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ABSTRACT 

Peer Victimization among Youth with Anxiety Disorders 

Jeremy Cohen 

Doctor of Philosophy 

Temple University, 2012  

Doctoral Advisory Committee Chair: Philip C. Kendall, Ph.D. 

 
Objective: This study examined whether overt and relational peer victimization 

were associated with the severity of Social Phobia (SoP) symptoms and whether frequent 

victimization was more common among youth with SoP as compared to youth with other 

anxiety disorders. In addition, the study examined whether self-esteem, peer beliefs, and 

emotional lability were linked to internalizing symptoms above and beyond overt and 

relational victimization severity. Method: Participants were 90 youth (47 boys, 43 girls; 

M age = 11.06 years; SD = 3.09) and their parents. Youth had been referred to an 

outpatient child and adolescent anxiety disorders clinic. Measures included (a) a semi-

structured diagnostic interview, (b) youth self-report forms assessing peer victimization, 

anxiety, depressive symptoms, loneliness, and global self-worth, and (c) parent-report 

forms assessing anxiety and emotion regulation. Results: Results showed a concurrent 

positive association between peer victimization and self-reported social anxiety, with 

relational victimization providing unique information above and beyond overt 

victimization. Peer victimization was not associated with a specific diagnosis, but was 

related to multiple internalizing problems (negative beliefs about the peer group 
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accounted for some of this relation). Conclusions: Peer victimization is important to 

assess for and consider in the treatment of childhood and adolescent anxiety disorders. 

Peer victimization is associated with social anxiety symptoms, and relational 

victimization, in particular, is associated with internalizing problems among youth with 

anxiety disorders. Victimization appears to be associated with symptomatology rather 

than diagnosis.   
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CHAPTER 1 
INTRODUCTION 

 
Peer relationships play a critical role in youths’ psychosocial development and 

adjustment (Hartup, 2009). Healthy peer relationships have been associated with positive 

outcomes across multiple domains, including academic and social functioning (Ladd, 

1999).  Positive relationships with peers also foster a sense of belongingness which is 

thought to confer benefits to youth’s psychosocial well-being and self-esteem 

(Buhrmester, 1990; Van Ryzin, Gravely, & Roseth, 2009). Conversely, adverse peer 

experiences may have short- and long-term consequences as extreme as school failure, 

psychopathology, and poor occupational achievement (Fosse & Holen, 2004; Parker & 

Asher, 1987). Peer victimization is a particularly deleterious phenomenon that has gained 

the attention of researchers, mental health practitioners, school personnel, as well as state 

and federal legislators (Phillips, 2007). Peer victimization specifically has been 

associated with poor self-esteem (Callaghan & Joseph, 1995), loneliness (Woods, Done, 

& Kalsi, 2009), anxiety and depression (Hawker & Boulton, 2000), posttraumatic stress 

(Mynard, Joseph, & Alexander, 2000; Storch & Esposito, 2003), poor school 

achievement (Juvonen, Nishina, & Graham, 2000), suicidality (Klomek, Marrocco, 

Kleinman, Schonfeld, & Gould, 2007) and other psychopathology (e.g., Kelleher, Harley, 

Lynch, Arseneault, Fitzpatrick, & Cannon, 2008; Sweetingham & Waller, 2008).   

Particular groups of youth may show increased rates of being victimized by peers. 

Although investigators have examined some at-risk populations (e.g., youth with learning 

disabilities, obese youth, sexual minority youth) (Baumeister, Storch, & Geffken, 2008; 

Fox & Farrow, 2009; Harris Interactive & the Gay, Lesbian and Straight Education 

Network, 2005; Storch et al., 2007) there has been relatively little research examining 
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peer victimization among youth with an anxiety disorder. This dearth of systematic 

investigation is surprising given that youth with anxiety disorders are often characterized 

by poor social relations (Beidel, Turner, & Morris, 1999; Kingery, Erdley, Marshall, 

Whitaker, & Reuter, 2010; Motoca, Williams, & Silverman, 2012; Strauss, Lahey, Frick, 

Frame, & Hynd, 1988) and that fear of social situations and worry about interpersonal 

issues are frequently hallmarks of these youths’ psychopathology. Examination of peer 

victimization among youth with an anxiety disorder is critical to inform development and 

implementation of best treatment practices and preventive intervention efforts. Such 

research may also contribute to our understanding of the relation between peer 

victimization and psychopathology including the underlying mechanisms and contextual 

influences on these processes.  

Peer Victimization 

Prior to reviewing findings regarding the relation between peer victimization and 

anxiety, background information regarding peer victimization is reviewed. The following 

section reviews empirical findings regarding peer victimization, including an examination 

of what constitutes peer victimization, how frequently it occurs, how stable it tends to be 

over the course of childhood and adolescence, and gender differences.  

Forms of Peer Victimization 

“A student is being bullied or victimized when he or she is exposed, repeatedly 

and over time, to negative actions on the part of one or more students” (Olweus, 1993, 

p.9). Definitions of bullying have often highlighted the power differential between the 

bully and victim as well as the repeated nature of the aggression (Carney & Merrell, 

2001; Olweus, 1993; Smith & Ananiadou, 2003). Conceptually it has been considered to 



 

 3

represent a form of aggressive behavior which is proactive (i.e., unprovoked) rather than 

reactive (i.e., defensive and impulsive) (Griffin & Gross, 2004). Identified bullies, 

however, have been shown to have higher levels of both proactive and reactive 

aggression than victims and youth not involved in bullying (Camodeca, Goosens, 

Terwogt, & Schuengel, 2002; Salmivalli & Nieminen, 2002). As the number of studies 

has expanded, so has our conceptualization of what constitutes peer victimization, 

although consensus has eluded the field (Arora, 1996; Griffin & Gross, 2004). A primary 

distinction in the literature has been made between overt victimization and 

indirect/relational/social victimization, but additional constructs and classification 

schemes have been used. For example, Hawker and Boulton (2000) described five types 

of peer victimization that had been examined in cross-sectional studies, including (a) 

physical, (b) verbal, (c) relational, (d) indirect, and (e) generic. Underwood (2003), 

emphasizing aggression as opposed to victimization, distinguished between physical 

aggression, verbal aggression, property damage, and social aggression. Such distinctions 

allow for a more nuanced understanding of peer victimization and increase the likelihood 

of accounting for the variability in youths’ psychosocial functioning.  

Early work in the bullying literature focused on overt victimization (e.g., Olweus, 

1978). This form of intentional aggression is direct and confrontational, and the victim is 

physically harmed, threatened, or verbally attacked. Measures of overt victimization 

often include behaviors such as hitting, kicking, shoving, calling names, and threatening 

violence (e.g., Crick & Grotpeter, 1996). Researchers have subsequently brought 

attention to the occurrence of relational victimization (e.g., Crick & Grotpeter, 1995). 

Whereas overt victimization consists of direct physical and verbal intimidation, relational 
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victimization consists of behaviors aimed at damaging friendships and peer relations, 

including behaviors such as exclusion, withdrawing friendship, and gossiping. The 

bullying literature has largely used the constructs of relational aggression and relational 

victimization, and is thus emphasized in the current study, but it is important to note that 

researchers have also examined the overlapping constructs of indirect aggression and 

social aggression.     

“Indirect aggression,” was first noted by Feshbach (1969) when observing first 

graders’ responses to unfamiliar peers. Girls were found to respond with 

nonconfrontational aggression targeting relationships (i.e., rejection, exclusion). Later 

investigations found similar findings among older children (Lagerspetz, Bjorkqvist, & 

Peltonen, 1988) and adolescents (Cairns, Cairns, Neckerman, Ferguson, & Gariepy, 

1989). Indirect aggression has emphasized covert means of victimization, typically 

through a third party, that maintains the anonymity of the aggressor, such as telling lies or 

having a mean note sent (Boulton & Underwood, 1992; Hawker & Boulton, 2000; 

Lagerspetz & Bjorqkvist, 1994). However, measurement of indirect aggression has not 

exclusively examined covert forms of aggression; for example ignoring someone does 

not maintain the aggressor’s anonymity (Feshbach, 1969; Bjorkqvist et al., 2001). 

Relational aggression has emphasized the target and intent of the aggression, namely 

manipulation of or harm to another’s relationships and friendships (e.g., Crick & 

Grotpeter, 1995). This form of aggression includes both confrontational and 

nonconfrontational behaviors which may or may not employ the use of others (Archer & 

Coyne, 2005; Xie, Cairns, & Cairns, 2005). Relational victimization may include 

gossiping and exclusion, as well as more direct forms of aggression, such as threatening 
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to end a friendship. The construct of social aggression was defined by Cairns and 

colleagues to include aggression aimed at inflicting damage to others’ relationships and 

group acceptance, and it is nonconfrontational and requires the involvement of others 

(Cairns et al., 1989; Xie et al., 2005). Underwood and colleagues (Galen & Underwood, 

1997) expanded this definition to include nonverbal behavior, such as eye rolling, that is 

used to harm relationships. This construct of social aggression has been described as an 

umbrella term encompassing indirect and relational aggression (Archer & Coyne, 2005).      

In an attempt to capture victimization experiences outside of overt victimization, 

researchers have studied overlapping constructs whose distinctions have not always been 

clear. In practice, these conceptual differences are often obscured by methodological 

considerations. For example, the adapted version of the Social Experience Questionnaire 

used by Storch and Masia-Warner (2004) includes a “social aggression” item assessing 

the presence of negative nonverbal behavior. Similarly, in a study of indirect aggression, 

Bjorkqvist, Osterman, and Kaukiainen (1992) included an item measuring a 

confrontational behavior (saying that you are ending a friendship). Additionally, as noted 

by Xie and colleagues (2005), researchers examining these forms of aggression tend to 

rely on different primary measurement strategies. For example, they state that the 

predominate strategy for measuring social aggression is through narrative reports, 

indirect aggression is often measured through observation and peer ratings, and relational 

aggression is often assessed through peer nomination and teacher ratings (Xie et al., 

2005).  In a review of the terminology “indirect,” “relational,” and “social” aggression, 

Archer and Coyne (2005) concluded that while the constructs conceptually have 
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somewhat distinct emphases, all three constructs are essentially covering the same form 

of aggression and measure many of the same behaviors.  

Recently, investigators have begun to examine the phenomenon of cyber bullying, 

aggression that takes place online and through the use of electronic media (Dooley, 

Pyzalski, & Cross, 2009; Katzer, Fetchenhauer, & Belschak, 2009). Cyber bullying can 

include verbal and relational aggression, such as calling someone names, spreading 

rumors, or withholding and manipulating friendships. Cyber bullying reflects a new 

forum in which victimization occurs and preliminary research suggests that it may 

represent a separate construct from overt and relational victimization (Dempsey, 

Sulkowski, Nichols, & Storch, 2009). Research has shown the cyber bullying has 

predicted anxiety and depression among ninth-grade students even after controlling for 

school-based victimization (Fredstrom, Adams, & Gilman, 2011). 

Studies have shown that type of victimization (e.g., overt versus relational 

victimization) is associated with differential prediction to psychosocial outcomes. Among 

elementary school students, levels of relational victimization have been shown to predict 

multiple internalizing symptoms above and beyond the contribution of overt 

victimization, including social anxiety, social avoidance, fear of negative evaluation, 

loneliness, depression, and negative self-cognitions (Cole, Maxwell, Dukewich, & 

Yosick, 2010; Crick & Grotpeter, 1996; Storch, Nock, Masia-Warner, & Barlas, 2003). 

Research has also shown that among adolescents, relational victimization predicted social 

anxiety and loneliness above and beyond overt victimization (Siegel, La Greca, & 

Harrison, 2009; Storch & Masia-Warner, 2004). The negative associations with relational 

victimization are consistent with targeting youths’ relationships and social connections. 
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Overt victimization is not without consequences (e.g., Hawker & Boulton, 2000); It has 

been associated with loneliness and school avoidance in kindergarten (Kochenderfer & 

Ladd, 1996), poorer security and closeness with friends in elementary school (Bagwell & 

Schmidt, 2011), and increased suicidal ideation and attempts among adolescents 

(Dempsey, Haden, Goldman, Sivinski, & Wiens, 2011) even when accounting for levels 

of relational victimization. Thus, assessment of peer victimization needs to account for 

these multiple forms. 

The victimization of youth can take many forms and in various forums, all of 

which can lead to adverse outcomes. There may be a high association between different 

forms of victimization experienced by individuals (Bellmore & Cillessen, 2006; Ladd & 

Kochenderfer-Ladd, 2002; Nishina & Juvonen, 2005). Research suggests that it is 

important to consider the overall degree of victimization (Nylund, Bellmore, Nishina, & 

Graham, 2007). Capturing the full range of youths’ experiences will increase our ability 

to conduct accurate risk assessment as well as improve our understanding of the causes 

and consequences of peer victimization. 

It is important to consider how overt and relational victimization are measured. 

Self-report measures are commonly used to assess victimization. They provide an 

efficient and convenient way to collect data, but may also provide important information 

not observed by others. A number of self-report measures have been used frequently in 

the peer victimization literature (e.g., Crick & Grotpeter, 1996), which have strong 

psychometric properties. Prior to early elementary school age, self-report measures of 

peer victimization appear to have poorer consistency and predictive validity, which may 

be a reflection of younger children’s ability to accurately report victimization but also a 
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reflection of the nature of victimization at that age (Ladd & Kochenderfer-Ladd, 2002; 

Snyder et al., 2003). Other limitations of self-report include underreporting due to fear 

(e.g., fear that the bullying will get worse) or lack of awareness (e.g., being unaware of 

rumors); or overreporting based on misinterpretation of social cues (Card & Hodges, 

2008). Additional methods of assessment include peer-ratings and nominations, teacher 

reports, and behavioral observation (see Card & Hodges, 2008; Xie et al., 2005).  

Teachers are thought to provide useful information because of their ability to 

observe youth over time and across situations in the context of a large peer network 

(Achenbach, McConaughy, & Howell, 1987; Xie, Mahoney, & Cairns, 1999). 

Limitations of teacher-report may include less awareness of relational forms of 

aggression, limited observation of aggression outside of the classroom setting, and biases 

(Card & Hodges, 2008; Xie et al., 2005). Peer-ratings and nominations may shed light on 

perceptions of the peer group and social networks, but may be less sensitive to relational 

victimization and unduly influenced by reputation (Kenny, 1991; Crick et al., 1999). 

