Children 

who are both bullies and victims have the highest rate of problems; they are the most 

aggressive, have the highest rates of suicidal ideation, and the most referrals to 

mental health services (Evans, Marte, Betts, & Silliman, 2001; Kumpulainen et aI., 

1998). 

Hawker and Boulton (2000) carried out a meta-analysis of cross-sectional 

studies published between 1978 and 1997, which measured bullying and intemalising 

symptoms. When both victimization and maladjustment were assessed by the same 
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method (for example both by self-report) stronger associations were found between 

them than when they were assessed by different methods. This suggests that part of 

the correlation between self-reports of low mood and victimization may be due to 

shared method variance. That is, it represents the extent to which children have 

similar views about different aspects of their life. The largest effect sizes found in the 

meta-analysis were for depression, which had a mean effect size of .29 when 

victimization and depression were assessed by different sources (range from .24 to 

.36) and a mean effect size of .45 for studies that had shared method variance (range 

from .23 to .81). The smallest effect sizes were for anxiety. Effect sizes for loneliness 

and self-esteem were midway between these. There were limitations to the 

depression-victimization literature. Only one study measured relational or indirect 

victimization (Crick & Grotpeter, 1996) and this study did not include verbal 

victimization. Only one study (Boivin, Hymel, & Burkowski, 1995) used more than 

one item to assess peer-reported victimization. However, the association between 

victimization and depression is supported by a study of referrals to an adolescent 

outpatient unit. This study reported that 38% of referrals had a history of being 

bullied and of the adolescents who had been bullied 70% had a diagnosis of 

depression (Salmon, James, Cassidy, & Javaloyes, 2000). This figure is likely to be 

an underestimate as histories were taken from case notes and it is probable that 

bullying was not routinely assessed. 

Cross-sectional studies do not provide any information about the temporal 

relationship between bUllying and maladjustment. However, longitudinal studies 

support the hypothesis that bullying leads to maladjustment. In an Australian study, 

Rigby (1999) reported that peer victimization in the first two years of high school 
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(mean age 13.8 years) correlated with high levels of mental and physical distress 

three years later. Among boys the correlations were significant for somatic 

symptoms and physical complaints, for the girls, anxiety, social dysfunction and 

physical complaints. The researchers did not assess depression. Juvonen, Nishina and 

Graham (2000) found that changes in reports of victimization across a one-year 

period predicted low self-worth, loneliness and depression one year later. Bond, 

Carlin, Thomas, Rubin and Patten (2001) reported that recurrent victimization during 

year 8 of school (aged 13) predicted depression in the following year. Newly 

repOlied victimization at the second time point was not significantly associated with 

prior self-report of symptoms of anxiety or depression suggesting that intemalising 

symptoms do not cause later victimization. However, another study suggested that 

intemalising symptoms did predict later victimization (Hodges, Boivin, Vitaro, & 

Burkowski, 1999), so there may be a reciprocal relationship between victimization 

and depression. Additional longitudinal studies measuring victimization and 

depression from different sources are required to fmiher investigate this relationship. 

There is evidence that the consequences of bullying may persist into 

adulthood. Olweus (1993) carried out a longitudinal study and reported a significant 

relationship between victimization during adolescence and elevated scores on a 

depression measure 6 years later. Another study asked college students about 

memories of teasing during childhood. Teasing was defined as experiences of 

receiving personal taunts about appearance, personality or behaviour. Teasing during 

childhood was significantly and positively related to measures of current anxiety and 

depression (Roth, Coles, & Heimberg, 2002). However, this study relied on 
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retrospective reports of teasing and current depressed mood may have resulted in 

inaccurate reports of teasing as a child. 
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Despite the evidence of an association between being a victim of bullying and 

depression, there has been very little research into other factors that may be involved 

in this relationship. The literature on depression suggests that social support and 

cognitive vulnerability are two important variables to investigate. 

Social support 

It has been suggested that social support acts as a buffer when individuals are 

exposed to stressful life events. Children in mother-absent families are at increased 

risk of depressive symptoms following exposure to community violence (Overstreet, 

Dempsey, Graham, & Moely, 1999). This study also reported a trend for exposure to 

community violence to be related to depressive symptoms for children living in 

smaller families. However, Overstreet et al. (1999) not take into account the quality 

of relationships or the fact that other sources of social support may be available to the 

child. 

There is evidence that social support protects against the negative 

consequences of bullying. Hodges et al. (1999) carried out a longitudinal study 

looking at the relationships between behaviour problems, friendships, and 

victimization in 10-year-old children. One ofthe strengths of this study is that reports 

were from different sources; behavioural problems were assessed by teachers, 

friendship by self-reports and victimization by peer reports. Therefore shared method 

variance was excluded. All measures were completed again after six weeks. They 
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reported that internalising and externalising behaviours predicted increases in 

victimization, but the relationship between internalising behaviours and victimization 

was attenuated in children with a best friendship. Victimization predicted increases 

in internalising and externalising behaviours but only for children without a best 

friendship, even though victimization was as stable for children with a best 

friendship as it was for those without a best friendship. Therefore, having a best 

friend protected against the risk of being bullied and also acted as a buffer against the 

negative outcomes of bullying. Prinstein, Boergers, and Vemberg (2001) reported 

that social support protected against the effects of relational victimization. They 

found that relational victimization was significantly associated with externalizing 

behaviour in adolescents who received low social support from a close friend, but 

there was no such relationship found for adolescents with high close friend social 

suppOli. They did not report any results for internalizing symptoms or for direct 

victimization. Both these studies are limited by the fact that they only looked at 

social support from best friends, other sources of social support may also be 

important. 

Rigby (2000) found that bullying and low social support were both related to 

mental health in adolescents, and participants who reported being bullied frequently 

and having low support were at the greatest risk. However, he did not find any 

evidence for social support acting as a moderator, the perceived availability of social 

support did not affect frequently victimized children more than others. Social support 

was measured by asking participants how much help they thought they would get 

from their mother, father, best friend, classmates and teacher, if they were having a 

problem at school. This is another study that is weakened by shared method variance. 
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There is evidence that bullying and social support have differing effects in 

girls and boys. Bond et al. (2001) reported that after adjustment for the availability of 

attachment relationships and socio-demographic factors, recurrent victimization 

remained predictive of depression for girls but not for boys. Attachment relationships 

are a source of social support. Therefore, social support may protect victimized boys 

from becoming depressed, but not girls. However, Kochenderfer-Ladd and Skinner 

(2002) reported contrary results. They reported that social support seeking protected 

victimized girls from social problems, yet social support seeking was associated with 

lower peer preference for victimized boys and was associated with greater peer 

preference for non-victimized boys. Social support may be a norm-violating strategy 

for boys and so may not buffer against the negative effects of victimization. Neither 

peer victimization nor social support were found to be associated with teachers' 

reports of anxiety-depression symptoms in this study. 

Rigby (2000) reported that the effects of both being bullied and having lower 

social support were greater in adolescent girls than in adolescent boys. Victimization 

and social support explained far more variance in mental health in girls 

(approximately 25%) than in boys (approximately 9%). Furthermore, females 

reported significantly more negative levels of well being than males, even though 

females reported significantly less victimization and greater social support. It has 

been suggested that women are more likely than men to base their self-concept on 

perceptions oftheir roles with others (Nolen-Hoeksema, 2002). This may be why 

girls are more vulnerable to peer victimization and low social support. 
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Cognitions 

Cognitive theories of depression suggest that the evaluations people make about 

themselves and the world around them are associated with their feelings. Beck's 

cognitive theory of depression (Beck, 1987) describes maladaptive schemata 

containing dysfunctional attitudes. These schemata constitute the cognitive 

vulnerability for depression. When they are activated by the occurrence of negative 

life events, they generate specific negative cognitions characterised by cognitive 

errors or distortions. Hopelessness theory (Abramson, Metalsky, & Alloy, 1989) 

suggests that the inferences people make when confronted with negative events 

contribute to the development of hopelessness and, in tum, depressive symptoms. It 

suggests that hopelessness is likely to occur when negative life events are attributed 

to stable and global causes. Both of these two theories contain a cognitive 

vulnerability hypothesis in which negative cognitive patterns increase people's 

vulnerability to depression when they experience negative life events. 

A number of cross-sectional studies have looked at attributions and 

psychopathology in children and adolescents who have suffered negative life events. 

Attributional style predicts the level of children's depression following both physical 

abuse and sexual abuse (Brown & Kolko, 1999; Feiring, Taska, & Lewis, 1998; 

Runyon & Kenny, 2002). Mazur, Wolchik, Virdin, Sandler, and West (1999) looked 

at negative cognitive errors rather than attributions. They repOlied that these were 

positively associated with child reports of depression, anxiety, and conduct problems 

in children whose parents had divorced within the past 2 years. 
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Several longitudinal studies have used checklist measures of life events to 

investigate the interaction between stress and cognitive vulnerability. Studies that use 

attributional style as the cognitive vulnerability have produced mixed results as to 

whether the interaction predicts depression (see Gladstone & Kaslow, 1995 and 

Nolen-Hoeksema, Girgus, & Seligman, 1992 for reviews). There have been few 

studies that have examined the interaction between dysfunctional attitudes and 

stressful life events in children and adolescents, although studies in undergraduates 

support the hypothesis that the dysfunctional attitudes and stress interaction predicts 

increases in depressive symptoms over time (Abela & Alessandro, 2002; Brown, 

Hammen, Craske, & Wickens, 1995; Dykman & Johll, 1998; Joiner, Metalsky, Lew, 

& Klocek, 1999; Klocek, Oliver, & Ross, 1997; Kwon & Oei, 1992). In one study in 

adolescents (Lewinsohn, Joiner, & Rohde, 2001) it was reported that dysfunctional 

attitudes interacted with stress to predict depression at the level of statistical trend. 

The findings were suggestive of a threshold model of vulnerability to depression. For 

those who experienced negative life events, depressive outcome was related to 

cognitive vulnerability, but only when dysfunctional attitudes exceeded a certain 

level. 

