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Abstract. Background: Studies of the relationship between bullying and suicide behavior yield mixed results. Aims: This is the fi rst study com-
paring frequencies of suicide behavior in four bullying groups (bully, victim, bully/victim, and neither) in two large psychiatric and community 
samples of young children and adolescents. Method: Maternal ratings of bullying and suicide ideation and attempts were analyzed for 1,291 
children with psychiatric disorders and 658 children in the general population 6–18 years old. Results: For both the psychiatric and community 
samples, suicide ideation and attempt scores for bully/victims were signifi cantly higher than for victims only and for neither bullies nor victims. 
Differences between victims only and neither victims nor bullies were nonsignifi cant. Controlling for sadness and conduct problems, suicide 
behavior did not differ between the four bullying groups. All children with suicide attempts had a comorbid psychiatric disorder, as did all but two 
children with suicide ideation. Conclusion: Although the contribution of bullying per se to suicide behavior independent of sadness and conduct 
problems is small, bullying has obvious negative psychological consequences that make intervention imperative. Interventions need to focus on 
the psychopathology associated with being a victim and/or perpetrator of bullying in order to reduce suicide behavior.
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Background

Bullying Frequency

Bullying is of huge national and international concern, 
and massive efforts are underway to reduce bullying and 
its consequences. Across seven recent large US and in-
ternational epidemiologic studies using the self-report of 
middle and high school students, the median percentage of 
children who are neither a bully nor victim is 61%, where-
as 17% are victims only, 13% are bullies only, and 5% are 
bully/victims (Espelage, & Holt, 2013; Hepburn, Azrael, 
Molnar, & Miller, 2012; Ivarsson, Broberg, Arvidsson, 
& Gillberg, 2005; Kaltiala-Heino, Rimpela, Rantanen, & 
Rimpela, 2000; Nansel et al., 2001; Pellegrini, Bartini, & 
Brooks, 1999; Rivers & Noret, 2013). Percentages are sim-
ilar for 13- to 14-year-olds using peer report of bullying 
behavior (neither 63%, victim 13%, bully 17%, and bully/
victim 8%; Kim, Leventhal, Koh, & Boyce, 2009) and in 
elementary school students using self-report (neither 78%, 
victim 6%, bully 14%, and bully/victim 2%; Glew, Fan, 
Katon, Rivara, & Kernic, 2005). 

Victimization by bullying is even more common in 
children who have neuropsychiatric disorders. US and in-
ternational studies of children with attention-defi cit hyper-

activity disorder (ADHD), autism, learning disability, and 
other mental health disorders report median occurrences 
of 40% for victims and 15% for bullies (Luukkonen, Ras-
anen, Hakko, & Riala, 2009; Mayes, Calhoun et al. 2013; 
Mayes, Gorman, Hillwig-Garcia, & Syed, 2013; Twy-
man et al., 2010; Zablotsky, Bradshaw, Anderson, & Law, 
2013). The 15% frequency for bullies is similar to 18% 
reported in the general population, but the victim frequen-
cy (40%) is almost double that for the general population 
(22%).

Bullying Groups and Suicide Behavior

General Population Samples

The most concerning potential consequence of bullying 
is suicide (Kim, Koh, & Leventhal, 2005; Klomek et al., 
2009), which is the third leading cause of death in 10- 
to 19-year-olds in the US (Centers for Disease Control 
[CDC], 2013). The risk of suicide is particularly high in 
individuals with psychiatric disorders because almost all 
individuals who die by suicide have a psychiatric disor-
der (Gvion & Apter, 2011), and most psychiatric disorders 
are associated with an increased risk of suicide attempts 
(Goldston et al., 2009). Three large US self-report stud-
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ies of children 10–19 years of age found that suicide be-
havior (ideation and/or attempts) was greatest in bully/
victims, followed by victims only, then bullies only, and 
last, neither a bully nor a victim (Borowsky, Taliaferro, & 
McMorris, 2013; Espelage & Holt, 2013; Hepburn et al., 
2012). In one of these studies, frequencies of suicide ide-
ation and/or attempts were 38% for bully/victims, 29% for 
victims only, 22% for bullies only, and 11% for children 
who were neither a bully nor a victim in130,908 middle 
and high school students (Borowsky et al., 2013). The two 
other large studies reported suicide ideation and attempts 
separately (Espelage & Holt, 2013; Hepburn et al., 2012). 
Mean percentages for ideation were 42% bully/victims, 
26% victims, 23% bullies, and 10% neither. Corresponding 
percentages for attempts were 28%, 16%, 14%, and 5%.