Behavioral observations, particularly in naturalistic settings, afford the opportunity to 

collect information about complex social interactions as they unfold. They also employ 

consistent operationalization of bullying behavior by trained observers (Craig & Pepler, 

1998; Pepler & Craig, 1995). As noted by Xie and colleagues (2005), some contexts (e.g., 

hallways, bathrooms) and some forms of victimization may be more difficult to observe. 

In addition, while observation of aggressive behavior on the playground may be apt for 

the study of peer relationships in elementary school-aged children, such contexts are not 

relevant to older youth. Parent ratings typically have not been used to assess peer 
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victimization given the lack of access parents have to observing peer interactions in or 

around the school setting. 

In a review of assessment methodology for peer victimization, Card and Hodges 

(2008) noted that self-report measures of peer victimization tend to be modestly 

associated with teacher-reports. Putallaz and colleagues (2007) found that among fourth 

grade students, self-reports of overt victimization were not significantly associated with 

peer-reports or behavioral observation but were significantly (albeit weakly) associated 

with teacher-report. Self-reports of relational victimization were not associated with peer-

report but were significantly associated with teacher-report and behavioral observation. 

Another study found modest correlation between teacher- reports and peer-nominations 

of relational aggression (Crick, Casas, & Mosher, 1997). 

Interestingly, Graham and Juvonen (1998) found that among an ethnically and 

socioeconomically diverse group of middle school students so-called “paranoids,” 

students who perceived themselves to be victims but were not considered to be victims 

according to peer reports, showed similar maladjustment as “true victims,” youth rated as 

victims by self-report and peer-ratings. “Paranoid” students did not differ significantly 

from “true victims” on characterological self-blame, social anxiety, and self-worth. The 

label of “paranoids” may therefore be inappropriate as (a) peer reports provide another 

important perspective but are not without limitations, (b) discrepancies between 

assessment methods are common, particularly among youth, and (c) the study did not 

assess for relational victimization. Regardless, results suggest that perceived 

victimization is significantly associated with psychosocial adjustment. Crick and 

Grotpeter (1996) similarly found that among third through sixth graders self-perceived 
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victims of both overt and relational victimization showed greater levels of distress than 

students who did not think of themselves as victimized, and Crick and Bigbee (1998) 

found that regardless of whether victims were identified by self- or peer-report they 

showed greater levels of psychosocial difficulties.  

Being identified as a victim and a bully are not mutually exclusive 

categorizations. Research suggests that children classified as a bully/victim, youth who 

both aggress and are aggressed against, are the most at-risk and troubled group as 

compared to bullies, victims, and youth not involved in bullying (Andreou, 2001; 

Conners-Burrow, Johnson, Whiteside-Mansell, McKelvey, & Gargus, 2009; Haynie et 

al., 2001; Schwartz, 2000). Bully/victims have the greatest levels of aggression, suicidal 

ideation, risk-taking and drug use (Olafsen & Viemero, 2000); self-reported symptoms of 

anxiety, depression, psychosomatic symptoms and eating disorders (Kaltiala-Heino, 

Rimpela, Rantanen, & Rimpela, 2000); as well as neuroticism and psychoticism (Mynard 

& Joseph, 1997). Youth who are bully/victims appear to exhibit different patterns of 

behaviors than youth who are “pure” victims or “pure” bullies. Studies have found that 

bully/victims exhibit greater levels of reactive aggression than victims and bullies and 

greater levels of proactive aggression than victims in elementary school (Camodeca et al., 

2002) and middle school (Unnever, 2005). Some victims have shown higher levels of 

reactive aggression as compared to youth not involved in victimization, but still exhibit 

lower levels than bullies and bully/victims (Salmivalli & Nieminen, 2002). As such, 

specific mechanisms and contextual influences that play a role for one group may play a 

different role or no role at all for the other.  

Prevalence and Stability 
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Findings have varied greatly regarding prevalence rates, with between 9% and 

54% of youth being identified as involved with bullying in some capacity (i.e., either 

bullying or being bullied at least twice during the current school term) and between 5% 

and 20% of youth being identified as victims of bullying in studies across various 

countries (Nansel et al., 2004). These prevalence rates were estimated from data collected 

from youth at the average age of 11.5, 13.5, and 15.5 years. A more recent study by 

Bradshaw and colleagues (Bradshaw, Sawyer, & O’Brennan, 2007) examined the 

prevalence of peer victimization among a large sample of students in a Maryland school 

district, including elementary-, middle-, and high school students. Approximately 23% of 

students reported being “frequently” victimized (i.e., victimization occurring at least two 

times during the past month.). Findings suggest that the prevalence of peer victimization 

changes across development; overall, it appears that peer victimization increases 

throughout elementary school, peaks during middle school, and declines in high school 

(Olweus, 1993).  

In addition to changing prevalence rates over time, it is important to consider the 

stability of peer victimization. That is, whether the same group of individuals remains 

victims throughout school or whether victimization is more transient. Findings suggest 

that peer victimization is largely transient in the elementary-school years, with stability 

correlation coefficients between .27 and .41 for youth between kindergarten and fourth 

grade (Ladd & Kochenderfer-Ladd, 2002). As youth grow older and, in particular, as they 

enter middle school, it appears that the stability of victimization increases (Camodeca et 

al., 2002; Olweus, 1978; Perry, Kusel, & Perry, 1988). Youth who are consistently 
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victimized over time are at an increased risk for serious psychosocial difficulties 

(Camodeca et al., 2002; Kochenderfer-Ladd & Wardrop, 2001). 

Numerous findings in the literature suggest the importance of considering age. As 

noted, studies indicate the presence of changes in prevalence and stability of peer 

victimization over time (Olweus, 1978, 1993; Perry et al., 1988). Although physical 

victimization has been associated with emotion identification deficits among preschoolers 

(Garner & Lemerise, 2007), relational victimization was associated with these deficits 

among school-aged children (Woods et al., 2009). Likewise, although researchers have 

found that characterological self-blame plays a role in the relation between peer 

victimization and internalizing problems among 6th and 7th graders (Graham & Juvonen, 

1998), the presence of this attributional bias was not evident among 4th and 5th graders 

(Bell-Dolan, 1995). Such discrepancies may be related to the development of various 

cognitive capabilities including abstract thinking (Harter, 1983; Higgins, 1991), future 

orientation (Steinberg et al., 2009) and social perspective-taking (Pfeifer et al., 2009). 

The social context changes for youth both in terms of meaning (e.g., perceived 

importance) and structure (e.g., entrance into middle school). For example, adolescence is 

characterized by the increasing importance of peers (Furman & Buhrmester, 1992), 

which may change the perceived meaning and consequences of peer victimization. 

Furthermore, adolescents must navigate increasingly complex relationships at multiple 

levels, including dyadic friendships, peer crowds, and romantic relationships (La Greca & 

Harrison, 2005). Last, behavioral norms do not remain constant over the course of 

childhood and adolescence. For example, the developmental appropriateness of crying in 

school, and thus the saliency to peers, is not the same for young children and adolescents. 
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Within the current literature there are often restricted age ranges in samples and, as such, 

there is a lack of examination of whether age is associated with the relation between 

anxiety and peer victimization. Therefore, it may prove useful to more closely examine 

age effects within single-study designs. 

Gender Differences 

Regarding gender, two findings appear to be quite robust in the literature. First, 

rates of overt, physical victimization are greater among boys than girls (Boulton & 

Underwood, 1992; Crick & Bigbee, 1998; Grills & Ollendick, 2002b; Hanish & Guerra, 

2000; Nansel et al., 2001; Olweus, 1991; Ostrov & Keating, 2004; Prinstein, Boergers, & 

Vernberg, 2001; Storch, Nock, et al., 2003; Whitney & Smith, 1993). Findings are not as 

conclusive regarding rates of relational victimization. Although some studies find that 

relational victimization is greater among girls than boys (Crick & Bigbee, 1998; Crick & 

Grotpeter, 1995; Xie, Cairns, & Cairns, 2002), other studies have found equivalent rates 

(Prinstein et al., 2001; Storch, Masia-Warner, & Brassard, 2003; Vuijk, van Lier, Crijnen, 

& Huiznik, 2007). Second, girls evidence greater rates of internalizing disorders in 

adolescence as compared to boys, whereas similar rates appear to be present throughout 

childhood (Angold, Erkanli, Silberg, Eaves, & Costello, 2002). Such findings should be 

considered when examining the relation between peer victimization and psychosocial 

functioning, including anxiety. 

Findings regarding differential effects of victimization on boys versus girls have 

been mixed. Most studies have suggested that the effects of peer victimization are more 

deleterious for girls than boys; that is, girls evidence greater psychosocial difficulties, 

including increased anxiety, after being victimized by peers (Bond, Carlin, Thomas, 
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Rubin, & Patton , 2001; Ellis, Crooks, & Wolfe, 2009; Grills & Ollendick, 2002b; Storch 

& Masia-Warner, 2004; Storch, Masia-Warner, & Brassard, 2003). It has been suggested 

that girls are more likely to internalize negative thoughts about themselves in the context 

of victimization (Grills & Ollendick, 2002b; Storch, Masia-Warner, & Brassard, 2003). 

There is some evidence to suggest that rather than just internalizing the experience, boys 

may also change their beliefs about peers in the face of victimization (Troop-Gordon & 

Ladd, 2005). It is important to note, however, that these findings have been with samples 

of youth in adolescence and early adolescence. Studies with youth in elementary school 

have not found these differences between boys and girls (Hanish & Guerra, 2002; 

Rudolph, Troop-Gordon, Hessel, & Schmidt, 2011). Similarly, Erath, Flanagan, and 

Bierman (2007) found that the association between social anxiety and peer victimization 

was stronger for boys than girls in middle school. This apparent discrepancy may be 

accounted for by the different pathways highlighted in the studies. Erath and colleagues 

(2007) examined path models of internalizing problems leading to subsequent peer 

victimization. Thus, boys with internalizing problems were found to be at an increased 

risk of victimization as compared to girls. It is possible that internalizing problems among 

males is more stigmatizing than among females (Hanish & Guerra, 2002). Symptoms of 

anxiety among boys may be more apparent and salient targets for victimization given 

gender-based expectations. These conjectures need to be further investigated before firm 

conclusions can be made. 

Retrospective Reports of Peer Victimization among Samples of 

 Adults with Anxiety Disorders 
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Although there is a dearth of research examining peer victimization among 

samples of youth in clinical settings (i.e., outpatient treatment centers), and youth with an 

anxiety disorder in particular, a few studies have examined retrospective reports of peer 

victimization among samples of adults with anxiety disorders. These studies shed some 

light on the potential long-term consequences of peer victimization as well as provide 

support for the connection between peer victimization and psychopathology. Findings 

suggest that, in particular, adults diagnosed with Social Phobia (SoP) demonstrate the 

greatest self-reported rates of being victimized by peers as children as compared to other 

internalizing disorders (McCabe, Antony, Summerfeldt, Liss, & Swinson, 2003; McCabe, 

Miller, Laugesen, Antony, & Young, 2010). Specifically, among a sample of adults being 

treated at an outpatient anxiety disorders clinic, 92% of individuals with a principal 

diagnosis of SoP reported a history of being teased or bullied, compared to 50% of 

individuals with Obsessive Compulsive Disorder (OCD) and 35% of individuals with 

Panic Disorder (McCabe et al., 2003). Although these prevalence rates were based on a 

single-item measure of bullying, a weakness of the study, a subsequent study using a 

more comprehensive measure had similar findings (McCabe et al., 2010). Additionally, 

across anxiety disorders, severe peer victimization was associated with an earlier age of 

onset of the principal disorder (McCabe et al., 2003). 

There is some research supporting the assertion that recalled childhood peer 

victimization is more closely associated with SoP than other psychopathology. For 

example, a smaller percentage (31.5%) of individuals with Major Depressive Disorder 

(MDD) recalled being victimized by peers as a child (Gladstone, Parker, & Malhi, 2006) 

as compared to the percentage reported by McCabe and colleagues (2003, 2010). 
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Recalled childhood victimization was only assessed for by use of two items administered 

during the course of an interview: whether the participant experienced “traumatic 

bullying by peers” and whether the individual believed the experience affected them. 

Depressed individuals who reported a history of peer victimization were more likely to 

have a nonmelancholic depression, higher levels of state anxiety, and increased rates of 

comorbid SoP or Agoraphobia as compared to individuals without a history of peer 

victimization (Gladstone et al., 2006). Interestingly, a recent study of Finnish adolescents 

demonstrated that peer victimization was associated with the presence of SoP but not 

depression when controlling for comorbidity (Ranta, Kaltiala-Heino, Pelkonen, & 

Marttunen, 2009). Although investigators assessed the frequency of both overt and covert 

forms of victimization, this was measured with only two items. In addition, given the 

large number of participants included in the study, SoP and depression were assessed 

through use of self-report measures. Considering the nature of fears present in SoP, it is 

not surprising that peer victimization appears to be closely related to the disorder. 

McCabe and colleagues (2010) found that current functioning (i.e., levels of 

social anxiety) among adults diagnosed with an anxiety disorder was associated with their 

reports of prior teasing in the domains of appearance (e.g., being teased for being 

unattractive, overweight, tall), social characteristics (e.g., being teased for looking 

nervous, not being good at conversations, not being cheerful) and performance-related 

issues (e.g., being teased for not being good at performances, not being good at sports, 

being scared to do things). Similar associations were not found for other domains of 

teasing, including family background (e.g., ethnic differences, wealth) and academics 

(e.g., being a nerd, answering questions in class, being a teacher’s pet). An earlier study 
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that was conducted among a sample of university students found that a reported history of 

teasing in the performance domain was associated with fear of negative evaluation as an 

adult, whereas being teased in the social domain was associated with depression, anxiety, 

and loneliness (Storch, Roth, et al., 2004). As noted by Storch and colleagues (2004), 

teasing in the social domain may confer a broader risk to youth given that it could be seen 

as an indictment on who they are as a person. Research is needed to examine the role that 

content of peer victimization and self-relevance of the teasing plays on adverse outcomes 

(Grills & Ollendick, 2002b; Storch, Nock, et al., 2003) and whether these relations are 

also seen among youth samples.   