There has been very little research into the interaction between cognitive 

vulnerabilities and bullying in the prediction of depression. Panak and Garber (1992) 

found that an interaction between attributional style and peer rejection predicted 

depression changes over a longer period of time than either factor alone. Peer 

rejection and bullying are related (Graham & Juvonen, 1998); which suggests a 

similar relationship might be found in victims of bullying. 
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Graham and Juvonen (1998) asked victims of bullying to imagine they had 

experienced two types of victimization and then rate how much they agreed with 

causal statements about the incident. Attributions that were internal, stable and 

uncontrollable were related to low self-esteem, negative affect and passivity 

following peer victimization. Path analysis supported a mediational model, that is, 

much of the relationship between self-reports of being a victim and 

loneliness/anxiety was explained by characterological self-blaming attributions. 

However, victimization was assessed by peer nomination and self-report but in the 

path analysis only self-report of being a victim was related to the other factors, 

therefore this relationship could be due to shared method variance. 
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Research by Hunter and Boyle (2002) provides evidence for the hypothesis 

that perceptions of control are associated with bullying, but only in girls. They 

studied Scottish primary school children aged 9 to 11. They found that when girls 

encountered frequent bullying they had lower perceptions of control, but this was not 

true for boys. They also reported that perceptions of control were greatest when 

bullying first started but reduced by its persistence. However, this study was again 

limited by shared method variance. It was also cross-sectional, therefore it cannot be 

concluded that bullying causes a decrease in perceptions of control. It is not known 

whether low perceptions of control were related to depression in these children. 

The literature to date provides no evidence for a cognitive diathesis-stress 

model of depression operating in victims of bullying. Rather, the limited evidence so 

far seems to point to a mediational role for cognitive style, in that persistent bullying 

causes perceptions of low control, which in tum results in depression. There is 
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evidence that earlier depression following negative life events leads to a stable 

negative explanatory style, which remains negative after depression has declined 

(Nolen-Hoeksema et aI., 1992). Cognitive changes may also occur because victims 

begin to view the world as dangerous or believe in the abusive name-calling (Grills 

& Ollendick, 2002; Roth et aI., 2002). They may also learn to avoid social situations 

as a mechanism to avoid bullying, which would prevent them from obtaining 

evidence that disconfinns their beliefs. 

Much ofthe research investigating social support and cognitive 

vulnerabilities in victimized children is limited by shared method variance, as many 

studies rely on self-report alone. There are also problems with the measures used to 

assess cognitive vulnerability in children. Further research is needed to explore the 

role of other cognitive vulnerabilities, for example cognitive errors. A number of 

studies of the effect of social support only looked at social support available from a 

best friend, which does not allow for the possibility that a child may receive social 

support from other sources. Furthennore, none of the studies used valid, reliable 

measures of depression, rather they looked at broad measures of psychological 

problems. 

This study aimed to investigate the relationship between peer victimization 

and depression further. In particular, how this relationship is altered by social support 

and cognitive vulnerability. Peer victimization was assessed using a peer nomination 

measure. Peer nomination has the advantage that peers are probably aware of who 

gets bullied and in addition peers lessen the influence of individual bias and increase 

stability. Use of a peer nomination measure also reduces shared method variance 
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when depression is measured from a different source. The peer nomination 

inventory asked about specific behaviours, rather than relying on definitions of bully 

or victim, it is not, therefore, dependent on understanding these terms. 

Cognitive vulnerability was measured using the Children's Negative 

Cognitive Errors Questiomlaire (CNCEQ; Leitenberg, Yost, & Carroll-Wilson, 1986) 

to avoid the limitations of attribution and dysfunctional attitudes measures. The 

Attributional Style Questionnaire for Children (CASQ; Seligman et aI., 1984) has 

inadequate internal reliability and its crite110n validity has not been assessed 

(Thompson, Kaslow, Weiss, & Nolen-Hoeksema, 1998). Measuring dysfunctional 

attitudes is also problematic, as it requires a high level of self-awareness (Abramson 

et aI., 2002) that children may not have developed. The CNCEQ has high internal 

reliability. Furthermore it aims to prime cognitive vulnerabilities by asking children 

to imagine a short scenario. The Child and Adolescent Social Support Scale - Level 

2 (CASSS; Malecki, Demeray, & Elliott, 2000) was used to measure social support, 

this scale includes support from teachers, parents, classmates and a close friend, it 

therefore assesses support from a range of sources. 

To avoid variability due to developmental differences in coping with bullying 

or in depression, the sample consisted of one year group of children (the second year 

of secondary school; Year 8). This population was chosen as it is after the school 

transition and so, it is assumed that roles within the peer group have become 

established. 
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Research questions 

Does social support protect against depression in children who are victims of 

bullying? 

Are cognitive enors a risk factor in the relationship between peer 

victimization and depression in children? 

Hypotheses 

1. Victims report significantly more depression than non-victims. 
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2. The relationship between victimization and depression is stronger in girls than in 

boys. 

3. When social support is controlled, there is no difference between depression 

scores of victims and non-victims. 

4. When cognitive enors are controlled, there is no difference between depression 

scores of victims and non-victims. 

5. The relationship between social support and depression is stronger in victims 

than in non-victims. 

6. The relationship between cognitive enors and depression is stronger in victims 

than in non-victims. 

Method 

Design 

The study conducted was quasi-experimental and cross-sectional in design. 
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Participants 

The participants (n=418) were pupils in Year 8 at two secondary schools in 

Southampton, UK. Of these, 348 (83%) took part in the study. Four pupils (1 %) were 

refused permission by their parents to participate and 66 (16%) were absent on the 

day of the study. Data were collected from 348 children; 150 girls (43.1 %) and 198 

boys (56.9%). 

Measures 

Peer Nomination Inventory (PNI; Perry et al., 1988). This is a 26-item scale that 

includes 7 victimization items (Appendix 3). Permission for its use was received 

from the first author (see Appendix 4). The items are written on the left of a piece of 

paper with the child's classmates across the top. The participants nominate which 

children each item applies to. A victimization score (PNI-V) is calculated for each 

child by totalling the percentage of same-sex classmates who checked his or her 

name on each of the seven victimization items. Scores range from 0 to 700. The 

victimization scale has very high internal reliability (.96) and test-retest reliability 

(.93). It correlates moderately with both teacher assessments (.62) and self-ratings 

(.42). Some of the wording of the questionnaire was changed to make it more 

suitable for an English population, for example "kids" was changed to "children." 

Birleson Depression Inventory (Birleson, 1981; Birleson, Hudson, Buchanan, & 

Wolff, 1987). This is a widely used, 18-item questionnaire. This measure has high 

criterion validity; it discriminates between clinically depressed and non-depressed 

patients (Birleson et aI., 1987). Split-half reliabilities of .61 and .86 and a test-retest 

stability of .80 have been reported (Asarnow & Carlson, 1985; Birleson, 1981). The 
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scale also correlates highly with the Children's Depression Inventory (Kovacs, 

1981). 

Children's Negative Cognitive Error Questionnaire (CNCEQ; Leitenberg et al., 

1986). This measure consists of 24 short vignettes, followed by a statement of the 

event that reflects one of four cognitive errors (Appendix 5). Children are asked to 

rate how similar each statement is to their own thought when they imagine being in 

that situation. The internal reliability for the total score is .89. The wording of the 

questiollilaire was altered on a number of items to make it suitable for English 

children, for example "grade" was changed to "mark" and "soccer" was changed to 

"football". Permission for its use was received from the author. 
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The Child and Adolescent Social Support Scale - Level 2 (CASSS; Malecki et al., 

2000). This is a 40-item scale that assesses support from four sources; parents, 

teachers, classmates and friends (Appendix 6). It provides two measures; these are 

frequency and importance. The importance scores have been identified as more 

useful for clinical use than research. To reduce the time taken to complete the 

measure, only the frequency scores were used. Frequency ratings consist of a 6-point 

Likeli Scale from 1 (Never) to 6 (Always). A total frequency score is provided. High 

internal reliability (.95) and test retest reliability (.70) have been reported (Malecki & 

Demeray, 2002). Concurrent validity has also been demonstrated; a correlation of. 70 

has been reported between the CASSS and the Social Support Scale for Children 

(Harter, 1985). Malecki et al. (2000) reported the mean score and standard deviation 

for this age range to be 175.1 and 30.9 respectively. Permission for its use was 

received from the first author (Appendix 7). 
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Procedure 

Ethical approval was provided by the university (Appendix 8). Parents of participants 

were sent a letter by the school (Appendix 9) clearly outlining the nature of the 

project and stating that they were entitled to withdraw their child from the study at 

any point. They were asked to return a slip if they did not wish their child to 

participate. 

The researcher obtained names of pupils in the class prior to administration of 

the measures in order to prepare the PNI. The measures were distributed in PHSE 

classes. The teachers were given written instructions (Appendix 10) to read out to 

participants. Children were given instruction sheets (Appendix 11). Children were 

handed blank pieces of paper to write or draw on should they not wish to take part. 

All the measures were coded in order to match them with the scores from the PNI. 

Once the questionnaires had been completed, participants placed them in an 

envelope, which they then sealed to ensure confidentiality. 

Data analysis 

The distribution of the PNI victimization scale was examined in order to identify a 

suitable cut-off point. This point was then used to split the data into two groups; 

victims and non-victims. Differences between males and females were analysed by 

comparing frequencies of victims by gender with chi-square and comparing mean 

victim scores with Mann-Whitney U. Differences between schools frequencies of 

victims were analysed using chi-square. Differences between victims and non

victims mean scores on the depression scale, cognitive errors questionnaire and 

social support scale were analysed using independent t-tests. 
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Differences in the effect of victimization between girls and boys was 

analysed using a 2x2 ANOVA, with gender and victim status as independent 

variables and depression as a dependent variable. The effect of social support on the 

relationship between victimization and depression were analysed in a 2x2 ANCOV A, 

with gender and victim status as independent variables, depression as the dependent 

variable and CASSS scores as the covariate. The effect of cognitive errors was then 

examined by repeating the 2x2 ANCOV A with CNCEQ scores as the covariate. 

The relationship between social support and depression was then compared 

between victims and non-victims. The correlation between CASSS scores and 

depression scores in victims was compared to the same correlation in non-victims 

using Fisher's transfonnation. This was done separately in girls and boys because of 

the gender difference in the effects of victimization. The relationship between 

cognitive errors and depression was then compared between victims and non-victims 

by repeating these analyses with CNCEQ scores in the place of CASSS scores. 