Psychiatric Samples

Only one large psychiatric study was found that investi-
gated suicide attempts in the four bullying groups. For 508 
Finnish adolescent inpatients 12–17 years of age, percent-
ages of suicide attempts were 45% for victims only, 33% 
for neither a bully nor a victim, 20% for bullies only, and 
7% for bully/victims (Luukkonen et al., 2009). Compared 
with the two general population studies investigating at-
tempts, percentages for the bully and victim only groups 
were higher in the psychiatric sample, but the percentage 
of attempts in the bully/victim group was much lower, 
which is counterintuitive. This may in part be due to the 
small number of psychiatric inpatients in the bully/victim 
group. 

Correlates of Bullying and Suicide Behavior

Bullying and suicide behavior are both associated with a 
variety of psychological problems. Psychological profi les 
of children who are victims of bullying show an increase 
in internalizing problems (anxiety and depression) and ex-
ternalizing conduct problems (Arseneault, Bowes, & Sha-
koor, 2010; Arseneault et al., 2006; Turner, Finkelhor, & 
Ormrod, 2010). Bullies have disproportionately high rates 
of externalizing conduct problems (Ivarsson et al., 2005; 
van der Wal, de Wit, & Hirasing, 2003). Some studies 
show that bullies also have an increased risk of depression 
(Glew et al., 2005; Kaltiala-Heino, Rimpela, Marttunen, 
Rimpela, & Rantanen, 1999), but others do not (Craig, 
1998). 

Most studies investigating correlates of suicide behav-
ior in children and adolescents also focus on internalizing 
and externalizing problems. Several studies show that both 
depression and externalizing problems, such as conduct 
disorder, oppositional defi ant disorder (ODD), and aggres-
sion, are linked with suicide behavior (Cho et al., 2008; 
Hurtig, Taanila, Moilanen, Nordstrom, & Ebeling, 2012; 
Ialongo et al., 2004; Kelly, Cornelius, & Clark, 2004). 
Anxiety disorders alone were not signifi cantly related to 
suicide behavior in a study of 9- to 16-year-olds, but su-
icide behavior was highest in children who had depres-

sion plus generalized anxiety disorder and depression plus 
ODD (Foley, Goldston, Costello, & Angold, 2006).

Sleep studies also show an association between sleep dis-
turbance and suicide behavior. Specifi cally, nightmares are 
linked with suicide ideation in college students (Cukrowicz 
et al., 2006; Nadorff, Nazem, & Fiske, 2011, 2013) and in 
adolescents (Liu, 2004); nightmares and sleeping less than 
8 hr a night correlate with suicide attempts in adolescents 
(Liu, 2004); and insomnia is associated with 7- to17-year-
olds who are depressed and suicidal (Barbe et al., 2005). 
A study of adolescents who completed suicide showed an 
increase in both insomnia and hypersomnia in comparison 
with controls (Goldstein, Bridge, & Brent, 2008).

Relationship Between Bullying and 
Suicide Behavior

General Population Samples

Four studies found a positive association between bullying 
and suicide behavior in the general population (Hepburn et 
al., 2012; Hinduja, & Patchin, 2010; Klomek, Marrocco, 
Kleinman, Schonfeld, & Gould, 2007; Wang et al., 2012), 
but these studies did not control for comorbid psychopa-
thology. In other studies controlling for internalizing and 
externalizing problems, the relationship between bullying 
and suicide behavior is weak or nonsignifi cant. In one gen-
eral population study, bullying and victimization were no 
longer associated with suicide behavior when depression 
was controlled for (Bauman, Toomey, & Walker, 2013). In 
another general population study, bullying was no longer 
associated with suicide ideation when controlling for psy-
chiatric comorbidity, but victimization was (Skapinakis et 
al., 2011). Similarly, in another general population study, 
bullying was no longer associated with suicide behavior 
after controlling for depression and delinquency, but vic-
timization was, although the authors noted the differences 
were “minimal” (Espelage & Holt, 2013).