Retrospective studies have important limitations to consider. First, it is difficult, if 

not impossible, to rule out the possibility of biased recall due to current mood state and 

social information processing tendencies (Bell-Dolan, 1995; Luebbe, Bell, Allwood, 

Swenson, & Early, 2010; Strauman, 1992; Reidy & Richards, 1997). Second, findings 

from retrospective studies cannot answer questions of causality. It is possible that certain 

characteristics of individuals with psychopathology or with a predisposition for 

psychopathology (e.g., shyness, negative affectivity) increase the likelihood of being 

victimized. In addition, it is critical to recognize that there are multiple paths leading to 

and stemming from peer victimization experiences. This fact can sometimes be glossed 

over when examining findings from retrospective studies in which particular clinical 

samples are used. Regardless, adults with an anxiety disorder, in particular SoP, evidence 

extremely high rates of recalled childhood peer victimization and, as such, it warrants 

further investigation. Currently, most of our knowledge of the relation between peer 

victimization and anxiety disorders is based on adult retrospective reports because, as 
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discussed below, there are a limited number of studies examining this relation in samples 

of youth with an anxiety disorder. 

Cross-Sectional Reports of Peer Victimization among Youth Samples 

Focused investigation of anxiety disorders and peer victimization among youth at 

this point has mostly centered on OCD. No studies were located for purposes of the 

current review that examined peer victimization among youth with a diagnosis (based on 

a diagnostic interview) of SoP, Generalized Anxiety Disorder (GAD), or Separation 

Anxiety Disorder (SAD). Storch and colleagues (2006) examined prevalence rates of 

overt and relational victimization among youth, ages 8 to 17, with OCD, diabetes, and 

healthy controls (i.e., youth attending regular checkups with their pediatrician). Over a 

quarter of youth with OCD reported clinically significant levels of peer victimization 

(i.e., 1 standard deviation above the mean of healthy controls) compared to less than a 

tenth of youth in each of the comparison groups. Results from the study also indicated 

that peer victimization partially mediated the relation between clinician-rated OCD 

severity and self-reported loneliness and fully mediated the relation between severity and 

self-reported depressive symptoms (Storch et al., 2006). Although these findings inform 

our understanding of peer victimization in OCD, OCD looks quite different behaviorally 

from other anxiety disorders. In particular, it is not yet clear whether overt features of the 

disorder (i.e., compulsions) fuel this relation or if other features of the psychopathology 

are important.  

Greater examination of the relation between peer victimization and diagnosis 

among youth is essential. First, studies among youth with an anxiety disorder will allow 

for the generalizability of findings to treatment-seeking populations. Second, some 
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researchers have suggested that the categorical approach to diagnosis obscures important 

underlying processes and relations (e.g., Hudziak, Wadsworth, Heath, & Achenbach, 

1999; Kendler et al., 1996). Inclusion of diagnosis when looking at youth internalizing 

(and externalizing) problems provides researchers the opportunity to compare a 

categorical diagnostic approach to a dimensional one. This comparison not only provides 

empirical evidence which informs theory, but also has a practical clinical application (i.e., 

Is peer victimization a risk factor for a particular disorder or for particular behavioral or 

psychological constructs?).  Last, studies have shown the importance of using multiple 

informants in the assessment of anxiety problems in youth (Choudhury, Pimentel, & 

Kendall, 2003; Comer & Kendall, 2004; Safford, Kendall, Flannery-Schroeder, Webb, & 

Sommer, 2005; Villabø, Gere, Torgersen, March, & Kendall, 2010). Examination of a 

diagnostician-report (i.e., diagnosis), along with parent- and child-reports will help to 

determine whether the relation between peer victimization and anxiety holds across 

multiple informants who are typically relied on for diagnostic assessment. The present 

study examines both categorical and dimensional measures of anxiety, specifically SoP, 

using multiple informants, which helps to address this gap in the literature.  

The bulk of the literature examining the concurrent relation between peer 

victimization and anxiety has been conducted with school-based samples. Hawker and 

Boulton’s (2000) meta-analysis of 20 years’ worth of cross-sectional studies found that 

peer victimization was associated with depression, social anxiety, general anxiety, 

loneliness, and self-esteem. The largest effect size was found for the association between 

peer victimization and depression (Pearson’s r = .29). The mean effect size for anxiety 

was .19. However, few studies included in the meta-analysis examined forms of 
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victimization beyond overt aggression. Subsequent studies have demonstrated a positive 

and significant association between relational victimization and internalizing problems 

among middle- and high school students, including social anxiety and loneliness (Storch 

& Masia-Warner, 2004); depressive symptoms, fear of negative evaluation, and social 

avoidance (Storch, Masia-Warner, & Brassard, 2003); and fear of future victimization 

(Boulton, Trueman, & Murray, 2008). Associations seem to be greater between social 

anxiety and relational victimization, as opposed to overt victimization; for example, 

Storch, Masia-Warner, and Brassard  (2003) found that among adolescent boys and girls 

there was an  r of .46 (p < .001) between social avoidance and relational victimization, 

but only  .17 (p < .001) between social avoidance and overt victimization. Robust 

conclusions, however, should not be drawn from only a small number of studies.  

Findings from Longitudinal Studies 

Empirical studies have suggested that peer victimization is associated with 

subsequent internalizing problems, including anxiety, in children and adolescents (Bond 

et al., 2001; Storch, Masia-Warner, Crisp, & Klein, 2005; Vernberg, Abwender, Ewell, & 

Beery, 1992). Victimization experiences can cause substantial distress, resulting for some 

in hypervigilance, fear of future attacks (Boulton et al., 2008), and/or self-blame for the 

victimization (Prinstein, Cheah, & Guyer, 2005). In turn, such reactions are thought to 

lead to social avoidance, increasing isolation, and loneliness. A study among over 2,000 

children who were assessed at 5- and 7 years of age found that peer victimization at age 5 

was associated with internalizing problems 2 years later even after accounting for any 

adjustment problems present at age 5 (Arseneault et al., 2006). A subsequent report found 

that experiencing peer victimization was still associated with increased internalizing 
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problems even after controlling for genetic predispositions (i.e., through use of a sample 

of monozygotic twin pairs) as well as preexisting internalizing problems (Arseneault et 

al., 2008). 

Consistent with findings that intra-individual characteristics, such as physical 

weakness (Hodges & Perry, 1999; Olweus, 1978), place youth at risk for peer 

victimization, some researchers have suggested that internalizing problems are predictive 

of peer victimization (Finnegan, Hodges, & Perry, 1996; Goldbaum, Craig, Pepler, & 

Connolly, 2003; Hodges & Perry, 1999; Troy & Sroufe, 1987). Youth with internalizing 

problems frequently exhibit physiological symptoms (Ginsburg, Riddle, & Davies, 2006; 

Storch et al., 2008) that may make them visible targets for bullies. In addition, they may 

present as emotionally labile (Carthy, Horesh, Apter, & Gross, 2010; Carthy, Horesh, 

Apter, Edge, & Gross, 2010; Suveg & Zeman, 2004). Hodges and Perry (1999) 

highlighted the importance of youths’ position in the larger social network by noting 

additional reasons why youth may be targeted by bullies: (a) bullies may expect that 

others will not respond in defense of a rejected peer; (b) rejected children may be isolated 

and vulnerable; and (c) rejected children may not be able to draw upon peer support to 

cope with victimization. Thus, it is important to recognize that anxious youth, particularly 

socially phobic youth, are also vulnerable to victimization due to lack of positive social 

relations (La Greca & Lopez, 1998; Strauss, Frame, & Forehand, 1987).  

The two pathways supported by studies (i.e., anxiety leading to peer victimization 

and peer victimization leading to anxiety) are not mutually exclusive. A recent meta-

analysis of longitudinal studies examining the relation between peer victimization and 

internalizing problems concluded just that (Reijntjes, Kamphuis, Prinzie, & Telch, 2010); 
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internalizing problems predicted significant increases in peer victimization and peer 

victimization predicted significant increases in internalizing problems; studies included 

participants from early childhood through adolescence. As noted by the investigators, 

given the limited number of studies and the methodology frequently employed, it was not 

possible to differentiate between anxiety and depression. Card and Hodges (2008) 

suggested that a “vicious cycle” exists between victimization and internalizing problems, 

such that one perpetually begets the other. There is some empirical support for this 

vicious cycle within single studies (i.e., as opposed to the integration of studies reaching 

different conclusions) (Hodges & Perry, 1999; McLaughlin, Hatzenbeuhler, & Hilt, 2009; 

Sweeting, Young, West, & Der, 2006). Given the sum of findings from longitudinal 

studies, it appears that youth with an anxiety disorder may be at an increased risk for 

being victimized by peers, which, in turn, likely perpetuates their anxiety, increasing the 

risk for future victimization, and so on. Thus, a better understanding of peer victimization 

in this at-risk group is critical to improving the efficacy of interventions aimed at 

preventing and/or counteracting bullying as well as interventions aimed at treating 

anxiety. 

Potential Mediators of the Relation between Peer Victimization and Anxiety 

Given that anxiety and peer victimization likely feed into one another, it is helpful 

to identify the mechanisms that perpetuate this vicious cycle. Principal mechanisms 

explored in the literature include self-perceptions, peer-perceptions, and emotion 

regulation. Very few studies have examined these variables within an integrative model 

and will thus be discussed separately. Moreover, mechanisms have been found to vary by 
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age and gender. The proposed study will examine the relation between self-perceptions, 

peer-perceptions, emotion regulation and peer victimization.    

Youth’s cognitive schemata (i.e., self-attributions and attentional biases) have 

been proposed as one such potential mechanism. Researchers have found that self-esteem 

and self-worth (i.e., attributions made about one’s own competencies and worth) 

mediates the relation between peer victimization and internalizing problems; although, it 

may moderate the relation for boys (Grills & Ollendick, 2002b; Ybrandt & Armelius, 

2010). Because girls are thought to be more relationally-oriented than boys, girls may 

internalize the victimization experience as a reflection of their personal shortcomings 

(Boulton & Underwood, 1992; Lagerspetz et al., 1988; Slee & Rigby, 1993), resulting in 

increased anxiety. Boys, on the other hand, typically allow for more developmentally 

appropriate forms of aggression in their relationships. Thus, peer victimization may only 

be associated with increased anxiety among boys with low self-worth (Grills & 

Ollendick, 2002b). For boys, low self-worth may be a risk factor for the development of 

internalizing problems, including anxiety; high self-worth may be a protective factor (La 

Greca & Fetter, 1995; Ollendick, 1983). In support of these overall findings, a propensity 

towards characterological self-blame (i.e., perceiving negative self-attributions to be 

internal, stable, and uncontrollable) has also been found to partially mediate the relation 

between self-reported victimization and psychosocial difficulties, including loneliness, 

anxiety, and low self-worth (Graham & Juvonen, 1998). 

 As noted by Ingram and Kendall (1987), a key cognitive component of anxiety is 

not only the self-schema (i.e., seeing oneself as anxious) but also an “other evaluative” 

schema (p. 527), in which cognitive processes facilitate threat perception. Individuals 
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with social anxiety appear to exhibit attentional, interpretative, and memory biases 

regarding negative and social-evaluative information in their environment (see Ledley & 

Heimberg, 2006). As such, cognitive content and processes that are other-focused may 

partially underlie the relation between peer victimization and anxiety. Additionally, peer 

victimization can result in rumination and increased physiological arousal to triggers 

associated with the victimization, even reaching levels consistent with posttraumatic 

stress (Storch & Esposito, 2003). It is not surprising, then, that peer victimization is 

associated with a fear of future victimization (Boulton et al., 2008) and is related to 

youths’ perceptions of peers’ trustworthiness and hostility (Troop-Gordon & Ladd, 

2005). Research has shown that preadolescent boys’ decline in positive peer perceptions 

was predictive of subsequent increases in peer victimization and mediated the relation 

between peer victimization and changes in internalizing problems (Troop-Gordon & 

Ladd, 2005). The same study suggested that although peer victimization was more 

strongly associated with self-perception than peer beliefs, it was important to examine 

more than just “self-referent thought processes” (Troop-Gordon & Ladd, 2005, p.1087) 

for internalizing problems. Cognitive and environmental shifts allowing for the greater 

salience of the peer group, rather than focus on specific peer relationships, may make 

peer beliefs an important factor to consider, particularly in pre-adolescence and 

adolescence. Fear of future attack may contribute to hypervigilance and a hostile 

misattribution bias, which has been shown to occur in anxious youth (Bell-Dolan, 1995). 

Misinterpretation and/or fear of peers’ actions may help to explain the pathway from 

victimization to anxiety as well as the reverse. 
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Youths’ ability to adaptively respond and regulate emotional responses may help 

to explain the link between peer victimization and anxiety (Reijntjes, Stegge, Terwogt, 

Kamphuis, & Telch, 2006; Suveg & Zeman, 2004). Thompson (1994, pp.27-28) defines 

emotion regulation as “extrinsic and intrinsic processes responsible for monitoring, 

evaluating, and modifying emotional reactions, especially their intensive and temporal 

features, to accomplish one’s goals.” Poor emotion regulation strategies appear to 

facilitate negative internal representations of rejection experiences and perpetuate 

negative affectivity (Reijntjes et al., 2006). Reijntjes and colleagues found that 

passive/disengaged responses to a rejection experience were negatively associated with 

mood improvement. In addition, intense and dysregulated fear responses may interfere 

with social-cognitive processing and problem solving, as has been shown with late- 

elementary school children (Terranova, 2009). Another possibility is that deficits in the 

ability to manage negative affect may also increase youth’s visibility as potential targets 

of victimization. For this reason, the present study focuses on overall emotional lability 

(Shields & Cicchetti, 1997). Research among adolescents has demonstrated that emotion 

dysregulation mediates the relation between relational/reputational victimization and 

internalizing symptoms, but not overt victimization (McLaughlin et al., 2009). 