Results 

Missing data 

The number of children who had not completed the CASSS was six (1.7%), and 

seven children (2%) had not completed the Birleson Depression Scale. The number 

of children who had not completed the CNCEQ was 44 (12.6%), 24 (6.9%) children 

had only partially completed the CNCEQ and these results were also excluded from 

the database. The total number of participants with missing CNCEQ data was 
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therefore 68 (19.5%). Participants who had not completed the CNCEQ were 

compared to those who had, in order to verify that the data were representative ofthe 

sample as a whole. Victim scores were compared using Mann-Whitney U, the two 

groups of participants did not significantly differ on mean victim scores, (z=.06, 

p=.95). Social support scores and depression scores were compared using t-tests, as 

the data were normally distributed, the two groups of participants did not differ on 

mean social support scores (t=.283, p=.778) or mean depression scores (t=.488, 

p=.626). This suggests that the students who had completed the CNCEQ were 

representative ofthe whole sample on the other three variables. 

Reliability analyses 

Internal reliability of the scales that had been altered was analysed using 

Chronbach's Alpha. For the CNCEQ this was .94. The internal reliability score for 

the Victim Scale of the PNI was .95. Sufficient internal reliability can be assumed for 

these scales, as the reliability coefficients are greater than. 70 (Nunnally, 1978). 

Descriptive data 

Table 1 displays descriptive data for the whole sample. Frequency histograms were 

examined in order to analyse whether the data were normally distributed. This 

indicated that victim scores were not nOlmally distributed; therefore non-parametric 

statistics were used for analyses involving victim scores. CNCEQ and CASSS scores 

were both normally distributed. The depression scores were positively skewed. 

Outliers that were three standard deviations above the mean were removed, this 

resulted in a further seven cases being removed from the data set. Following this the 

frequency histogram conformed to a normal distribution. 
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Insert Table 1 here 

Frequencies 

Examination ofthe distributions of victim scores identified a break at 30. Children 

with scores less than 30 were labelled as non-victims and children with scores equal 

to or greater than 30 were labelled victims. Frequencies of victims by gender are 

shown in Table 2. Frequencies of victims by school are shown in Table 3. 

Insert Tables 2 and 3 here 

The difference in the frequency of victims by gender was analysed using chi

square, this revealed a trend for more males to be victims than females, but the 

difference was not statistically significant (X = 3.436, p=.06). The differences 

between male and female mean victim scores was analysed using Mann-Whitney U 

for non-parametric data. This showed that the difference between the mean male 

victim score and the mean female victim score was statistically significant (z=-2.079, 

p=.04). The difference in the frequency of victims by school was analysed using chi

square, the frequency of victims was greater in School B and the difference was 

statistically significant (X2 = l3.62, p=.OO). 
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Differences between victims and non-victims. 

To test the hypothesis that victims would report significantly more depression than 

non-victims an independent t-test was used. Victims showed greater variability in 

depression than non-victims (Levene's test: F=6.45, p=.Ol), therefore a t-test for 

unequal variances was used. Victims reported significantly more depression than 

non-victims (t=2.29, p=.02). The effect size of the difference is 0.28. 

Gender differences 

Table 4 shows mean depression scores by victim status and gender. 

Insert Table 4 here 
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To examine whether the effect of victimization was the same for boys and 

girls a 2x2 ANOV A with depression as the dependent variable and gender and victim 

status as the 2 independent variables was conducted. There was a statistically 

significant effect of gender (F=l1.73, p=.OOl) and victim status (F=8.98, p=.003). 

There was not a statistically significant interaction between victim status and gender 

status (F=1.32, p=.25). Figure 1 shows the mean depression scores for victims and 

non-victims. To further examine the differences between victims and non-victims 

depression scores t-tests for non-equal variances were conducted on the male and 

female data separately. There was a statistically significant difference between 

female victims and female non-victims mean depression scores (t=2.22, p=.03). The 

difference between male victims and male non-victims mean depression scores was 

not statistically significant (t=1.51, p=.13). 
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Insert Figure 1 here 

Exploring the roles of social support and cognitive errors 

To explore the hypothesis that victimization will no longer be associated with 

depression once social support has been controlled, an ANCOV A with social support 

as a covariate and depression as the dependent variable was conducted. Victimization 

has differing effects for girls and boys, therefore a 2x2 ANCOV A was conducted 

with gender and victim status as the independent variables. Table 5 details the 

ANCOV A of depression scores by gender and victim status with social support as a 

covariate. 

Insert Table 5 here 

The effects of social support, gender and victim status were all statistically 

significant. The effect of the gender x victim status interaction was not significant. 

Figure 2 displays adjusted mean depression scores for victims and non-victims by 

gender. This suggests that once the variance in depression scores associated with 

social suppOli has been controlled there is no longer a difference between male 

victim and male non-victim scores, but the difference between female victim and 

female non-victim scores remains. 

Insert Figure 2 here 
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To explore the role of cognitive errors, a second ANCOV A was perfonned 

with CNCEQ as the covariate. Table 6 details the ANCOVA of depression scores by 

gender and victim status with cognitive errors as a covariate. 

Insert Table 6 here 

There was a statistically significant effect of cognitive errors and gender. 

When the variance in depression scores associated with cognitive errors had been 

controlled, the effect of victim status was approaching significance. There was no 

statistically significant interaction between gender and victim status. Figure 3 shows 

adjusted mean depression scores for victims and non-victims by gender. 

Insert Figure 3 here 

Exploration of differences in social support and cognitive errors 

Table 7 reports mean CASSS scores by gender and victim status. 

Insert Table 7 here 

To explore whether social support differed between victims and non-victims 

t-tests of independent samples were conducted. These analyses were carried out 

separately in males and females. The variance of social support was greater in 

victims than in non-victims, in both male (Levene's test: F=11.65, p=.OO) and female 

data (Levene's test: F=4.35, p=.04). Therefore, t-tests for unequal variances were 
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conducted. The difference between female victim and female non-victim mean 

CASSS scores was not statistically significant (t=1.787, p=.ll). There was a 

statistically significant difference between male victim and male non-victim mean 

CASSS scores (t=1.98, p=.05). 
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Table 8 reports mean CNCEQ scores by gender and victim status. To explore 

whether cognitive errors differed between victims and non-victims, t-tests of 

independent samples were conducted. These analyses were carried out separately in 

males and females. There were no differences in variances between male victims and 

non-victims (Levene's test: F=.406, p=.525) or female victims and non-victims 

(Levene's test: F=.130, p=.719). Therefore, t-tests for samples with equal variances 

were used. There was a statistically significant difference between female victims 

and female non-victims mean CNCEQ scores (t=2.45, p=.02). There was no 

statistically significant difference between male victims and male non-victims 

CNCEQ scores (t=.28, p=.78). 

Insert Table 8 here 

Exploration of the social support/depression relationship 

To test the hypothesis that the relationship between social support and depression 

would be stronger in victims than non-victims Fisher's transformation was used. The 

analysis was carried out separately in boys and girls because of the differing effects 

of social support in these groups. Table 9 shows Pearson's correlation of depression 

and social support by gender and victim status. There was no statistically significant 
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difference between female victims and female non-victims correlations (z=.02, 

p=.49). There was a statistically significant difference between male victims and 

non-victims (z=-3.28, p<O.OOl). 

Insert Table 9 here 

Exploration o/the cognitive errors/depression relationship 
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To test the hypothesis that the relationship between cognitive errors and depression 

would be stronger in victims than non-victims Fisher's transformation was used. The 

analysis was carried out separately in boys and girls because of the differing effects 

of victimization in these groups. Table 10 shows Pearson's correlation of depression 

and cognitive errors by gender and victim status. There was no statistically 

significant difference between female victims and female non-victims correlations 

(z=.03, p=.49) or between male victims and non-victims (z=.48, p=.48). 

Insert Table 10 here 

Discussion 

The present study investigated the association between peer victimization and 

depression, and how this relationship is affected by social support and cognitive 

errors. The results support the hypothesis that there is an association between 
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depression and victimization. As these two variables were assessed by different 

sources the association cannot be attributed to shared method variance. When social 

support was controlled the association between victimization and depression 

remained. Social support had different effects in males and females. When cognitive 

errors were controlled, the association between victimization and depression was no 

longer statistically significant. 

Prevalence of peer victimization 

The frequencies of victims reported in this study cannot be compared to prevalence 

figures reported in other studies, as a lower cut-off point was used in the present 

study. Perry et al. (1988) and Camodeca et al. (2002) also used the PNI-V to classify 

children as victims or non-victims. The former study used a score greater than 200 on 

the PNI-V as the cut-off point and the latter study used the 85 th percentile. Perry et al. 

(1988) reported that approximately 10% of their sample scored above 200, which he 

characterized as "extreme victims". The cut-off of 30 was chosen in the present study 

because of a break in the distribution that occurred at this point. Choosing a score of 

200 or above the 85th percentile would have meant that participants with similar 

experiences were placed in different groups. However, using a low cut-off value 

results in a heterogeneous sample, due to a wide range severity of experiences. 

The present results indicated a small difference in the percentage of male and 

female victims, with there being a slightly greater percentage of male victims than 

female victims. Males also had a higher mean victim score than females, and this 

difference was statistically significant. The literature is equivocal on whether a 

gender difference exists in bullying. Some studies report more boys are victims (e.g. 
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Boulton & Underwood, 1992; Grills & Ollendick, 2002; Kumpulainen et aI., 1998). 

Other studies have found no difference or a very small difference (e.g. Perry et aI., 

1988; Whitney & Smith, 1993; Wolke, Woods, Stanford, & Schulz, 2001). The 

difference in the mean victimization score of males and females raises the possibility 

that the bullying male victims experience may be more severe than that of female 

victims. 

There was also a difference in the frequency of victims found between the 

two schools. As a low cut-off point was used in this study; it cannot be concluded 

that this reflects a higher incidence of severe bUllying. The school with the larger 

frequency of victims was the smaller school. O'Moore et al. (1997) also reported that 

bUllying was more frequent in smaller schools. However, other studies reported no 

relationship between school size and prevalence of bUllying (Whitney & Smith, 

1993; Lagerspetz et aI., 1982). Another explanation for the difference in frequencies 

between schools may be that they had differing anti-bullying policies. A study oftwo 

schools with anti-bullying policies reported low rates of victims (Salmon et aI, 1998). 