Psychiatric Samples

In a psychiatric inpatient sample, girls (but not boys) who 
were victims or bullies were at increased risk for suicide 
attempts after controlling for psychiatric disorders (Luk-
konen et al., 2009). In children with ADHD, victimization 
and bullying were both related to suicide behavior in the 
univariate analyses, but when psychopathology was con-
trolled, only sadness and behavior problems were signif-
icant predictors of suicide behavior in the multivariate 
analyses (Mayes, Calhoun et al., 2013). Similarly, victimi-
zation was no longer a signifi cant correlate in children with 
autism controlling for psychological comorbidity, whereas 
sadness and conduct problems were signifi cant predictors 
of suicide behavior in regression analyses (Mayes, Gor-
man et al., 2013). In children and adolescents with eat-
ing disorders, victimization was not signifi cantly related 
to suicide behavior. By contrast, bullies had more suicide 
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behavior than nonbullies, but the difference was nonsignif-
icant when controlling for psychopathology (Mayes, Fer-
nandez-Mendoza et al., 2014). 

General Population Prospective Studies

Prospective studies yield mixed results. Two prospective 
self-report general population studies controlled for co-
morbid psychopathology. Elementary school children who 
were victims or bullies had greater suicide ideation and 
attempts in middle school than children who had not been 
a victim or bully, controlling for internalizing and exter-
nalizing problems (Winsper, Lereya, Zanarini, & Wolke, 
2012). Controlling for depression and conduct problems, 
girls who were victims during elementary school had 
greater suicide attempts in young adulthood than girls not 
bullied, but girls who were bullies and boys who were bul-
lies or victims did not have an increased risk of attempts 
(Klomek et al., 2009). 

Three adolescent self-report prospective studies con-
trolled for suicide behavior at baseline and yielded differ-
ent fi ndings. Bullies and victims who were not suicidal or 
depressed in middle adolescence were still not suicidal at 
follow-up in late adolescence (Klomek et al., 2011). Ad-
olescents with suicide behavior, depression, or substance 
abuse plus bullying at baseline had greater ideation 2 years 
later than adolescents with suicide behavior, depression, 
or substance abuse who were not bullies at baseline, but 
fi ndings for victims and bully/victims were nonsignifi cant 
(Klomek et al., 2013). Controlling for baseline internaliz-
ing and externalizing problems and suicide behavior, male 
and female bully/victims and female victims at baseline 
had greater ideation at 1-year follow-up, and female bul-
lies at baseline had greater attempts at 1-year follow-up 
than adolescents who were neither a bully nor victim at 
baseline (Kim et al., 2009). Other comparisons yielded 
nonsignifi cant results.   

Psychiatric Prospective Studies

The only psychiatric prospective study found in the lit-
erature search showed that adolescent inpatients who 
were bullies at baseline had greater suicide ideation than 
nonbullies at 1-year follow-up (King, Horwitz, Berona, & 
Jiang, 2013). However, comorbid psychopathology was 
not controlled for, and victimization and suicide attempts 
were not studied.

Purpose

No other study has used the same methodology to compare 
the frequency of suicide ideation and attempts in the four 
bullying groups (bully, victim, bully/victim, and neither) 
in two large and young psychiatric and community sam-
ples. Ours is also the fi rst study to conduct these analyses 
using maternal report of bullying and suicide behavior. 
Our goals were to determine the signifi cance of differences 

in suicide ideation and attempts between the four bullying 
groups controlling for sadness, anxiety, conduct problems, 
and sleep disturbance and to determine the most powerful 
predictors of suicide behavior scores using bullying, in-
ternalizing and externalizing problems, and sleep scores.