Specifically, increases in emotion dysregulation mediated the relation between peer 

victimization and subsequent symptoms of anxiety and depression, but not between these 

internalizing symptoms and subsequent relational victimization (McLaughlin et al., 

2009). Emotion dysregulation consisted of poor emotional awareness, dysregulated 

expression of anger and sadness, and ruminative responses to distress. These findings 

lend support to the notion that emotion dysregulation facilitates negative internalization 
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of victimization experiences. Another study, however, found that negative emotionality 

(i.e., displays of anger and sadness, low soothability) functioned as a moderator of the 

relation between victimization and depressive symptoms in second grade girls (Sugimura 

& Rudolph, 2012). Both overt and relational victimization were predictive of depressive 

symptoms in girls with high but not low negative emotionality (Sugimura & Rudolph, 

2012). It may only be a subset of victims who exhibit difficulties with regulating their 

emotions (Wilton, Craig, & Pepler, 2000). Youth with an anxiety disorder, in particular, 

may be at risk for maladaptive responses to victimization which, in turn, increases the 

probability of future victimization and poor peer relationships. 

Summary 

There has been considerable research on the characteristics, antecedents, and 

consequences of peer victimization, with studies investigating these issues with 

increasing depth and nuance. Whether physical or verbal, overt or covert, online or in 

person, relational or otherwise, bullying has been associated with a host of psychosocial 

consequences, and in particular internalizing problems (Callaghan & Joseph, 1995; 

Hawker & Boulton, 2000; Klomek et al., 2007; Woods et al., 2009). Interestingly, 

research suggests that internalizing problems may not only be a consequence of peer 

victimization, but also a risk factor for it (Card & Hodges, 2008; Reijntjes et al., 2010). 

Such findings suggest that youth with an anxiety disorder may be more likely to have a 

history of peer victimization and may be at particular risk for experiencing future 

victimization and its negative concomitants, including increased levels of anxiety.         

Retrospective reports from samples of adults with an anxiety disorder suggest that 

SoP in particular is closely linked with experiencing victimization in childhood (McCabe 
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et al., 2003; McCabe et al., 2010). Moreover, there appears to be a cohesive link between 

the recalled content of the victimization and the nature of the present psychopathology 

among these samples (McCabe et al., 2010). Surprisingly, the connection between peer 

victimization and anxiety disorders has been virtually unexplored among youth samples. 

Such studies will improve upon findings from extant retrospective studies with adult 

samples by examining the concurrent relation between victimization and anxiety and by 

addressing some of the methodological limitations inherent in retrospective studies. 

Furthermore, studies among youth with anxiety disorders will complement and build 

upon research conducted among school-based samples by examining the role of peer 

victimization on psychosocial adjustment at functionally impairing levels of anxiety. As 

such, it will improve generalizability of findings to youth seeking treatment for anxiety 

disorders. The development and implementation of effective prevention programs and 

interventions rely on a clear delineation of mechanisms fueling the relation between peer 

victimization and internalizing problems. For those mental health professionals working 

with anxious youth, youth in general, and even adult clients, it is important to recognize 

the enormous negative effect and influential role that experiencing peer victimization can 

have. Given the centrality and long-term influences of peer relations to youths’ 

psychosocial functioning, safety, and general well-being, continued research in this area 

is critical. 

Study Questions and Hypotheses 

The current study examined the presence of characteristics of peer victimization 

among youth seeking treatment for anxiety disorders. The primary research question 

examined whether peer victimization is associated with SoP severity and whether it is 
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more common in youth with a diagnosis of SoP as compared to GAD or SAD. SoP 

severity was measured by clinician-, parent-, and self-reports. The present study also 

explored whether peer victimization is associated with psychosocial functioning (i.e., 

anxiety, depressive symptoms, loneliness) in this sample. Last, the study examined 

whether cognitive and affective factors helped to explain the relation between peer 

victimization and psychosocial functioning.  

The primary research question asks (a) if peer victimization, both overt and 

relational, is predictive of SoP severity and (b) which domains of teasing are associated 

with SoP. It was hypothesized that overt victimization and relational victimization would 

each be significantly predictive of SoP severity after controlling for age, gender, and 

global psychological functioning. Global psychological functioning was included to 

control for overall severity of disturbance and to help determine the specific variability 

accounted for by peer victimization. Clinician-ratings of impairments have been found to 

reflect disruptive and emotional behavior problems, family problems, social difficulties, 

and academic difficulties (e.g., Aderka et al., 2012; Coghill et al., 2006; Valderhaug & 

Ivarsson, 2005). It was also hypothesized that higher levels of victimization would be 

more common in youth with a principal diagnosis of SoP as compared to youth with a 

principal diagnosis of GAD or SAD. As noted, numerous studies have highlighted the 

strong relation between social anxiety and peer victimization and adult retrospective 

studies have shown that individuals with a diagnosis of SoP report considerably high 

rates of childhood victimization. It was also hypothesized that teasing in the social, 

appearance, and performance domains would be predictive of SoP severity. It was 
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hypothesized that the above-mentioned relations would be strongest for self-reported SoP 

severity as compared to clinician-rating and parent-report.  

Secondly, the study was interested in advancing our knowledge of the relations 

between peer victimization and psychosocial adjustment among this population. The 

secondary research questions ask if overt and relational victimization are significantly 

associated with anxiety severity, depressive symptoms, and loneliness. In addition, the 

study examined whether youth’s emotional lability, self-esteem, and perceptions of peers 

significantly predicted psychosocial adjustment above and beyond peer victimization. It 

was hypothesized that the severity of overt and relational victimization would be 

significantly and negatively associated with youths’ psychosocial adjustment (i.e., peer 

victimization would be significantly and positively associated with measures of anxiety, 

depressive symptoms, and loneliness). Moreover, it was hypothesized that relational 

victimization would add unique information to the prediction of internalizing symptoms 

above and beyond overt victimization. Based on previous study findings, it was also 

believed that greater associations would be present between relational victimization and 

internalizing symptoms than overt victimization. It was hypothesized that youths’ 

emotional lability, self-esteem, and perception of peers would be significantly associated 

with psychosocial adjustment above and beyond peer victimization. 

In addition, the study was interested in a number of exploratory questions: (a) 

whether cyber victimization was also predictive of SoP severity, (b) whether bully/victim 

status (i.e., youth endorsing both victimization and bullying behavior) was associated 

with different outcomes than victims and non-victims, and (c) whether the primary 

research questions were affected by an interaction between age and gender.  
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CHAPTER 2 
METHOD 

 
Participants 

Participants were youth (n = 90; 47 boys, 43 girls) and their parents seeking 

treatment at the outpatient Child and Adolescent Anxiety Disorders Clinic at Temple 

University. Youth were referred for treatment from multiple resources (e.g., school 

counselors, physicians, mental health facilities, parents). Participants’ ages ranged from 6 

years to 17 years, with a mean of 11.06 years (SD = 3.09). The most common principal 

diagnoses were GAD (n = 38), SoP (n = 28), Specific Phobia (n = 13), and SAD (n = 9). 

Of the 90 youth, 19 (21.1%) met criteria for at least one co-principal diagnosis. Five 

youth had a co-principal externalizing disorder (with 4 of those youth receiving a 

diagnosis of Attention-Deficit/Hyperactivity Disorder – Inattentive Type). Two youth had 

a past mood disorder. The sample was predominantly Caucasian (83.3%), followed by 

Hispanic (5.6%), African American (3.3%) and Asian (3.3%) (missing n = 4). The 

majority of participants’ families had an estimated annual household income greater than 

$80,000 (40.0%), followed by $40,000 to $79,999 (34.5%), and $0 to $39,999 (17.8%) 

(missing n = 9).  The majority of youths’ parents were married (72.2%), with the 

remainder being divorced (12.2%), never married (4.4%), separated (3.3%), and widowed 

(1.1%) (missing n = 4).  

Measures 

Anxiety Disorders Interview Schedule for Children - Child and Parent Versions (ADIS- 

C/P; Silverman & Albano, 1996) 

The ADIS-C/P is a semi-structured diagnostic interview used to assess anxiety 

disorders in youth. The interview also assesses for mood and externalizing disorders. A 
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diagnostician administers the interview to youth and their parents. CSRs reflect the 

distress and interference attributable to a particular disorder. CSRs range from 0 to 8 (0 = 

no symptoms, 1 - 3 = symptoms not meeting diagnostic levels, and 4 - 8 = symptoms 

meeting diagnostic criteria). The disorder with the greater CSR rating is assigned 

principal diagnosis status (a CSR of 4 or greater is required for a diagnosis). The ADIS-

C/P has strong concurrent validity (Wood, Piacentini, Bergmran, McCracken, & Barrios, 

2002) and good inter-rater reliability with kappas ranging from .59 to .82 (Rapee, Barrett, 

Dadds, & Evans, 1994). Retest reliability for both parent and child interviews are very 

good with kappa coefficients ranging from .80 to .92 for GAD, SoP, SAD, and Specific 

Phobias (Silverman, Saavedra, & Pina, 2001). Diagnostic training at the CAADC follows 

recommended guidelines, with all diagnosticians reaching and maintaining acceptable 

reliability (i.e., Cohen’s Kappa > .85).  

Asher Loneliness Scale 

 The Asher Loneliness Scale (Asher & Wheeler, 1985) is a 16-item self-report 

form that measures feelings of loneliness, social adequacy, and subjective estimations of 

peer status. Items are rated on a Likert scale ranging from 1 (not true at all for me) to 5 

(very true for me). Factor analysis has demonstrated one factor that includes all 16 items. 

The Loneliness Scale has demonstrated good psychometric properties, including 

convergent validity and strong internal consistency (Asher & Wheeler, 1985). The scale 

has been shown to be inversely related to positive peer nominations. The Cronbach’s 

alpha for the scale in the current sample was .90. 

Children's Depression Inventory (CDI; Kovacs, 1981, 1992) 
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 The CDI is a 27-item self-report measure that assesses depressive 

symptomatology in children and adolescents, ages 7 to 17. Subscales include measures of 

negative mood, interpersonal difficulties, negative self-esteem, ineffectiveness, and 

anhedonia. The CDI has good psychometric properties. Internal consistency coefficients 

range from .71 to .89 and test-retest reliability ranges from .74 to .83 for a 2 to 3 week 

time interval (Kovacs, 1992). CDI scores are negatively associated with self-esteem and 

positively associated with negative cognitive attributions and hopelessness (Kazdin, 

French, Unis, Esveldt-Dawson, & Sherick, 1983; Kovacs, 1981). Predictive validity has 

been demonstrated and CDI scores have been shown to adequately differentiate 

depressive disorders from other disorders (Timbremont, Braet, & Dreessen, 2004). The 

Cronbach’s alpha for the CDI in the present sample was .83. 

Children’s Global Assessment Scale (CGAS; Shaffer et al., 1983) 

 The CGAS is a clinician-rated measure of youths’ global psychological 

functioning. Scores range from 1 to 100, with 100 reflecting extremely good 

psychological adjustment. The scale includes anchor points with corresponding 

behavioral descriptions in order to guide clinicians. The CGAS demonstrates high retest 

reliability (ICC = .69 to .95) and interrater reliability (ICC = 0.74 to 0.87), and has been 

shown to discriminate between inpatients and outpatients (Shaffer et al., 1983; Bird, 

Canino, Rubio-Stipec, & Ribera, 1987; Dyrborg et al., 2000; Schorre & Vandvik, 2004). 

Inter-rater reliability for the CGAS among diagnosticians in the clinic was found to be 

acceptable (intraclass corerelation = .73). 

The Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997) 
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 The ERC is a parent-rated measure assessing children’s ability to control their 

emotions. The ERC includes 24 items that are rated on a 4-point Likert scale (1 = 

rarely/never, 2 = sometimes, 3 = often, 4 = almost always). Factor analysis yielded two 

factors: Lability/Negativity and Emotion Regulation. Lability/Negativity reflects emotion 

dysregulation, such as children’s mood swings and negative affect. Items on this scale 

include “exhibits wide mood swings,” “is easily frustrated,” and “can recover quickly 

from episodes of upset or distress.”  Emotion Regulation reflects children’s ability to 

react appropriately in situations and their emotional self-awareness. Items on this scale 

include “responds with positive emotions to neutral or friendly overtures by peers” and 

“can say when s/he is feeling sad, angry or mad, fearful or afraid.” ERC 

Lability/Negativity was used in the present study and Cronbach’s alpha in this sample 

was .79.  

Harter’s Self-Perception Profile for Children (SPPC; Harter, 1985) 

 The SPPC is a 36-item self-report measure of children’s self-worth globally and 

in particular domains, including scholastic competence, social acceptance, athletic 

competence, physical appearance, and behavior conduct. Only the global self-worth scale 

(GSW) was used in the present study. This scale includes 6 items. Each item is presented 

as two opposing statements that the child chooses between and then selects whether it is 

“really true” or “sort of true” for them. Total scores are averaged and range from 1 to 4, 

with 4 reflecting greater self-worth. The SPPC has good psychometric properties with 

internal consistency coefficients for the GSW ranging from .74 to .84. Cronbach’s alpha 

in this sample was .94.  

Multidimensional Anxiety Scale for Children 
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 (MASC; March, Parker, Sullivan, Stallings, & Conners, 1997) 

 The MASC is a 39-item self-report scale that measures anxious symptomatology 

in youth ages 8-16. Items are rated on a 4-point Likert-type scale (0 = “Never true about 

me”, 3 = “Often true about me”). In addition to an overall anxiety score, the MASC 

includes four subscales (physical symptoms, social anxiety, harm avoidance, and 

separation anxiety). The MASC has been reworded for use with parents as a research 

instrument. Total scores and the social anxiety subscale were used in the current study. 

The social anxiety subscale has been shown to accurately discriminate between youth 

with and without SoP (Villabø et al., 2012). The MASC has good psychometric 

properties with internal consistencies of .90 for the total scores and coefficients ranging 

from .74 to .85 for the subscales (March et al., 1997; March, Sullivan, & Parker, 1999). 

Convergent, concurrent, and discriminant validity has also been demonstrated (see March 

et al., 1997; March & Albano, 1998; Wood et al., 2002). Cronbach’s alpha for child-rated 

total anxiety and social anxiety were .91 and .89, respectively. Cronbach’s alpha for 

parent-rated total anxiety and social anxiety were .86 and .89, respectively.  

Peer Belief Inventory (PBI; Rabiner, Keane, & MacKinnon-Lewis, 1993) 

The PBI is a 12-item self-report measure that assesses children’s perceptions of 

their peers’ social characteristics, including prosocial and antisocial tendencies. Items are 

rated on a 5-point Likert scale (1 = not very true, 5 = very true). The PBI has good 

psychometric properties (Rabiner et al., 1993), including adequate internal consistency 

(Troop-Gordon & Ladd, 2005). The Cronbach’s alpha for the PBI in this sample was .92. 