However, a recent study that compared the quality and content of anti-bullying 

policies with school rates of victimization found no association (Woods & Wolke, 

2003). 

Peer victimization and depression 

Children who were the victims of bullying had significantly greater depression scores 

than children who were not victims. Although the effect size was small (Cohen, 

1988) it is similar to the effect size reported for other studies in which depression and 

victimization are measured by different sources (Hawker & Boulton, 2000) and 
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larger than the effect sizes found in studies measuring other internalising symptoms 

(Hawker & Boulton, 2000). This result is consistent with the evidence that 

victimization is associated with depression. This study is strengthened by the fact 

that depression and peer victimization were assessed from separate sources and by 

the fact that the peer nomination of victims included more than one question. Thus it 

overcomes two weaknesses noted in the bUllying/victimization literature by Hawker 

and Boulton (2000). However, as this study was cross-sectional in design it cannot be 

concluded that victimization causes depression. 

There was not a statistically significant interaction between gender and 

victimization in predicting depression scores. However, the difference between 

female victims and female non-victims depression scores was statistically significant, 

whereas the difference between male victims and male non-victims depression scores 

was not. Therefore the null hypothesis that victimization is not associated with 

depression in boys cannot be rejected. Rigby (2000) reported that the impact of 

bullying was greater in girls than in boys. Girls may be more vulnerable to 

victimization because relationships with others are more important to their self

concept than they are to boys (Nolen-Hoeksema et aI., 1992). 

With social support as a covariate, there remained a statistically significant 

effect of gender and victim status on depression scores. The interaction between 

gender and victim status was not statistically significant. Examination of adjusted 

mean scores revealed that the difference between female victims and female non

victims depression scores remained after social support had been controlled. There 

was no difference in the strength ofthe depression/social support relationship 
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between female victims and female non-victims. These results suggest that both 

social support and victimization are associated with depression in girls. Moreover, 

although social support and victimization are related they also both have independent 

effects on depression in girls. This suggests that providing social support to 

adolescent girls is important, but it may not protect against the negative effects of 

victimization. Therefore, additional coping strategies and interventions are required 

for victimized girls. 

The relationship between social support and depression was significantly 

stronger in victimized boys than in non-victimized boys. Thus although there was no 

statistically significant difference in depression between victimized boys and non

victimized boys, it would appear that victimization alters the relationships between 

social support and depression in boys. These results suggest that the availability of 

social support affected victimized boys more than others, which raises the possibility 

that social support may protect against depression in victimized boys. Ensuring 

victimized boys have adequate social support is, therefore, essential. 

These results are similar to findings reported by Bond et al. (2001), who 

found that after adjusting for the availability of attachment relationships, 

victimization remained predictive of depression in girls but not boys. Bond et al.' s 

(2001) results seem to suggest that attachment relationships were a protective factor 

for victimized boys but not for victimized girls. 

Kochenderfer-Ladd and Skinner (2002) repOlied that social support seeking 

was associated with lower peer preference for victimized boys but with greater peer 
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preference for victimized girls. This led them to suggest that social support seeking 

was a norm-violating strategy for boys and thus was a risk factor for victimized boys. 

Yet social suppOli seeking protected against the negative consequences of 

victimization in girls. These results are contradictory to the findings of the present 

study. However, Kochenderfer-Ladd and Skinner (2002) measured peer preference 

as the consequence of bullying, and the present study measured depression. This 

presents the possibility that different risk factors and protective factors may operate 

for peer preference and depression. Furthermore, Kochenderfer-Ladd and Skinner 

(2002) investigated social support seeking as a coping strategy for bullying rather 

than the current availability of social support. Social support seeking could be 

unsuccessful in providing social support in victimized boys. 

When cognitive errors were controlled a statistically significant effect of 

gender on depression scores remained, the effect of victim status was approaching 

significance but the gender by victimization interaction was not statistically 

significant. Examination of Figure 3, which shows adjusted mean scores, reveals that 

once cognitive errors are controlled there is a smaller difference between victim and 

non-victim depression scores for both females and males. Furthermore, the 

relationship between cognitive errors and depression did not differ between victims 

and non-victims in either females or males. There is, therefore, a strong association 

between cognitive errors and depression in both victims and non-victims. Female 

victims reported more cognitive errors than female non-victims. This provides some 

evidence that the relationship between victimization and depression in girls may be 

due to a strong relationship between cognitive errors and depression. However, the 

direction of the associations between these three factors (cognitive errors, 
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victimization and depression) cannot be concluded. Graham and Juvonen's (1998) 

study suggested a mediational role for cognitive vulnerability, in this case 

attributional style. However, this study was weakened by shared method variance. 
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The role of cognitive errors in male victims is less clear, as male victims did 

not repOli more cognitive errors than male non-victims. Cognitive errors and 

depression were related in both victims and non-victims, and the difference in the 

size of this relationship was not statistically different. Additional research is needed 

to investigate the relationship between cognitive errors and depression in victimized 

boys fmiher. 

Limitations 

A major weakness ofthis study was its cross-sectional design. This was necessary 

due to time limitations. However, conclusions about aetiology must be speculative. 

For example, it is possible that cognitive errors are a symptom of depression, rather 

than a cause of depression. There is also some evidence that internalising symptoms 

put children at risk of victimization (Hodges et aI., 1999) although this is not a 

consistent finding (Bond at aI., 2001). 

This study was strengthened by the high participation rate. This was due to using an 

opting out procedure. A high participation rate is important because studies on 

selection bias have found those with more social or personal problems are more 

likely to drop out or to not participate (Aylward, Hatcher, Stripp, Gustafson, & 

Lewitt, 1985; Wolke, Sohne, Ohrt, & Riegel, 1995). However, the opting out 
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procedure does have the limitation that pupils may have felt they had to participate, 

as it is unusual to be given such a choice in school. 

A further limitation is the low cut-off point used to classify victims, resulting 

in heterogeneity of severity of victimization experiences within the victim sample. 

However, even though the victim sample included victims of less severe experiences, 

a difference was still found between mean depression scores of victims and non

victims. This suggests that less severe bUllying still has negative consequences, and it 

is important to include this group of children in studies. 

There is evidence that social support acts differently at different levels of 

stress. Osborne and Rohdes (2001) reported that social suppOli provided protection 

against depression to victims of sexual assaults at low levels of stress but not at high 

levels of stress. Conversely, social suppOli provided no benefits to non-victims at 

low levels of stress, but protected against depression at moderate and high levels of 

stress. Therefore, it is possible that social support had differing effects on different 

victims in the present study, as they had experienced a wide range of severity of 

bUllying. Fmiher research is necessary regarding the consequences of different 

bullying experiences and whether the effect of social support varies as a consequence 

of level of severity. 

The PNI-V only asks about direct bullying. It may not therefore be the best 

instrument for measuring victimization in girls, which is assumed to be mostly 

indirect or relational. However, a large proportion of females had experienced 

bullying as measured by the PNI-V, and this was found to be associated with 
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depression in females. Further research including relational and indirect 

victimization is needed. 
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It should also be noted that a depressive symptoms questionnaire was used as 

a measure of depression in this study. Results cannot necessarily be generalized to 

diagnoses of clinical depression. Although recent reviews have suggested that there 

is continuity of depression as measured by symptom questionnaires versus clinical 

diagnoses (Flett, Vredenburg, & Krames, 1997; Vredenburg, Flett, & Krames, 1993) 

there is some question over this (Coyne, 1994). Furthermore, the sample consisted of 

one school year group only in order to reduce variability within the sample. As a 

consequence results cannot be generalised to children of other ages. 

Some final notes of caution should be made about the statistical analyses. 

Firstly, victims and non-victims depression scores did not have equal variances. 

However, analysis of variance is a robust statistic and is likely to be valid ifthe 

larger variance is not more than four times the smallest (Howell, 1992). The 

difference in sizes of variances in this study was much smaller than this. Secondly, t

tests were used to compare cognitive error scores and social support scores between 

victims and non-victims. Separate t-tests were chosen rather than analysis of variance 

because they produce greater information about the relationships between variables. 

However, using separate t-tests increases the probability of a Type I error. 

Conclusions 

The results from this study suggest that the relationship between peer victimization 

and depression is an important area for future research. Such research could include 
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investigating differences between victims and bully-victims. There is evidence that 

bully-victims are more depressed, have higher rates of suicidal ideation and more 

referrals to mental health services than victims (Kumpulainen et aI., 1998). It would 

also be of interest to investigate the effect of different sources of social support, as 

children use different sources of support for different needs (Furman & Buhrmester, 

1985; Morrison, Laughlin, Miguel, Smith, & Widaman, 1997). It would be of further 

interest to investigate whether depression in victims is associated with cognitive 

errors in general or whether cognitive errors are specific to perceptions of peer 

relationships. 

This study has provided additional evidence of an association between 

depression and peer victimization. It has furthered understanding of this relationship 

by exploring the influences of social support and cognitive errors. There is some 

evidence that a lack of social support affects victimized boys more than non

victimized boys. Although social support is related to victimization in girls, it also 

has an independent effect on depression. When the variance in depression scores due 

to cognitive errors is controlled the effect of victimization is reduced. 

The association between depression, and bullying in children has important 

implications for a child's development. It has been suggested that early adolescence 

is the age at which cognitive styles are becoming stable (Nolen-Hoeksema et aI, 

1992). Experiences of victimization at this time could lead to a stable negative style. 

This could present a risk for depression in later life. Indeed there is evidence that 

individuals who experienced peer victimization as children are at increased risk of 

depression in adulthood (Olweus, 1993; Roth et aI, 2002). Exploration of the effects 
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of social support and cognitive errors is important in order to develop theoretically

based interventions that will protect victimized children from these negative 

consequences. 
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Table 1: Descriptive Statistics 
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Table 2: Gender by victim frequencies 

Non victim Victim 

N 121 77 

Male % within gender 61.1 38.9 

% of total 34.8 22.1 

N 106 44 

Female % within gender 70.7 29.3 

% of total 30.5 12.6 

N 227 121 

Total 

% of total 65.2 34.8 
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Table 3: School by victim frequencies. 