Method

Samples

The two samples comprised 1,291 children with psychi-
atric disorders and 658 general population children. All 
children were 6–18 years of age (elementary through high 
school) and had an IQ of 80 or higher (on the Wechsler 
Intelligence Scale for Children-IV or Wechsler Abbrevi-
ated Scales of Intelligence) or were enrolled in regular 
education without academic problems. Children in the 
psychiatric sample were referred to our psychiatry outpa-
tient clinic for diagnostic evaluations and were evaluated 
by licensed PhD psychologists and/or board-certifi ed child 
psychiatrists. DSM-5 diagnoses include 290 children with 
attention defi cit hyperactivity disorder-combined pres-
entation (ADHD-C) and ODD, 276 with ADHD-C and 
no ODD, 235 children with attention defi cit hyperactiv-
ity disorder-inattentive presentation (ADHD-I), 329 with 
autism spectrum disorder, 90 with eating disorders, and 
71 with anxiety disorders and/or depression. Children in 
the psychiatric sample were 6–18 years of age (M = 9.4, 
SD = 2.8). Males comprised 67.6% of the sample, 93.1% 
were white, and 43.9% had a parent with a professional 
or managerial occupation. The general population sample 
comprised elementary school students who participated in 
an epidemiologic study of the prevalence of sleep disor-
ders in children (Bixler et al., 2009). Children with psychi-
atric diagnoses were not excluded from this sample, so that 
the children are representative of the general population. 
These children were 6–13 years of age (M = 8.7, SD = 1.7). 
Males comprised 52.4% of the sample, 80.7% were white, 
and 48.5% had a parent with a professional or managerial 
occupation. Children on psychotropic medication were not 
excluded from the study because that would create biased 
samples with spuriously lower levels of psychopathology 
(including suicide and bullying behavior) not representa-
tive of psychiatric or general population children.

Instrument

Mothers rated their children on a 4-point scale (not at all, 
sometimes, often, and very often a problem) on the 165-
item Pediatric Behavior Scale (PBS; Lindgren & Koeppl, 
1987). The PBS includes four suicide behavior and bully-
ing items. These are suicide ideation (“talks about harming 
or killing self”), suicide attempts (“deliberately harms self 
or attempts suicide”), bullies (“threatens, bullies, or picks 
on other children”), and bullied (“gets teased or picked 
on by other children”). Additional PBS scores used in the 
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study are sad, anxious, conduct problems (disobedient, ar-
gues, uncooperative, defi ant, aggressive, destructive, lies 
or cheats, steals, explosive, angry/irritable, and temper 
outbursts), and sleep disturbance (diffi culty falling and 
staying asleep, nightmares, and sleeping less than other 
children). Internal consistency for the PBS subscale scores 
is high, with a median coeffi cient of .91 (Lindgren & 
Koeppl, 1987). Validity studies show that the PBS differ-
entiates diagnostic groups, and the PBS has been used to 
diagnose and measure psychological problems and sleep 
disturbances in several published studies (Mattison & 
Mayes, 2012; Max et al., 1997; Mayes & Calhoun, 2009; 
Mayes, Calhoun, Bixler, & Vgontzas, 2009; Mayes, Cal-
houn, Murray, Ahuja, & Smith, 2011; Nichols et al., 2000; 
Wolraich et al., 1994).

Data Analysis

Differences in the frequency of suicide ideation and at-
tempts (present at least sometimes based on maternal rat-
ings) between children who are and are not bullies and 
children who are and are not bullied (at least sometimes) 
were analyzed using χ2 and risk ratios. The signifi cance of 
differences in suicide ideation and attempt severity scores 
(never to very often rated by mothers on a 4-point scale) 
between the four bullying groups was determined with 
ANOVA, post hoc Bonferroni t tests (controlling for mul-
tiple comparisons), and the effect size with Cohen’s d. The 
linear relationships between suicide ideation and attempt 
severity scores and bullying and victimization severity 

scores (never to very often) were calculated using Pearson 
correlations and explained variance. ANCOVA was used 
to determine the signifi cance of differences in ideation 
and attempt scores between the four bullying groups con-
trolling for conduct problems, sadness, anxiety, and sleep 
disturbance. Bully, victim, conduct problems, sadness, 
anxiety, and sleep disturbance scores were entered in step-
wise linear regression analysis to predict suicide ideation 
and attempt scores.