Social Experience Questionnaire- Self-Report (SEQ-S; Crick & Grotpeter, 1996)  
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The original SEQ-S is a 15-item, self-report measure that assesses youths’ overt 

peer victimization, relational peer victimization, and reception of prosocial behaviors. 

Only the first two scales were used in the current study. The present study used an 

adapted version of the SEQ-S used by Storch and Masia-Warner (2004) which added two 

items to the overt victimization scale (e.g.., “How often do kids yell or curse at you?”) 

and four additional items to the relational victimization scale (e.g., “How often do kids 

ignore you on purpose to make you feel bad?”) in order to better capture the range of 

possible victimization experiences. In addition, 4 items used by Dempsey and colleagues 

(2009) were included to capture cyber victimization (e.g., “A student sent me a text 

message or instant message that was mean or that threatened me”) and were used in 

exploratory analyses. Items are rated on a 5-point Likert scale (1 = never, 5 = all the 

time). In order to assess for bullying behavior, additional items were included by 

reversing victimization questions (e.g., “How often do you hit another kid at school?”). In 

order to compare differences among victims, non-victims, and bully/victims, a cut-off 

was used. Youth endorsing any form of victimization as occurring “sometimes” or above 

were considered victims. Similar cut-offs have been used in previous studies examining 

peer victimization (Kochenderfer & Ladd, 1996; Wolke, Woods, & Samara, 2009) and is 

consistent with the construct of bullying and victimization noted previously. The SEQ-S 

demonstrates good psychometric properties, with adequate internal consistency (Crick & 

Grotpeter, 1996; Grotpeter & Crick, 1996; Storch & Masia-Warner, 2004) and good test-

retest reliability (Crick, 1996). The Cronbach’s alpha for the Overt Victimization, 

Relational Victimization, and Cyber Victimization scales in this sample were .81, .92, 

and .69, respectively. 
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Teasing Questionnaire-Revised (TQ-R; Storch, Roth, et al., 2004) 

 The TQ-R is a 29-item self-report measure that assesses recalled childhood 

teasing experiences. Subscales include teasing in the following domains: performance, 

appearance, social, family, and academic excellence. Items are rated on a 5-point Likert 

scale (0 = I was never teased about this, 4 = I was always teased about this). The TQ-R 

was adapted for use with a youth sample rather than an adult sample (i.e., verb tense of 

items was changed; for example, “I was teased because I was not good at sports” was 

changed to “I have been teased because I am not good at sports”). The TQ-R 

demonstrates good psychometric properties, with internal consistency ranging from .47 to 

.87 for the individual subscales. Test-retest reliabilities ranged from .66 to .89 for the 

individual subscales (Strawser, Storch, & Roberti, 2005). Test-retest reliability between 

initial assessment and initial therapy appointment (on average 2 weeks) in the present 

sample was examined in a random subset of youth and was found to be .96. Internal 

consistency for total teasing was high in this sample with a Cronbach’s alpha of .94. 

Internal consistency of subscales was comparable to previous findings with the following 

Cronbach’s alpha: .59 for Performance, .88 for Academics, .79 for Social, .70 for family 

background, and .86 for appearance. 

Procedures 

All youth and their parent(s) seeking treatment at the CAADC were given the 

opportunity to participate. Youth were asked to provide their written assent and their 

parent(s) were asked to provide written consent to participate. As part of the CAADC 

initial assessment procedures, youth and their parent(s) are administered the ADIS-IV, 

C/P (Silverman & Albano, 1996) by a reliable diagnostician to determine diagnoses and 
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functional impairment. This semi-structured interview takes approximately 2 hours. 

Youth were asked to complete self-report measures and their parent(s) were asked to 

complete questionnaires as part of these procedures. Completion of these forms took 

approximately 1 hour. All information was gathered prior to commencement of 

treatment. 

Complete data was gathered on diagnostician-rated measures (i.e., ADIS C/P), 

whereas some participants did not fully complete youth- and parent-report measures.  

Analyses accounted for missing data through use of pairwise deletion which requires data 

to be missing completely at random (Peugh & Enders, 2004; Rubin, 1976). Chi-square 

analyses showed that missingness was independent of gender. A series of t-tests 

compared missing and complete cases for overt victimization, relational victimization, 

and teasing on major study variables. Comparisons between missing cases and complete 

cases showed no significant differences on age, social anxiety (clinician-, youth-, and 

parent-rated), global psychological functioning, depressive symptoms, lability, peer 

beliefs, self-esteem, and total anxiety.   
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CHAPTER 3 
RESULTS 

 
Primary Analyses 

Means and standard deviations of victimization, clinician-rated SoP severity, 

parent-rated social anxiety, child-rated social anxiety, child-rated total anxiety, and global 

psychological functioning are presented in Table 1. Correlations among variables are 

included in Table 2. Overall, levels of overt and relational victimization in this sample on 

original SEQ-S items (Movert = 3.87, S.D.overt = 1.63; Mrelational = 7.61, S.D.relational = 3.77) 

were greater than those reported by Crick and Grotpeter (1996) for third through sixth 

graders attending public schools in a moderately sized Midwestern town (Movert = 2.22, 

S.D.overt = .95; Mrelational = 2.27, S.D.relational = .90)1. Current sample means of overt and 

relational victimization using all items from the adapted SEQ-S are noted in Table 1. 

Correlational analyses show that overt and relational victimization were significantly 

positively associated with MASC-C total anxiety and MASC-C social anxiety. 

Victimization was not significantly associated with clinician-rated SoP severity, parent-

rated social anxiety, or global psychological functioning. 

Relation between Peer Victimization and Severity of Social Phobia Symptoms 

Linear multiple regression analyses examined whether overt and relational 

victimization were associated with clinician-, parent-, and self-reported SoP symptoms. 

Separate regressions were run for overt and relational victimization; results  

                                                            
1 A one-sample t-test was conducted showing a significant difference for overt victimization, t(83) = 9.25, p 
< .001, and for relational victimization, t(81) = 12.84, p < .001. Only original SEQ-S items were used to 
calculate victimization scores for purposes of this comparison. Due to age differences between the current 
sample and the sample in Crick and Grotpeter (1996), the same analyses were rerun limiting the present 
sample to youth between grades 3 and 6. Similar significant results were found. For overt victimization, 
t(39) = 5.85, p < .001; for relational victimization, t(37) = 7.87, p < .001. 
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Table 1. Means and Standard Deviations of Overt and Relational Victimization, 
Social Anxiety, Total Anxiety, and Global Psychological Functioning 

 
Dependent variable Total Sample (N = 90) 
                   n range mean S.D 

Overt Victimization 84 5-19 6.73 2.71
Relational Victimization 82 9-40 14.44 6.85
Clinician-rated SP Severity 90 0-7 3.04 2.31
Self-Report Social Anxiety 86 0-26 11.80 7.12
Parent-Rated Social Anxiety 81 2-27 16.17 6.68
Total Anxiety 78 7-100 50.65 19.45
Global Psychological Functioning 90 38-70 54.33 6.74

 

 

Table 2. Correlation Matrix of Age and Primary Measures 

   1  2  3  4  5  6  7  8  9 

1. Age  ‐ 

2. Overt Victimization    ‐.14  ‐ 

3. Relational Victimization    ‐.08    .75***  ‐ 

4. Teasing   .16    .38***    .54***  ‐ 

5. Clinician‐Rated SP Severity     .24*   ‐.12   ‐.07    .02  ‐ 

6. Self‐Report Social Anxiety   .14  .30**    .45***    .47***  .37***  ‐ 

7. Parent‐Rated Social Anxiety   .20   ‐.06   ‐.06    .01  .61***  .34**  ‐ 

8. Total Anxiety    ‐.03  .32**    .37***   .40***   .23*   .77***  .13  ‐ 

9. Global Psychological Functioning  ‐.15    .02    .04    ‐.07  ‐.33**   ‐.16     ‐.20  ‐.15  ‐ 

*p < .05.  **p < .01.  ***p < .001



 

 40

are presented in Table 3 and Table 4. For each regression model, gender (coded as 0 or 1) 

and age were entered into the first step, global psychological functioning was entered into 

the second step, and peer victimization was entered into the third step. To control for 

family-wise error rate, a bonferroni correction was used and the criterion alpha was .008. 

As seen in Table 3, the results showed support for the association between overt 

victimization and self-reported social anxiety symptoms after controlling for age, gender, 

and global psychological functioning. The result of the final model show that all 

predictors explained 15.0% of the variance (R2 = .15, F(4,77) = 3.39 , p = .013). Overt 

victimization accounted for a significant proportion of the variance after controlling for 

the other variables, R2 change = .11, F(1,77) = 10.16 , p = .002. It was found that overt 

victimization significantly predicted self-reported social anxiety (β = .35, p < .008). No 

other predictors in the model were significant. The regression model predicting clinician-

rated Social Phobia severity was significant and explained 16.1% of the variance (R2 = 

.16, F(4,79) = 3.80 , p = .007). Global psychological functioning was the largest predictor 

of clinician-rated SoP severity, although it was not statistically significant given the 

criterion alpha (β = -.27, p = .01). Overt victimization was not a significant predictor in 

this model. The overall model predicting parent-rated social anxiety was not significant 

and there were no significant predictors of parent-rated social anxiety.  

As seen in Table 4, the results support the association between relational 

victimization and self-reported social anxiety after controlling for age, gender, and global 

psychological functioning. The final model was significantly predictive of self-reported 

social anxiety and showed that all predictors explained 26.30% of the variance (R2 = .26, 

F(4,75) = 6.68 , p < .001). Relational victimization accounted for a significant proportion 
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of the variance after controlling for the other variables, R2 change = .23, F(1,75) = 23.11 , 

p < .001. It was found that relational victimization significantly predicted self-reported 

social anxiety (β = .48, p < .001). No other predictors in the model were significant. The 

regression model predicting clinician-rated SoP severity was significant and explained 

18.6% of the variance (R2 = .19, F(4,77) = 4.54 , p = .003). Global psychological 

functioning significantly predicted clinician-rated Social Phobia severity (β = -.31, p = 

.003) and age was approaching significance (β = .21, p = .05). Relational victimization 

was not a significant predictor in this model. The overall model predicting parent-rated 

social anxiety was not significant and there were no significant predictors of parent-rated 

social anxiety.  

 

Table 3. Multiple Regression Examining Overt Victimization as a Concurrent 
 Predictor of Youths’ Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

  ΔR2 β ΔR2 β ΔR2 β 

Predictor 
Step 1 .09† .03 .02

Age         .23† .16 .13 
Gender       .15 .04 -.01 

Step 2 .07† .02 .02
Age        .21† .15 .12 

Gender      .14 .03 -.02 
CGAS    -.27 †† -.14 -.15 

Step 3 .00 .00 .11*
Age       .21 .15 .17 

Gender       .13 .02 .06 
CGAS       -.27 -.14 -.15 

OV        -.06 -.01 .35* 

Total R2 .16* .05 .15†

N 84  77  82   
Note. CGAS = Children’s Global Assessment Scale; OV = overt victimization.  
† p < .05. †† p < .01. * p < .008. ** p < .001. 
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Table 4. Multiple Regression Examining Relational Victimization as a Concurrent 
Predictor of Youths’ Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

  ΔR2 β ΔR2 β ΔR2 β 

Predictor 
Step 1 .09† .03 .02 

Age .24† .16        .13 
Gender      .15 .02   -.02 

Step 2 .10* .03   .02 
Age .21† .15    .12 

Gender      .14 .01   -.03 
CGAS -.32* -.17       -.14 

Step 3    .00 .00  .23**
Age .21† .15    .16 

Gender      .14 .00     .01 
CGAS -.31* -.17   -.17 

RV     -.03 -.04 .48** 

Total R2 .19* .06 .26**

N 82  75  80   
Note. CGAS = Children’s Global Assessment Scale; RV = relational victimization.  
† p < .05. †† p < .01. * p < .008. ** p < .001. 

 

Given that the TQ-R has only been used in adult populations previously, 

exploratory analyses examined whether teasing was predictive of clinician-, parent-, and 

self-reported SoP symptoms. As seen in Table 5, the results showed support for the 

association between teasing and self-reported social anxiety after controlling for age, 

gender, and global psychological functioning. The final model was significantly 

predictive of self-reported social anxiety and showed that all predictors explained 24.40% 

of the variance (R2 = .24, F(4,70) = 5.66 , p = .001). Teasing accounted for a significant 

proportion of the variance after controlling for the other variables, R2 change = .20, 

F(1,70) = 18.31 , p < .001. It was found that teasing significantly predicted self-reported 

social anxiety (β = .45, p < .001). No other predictors in the model were significant. 
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These results suggest that controlling for age, gender, and global psychological 

functioning, youth with greater levels of teasing have higher levels of self-reported social 

anxiety. The regression model predicting clinician-rated SoP severity was significant and 

explained 17.6% of the variance (R2 = .18, F(4,71) = 3.80 , p = .007). Global 

psychological functioning significantly predicted clinician-rated SoP severity (β = -.32, p 

= .005). Teasing was not a significant predictor in this model. The overall model 

predicting parent-rated social anxiety was not significant and there were no significant 

predictors of parent-rated social anxiety. 

 

Table 5. Multiple Regression Examining Teasing as a Concurrent Predictor of Youths’ 
Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

  ΔR2 β ΔR2 β ΔR2 β 

Predictor 
Step 1   .08 .04 .02

Age .24† .21       .14 
Gender      .13 -.01   -.03 

Step 2 .10* .04 .03
Age       .21 .19   .12 

Gender      .11 -.03   -.04 
CGAS -.32* -.21   -.17 

Step 3   .00 .00 .20**
Age      .21 .20    .05 

Gender      .11 -.03   -.01 
CGAS -.32* -.21  -.14 

Teasing      -.03 -.03 .45** 

Total R2 .18* .09 .24**

N 76  70  75   
Note. CGAS = Children’s Global Assessment Scale; RV = relational victimization.  
† p < .05. †† p < .01. * p < .008. ** p < .001. 
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Relation between Peer Victimization and Principal Diagnosis 

Analyses examined characteristics of victims (youth endorsing any victimization 

item on the SEQ-S as occurring at least “sometimes”) and non-victims. A chi-square 

analysis examined whether victim status was independent of sex and an independent 

samples t-test was run to determine whether victims and non-victims significantly 

differed in age. A chi-square analysis examined whether victim status was independent of 

principal diagnosis. Analyses initially included youth with a single principal diagnosis of 

SAD, SoP, and GAD (i.e., without a comorbid principal diagnosis of SAD, SoP, or 

GAD). However given cell counts less than 5, SAD was excluded from analyses. Given 

the possibility that principal diagnosis was less important than the mere presence or 

absence of SoP, the next analysis examined whether victim status was independent of the 

presence or absence of SoP. Additionally, independent sample t-tests examined whether 

there were any differences between those with and without a diagnosis of SoP on overt 

victimization, relational victimization, and teasing.  