Non victim Victim 

N 176 71 

School A % within school 71.3 28.7 

% oftotal 50.6 20.4 

N 51 50 

School B % within school 50.5 49.5 

% of total 14.7 14.4 
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Table 4: Mean depression scores by gender and victim status 

Victim Status 

Victim Non-victim 

N Mean SD N Mean SD 

Gender Male 75 9.8 5.06 116 8.72 4.37 

Female 41 12.46 6.28 102 10.05 4.77 
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Table 5: ANCOV A of depression scores by gender and victim status with social 

support as a covariate. 

Source df Mean Square F p 

CASSS 
1 1865.84 100.44 <.001 

(covariate) 

Gender 1 512.73 27.60 <.001 

Victim Status 1 75.43 4.06 .045 

Gender*Victim 1 37.05 1.99 .16 

Error 327 18.58 
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Table 6: ANCOV A of depression scores by gender and victim status with 

cognitive errors as a covariate. 

Source df Mean Square F p 

CNCEQ 
1 1192.14 57.82 <.001 

(covariate) 

Gender 1 180.34 8.75 .003 

Victim Status 1 68.71 3.33 .069 

Gender*Victim 1 2.37 .12 .735 

Error 267 20.62 
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Table 7: Mean CASSS scores by gender and victim status. 

Victim Status 

Victim Non-victim 

N Mean SD N Mean SD 

Gender Male 75 164.08 41.88 118 174.97 28.47 

Female 44 172.30 36.56 105 182.49 29.55 
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Table 8: Mean CNCEQ scores by gender and victim status. 

Victim Status 

Victim Non-victim 

N Mean SD N Mean SD 

Gender Male 60 60.45 18.85 95 59.59 18.02 

Female 37 69.54 22.34 88 59.45 20.46 
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Table 9: Pearson's correlation of CASSS and depression by gender and victim 

status. 

Victim 

Non-Victim 

Note *p<0.05 **p<O.Ol 

Female 

-.520** 

-.522** 

Male 

-.644** 

-.267** 
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Table 10: Pearson's correlation of depression and CNCEQ by gender and 

victim status. 

Victim 

Non-Victim 

Note *p<0.05 **p<O.OI 

Female 

.546** 

.552** 

Male 

.330* 

.254* 

124 



Peer Victimization and Depression 

Legend for Figures 

Males 

Females 

• 
• 

125 



Peer Victimization and Depression 126 

Figure 1: Mean depression scores by victim status and gender. 
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Figure 2: Adjusted mean depression scores with social support as a covariate 
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Figure 3: Adjusted mean depression scores with cognitive errors as a covariate. 
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British Journal of Developmental Psychology 

British Journal of Developmental Psychology 

Notes for Contributors 

The British Journal of Developmental Psychology publishes full-length, empirical, conceptual, 
review and discussion papers, as well as brief reports, in all of the following areas: 

• Motor, perceptual, cognitive, social and emotional development in infancy; 
• Social, emotional and personality development in childhood, adolescence and 

adulthood; 
• Cognitive and socio-cognitive development in childhood, adolescence and adulthood, 

including the development of language, mathematics, theory of mind, drawings, 
spatial cognition, biological and societal understanding; 

• Abnormal and atypical development, including developmental disorders, learning 
difficulties/disabilities and sensory impairments; 

• The impact of genetic, biological, familial, interpersonal, educational, societal and 
cultural factors upon human psychological development; 

• Comparative approaches to behavioural development that help to elucidate 
developmental processes in humans; 

• Theoretical approaches to development, including neo-Piagetian, information 
processing, naIve theory, dynamic systems, ecological and sociocultural approaches. 

The following types of paper are invited: 

• Papers reporting original empirical investigations; 
• Theoretical papers which may be analyses of, or commentaries on, established 

theories in developmental psychology, or presentations of theoretical innovations, 
extensions or integrations; 

• Review papers, which should aim to provide systematic overviews, analyses, 
evaluations or interpretations of research in a given field of developmental 
psychology, and identify issues requiring further research; 

• Methodological papers dealing with any methodological issues of particular relevance 
to developmental psychologists. 

In those cases deemed appropriate, peer commentaries on key papers/reviews will be 
solicited from other researchers in the relevant field. These peer commentaries will be 
published immediately after the target article, with the authors(s) of the article being invited to 
write a response to the commentaries. 

Only papers which report methodologically sound and rigorous research or which make a 
substantive contribution to the discipline are accepted for publication in the journal. 

1. Circulation 

The circulation of the Journal is worldwide. There is no restriction to British authors; 
papers are invited and encouraged from authors throughout the world. 

2. Length 

Pressure on Journal space is considerable and papers should be as short as is 
consistent with clear presentation of the subject matter. Papers should normally be no 
more than 5,000 words, although the Editor retains discretion to publish papers 
beyond this length. 

3. Refereeing 

http://www.bps.org.uk/publications/jDP_6.cfm 
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The journal operates a policy of anonymous peer review. Papers will normally be 
scrutinised and commented on by at least two independent expert referees (in 
addition to the Editor) although the Editor may process a paper at his or her 
discretion. The referees will not be made aware of the identity of the author. All 
information about authorship including personal acknowledgements and institutional 
affiliations should be confined to a removable front page (and the text should be free 
of such clues as identifiable self-citations ('In our earlier work .. .')}. 

4. Submission requirements 

• Four copies of the manuscript should be sent to the Editor (Professor Martyn Barrett, 
BPS Journals Department, St. Andrews House, 48 Princess Road East, Leicester, 
LE1 7DR, UK). Submission of a paper implies that it has not been published 
elsewhere and that it is not being considered for publication in another journal. 
Papers should be accompanied by a signed letter indicating that all named authors 
have agreed to the submission. One author should be identified as the correspondent 
and that person's title, name and address supplied. 

• Contributions must be typed in double spacing with wide margins and on only one 
side of each sheet. All sheets must be numbered. 

• Tables should be typed in double spacing, each on a separate piece of paper with a 
self-explanatory title. Tables should be comprehensible without reference to the text. 
They should be placed at the end of the manuscript with their approximate locations 
indicated in the text. 

• Figures are usually produced direct from authors' originals and should be presented 
as good black or white images preferably on high contrast glossy paper, carefully 
labelled in initial capital/lower case lettering with symbols in a form consistent with 
text use. Unnecessary background patterns, lines and shading should be avoided. 
Paper clips leave damaging indentations and should be avoided. Any necessary 
instructions should be written on an accompanying photocopy. Captions should be 
listed on a separate sheet. 

• All articles should be preceded by an Abstract of up to 300 words, giving a concise 
statement of the intention and results or conclusions of the article. 

• Bibliographic references in the text should quote the author's name and the date of 
publication thus: Smith (1994). Multiple citations should be given alphabetically rather 
than chronologically: (Jones, 1998; King, 1996; Parker, 1997). If a work has two 
authors, cite both names in the text throughout: Page and White (1995). In the case 
of reference to three or more authors, use all names on the first mention and et al. 
thereafter except in the reference list. 

• References cited in the text must appear in the list at the end of the article. The list 
should be typed in double spacing in the following format: 
Herbert, M. (1993). Working with children and the Children Act (pp. 76-106). 
Leicester: The British Psychological Society. 
Samuels, M.C., Brooks, P.J., & Frye, D. (1996). Strategic game playing in children 
through the windows task. British Journal of Developmental Psychology, 14, 159-172. 

• Particular care should be taken to ensure that references are accurate and complete. 
Give all journal titles in full. 

• SI units must be used for all measurements, rounded off to practical values if 
appropriate, with the Imperial equivalent in parentheses 

• In normal circumstances, effect size should be incorporated. 
• Authors are requested to avoid the use of sexist language. 
• Authors are responsible for acquiring written permission to publish lengthy quotations, 

illustrations etc for which they do not own copyright. 

For more information on submission requirements, please refer to the online Guide to 
Preparing Manuscripts for Journal Publication at: 
http://www.bps.org.uk/publications/jAuthorGuide.cfm or conatct the BPS Journals 
Department. For guidelines on editorial style, please consult APA Publication Manual 
published by the American Psychological Association, Washington DC, USA 
(http://www.apastyle.org). 

http://www.bps.org.uklpublications/jDP_6.cfm 
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5. E-mail and Web submissions 

Manuscripts may also be submitted via e-mail and the BPS website 
(http://.www.bps.org.uklpublication/jsubmission.cfm). The main text of the manuscript, 
including any tables or figures, should be saved as a Word 6.0/95 compatible file. The 
file must be sent as a MIME-compatible attachment. E-mails should be addressed to 
journals@bps.org.uk with 'Manuscript submission' in the subject line. The main body 
of the e-mail should include the following: title of journal to which the paper is being 
submitted; name, address and e-mail of the corresponding author; and a statement 
that the paper is not currently under consideration elsewhere. Submissions will 
receive an e-mail acknowledgement of receipt. 

6. Brief reports 

Brief reports should be limited to 2,000 words or the equivalent in tables and text. The 
title should indicate exactly but as briefly as possible the subject of the article. Papers 
will be evaluated by the Editor and referees in terms of their theoretical interest, 
practical interest, relevance to the Journal and readability. 

7. Ethical considerations 

The code of conduct of The British Psychological Society requires psychologists 'Not 
to allow their professional responsibilities or standards of practice to be diminished by 
consideration of religion, sex, race, age, nationality, party politics, social standing, 
class or other extraneous factors. The Society resolves to avoid aI/links with 
psychologists and psychological organizations and their formal representatives that 
do not affirm and adhere to the principles in the clause of its Code of Conduct. In 
cases of doubt, the Journals Department may ask authors to sign a document 
confirming the adherence to these principles. Any study published in this journal must 
pay due respect to the weI/-being and dignity of research participants. The British 
Psychological Society's Ethical Guidelines on Conducting Research with Human 
Participants must be shown to have been scrupulously followed. These guidelines are 
available at http://www.bps.org.uklaboutlrules5.cfm 

8. Supplementary data 

Supplementary data too expensive for publication may be deposited with the British 
Library Document Supply Centre. Such material includes numerical data, computer 
programs, fuller details of case studies and experimental techniques. The material 
should be submitted to the Editor together with the article, for simultaneous 
refereeing. 

9. Proofs 

Proofs are sent to authors for correction of print but not for rewriting or the 
introduction of new material. Fifty complimentary copies of each paper are supplied to 
the senior author, but further copies may be ordered on a form accompanying the 
proofs. 

10. Copyright 

To protect authors and journals against unauthorised reproduction of articles, The 
British Psychological Society requires copyright to be assigned to itself as publisher, 
on the express condition that authors may use their own material at any time without 
permission. On acceptance of a paper submitted to a Journal, authors will be 
requested to sign an appropriate assignment of copyright form. 

11. Checklist of requirements: 

http://www.bps.org.uklpublications/jDP_6.cfm 
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• A signed submission letter 
• Correspondent's title/name/address 
• A cover page with title/author(s)/affiliation 
• Double spacing with wide margins 
• Tables/figures at the end 
• Complete reference list in APA format 
• Four good copies of the manuscript (or an e-mail attachment) 

http://www.bps.org.uk/publications/jDP_6.cfm 
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How to Submit Your Article 

II1II11 The Journal of Child 
Psychology and Psychiatry 
and Allied Disciplines 

Journals 

Subscribe/Renew 
Aims & Scope 
Editorial Information 
Table of Contents 
View a Sample Copy 
Association / Society 
Author Guidelines 
Permissions 
Advertising 
Offprint Information 
Reprint Information 

List of all Journals 
Online Information 
Service Providers 
Customer Services 

Author Guidelines 

Notes for Contributors 

Contributions from any discipline that further knowledge of the 
mental life and behaviour of children are welcomed. Papers are 
published in English, but submissions are welcomed from any 
country. Contributions should be of a standard which merits 
presentation before an international readership. 

Papers may assume either of the following forms: 

• Original articles 
These should make an original contribution to empirical 
knowledge, to the theoretical understanding of the 
subject, or to the development of clinical research and 
practice. 

• Review articles 
These will survey an important area of interest within 
the general field and may be offered or commissioned. 
All papers in the Annual Research Review, Annotations 
and Practitioner Reviews are usually commissioned. 

• Announcements 
The Journal will normally publicize details of 
forthcoming international meetings and conferences 
only. Send copy to the Journal Secretary to arrive at 
least 6 months prior to the meeting deadline to ensure 
inclusion in an appropriate issue. 

General 
1. Submission of a paper to the Journal will be held to imply 
that it represents an original contribution not previously 
published (except in the form of an abstract or preliminary 
report); that it is not being considered for publication 
elsewhere; and that, if accepted by the Journal, it will not be 
published elsewhere in the same form, in any language, 
without the consent of the Editors. When submitting a 
manuscript, authors should state in a covering letter whether 
they have currently in press, submitted or in preparation any 
other papers that are based on the same data set, and, if so, 
provide details for the Editors. 

Ethics 
2. Authors are reminded that the Journal adheres to the ethics 
of scientific publication as detailed in the Ethical principles of 
psychologists and code of conduct (American Psychological 
Association, 1992). These principles also imply that the 
piecemeal, or fragmented publication of small amounts of data 
from the same study is not acceptable. 

3. Papers should be submitted online. For detailed instructions 
please go to: http://acpp.manuscriptcentral.com Previous 
users can Check for existing account. New users should 

http://www.blackwellpublishing.com/submiLasp?ref=0021-9630 

Page 1 of 4 

Online Access 

Access this Journal 
Online. 

Read full-text articles 
where you have a 
subscription. 

Purchase individual 
articles online. 

Need more information? 
Read about our online 
journals service. 

Blackwell Synergy - the 
home of many of our 
online journals. 

Slaci(wE!cI1 
Synergy 
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How to Submit Your Article 

Create a new account. Papers can also be submitted to the 
Joint Editors, care of: 

The Journal Secretary 
St Saviour's House 
39/41 Union Street 
London SE1 iSO, UK 

Telephone: +44 (0)20 7403 7458 
Faxline: +44 (0)20 7403 7081 

E-Mail: jcpp@acpp.org.uk 

Upon acceptance of a paper, the author will be asked to 
transfer copyright to the ACPP. 

Manuscript Submission 
1. The manuscript should be typed clearly on one side only of 
white A4 (8 x 11 inches or 210 x 297 mm) paper, and double
spaced throughout including references and tables, with wide 
margins. Sheets should be numbered consecutively. A letter 
giving the name, telephone and fax number, and email address 
of the author to whom communication should be addressed 
should accompany the submission. Authors not submitting 
online should send 2 copies of the manuscript together with a 
3.5 floppy disk containing all relevant files. The preferred file 
formats are MS Word or WordPerfect, and should be PC 
compatible. If using other packages the file should be saved as 
Rich Text Format or Text only. 

2. Papers should be concise and written in English in a readily 
understandable style. Care should be taken to avoid racist or 
sexist language, and statistical presentation should be clear 
and unambiguous. The Journal follows the style 
recommendations given in the Publication manual of the 
American Psychological Association (4th edition, 1994), 
available from the Order Department, APA, P.O. Box 2710, 
Hyattsville, MD 20784, USA. 

3. The Journal is not able to offer a translation service, but, in 
order to help authors whose first language is not English, the 
Editors will be happy to arrange for accepted papers to be 
prepared for publication in English by a sub-editor. 

Layout 
1. Title 
The first page of the manuscript should give the title, name(s) 
and short address(es) of author(s), and an abbreviated title (for 
use as a running head) of up to 80 characters. Authors 
requesting masked review should provide a first page with the 
title only and adapt the manuscripts accordingly. 

2. Abstract 
The abstract should not exceed 300 words and should be 
structured in the following way with bold marked headings: 
Background; Methods; Results; Conclusions; Keywords; 
Abbreviations. The abbreviations will apply where authors are 
using acronyms for tests or abbreviations not in common 
usage. Any questions regarding the new structure should be 
addressed to the Editors. 

3. Headings 
Articles and research reports should be set out in the 
conventional format: Methods, Results, Discussion and 
Conclusion. Descriptions of techniques and methods should 
only be given in detail when they are unfamiliar. There should 
be no more than three (clearly marked) levels of subheadings 
used in the text. 

http://www.blackwellpublishing.comisubmit.asp?ref=0021-9630 
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How to Submit Your Article 

4. Acknowledgements 
These should appear on a separate sheet, double spaced, at 
the end of the body of the paper, before the References. 

6. Correspondence to: 
Full name, address, phone, fax and email details of the 
corresponding author should appear on a separate sheet of 
paper at the end of the manuscript, before the References. 

Referencing 
The Journal follows the text referencing style and reference list 
style detailed in the Publication manual of the American 
Psychological Association (6th edition). 

(a) References in text. 

References in running text should be quoted as follows: 
Smith and Brown (1990), or (Smith, 1990), or (Smith, 1980, 
1981a, b), or (Smith & Brown, 1982), or (Brown & Green, 1983; 
Smith, 1982). 

For up to five authors, all surnames should be cited in the first 
instance, with subsequent occurrences cited as et aI., e.g. 
Smith et al. (1981) or (Smith et aI., 1981). For six or more 
authors, cite only the surname of the first author followed by et 
al. However, all authors should be listed in the Reference List. 

Join the names in a multiple author citation in running text by 
the word 'and '. In parenthetical material, in tables, and in the 
References List, join the names by an ampersand (&). 

References to unpublished material should be avoided. 

(b) Reference list. 

Full references should be given at the end of the article in 
alphabetical order, and not in footnotes. Double spacing must 
be used. 

References to journals should include the authors' surnames 
and initials, the full title of the paper, the full name of the 
journal, the year of publication, the volume number, and 
inclusive page numbers. Titles of journals must not be 
abbreviated and should be italicised. 

References to books should include the authors ' surnames 
and initials, the full title of the book, the place of publication, the 
publisher's name and the year of publication. 

References to articles, chapters and symposia contributions 
should be cited as per the examples below: 
Kiernan, C. (1981). Sign language in autistic children. Journal 
of Child Psychology and Psychiatry, 22, 216-220. 
Thompson, A. (1981). Early experience: The new evidence. 
Oxford: Pergamon Press. 
Jones, C.C., & Brown, A. (1981). Disorders of perception. In K. 
Thompson (Ed.), Problems in early childhood (pp. 23-84). 
Oxford: Pergamon Press. 

Use Ed.(s) for Editor(s); edn. for edition; p.(pp.) for page(s); 
Vol. 2 for Volume 2. 

Tables and Figures 
All Tables and Figures should be supplied on separate sheets, 
not included within the text, and have their intended position 
clearly indicated in the manuscript. They should be 
constructed so as to be intelligible without reference to the 

http://www.blackwellpublishing.comisubmit.asp?ref=0021-9630 
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How to Submit Your Article 

text. Figures should be supplied as high quality original 
artwork and any lettering or line work should be able to sustain 
reduction to the final size of reproduction. Tints and complex 
shading should be avoided and colour should not be used. 
Figures supplied on disk must be accompanied by a hard copy 
and should be originated in a drawing package and saved as 
an EPS or TIFF file. Halftones should only be included when 
essential and must be prepared on glossy paper and have 
good contrast. Table and figure legends should be typed on a 
separate page. 

Nomenclature and symbols 
Each paper should be consistent within itself as to 
nomenclature, symbols and units. When referring to drugs, 
give generic names, not trade names. Greek characters 
should be clearly indicated. 

Refereeing 
The Journal has a policy of anonymous peer review and the 
initial refereeing process seldom requires more than three 
months. Authors may request that their identity be withheld 
from referees and should follow the procedure for masked 
review, as above. Most manuscripts will require some revision 
by the authors before final acceptance. Manuscripts, whether 
accepted or rejected will not be returned to authors. The 
Editor's decision on the suitability of a manuscript for 
publication is final. 

Proofs 
Proofs will be sent to the designated author only. These will 
be sent via email as a PDF file, therefore a current email 
address must be provided with the manuscript. Only 
typographical or factual errors may be changed at proof stage. 
The publisher reserves the right to charge authors for 
correction of non-typographical errors. 

Offprints 
The designated author will receive a PDF file of their article. If 
they would prefer to receive 25 offprints in place of the PDF 
file, they should notify the publisher using the form they will 
receive with their proofs. Additional offprints may also be 
purchased using this form. The designated author should 
undertake to forward copies of the PDF file to their co
authors. 