Analyses did not demonstrate a significant association between gender and 

whether or not youth were classified as a victim, χ2(1) = 1.49, p = .22, odds ratio = 1.73 

(see Table 6). Similarly, analyses did not find a significant difference in age between 

victims and non-victims, t(79) = .68, p =.50.  There was not a significant association 

between anxiety disorder diagnosis and whether or not the youth was classified as a 

victim, χ2(1) = 1.37, p=.24, odds ratio = 2.08 (see Table 7). Analyses did not show a 

significant association between the presence or absence of SoP and whether or not the 

youth was classified as a victim, χ2(1) = .022, p=.88, odds ratio = 1.07 (see Table 8). 

Additional analyses demonstrated that there were no significant differences between 
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those with or without a diagnosis of SoP on overt victimization, t(82) = .46, p=.65; 

relational victimization, t(80) = .53, p=.60; or teasing, t(74) = -.22, p = .83. 

 

Table 6. Crosstabulation of Gender and Victim Status 
 
   Gender 

Victim Status  Males  Females 

non‐victim  17  22 

victim  24  18 

 

Table 7. Crosstabulation of Principal Diagnosis and Victim Status 
 
   Diagnosis 

Victim Status  SoP  GAD 

non‐victim  10  11 

victim  7  16 
 
 
 
Table 8. Crosstabulation of SoP Diagnosis and Victim Status 
 
   SoP Diagnosis 

Victim Status  SoP  no SoP 

non‐victim  22  17 

victim  23  19 
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Relation between Severity of Social Phobia Symptoms and Domains of Teasing 

A linear multiple regression was performed to examine whether the five domains 

of teasing (performance, academic, social, family background, and appearance) were 

associated with severity of SoP symptoms. Three series of regressions were run to 

examine the relation between the domains of teasing and clinician-, parent-, and youth-

rated SoP symptoms. To control for the family-wise error rate, the criterion for alpha was 

set at .017. Analyses controlled for age and gender. Age and gender were entered into the 

first step and the five domains of teasing were entered into the second step of the model.  

As seen in Table 9, the results support the association between the domains of 

teasing and self-reported social anxiety after controlling for age and gender. The final 

model was significantly predictive of self-reported social anxiety and showed that all 

predictors accounted for 26.70% of the variance (R2 = .27, F(7,67) = 3.49 , p = .003). The 

domains of teasing accounted for a significant proportion of the variance after controlling 

for age and gender, R2 change = .25, F(5,67) = 4.54 , p = .001. Although none of the 

specific domains of teasing significantly predicted self-reported social anxiety, teasing in 

the social domain stood out as the predictor with the greatest value, (β=.40, p = .06). The 

other models predicting clinician-rated SoP severity and parent-rated social anxiety were 

not significant and the domains of teasing in these models were not significantly 

associated with the outcome variables. The largest beta value predicting parent-rated 

social anxiety was teasing in the family domain, (β=.43, p = .07), but was not significant. 
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Table 9. Multiple Regression Examining Domains of Teasing as Concurrent 
Predictors of Youths’ Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

  ΔR2 β ΔR2 β ΔR2 β 

Predictor 
Step 1 .08 .04     .02 

Age .24 † .20 .14 
Gender .13 -.01 -.03 

Step 2 .03 .07 .25**
Age .23 .24 .05 

Gender .17 .01 .05 
 Performance .04 -.20 .09 

 Academics -.25 -.26 -.15 
 Social .19 .21 .40 
Family -.04 .43 .02 

 Appearance .06 -.21 .20 

Total R2 .11 .12       .27* 

n 76  70  75   
† p < .05. †† p < .01. * p < .008. ** p < .001 

 

 

Secondary Analyses 

Association between Peer Victimization and Internalizing Symptoms 

Pearson product-moment correlations were run between overt and relational 

victimization and the following measures of internalizing symptoms: MASC-C Total 

Score, MASC-C Social Anxiety, CDI, Asher Loneliness Scale, ERC Lability, SPPC 

Global Self-Esteem, and PBI; See Table 10. Means and standard deviations of depressive 

symptoms, loneliness, emotional lability, global self-esteem, and peer beliefs are 

presented in Table 11. The next set of analyses examined whether relational victimization 

added unique information to overt victimization in the prediction of internalizing 

symptoms. In the first model, control variables (i.e., age and gender) were entered at Step 
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1, overt victimization was entered at Step 2, and relational victimization was entered at 

Step 3; See Table 12. Relational victimization and overt victimization variables were 

centered. To control for family-wise error rate a bonferroni correction was used and the 

criterion alpha was set at .006.  

 Results of step two of the analyses showed that overt victimization added 

significantly to the prediction of social anxiety, (R2 change = .11, F(1,76) = 9.63 , p = 

.003) and loneliness (R2 change = .14, F(1,73) = 12.28 , p = .001) controlling for age and 

gender. Overt victimization significantly predicted social anxiety (β = .35, p = .003) and 

loneliness (β = .39, p = .001). Results of Step 3 of the analysis showed that relational 

victimization added significantly to the prediction of social anxiety (R2 change = .11, 

F(1,75) = 10.75 , p = .002), depressive symptoms (R2 change = .13, F(1,72) = 12.08, p = 

.001), and loneliness (R2 change = .20, F(1,72) = 21.70 , p < .001), with beta values of 

overt victimization becoming close to zero or switching to negative values (see Table 12). 

Main collinearity diagnostics were acceptable: the correlation between overt 

victimization and relational victimization was less than .80, all VIF statistics were close 

to 1.0, all tolerance statistics were greater than .2, and condition indices were less than 

10. However, overt victimization and relational victimization loaded strongly on one 

eigenvalue with variance proportions of .80 and .74, respectively (Field, 2005). 

Examination of beta values indicates possible net suppression effects.    

 In the second set of regression models, control variables were entered at Step 1, 

relational victimization was entered at Step 2, and overt victimization was entered at Step 

3; see Table 13. Results of step two of the analyses showed that relational victimization 

added significantly to the prediction of social anxiety (R2 change = .22, F(1,76) = 21.86 , 
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p < .001), total anxiety (R2 change = .11, F(1,69) = 9.07 , p = .004), depressive symptoms 

(R2 change = .13, F(1,73) = 11.29 , p = .001), and loneliness (R2 change = .33, F(1,73) = 

36.25 , p < .001) controlling for age and gender. Results of Step 3 of the analysis showed 

that overt victimization did not add significantly to predicting any of the internalizing 

symptoms. Similar to the previous analysis, overt victimization evidenced beta values 

near zero or with a negative value. Multicollinearity diagnostics were acceptable and 

results may be indicative of a possible net suppression effect.
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Table 10. Correlation Matrix of Variables Included in Secondary Analyses 
  

  1 2 3 4 5 6 7 8 9 10 

1. Age - 
2. Overt Victimization -.14 - 
3. Relational Victimization -.08 .75*** - 
4. Total Anxiety (Self-Report) -.03  .32** .36*** - 
5. Social Anxiety (Self-Report) .14  .30** .45*** .77*** - 
6. Depressive Symptoms  .09  .20 .36*** .53*** .58*** - 
7. Loneliness .05 .37*** .56*** .45*** .55*** .59*** - 
8. Emotional Lability -.16  .11  .18  .06  .10  .22   .23* - 
9. Self-Esteem -.14  .14  .08 -.09 -.10  .04  -.12 -.12 - 
10. Peer Beliefs -.17 -.40*** -.54*** -.28* -.35** -.49***  -.55*** -.19 0.04 - 

*p < .05. **p < .01. ***p < .001. 
 
 
 
Table 11. Means and Standard Deviations of Depressive Symptoms, Loneliness, 
                Global Self-Worth, Peer Beliefs, and Emotional Lability 
 

Dependent variable Total Sample (N = 90) 

  n Range mean S.D 

Depressive Symptoms 82   0-30 9.12 6.19
Loneliness 79 19-65 32.27 10.95
Global Self-Worth 72 1.50-3.17 2.50 0.31
Peer Beliefs 73 12-60 42.60 9.86
Emotional Lability 80 17-43 27.79 5.58
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Table 12. Multiple Regressions Examining Victimization as a Concurrent Predictor of Internalizing Symptoms  
 
   Internalizing Symptoms 

Total Anxiety  Social Anxiety 
Depressive 
Symptoms  Loneliness 

ΔR2  β  ΔR2  β  ΔR2  β  ΔR2  β 

Predictor              

Step 1  .03 .02 .04 .00

Age  ‐.07      .13      .07     .04 

Gender  ‐.16     ‐.02        ‐.20        ‐.01 

Step 2  .08† .11* .03 .14**

Age   ‐.03      .17      .09     .09 

Gender  ‐.08     .06     ‐.17     .06 

Overt Victimization  .30†  .35*    .18  .39**

Step 3  .04 .11* .13** .20**

Age  ‐.04      .17     .09    .11 

Gender  ‐.08      .01    ‐.23    .02 

Overt Victimization  .09     ‐.03   ‐.35   ‐.17 

Relational Victimization  .28   .49*   .64** .71**

Total R2  .15 .24** .21* .34**

N  73    80   77   77  

† p < .05. * p < .006. ** p < .001. 
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Table 13. Multiple Regressions Examining Victimization as a Concurrent Predictor of Internalizing Symptoms 
 
   Internalizing Symptoms 

Total Anxiety  Social Anxiety 
Depressive 
Symptoms  Loneliness 

ΔR2  β  ΔR2  β  ΔR2  β  ΔR2  β 

Predictor               

Step 1   .03   .02   .04   .00 

Age    ‐.07   .13     .07   .04 

Gender    ‐.16  ‐.02   ‐.20  ‐.01 

Step 2  .11* .22** .13**  .33** 

Age     ‐.05    .16    .11   .11 

Gender    ‐.09    .01       ‐.18   .04 

Relational Victimization   .34* .47**  .36** .59** 

Step 3   .00   .00     .04    .01 

Age   ‐.04   .16    .09   .11 

Gender   ‐.08   .01   ‐.23    .02 

Relational Victimization    .28      .49*   .64** .71** 

Overt Victimization    .09    ‐.03   ‐.35  ‐.17 

Total R2   .15†  .24**    .21*  .34** 

n  73           80     77      77    

† p < .05. * p < .006. ** p < .001. 
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Relation between Victimization, Internalizing Symptoms, 

 and Cognitive and Affective Factors 

Hierarchical linear regressions were conducted to examine whether emotional 

lability, self-esteem, and perception of peers were associated with internalizing symptoms 

(i.e., total anxiety, social anxiety, depressive symptoms, loneliness) after controlling for 

peer victimization. See Table 14 for results. Victimization severity was entered into the 

first step and emotional lability, self-esteem, and perception of peers were entered into 

the second step of the model. To control for the family-wise error rate, the criterion for 

alpha was set at .0125. 

The model predicting self-reported social anxiety was significant and results 

found that predictors accounted for 27.8% of the variance (R2 = .28, F(5,51) = 3.93 , p 

=.004). It was found that relational victimization significantly predicted self-reported 

social anxiety (β = .54, p = .012). Emotional lability, self-esteem, and perceptions of 

peers did not account for a significant portion of the variance after accounting for peer 

victimization. The overall model predicting self-reported depressive symptoms was 

significant and results found that predictors accounted for 37.1% of the variance (R2 =.37, 

F(5, 52) = 6.14, p < .000). Inclusion of emotional lability, self-esteem, and perceptions of 

peers did not significantly contribute to accounting for peer victimization (R2 change = 

.11, F(3,52) = 2.90 , p = .044). It was found, however, that perception of peers 

significantly predicted depressive symptoms (β = -.38, p = .007). The predictive 

association of relational victimization decreased from step 1 (β = .80, p < .001) to the 

final model which included cognitive and affective factors (β = .56, p = .01). Last, the 

overall model predicting self-reported loneliness was significant and results found that 
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predictors accounted for 35.4% of the variance (R2 = .35, F(5,52) = 5.69 , p < .001). 

Inclusion of emotional lability, self-esteem, and perceptions of peers did not account for a 

statistically significant portion of the variance after accounting for peer victimization (R2 

change = .10, F(3,52) = 2.79 , p = .049). There was a trend for the association between 

perception of peers with loneliness (β = -.28, p = .04), but this was not statistically 

significant given the criterion alpha. The predictive association of relational victimization 

decreased from step 1 (β = .58, p = .007) to the final model which included cognitive and 

affective factors (β = .40, p = .07). There were no significant findings for the model 

predicting self-reported total anxiety. 
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 Table 14. Multiple Regressions Examining Peer Victimization and Cognitive and Affective Factors as 
Concurrent Predictors of Youths’ Social Anxiety  

 

  Internalizing Symptoms 

Total Anxiety Social Anxiety 
Depressive 
Symptoms Loneliness 

ΔR2 Β ΔR2 β ΔR2 Β ΔR2 β 

Predictor         
Step 1 .14† .23**  .27**        .25** 

OV -.05 -.24  -.41† -.10 
RV .41 .65**  .80**    .58* 

Step 2  .04 .04   .11†      .10† 
OV -.02 -.23 -.38  -.05 
RV .27     .54*    .56*   .40 

global self-worth -.06  -.09  .01  -.19 
peer beliefs -.21  -.22   -.38* -.28†

emotion lability -.10   -.03  .08     .05 

Total R2 .42   .28* .37** 0.35** 

n 53   57  58  58  
Note. OV = overt victimization; RV = relational victimization. 
† p < .05. * p < .0125. ** p < .001. 
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Exploratory Analyses 

Cyber Victimization 

Exploratory analyses examined whether cyber victimization (M = 4.48; SD = 

1.38) showed similar associations as overt and relational victimization with primary 

outcomes. Linear multiple regression analyses examined whether cyber victimization was 

associated with clinician-, parent-, and self-reported SoP symptoms; results are presented 

in Table 15. For each regression model, gender and age were entered into the first step, 

global psychological functioning was entered into the second step, and cyber 

victimization was entered into the third step. To control for family-wise error rate, a 

bonferroni correction was used and the criterion alpha was .008. 