Liability 
Whilst every effort is made by the publishers and editorial 
board to see that no inaccurate or misleading data, opinion or 
statement appears in this journal, they wish to make it clear 
that the data and opinions appearing in the articles and 
advertisements herein are the sole responsibility of the 
contributor or advertiser concerned. Accordingly, the 
publishers, the editorial board and editors, and their respective 
employees, officers and agents accept no responsibility or 
liability whatsoever for the consequences of any such 
inaccurate or misleading data, opinion or statement. 

http://www.blackwellpublishing.comisubmit.asp?ref=0021-9630 
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Peer Nomination Inventory (Perry et aI, 1988) 



Experiences of other children in your class 

This questionnaire describes things that might have happened to children in 
your class and things that children in your class might have done. 

For each sentence put a tick beneath the name of each pupil that you think it 
describes. You do not have to put any ticks beneath your own name. 

You can put ticks beneath more than one name for each sentence. 

Read each sentence carefully and answer it honestly. 

There are no right or wrong answers. 



, 

Names 

1. He's always losing 
things. 

2. He's a fast runner. 

3. Other children make fun 
of him. 
4. He is the type of person I 
like. 
5. When he doesn't get his 
way he gets really angry. 

6. He gets beaten up. 

7. He has lots of friends. 

8. He's just nasty. 

9. He shares his things with 
others. 
10. He gets called names 
by other children. 

11. He's really clever. 

12. He makes fun of 
people. 
13. He says he can beat 
everybody up. 



Names 

14. He's good looking. 

15. Children do nasty 
things to him 
16. He tries to get other 
people in trouble. 
17. He's a good friend of 
mine. 
18. He hits and pushes 
others around. 
19. He likes to help the 
teacher. 
20. He gets picked on by 
other children. 

21. He's good at sports. 

22. He gets hit and pushed 
by other children. 

23. All the children like him. 

24. He tries to pick fights 
with people. 
25. Children try to hurt his 
feelings. 
26. He's a really nice 
person. 
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INBOX: Re: Modified Peer Nomination Inventory Page 1 of 1 

..-a INBOX: 83 of 9S ~ Move I ~ h~~s.~~~s.s.~~~""~?:JmJ 
Delete I ~ I Reply to all I Forward I Bounce I Resume I Save as I Back to INBOX 

Date Mon, 8 Apr 2002 14:20:03 -0400 

From David G Perry <perrydg@fau.edu>~ 

To Caroline Dibnah <cd700@soton.ac.uk>~ 

Subject Re: Modified Peer Nomination Inventory 

Parts ~~ Message Source 

Dear Caroline, 

You are welcome to use any of our measures. 

Dr. David G. Perry 

Sincerely yours, 
David G Perry 

Professor 

Department of Psychology, Florida Atlantic University 
Box 3091, Boca Raton FL USA 33431-0991 
PerryDG@Fau.Edu 561/297-3364 (Fax @ 2160) 

Delete_ I Bm2lY. I Reply to all I Forward I Bounce I Resume I Save as I Back to INBOX 

https:llwebmail.soton.ac.uldhorde/imp/message. php3 ?index= 1 196&array _index=82 23/06/03 
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Children's Negative Cognitive Error Questionnaire (Leitenberg et aI, 1986) 



Instructions 

This questionnaire describes a number of situations that might happen to children. Each situation is followed by a thought that 
a child in that situation might have. This thought is in "quotation marks". We want to know how similar that thought is to what 
you might think in that situation. 

Please read each situation and imagine that it is happening to you, even if it never has in the past. Then read the thought in 
"quotations". Tick the box that best describes how similar that thought is to how you would think in that situation. 

As an example lets read this: 
You are a goalie for your football team. The game ends 1-1. After the game you hear one of your team-mates say that your 
team should have won today. You think, "He/she thinks it's my fault we didn't win." 

- -- -- - - - - - --- - - -- - - - - - - -- - --~------- --- -- -- -- - -- J - -- - - --- -- -- -~" •• -1 - -- -- - -.--- -----. 

This thought is: 1 

almost exactly a lot like I somewhat like I only a little like not at all like I ' 
like I would would think would think I would think would think 
think 

You are a goalie for your football team. The game ends 1-1. After the 
game you hear one of your team-mates say that your team should have 

won today. You think, "He/she thinks it's my fault we didn't win." 

Here is another example 
You see two of your friends talking together at break time. As you walk towards them, they go over to the field and start playing 
catch. You think, "Maybe they're angry with me about something." 

If the thought ("Maybe they're angry with me about something") was a lot like the way you would think in that situation, you 
would tick' 

This thought is: 

almost exactly a lot like I somewhat like I only a little like not at all like I 
like I would would think would think I would think would think 
think 

You see two of your friends talking together at break time. As you walk 
towards them, they go over to the field and start playing catch. You 
think, "Maybe they're an~ry with me about something." 



The thouqht is: 
almost exactly 

a lot like I 
somewhat only a little 

not at all like I like I would 
would think like I would like I would would think 

think think think 

1. You invite one of your friends to stay overnight at your house. Another of 
your friends finds out about it. You think, "He/she will be really angry with 
me for not asking them and never want to be friends again". 

2. Your class is having 4-person relay races in P.E. class. Your team loses. 
You think, "If I had just been faster we would not have lost." 

3. You are practising with the school cricket team. You bat four times and hit 
the ball twice and miss twice. You think, 'What a lousy practice I had." 

4. Your team loses a spelling contest. The other team won easily. You think, 
"If I were smarter, we WOUldn't have lost." 

5. Some of your friends have asked you if you're going to tryout for the school ! 

football team. You tried last year but did not make it. You think, 'What's the 
use of trying out, I couldn't make it last year." 

6. You call one of the children in your class to talk about maths homework. 
He/she says, "I can't talk to you now, my father needs to use the phone." 
You think, "They didn't want to talk to me." 

7. You and three other students completed a group science project. Your 
teacher did not think it was very good and gave your group a poor mark. 
You think, "If I hadn't done such a bad job, we would have got a good mark." 

8. Whenever it is someone's birthday in your class, the teacher lets that pupil 
have a half hour of free time to playa game with another pupil. Last week it 
was one of your friend's birthday and they picked someone else. Now 
another of your friends is going to choose someone. You think, "They 
probably won't pick me either." 

9. Your football team is having practice. The teacher tells you he would like to 
talk to you after practice. You think, "He's not happy with how I'm doing and 
doesn't want me on the team anymore." 



This thought is: 
almost exactly 

a lot like I 
somewhat only a little 

not at all like I 
like I would would think like I would like I would would think 
think think think 

10. You went to a party with one of your friends. When you first got there your 
friend hung around with some other friends instead of you. Later you and 
your friend decide to stop at his/her house for a snack before you go home. 
Later that night you think, "My friend didn't seem to want to hang around with 

I 
me tonight." 

11. You forgot to do your spelling homework. Your teacher tells the class to 
hand them in. You think, "The teacher is going to think I don't care and I 
won't pass." 

12. You were having a good day in school up until the last period when you had 
a maths test. You did badly on the test. You think, "School is a drag, what a 
waste of time." 

13. You play basketball and score 5 baskets but miss two really easy shots. 
After the game you think, "\ played badly." 

14. Last week you had a history test and forgot some of the things you had read. 
Today you are having a maths test and the teacher is passing out the test. 
You think, "\'II probably forget what I studied just like last week." 

15. You spent the day at your friend's house. The last hour before leaving you 
were really bored. You think, ''Today was no fun." 

16. You are taking skiing lessons. The instructor tells the class that he doesn't 
think people are ready for the steep trails yet. You think, "If I could only learn 
to ski faster, \ wouldn't be holding everyone up." 

17. Your class is starting a new unit in maths. The last one was really hard. 
When it's time for maths class you think, ''That last stuff was so hard, \ just 
know I'm going to have trouble with this too." 

18. You just started a part-time job helping one of your neighbours. Twice this 
week you were not able to go skating with your friends because of having to 
work. As you see your friends leaving to go skating, you think, "Soon they 
won't ever want to do anything with me." 

~-



This thought is: 
almost exactly 

a lot like I somewhat only a little 
not at all like I like I would 

would think 
like I would like I would 

would think think think think 

19. Last week one of the children in your class had a party and you weren't 
invited. This past week you heard another pupil in your class telling 
someone he was thinking of getting some friends together to go to the 
cinema. You think, "It'll be just like last week, I won't be asked to go." 

I 

, 20. You did an assignment. Your teacher tells you that he would like to talk to 
you about it. You think, "He thinks I did a bad job on my assignment and is 
going to give me a bad mark." 

21. You're with two of your friends. You ask if they would like to go to the 
cinema this weekend. They both say they can't. You think, "They probably 
just don't want to go with me." 

22. Your cousin calls to ask if you'd like to go on a long bike ride. You think, "I 
probably won't be able to keep up and people will make fun of me." 

23. Your team has just lost in a spelling contest. You were the last one up for 
your team and had spelled four words right. The last word was "excellent" 
and you got it wrong. When you sit down you think, "I'm no good at 
spelling." 

24. Last week you played cricket and got caught out. Today some children from 
your class ask you to play football. You think, 'There's no sense playing, I'm 
no good at sports." 



Appendix 6 

The Child and Adolescent Social Support Scale - Level 2 

(CASSS; Malecki et aI, 2000) 



SUPPORT SCALE 

On the next two pages, you will be asked to respond to sentences about some form of 
support or help that you might get from either a parent, a teacher, a classmate, or a close 
friend. Read each sentence carefully and respond to them honestly. There are no right or 
wrong answers. 

For each sentence you are asked to rate how often you receive the support described. Below 
is an example. Please read it carefully before starting your own ratings. 

HOW OFTEN? 
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1. My teacher(s) helps me solve problems. 1 20 4 5 6 

In this example, the student describes her 'teacher helps me solve problems' as something 
that happens 'some of the time'. 

Please ask for help if you have a question or don't understand something. Do not skip 
any sentences. Please turn to the next page and answer the questions. Thank you! 
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I ABOUT MY PARENT(S) I 
1. My parent(s) listen to me when I'm mad. 1 2 3 4 5 6 

2. My parent(s) express pride in me. 2 3 4 5 6 

3. My parent(s) help me practice things I'm involved in. 2 3 4 5 6 

4. My parent(s) make suggestions when I'm uncertain. 2 3 4 5 6 

5. My parent(s) help me make decisions. 2 3 4 5 6 

6. My parent(s) give me good advice. 2 3 4 5 6 

7. My parent(s) help me find answers to my problems. 2 3 4 5 6 

8. My parent(s) praise me when I do a good job. 1 2 3 4 5 6 

9. My parent(s) reward me when I've done something well. 1 2 3 4 5 6 

10. My parent(s) tell me how weill do on tasks. 1 2 3 4 5 6 

HOW OFTEN? 
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11. My teacher(s) cares about me. 2 3 4 5 6 

12. My teacher(s) is fair to me. 1 2 3 4 5 6 

13. My teacher(s) understands me. 1 2 3 4 5 6 

14. My teacher(s) tries to answer my questions. 2 3 4 5 6 

15. My teacher( s) explains things when I'm confused. 2 3 4 5 6 

16. My teacher(s) gives good advice. 2 3 4 5 6 

17. My teacher(s) makes it okay to ask questions. 1 2 3 4 5 6 

18. My teacher( s) helps me when I want to learn to do something better. 2 3 4 5 6 

19. My teacher(s) helps me solve problems by giving me information. 2 3 4 5 6 

20. My teacher(s) praises me when I've tried hard or done well. 2 3 4 5 6 
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I ABOUT MY CLASSMATES I 
21. My classmates ask me to join activities. 2 3 4 5 6 

22. My classmates do nice things for me. 2 3 4 5 6 

23. My classmates spend time doing things with me. 1 2 3 4 5 6 

24. My classmates help me with projects in class. 2 3 4 5 6 

25. My classmates make suggestions when I need help. 2 3 4 5 6 

26. My classmates treat me with respect. 1 2 3 4 5 6 

27. My classmates ask me for suggestions or ideas. 1 2 3 4 5 6 

28. My classmates say nice things to me when I have done 

something well. 2 3 4 5 6 

29. My classmates notice my efforts. 2 3 4 5 6 

30. My classmates give me positive attention. 2 3 4 5 6 
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I ABOUT MY CLOSE FRIEND I 

31. My friend understands my feelings. 1 2 3 4 5 6 

32. My friend makes me feel better when I mess up. 2 3 4 5 6 

33. My friend spends time with me. 2 3 4 5 6 

34. My friend helps me solve my problems. 2 3 4 5 6 

35. My friend spends times with me when I'm lonely. 2 3 4 5 6 

36. My friend shares his or her things with me. 2 3 4 5 6 

37. My friend helps me when I need it. 2 3 4 5 6 

38. My friend gives me advice. 2 3 4 5 6 

39. My friend explains things when I'm confused. 2 3 4 5 6 

40. My friend calms me down when I'm nervous about something. 2 3 4 5 6 



Appendix 7 

Permission to use the Child and Adolescent Social Support Scale 



INBOX: Re: Child and Adolescent Social Support Scale 

~ INBOX: 84 of 95 I? 

Delete I ~ I Reply to all I Forward I Bounce I Resume I Save as I Back to INBOX 

Date Fri, 05 Apr 2002 09:39:39 -0600 

From Christine Malecki <TJOCKMI @wpo.cso.niu.edu>'* 

To cd700@soton.ac.uk,* 

Cc MicheUe Demaray <TJOMKD1@wpo.cso.niu.edu>@ 

Subject Re: Child and Adolescent Social Support Scale 

Parts 1!12 CASSS Manual.doc applicationlmsword 65.10 KB €J. 
~ 3 CASSS2000 mail.doc applicationlmsword 87.58 KB ~ 
m1 Message Source 

Sounds great - I have attached the latest version and manual (it likely 
matches what you got from Jenny - but the manual does have some updated 
references at the end) . 

Take care and keep in touch as you progress! 

Christine Malecki 

Dr. Christine Malecki 
Assistant Professor 
Northern Illinois University 
Psychology Department 
DeKalb, IL 60115 
cmalecki@niu.edu 
815-753-1836 (work) 
815-753-8088 (fax) 

»> Caroline Dibnah <cd700@soton.ac.uk> 04/05/02 09:42AM 
»> 
Dear Dr Malecki 

I am a second year Trainee Clinical Psychologist at the University of 
Southampton. I am writing to request your permission to use the Child 
and 
Adolescent Social Support Scale in my dissertation for my Doctorate in 
Clinical 
Psychology. 

I am looking at the effects of victimization in children and am 
especially 
interested in the possiblity that social support protects against 
depression in 
these children. I have received a copy of the scale and information 
regarding 
its psychometric properties from Jenny Smerdon, a former trainee at 
this 
university who used the scale in her dissertation. 

If you require any further information regarding the proposed study 
please let 
me know. 

Page 1 of2 

https:llwebmail.soton.ac.uk/horde/imp/message. php3 ?index= 1191 &array _index=8 3 23/06/03 



Appendix 8 

Ethical Approval 



UIl1l~vell"$ilt'V 
off §<OHLgt~~mlPlt(j)1lIl 

24 April 2002 

Ms Caroline Dibnah 
Clinical Psychology 
University of Southampton 
Highfield, Southampton 
S0171BJ 

Dear Caroline, 

I Department CDf 
fsychoUCDgy 

University of Southampton 
Highfield 
Southampton 
S0171BJ 
United Kingdom 

Telephone +44 (0)2380595000 
Fax +44 (0)23 80594597 
Email 

Re: Peer.victimisation and depression: The roles of social support and cognitive appraisal 

The above titled application - which was recently submitted to the departmental ethics committee, has 
now been given approval. 

Should you require any further information, please do not hesitate in contacting me on 023 8059 3995. 
Please quote reference CLlN/2002/13. 

Yours sincerely, 

\Zt---~ s,~~ 
Kathryn Smith 
Ethical Secretary 

cc. Janet Turner 



Appendix 9 

Letter to Parents 



ON SCHOOL HEADED PAPER 

Dear Parent/Carer 

BULLYING PROJECT 

A project is being conducted by a Trainee Clinical Psychologist from Southampton 
University, looking at how bullying can affect some people. Four questionnaires will 
be given to pupils. These questionnaires ask about: 

1). Experiences of other children in the class. 
2). How supportive or helpful he/she finds friends, family or teachers. 
3). Feelings. 
4). The way he/she thinks about things. 

The pupils will be told very clearly that they do NOT have to take part in the project. 
After they have finished filling in the questionnaires they will be asked to put them 
into envelopes and seal them. This will mean no one from school will be able to look 
at their answers. They will not put their names on the questionnaires so it will not be 
possible to identify who has filled in what. Any coding system is purely 
administrative on the part of the researcher and will be destroyed once the 
questionnaires have been processed. We do not anticipate pupils finding the 
questionnaires difficult. However, should they do so, arrangements have been made 
for pupils to visit members of staff. 

The study has been reviewed by the Southampton University Ethics Committee. 

The results of the study will be made available to the school. It is hoped that the 
results of this will give us information on how to help young people who are bullied. 

If you do not wish for your child to participate, please return the slip at the bottom of 
the letter. 

Should you have any questions about the project, please do not hesitate to contact 
Caroline Dibnah (Trainee Clinical Psychologist, Doctorate Programme in Clinical 
Psychology, University of Southampton, 023 8059 5321). 

I do not wish for my child to take part in the Bullying Project. 

Name of child ____________________ _ 

Name of parent/carer _____________________ __ 

Signed ________________________ __ 



Appendix 10 

Instructions to Teachers 



ON UNIVERSITY HEADED PAPER 

Bullying Project 

Instructions for Teachers. 

All the questionnaires are coded. The attached list gives a code alongside the name 
of each student in your class. Please give each student the envelope with the code 
that corresponds to his or her name. 

Before the pupils start filling the questionnaires in please read out the following 
instructions: 

You are being asked to fill in some questionnaires as part of a project looking at 
how bullying can affect some people. These questionnaires will ask you about 
the experiences of other children in your class, how supported you feel by your 
friends, family and teachers, your feelings and the way you think about things. 
You do not have to answer any of the questions if you don't want to. If you 
don't want to take part a piece of paper has been provided for you to write a 
letter on or draw on (you can keep this). You do not have to write your name on 
any of the forms and no one from the school (including teachers) will see what 
you have written. The only people who will see the answers are the people 
conducting the project. When you have finished filling in the questionnaires, 
place them in the envelope provided and seal it. It is important that you think 
carefully about each question and if you have any answers put your hand up. 
Please do not talk or look at each other's answers whilst you are filling in the 
questions. If you are feeling distressed by any of the questions asked in this 
study, please talk about this with any member of staff with whom you feel able 
to talk. 

Then ask the group to start and provide any assistance with reading/comprehension 
difficulties. 

Before the questionnaires are collected, ensure that each pupil has written their 
number and tutor group on the questionnaires and envelope and they have put them 
into the envelope and sealed it. 
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Information Sheet for Pupils 



ON UNIVERSITY HEADED PAPER 

Information Sheet for Pupils 

You are being invited to take part in a study to find out more about bullying 
and how to help children who have been bullied. A Trainee Clinical 
Psychologist at the University of Southampton is carrying out the study. 

You have been chosen to take part because we want to find out how children 
think and feel. 

You are being asked to fill in 4 questionnaires. They ask about: 

1). How supportive or helpful you find your friends, family or teachers. 
2). Your feelings. 
3). The way you think about things. 
4). Experiences of other children in your class. 

You DO NOT have to take part in this project. If you do not want to answer all 
of the questions then you can leave them. If you do decide to take part you 
are still free to withdraw at any time and without giving a reason. 

After you have finished filling the questionnaires in, put them into the 
envelope and seal it. 

You do not have to put your name on the paper. No one (including teachers) 
will know how you have answered these questions. But it is important that 
you answer carefully and how you really feel. Sometimes it is hard to decide 
what to answer. Then just answer how you think it is. 

If you have questions, raise your hand. 

Most of the questions are about your life in school during this term. So when 
you answer, you should think of how it has been only during this time. 

If you feel at all upset after filling in these questions and would like to talk to 
someone about it, then please go to see your tutor or any other member of 
staff with whom you feel comfortable to talk to. 