As seen in Table 15, there were no significant associations between cyber 

victimization and SoP symptoms, although there were some findings approaching 

significance. For the model predicting self-reported social anxiety, cyber victimization 

accounted for a nonsignificant proportion of the variance after controlling for the other 

variables, R2 change = .06, F(1,74) = 5.12 , p = .027. The result of final model showed 

that all predictors explained 11.5% of the variance but the overall model was not 

significant (R2 = .12, F(4,74) = 2.40 , p = .058). It was found that cyber victimization was 

not significantly associated with self-reported social anxiety (β = .25, p = .027). The 

regression model predicting clinician-rated SoP severity showed that cyber victimization 

explained 15.9% of the variance (R2 = .16, F(4,76) = 3.58 , p = .010), but was not a 

significant predictor. Global psychological functioning was the largest predictor of 

clinician-rated SoP severity, although it was also not significant given the criterion alpha 

(β = -.26, p = .016). Cyber victimization was not a significant predictor in this model. The 
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overall model predicting parent-rated social anxiety was not significant and there were no 

significant predictors of parent-rated social anxiety. The pattern of results was similar, 

but attenuated, to those found for overt and relational victimization in the primary 

analyses. 

 

Table 15. Multiple Regressions Examining Cyber Victimization as a Concurrent Predictor of    
Youths’ Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

ΔR2 β ΔR2 β ΔR2 β 

Predictor         
Step 1      .08† .02    .03 

Age       .22† .13     .15 
Gender     .15 .03    -.07 

Step 2        .07† .02     .03 
Age     .20 .12     .14 

Gender     .14 .02    -.08 
CGAS      -.26† -.13    -.17 

Step 3      .01 .00 .06† 
Age .22† .12    .09 

Gender       .14 .02   -.07 
CGAS -.26† -.13   -.17 

CV      -.11 .02 .25† 

Total R2 .16†† .03     .12 

n 81  74  79   
Note. CGAS = Children’s Global Assessment Scale; CV = Cyber Victimization. 
† p < .05. †† p < .01. * p < .008. ** p < .001.  
 
 
 

Bully/Victims 

As noted, youth endorsing any victimization item on the SEQ-S as occurring at 

least “sometimes” were coded as “victims.” Youth endorsing any bullying item on the 

revised SEQ-S items as occurring at least “sometimes” were coded as “bullies.” Youth 
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meeting criteria for “victim” and “bully” statuses were coded as “bully/victims.” Given 

prior research showing differences between bully/victims and victims, the present study 

examined whether bully/victim status was associated with internalizing symptoms (i.e. 

MASC-C total, MASC-C social anxiety, CDI, and Asher Loneliness Scale). To examine 

this, a series of linear regressions were conducted with bully/victim status as the predictor 

and internalizing symptoms as the dependent variables; see Table 16. Bully/victim status 

was dummy coded to be entered into the linear regression model. The first dummy code  

compared bully/victims to victims. The second dummy code compared bully/victims to 

non-victims. To control for type-I error, a bonferroni correction was used with the 

criterion alpha set at p = .013. 

Preliminary analyses found that 10 youth (11.9%) endorsed 1 or more bullying 

items as occurring at least “sometimes.” All of these “bullies” were also categorized as 

“victims,” and are referred to as “bully/victims.” Mean age was 10.75 years (SD = 2.99) 

with a range of 7.0 to 13.58 years. Seven of the bully/victims were male and 3 were  

female. As seen in Table 16, bully/victim status was significantly related to self-reported 

total anxiety, F(2,69) = 9.79, p < .001. Predictors accounted for 22.1% of the variance. It 

was found that bully/victims had significantly higher levels of total anxiety as compared 

to victims (β = -.46, p = .011) and that bully/victims had significantly higher levels of 

total anxiety as compared to non-victims (β = -.75, p < .001). The model predicting self-

reported social anxiety was significant, F(2, 76) = 7.73,  p = .001. Predictors accounted 

for 16.9% of the variance. It was found that bully/victims had significantly higher levels 

of self-reported social anxiety as compared to non-victims (β = -.54, p = .002). There was 

no significant difference between bully/victims and victims (β = -.20, p = .258). 
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Bully/victim status was significantly associated with self-reported loneliness, F(2, 73) = 

5.42, p = .006, with predictors accounting for 12.9% of the variance. Individual 

predictors, bully/victims versus victims and bully/victims versus non-victims were not 

significantly associated with loneliness. No significant group differences were found for 

self-reported depressive symptoms.  

 
 
Table 16. Multiple Regressions Examining Bully/Victim Status as a Concurrent Predictor of   

Internalizing Symptoms 
 

  Internalizing Symptoms     

Anxiety Social Anxiety 
Depressive 
Symptoms Loneliness 

  ΔR2 Β ΔR2 Β ΔR2 Β ΔR2 β 

Predictor 

Total R2 .22** .17** .09† .13* 

bully/victims vs. 
pure victims   -.46* -.20 .01     .04 

bully/victims vs. 
non-victims -.75** -.55* -.29 -.33

n 72  79  76   76  
† p < .05. * p < .0125. ** p < .001. 

 

Interaction Effects of Age and Gender 

To explore whether an interaction effect between age and gender was 

significantly associated with SoP symptoms, primary analyses were rerun with the 

addition of this interaction term. Age was centered to create the interaction term. Control 

variables (i.e., age, gender, CGAS) were entered at Step 1, peer victimization was entered 

at step 2, and the interaction term (i.e., age x gender) was entered at Step 3. See Tables 17 

and 18 for results. The interaction term was not significant in any of the models.  
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To further examine the relation between age, gender, and peer victimization, two 

2 x 2 ANOVAs were conducted. Age was recoded into a categorical variable consisting 

of 2 levels: youth in 1st through 5th grade and youth in 6th through 12th grades. The 

literature has often distinguished between peer victimization in childhood and 

adolescence, thus the current demarcation between elementary school-aged youth and 

middle school/high school-aged youth. Main effects of age and gender were examined as 

well as interaction effects. Examining the relation between age and gender on overt 

victimization, there were no significant main effects of gender (F(1, 78) = 2.75, p = .101) 

or age (F(1, 78) = .79, p = .376), and no significant interaction effect (F(1, 78) = .1.64, p 

= .204). Examination of relational victimization found no significant main effects of 

gender (F(1,76) = .04, p = .851) or age (F(1,76) = .01, p = .913), but showed an 

interaction effect that was approaching significance (F(1, 76) = 3.14, p = .08). This may 

indicate that relational victimization was higher in younger males (M = 15.65, SE = 1.33) 

as compared to younger females (M = 12.61, SE = 1.60) but lower in adolescent males 

(M = 12.73, SE = 1.76) as compared to adolescent females (M= 15.19, SE = 1.48). 
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Table 17. Multiple Regressions Examining Overt Victimization and Age x Gender as Concurrent 
 Predictors of Youths’ Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

  ΔR2 β ΔR2 β ΔR2 Β 

Predictor 
Step 1  .16* .05     .04 

Age          .21† .15       .12 
Gender        .14 .03      -.02 
CGAS -.27†† -.14     -.15 

Step 2     .00 .00 .11* 
Age         .21 .15      .17 

Gender         .13 .02      .06 
CGAS          -.27† -.14    -.15 

Overt Victimization        -.06 -.01 .35*
Step 3      .02 .00    .00 

Age         .08 .18      .17 
Gender         .14 .02      .06 
CGAS          -.27† -.14     -.15 

Overt Victimization        -.06 -.01       .35* 
Age x Gender         .18 -.04     .00 

Total R2 .18* .05 .15† 

N 84  77  82  
Note. CGAS = Children’s Global Assessment Scale.  
† p < .05. ††.  p < .01. * p < .008. ** p < .001. 
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Table 18. Multiple Regressions Examining Relational Victimization and Age x Gender as Concurrent 
 Predictors of Youths’ Social Anxiety 

 

  Social Anxiety Severity 
Clinician-rating Parent-rating Self-report 

  ΔR2 β ΔR2 β ΔR2 Β 

Predictor 
Step 1 .19** .06    .04 

Age .21† .15      .12 
Gender .14 .01     -.03 
CGAS -.32* -.17     -.14 

Step 2   .00 .00 .23** 
Age .21† .15     .16 

Gender .14 .00    .01 
CGAS -.31* -.17   -.17 

Relational Victimization -.03 -.04 .48**
Step 3    .02 .00    .00 

Age .08 .17    .20 
Gender .15 .00    .01 
CGAS -.31* -.17   -.17 

Relational Victimization -.05 -.04 .49**
Age x Gender .19 -.04   -.06 

Total R2     .20* .06 .26** 

N 82  75  80  
Note. CGAS = Children’s Global Assessment Scale.  
† p < .05. †† p < .01. * p < .008. ** p < .001.
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CHAPTER 4 
DISCUSSION 

 
The current study contributes to the literature examining the link between peer 

victimization and internalizing problems and expands on previous school-based studies 

by focusing on a sample of youth that had been referred to an outpatient child and 

adolescent anxiety disorders clinic. Results demonstrate that both overt and relational 

victimization were associated with self-reported social anxiety even after controlling for 

age, gender, and global psychological functioning. Greater levels of overt and relational 

victimization were associated with greater levels of self-reported social anxiety. This 

finding is consistent with previous research demonstrating a significant positive relation 

between peer victimization and social anxiety (Hawker & Boulton, 2000; Storch & 

Masia-Warner, 2004; Storch, Masia-Warner, & Brassard, 2003; Vernberg et al., 1992). It 

is clear that peer victimization has a deleterious effect on youth regardless of the form of 

aggression (i.e., through verbal and physical threats or intimidation, or manipulation of 

friendships and relationships). As evidenced by the present findings, peer victimization 

plays an important role in understanding symptom presentation and severity for youth 

seeking treatment in outpatient settings.     

The current study identified a relation between teasing and self-reported social 

anxiety after controlling for age, gender, and global psychological functioning. This study 

was the first to examine youths’ reports of teasing with this measure. Although there 

were no significant associations between specific domains of teasing (i.e., performance, 

academic, social, family background, and appearance) and self-reported social anxiety 
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after controlling for age and gender, the largest beta value was for the social domain. 

Although conclusions cannot be made from this study, future research should investigate 

whether youth with greater levels of social anxiety report more incidents of being teased 

about social issues. These incidents may include being teased for appearing nervous, for 

not being good at initiating or maintain conversations with other kids, or for being shy 

(Storch, Roth, et al., 2004). Examination of the content of teasing and victimization may 

shed light on why some youth are targeted by their peers. 

 One interpretation of the present findings is that youth with social anxiety 

experience more overt and relational victimization, including teasing in the social domain 

by peers. This interpretation is consistent with the notion that youth with visible 

symptoms of anxiety (Ginsburg et al., 2006; Storch et al., 2008) or difficulties with social 

relations may be targets of bullying. It is also consistent with findings that youth with 

SoP are less liked by their peers than nonanxious counterparts (Verduin & Kendall, 

2008). A number of longitudinal studies have shown a link between internalizing 

problems and subsequent peer victimization (Erath et al., 2007; Goldbaum et al., 2003; 

Leadbeater & Hoglund, 2009). Another possibility is that these youth have the perception 

of more peer victimization but may be misinterpreting social cues. Individuals with social 

anxiety may have fears of social interactions or fears of showing anxiety symptoms 

(Bogels et al., 2010). Research has shown that social anxiety is associated with 

attentional and interpretative biases (Ledley & Heimberg, 2006). These are not mutually 

exclusive interpretations and both are worthy of clinical intervention.  

Although significant interactions between age and gender were not found that 

accounted for the relation between victimization and social anxiety, preliminary findings 
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suggest that there may be an interaction when examining levels of relational 

victimization. Specifically, exploratory analyses suggested that boys in elementary school 

exhibited greater relational victimization as compared to girls in elementary school, 

whereas adolescent males in middle- and high school exhibited lower relational 

victimization as compared to adolescent females. One possible explanation of the present 

findings is that relational victimization increases more for girls than boys as they enter 

adolescence. Research has found greater levels of relational victimization for adolescent 

girls compared to adolescent boys (Martin & Huebner, 2007; Tran, Cole, & Weiss, 2012) 

although other studies have not found gender differences for relational victimization 

among youth in middle- and high school (Storch, Crisp, Roberti, Bagner, & Masia-

Warner, 2005; Storch, Nock et al., 2003). It is possible that the present findings are 

reflective of patterns among youth with anxiety disorders rather than reflective of general 

developmental trends. Contrary to previous research (e.g., Crick & Grotpeter, 1996; 

Storch, Crisp et al., 2005; Storch, Nock et al., 2003), the present study did not find 

significantly higher rates of overt victimization for boys as compared to girls. Given the 

higher ratings for overt victimization in this sample as compared to earlier school-based 

samples (e.g., Crick & Grotpeter, 1996), it may be that girls with anxiety disorders are at 

greater risk for overt victimization than their female peers. Anxiety symptoms may make 

these youth targets for teasing and verbal harassment. Further research among youth with 

anxiety and other disorders should explore gender and age differences.  

 Findings from the current study suggest that relational victimization has a 

stronger association with internalizing symptoms than overt victimization. In particular, 

relational victimization was associated with total anxiety, social anxiety, depressive 
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symptoms, and loneliness even when controlling for overt victimization. The reverse 

relation (i.e., overt victimization significantly adding to the prediction of internalizing 

symptoms above and beyond relational victimization) was not found to be present. It is 

important to note, however, findings from this particular analysis may evidence a net 

suppression effect such that relational victimization has a stronger relationship with 

internalizing symptoms controlling for overt victimization than was true before doing so. 

Another possible explanation is that the overall model is unreliable given problems with 

multicollinearity; although, as noted, most of the multicollinearity diagnostics do not 

support this interpretation. Prior studies have found that relational victimization, as 

compared to overt victimization, accounted for the association with internalizing 

symptoms such as depression (e.g., Cole et al., 2010). In the present study, the magnitude 

of associations with internalizing symptoms were medium to large with relational 

victimization, whereas they were nonsignificant to medium with overt victimization. 

These findings are consistent with other studies which have not found significant 

relations between overt victimization and anxiety (Storch, Masia-Warner et al., 2005) and 

depressive symptoms (van der Wal, de Wit, & Hirasing, 2003). Relational victimization 

targets youths’ interpersonal relationships and internalization of such aggression may 

lead to greater anxiety, depression, and loneliness (Grills & Ollendick, 2002b; Storch & 

Masia-Warner, 2004). This association may be perpetuated by social avoidance and lack 

of positive peer relationships (Crick & Grotpeter, 1996; Crick & Bigbee, 1998; Grills & 

Ollendick, 2002b). This does not suggest that overt victimization is without 

consequences, as numerous studies have shown (e.g., Hawker & Boulton, 2000), but it 
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emphasizes the deleterious effects inflicted via relational aggression particularly among 

youth with anxiety disorders. 

These findings are of interest when considering the correlation between the two 

forms of victimization. In the present study, the two forms of victimization were 

correlated .75. Previous studies have shown correlations between .60 and .70 (e.g., Crick 

& Bigbee, 1998; Crick & Grotpeter, 1996; Hoglund & Leadbeater, 2007; Storch, Nock et 

al., 2003). In contrast, overt and relational victimization have been shown to be distinct 

forms of aggressive behavior (Crick & Grotpeter, 1995) and have shown differential 

relations with numerous outcome measures, particularly internalizing problems (Cole et 

al., 2010; Crick & Grotpeter, 1996; Storch, Nock, et al., 2003).   

Although not a primary focus, the present study explored the role of cyber 

victimization among youth seeking treatment for anxiety problems. Dempsey and 

colleagues (2009) suggested that cyber victimization may represent a related but distinct 

construct from other forms of victimization. It is evident that peer victimization is not 

limited to the school setting and wide-spread use of social networking sites, email, and 

text messaging makes it an imperative to assess for victimization in these forums.  The 

present findings showed that cyber victimization exhibited a similar but attenuated 

pattern of association with clinician-, parent-, and self-reported social anxiety as 

compared to relational and overt victimization. However, cyber victimization was not 

found to be significantly associated with social anxiety after controlling for age, gender, 

and global psychological functioning. Findings may have been limited by the measure 

used, which relied on four items, and showed only fair internal consistency. It is worthy 

to note that cyber victimization was found to be associated with social anxiety, depressive 
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symptoms, and loneliness, but not overall anxiety. Research has shown that social anxiety 

may be associated with greater reliance on computer-mediated communication (i.e., 

social networking sites, text messages) (Pierce, 2009; Young & Lo, 2012), which 

suggests that youth with social anxiety may be particularly negatively affected by cyber 

victimization. Future investigations in this area are needed. 

Another goal of this study was to provide initial data on the association between 

peer victimization and internalizing problems (i.e., anxiety, depressive symptoms, 

loneliness) within this sample of anxious youth. Findings suggested that among youth 

seeking treatment for anxiety, overt victimization had a medium positive association with 

self-reported anxiety and loneliness. Relational victimization had a medium to large 

positive association with self-reported depressive symptoms, anxiety, and loneliness. 

Interestingly, peer beliefs (i.e., the perception that peers can be characterized by prosocial 

rather than hostile and untrustworthy tendencies) were associated with depressive 

symptoms and loneliness in this sample. Specifically, the belief that the peer group 

engages in prosocial (and not hostile behaviors) was negatively associated with both 

depressive symptoms and loneliness even after accounting for overt and relational 

victimization. Findings further suggest that peer beliefs may partially explain the 

association between relational victimization and depressive symptoms and between 

relational victimization and loneliness, although a full test of mediation is not possible in 

the present sample due to the cross-sectional nature of the data (Kraemer, Stice, Kazdin, 

Offord, & Kupfer, 2001). Previous research demonstrated that declines in positive peer 

perceptions were associated with a broad range of problems, including internalizing 

symptoms (Troop-Gordon & Ladd, 2005), but did not distinguish between anxiety and 
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depression. The same study found that, in addition, declines in positive peer perceptions 

predicted increases in victimization. The present findings suggest that victims of 

relational aggression who generalize hostile intent to the peer group at large are likely to 

feel a greater sense of sadness and isolation. Future research should examine underlying 

cognitive factors that may account for the relation between victimization and anxiety, 

such as sense of school safety (O’Brennan, Bradshaw, & Sawyer, 2009) and fear of 

future victimization (Boulton et al., 2008).  

Self-esteem and emotional lability were not found to be significantly associated 

with internalizing problems after accounting for peer victimization. This finding is 

discrepant from research showing that self-esteem mediates the relation between peer 

victimization and internalizing problems (Grills & Ollendick, 2002b; Ybrandt & 

Armelius, 2010). Previous studies, however, focused on youth in middle school or high 

school, whereas the present study also included youth in elementary school. Self-

appraisals may be more salient as a cognitive mediator for older youth. The present 

findings are also discrepant from research showing an association between emotion 

dysregulation, peer victimization, and internalizing problems. McLaughlin and 

colleagues (2009) found that emotion dysregulation mediated the relation between 

relational victimization and internalizing symptoms among middle school students, but 

not between overt victimization and internalizing symptoms. Leadbeater and Hoglund 

(2009) found that emotion dysregulation explained the association between overt 

victimization and internalizing problems in first graders. Conclusions from the present 

study should be interpreted with caution given the smaller sample size and use of parent 
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ratings of overall lability. Examination of specific facets of emotion regulation (e.g., 

dysregulation of sadness, worry, and anger) may yield different results. 

In addition to examination of social anxiety as a continuous variable, this study 

examined whether there were significant differences in peer victimization between youth 

with a diagnosis of SoP and youth with a different principal diagnosis. Findings from 

adult retrospective reports have suggested that as many as 92% of adults with a principal 

diagnosis of SoP reported a history of being bullied or teased as a child; adults with other 

principal diagnoses reported much lower percentages (e.g., only 35% of adults with Panic 

Disorder recalled having these childhood experiences) (McCabe et al., 2003). The present 

study did not find that youth with a diagnosis of SoP exhibited higher rates of being 

victims than those without a diagnosis of SoP. Specific comparisons between youth with 

a principal diagnosis of SoP and GAD yielded similar results. It is possible that the 

extremely high rates of recalled victimization seen in prior studies among adults with SoP 

are reflective of a recall bias. It may also be the case that youth with SoP, particularly 

those seeking treatment as children, represent a distinct population from adults seeking 

treatment for SoP. Storch and colleagues (2006) similarly found lower rates of peer 

victimization among youth with OCD as compared to previous findings with adult 

populations (McCabe et al., 2003). Another interpretation of findings from the current 

study is that the specific anxiety diagnosis (or the diagnostic approach itself) is less 

important than symptomatology. Studies have suggested that a dimensional approach 

may be richer both in terms of research and clinical practice (Andrews et al., 2007; 

Bjelland et al., 2009; Shear, Bjelland, Beesdo, Gloster, & Wittchen, 2007). As 

comorbidity is the rule rather than the exception, particularly among youth, diagnostic 
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categories may be less relevant to peer victimization than specific symptoms. It is 

important to note, however, that the current study was limited in scope and compared 

youth with SoP and GAD, as well as youth with other anxiety disorders.  

Some study hypotheses were not confirmed. Although the current study found 

significant associations between peer victimization and self-reported social anxiety, 

results did not show significant associations between peer victimization and clinician-

rated SoP severity or parent-rated social anxiety. It has been well established that 

children’s reports are not highly correlated with others’ reports (Achenbach et al., 1987), 

particularly when considering mental health diagnoses (Angold et al., 1987; Boyle et al., 

1993; De Los Reyes & Kazdin, 2005) including anxiety disorders (Choudhury et al., 

2003; Comer & Kendall, 2004; DiBartolo, Albano, Barlow, & Heimberg, 1998; Grills & 

Ollendick, 2002a). Research findings have suggested that multiple informants provide 

unique contributions and provide important clinical information (Choudhury et al., 2003; 

Comer & Kendall, 2004; Safford et al., 2005; Villabø et al., 2010). Parents and clinicians 

may have limited access to youths’ internalizing symptoms, although child-report is not 

without bias. It is worth noting that some studies have found that perceived victimization 

even if unconfirmed by collateral report, is associated with greater levels of distress and 

poorer psychosocial functioning (Crick & Grotpeter, 1996; Graham & Juvonen, 1998). 

  This study was the first to examine overt and relational victimization among 

youth referred to treatment of anxiety at an outpatient clinic, particularly youth with 

Social Phobia, GAD, and SAD. A more comprehensive measure of teasing was also used 

for the first time with this population to examine the content of verbal harassment. Prior 

studies have examined retrospective reports among adults with mental health diagnoses 
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or youth samples with other diagnoses, such as OCD or ADHD (Storch et al., 2006; 

Taylor, Saylor, Twyman, & Macias, 2010). The bulk of the peer victimization literature 

has examined school-based samples of youth. It is important to bridge this work with 

clinical research and practice. Semi-structured interviews conducted for diagnostic 

assessment purposes often do not explicitly examine peer victimization (outside of 

general questions regarding peer relations and friendships), yet such information can be 

important in terms of case conceptualization and treatment planning. As the present study 

demonstrates, peer victimization is associated with internalizing problems including 

social anxiety.    

Several limitations merit mention.  First, data were cross-sectional; questions 

regarding stability, treatment effects, and causality were not examined. Results from this 

study could not speak to the temporal relation between key constructs, for example 

whether youth with anxiety disorders were more likely to be victimized or whether 

victimization led to more clinically significant levels of anxiety. Furthermore, a control 

group was not examined; although mean levels of overt and relational victimization were 

both higher than found in the original sample that the SEQ-S was developed on (Crick & 

Grotpeter, 1996). In addition, results in the current study demonstrating a relation 

between peer victimization and self-reported social anxiety may be due in part to shared-

method variance and future research should continue using a multi-method approach. 

Multiple informants were used to collect data on social anxiety symptoms, but the study 

relied exclusively on self-report data for peer victimization measures. Although obtaining 

peer reports may be difficult in an outpatient setting, future research should explore other 

means of assessing victimization to expand current findings. Teacher-reports as well as 
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behavioral observations may help to shed light on the relations between peer 

victimization and psychosocial functioning among youth with anxiety disorders. In 

addition, data were not gathered regarding specific frequencies of victimization (e.g., 1-2 

times per week), but relied on perceived relative frequency (e.g., sometimes or always). 

Moreover, as noted by Carrera, DePalma, and Lameiras (2011), future studies should 

move to integrate what are often disparate literatures, including school-based bullying 

(e.g., Olweus, 1993), sexual harassment (Larkin, 1994), and homophobia (Rivers & 

Cowie, 2006).  

A broader perspective on victimization allows us to understand the complex 

interactions and trajectories that unfold within peer groups. Although the present study 

focused primarily on cognitive and affective intrapsychic variables (i.e., peer beliefs, self-

esteem, and emotional lability) that may explain the relation between peer victimization 

and psychosocial functioning, additional factors have been shown to affect this relation. 

For example, studies suggest that friendship, and particular facets of the quality of 

friendship, may serve as a protective factor (Cowie, 2000; Fox & Boulton, 2006; Hodges, 

Boivin, Vitaro, & Bukowski, 1999; Owens, Shute, & Slee, 2000). Although youth with 

internalizing problems tend to have friends similar to themselves (Hogue & Steinberg, 

1995), so it is unclear whether this moderator holds among youth with anxiety disorders. 

Relationships beyond dyadic friendships should be investigated as well, including 

romantic relationships and larger peer networks (La Greca & Harrison, 2005). 

Additionally, research has shown that school and classroom context with regard to 

diversity and majority/minority group status affect outcomes of peer victimization. For 

example, research has shown that positive school climates and contexts moderate the 
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relation between sexual orientation and psychosocial adjustment (Birkett, Espelage, & 

Koenig, 2009). Another line of research has found that peer victimization for African 

American youth who are members of the numerical majority group in the school confers 

greater risk for feeling lonely, having low self-esteem, and being rejected by peers than 

peer victimization for African American youth who are members of the numerical ethnic 

minority group (Graham & Juvonen, 2002). More distal factors such as parental support 

(Bowers, Smith, & Binney, 1994; Connors-Burrow et al., 2009; Flouri & Buchanan, 

2002; Naylor, Cowie, & del Rey, 2001), or parental overprotection and over control 

(Smith & Myron-Wilson, 1998; Gladstone et al., 2006) are also important to consider. 

Studies have shown that child maltreatment and family violence affect youth’s 

victimization or bullying status (Holt, Finkelhor, & Kantor, 2007; Jacobsen & Straker, 

1982; Nugent, Labram, & McLoughlin, 1998; Shields & Cicchetti, 2001). These factors 

will be important to consider in future research for youth in general as well as youth with 

anxiety disorders.  

The present exploratory examination of youth who may be classified as 

bully/victims indicated that approximately 12% reported that they engaged in behavior 

reflective of being both victims and perpetrators of bullying. These youth had 

significantly higher levels of self-reported anxiety as compared to victims and non-

victims. Bully/victim status also accounted for a significant portion of the variance in 

self-reported social anxiety and loneliness. The present study did not distinguish between 

reactive and proactive forms of aggression, however, and thus results should be 

interpreted cautiously. Nevertheless, the findings are consistent with previous studies that 
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have found that bully/victims are at considerable risk for psychosocial problem (e.g., 

Andreou, 2001) and have distinct profiles from bullies, victims, and non-involved youth.  

This study found that peer victimization is associated with overall anxiety, social 

anxiety, depressive symptoms, and loneliness among youth that had been referred to an 

outpatient anxiety disorders clinic. Both overt and relational victimization showed 

associations with internalizing problems, and relational victimization, in particular, was a 

risk factor for these youth. Negative peer relationships, including peer victimization, has 

been associated with a wide range of psychosocial difficulties and psychopathology, and 

appears to play a role in the onset and continuation of these problems. Given the 

impairment in social relations among many youth with anxiety disorders, it is necessary 

for parents, teachers, schools, and mental health professionals to be aware of the role and 

consequences of peer victimization.  
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