Results

Frequencies

Frequencies for bullying, victimization, suicide ideation, 
and suicide attempts (present at least sometimes) were 
signifi cantly greater in the psychiatric than in the gener-
al population samples, χ2 > 31.0, p < .0001. Bullies and 
victims (at least sometimes) were 2.1 and 2.2 times, re-
spectively, more prevalent in the psychiatric sample than 
in the general population sample, and severe victimization 
and bullying (often to very often) were 4.7 and 5.0 times, 
respectively, more prevalent  in the psychiatric group (Ta-
ble 1). Similarly, suicide ideation and attempts (occurring 
sometimes or more) were 5.4 and 7.2 times more prevalent 
in the psychiatric sample than in the general population 
sample. All six children in the general population who had 
suicide attempts had scores in the clinical range on the 
PBS depression subscale and they had an average of two 

Table 1. Suicide ideation and attempts and perpetrators and victims of bullying: percentages for the psychiatric sample 
(n = 1,291) and general population sample (n = 658) 

% Children  

Bullies Victims

Sample Sometimes Often–very often Total Sometimes Often–very often Total

Psychiatric 19.4 10.7 30.1 32.3 27.2 59.5

General population 12.2 2.3                                                         14.5 22.2 5.4 27.6

                                                                       Suicide ideation Suicide attempts

 Sometimes Often–very often Total Sometimes Often–very often Total

Psychiatric 12.9  4.8 17.7 4.7 1.8 6.5

General population 3.0 0.3 3.3 0.6 0.3 0.9

Table 2. Bullying group and percent of children with suicide ideation and attemptsa     

Group, n             % Psychiatric sample % General population sample 

(psychiatric/general population) Ideation Attempts              Ideation Attempts

Bully and victima (288/48) 32.6 11.5 16.7 6.3

Bully only (100/47)                       25.0 9.0 6.4 0.0

Victim only (479/134) 15.0 5.6 5.2 1.5

Neither (424/429) 9.0 3.8 0.9 0.2

Note. aAt least sometimes.
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additional subscale elevations (ADHD, ODD, or anxiety 
disorder). All but two of the 22 general population chil-
dren with suicide ideation had elevated scores on one or 
more of the clinical subscales, and the two without clinical 
symptoms had suicide ideation only sometimes without 
attempts. 

Association Between Bullying and 
Suicide Ideation and Attempts

Children who were bully/victims (group 1) had signifi cant-
ly higher ideation and attempt scores (never to very often) 
than children who were neither bullies nor victims (group 
4) and higher scores than children who were victims but 
not bullies (group 3). This was the case for both the psy-
chiatric sample, ideation F = 22.3, p < .0001, d = 0.6 and 
0.4; attempts F = 5.0, p = .002, d = 0.3 and 0.2, and the 
general population sample, ideation F = 13.3, p < .0001, 
d = 0.9 and 0.7; attempts F = 8.7, p < .0001, d = 0.3 and 
0.2. Only two other comparisons were signifi cant (Bon-
ferroni p < .05). Children in the psychiatric sample who 
were bullies only (group 2) had more suicide ideation than 
children who were neither a bully nor a victim (group 4), 
d = 0.3. In the general population sample, children who 
were bully/victims (group 1) had greater attempt scores 
than children who were bullies only (group 2), d = 0.3.

The degree to which children were bullies (never to 
very often) was signifi cantly correlated with suicide idea-
tion and attempt severity scores (never to very often) in the 
psychiatric sample, r = .24 and .12, p < .0001, and in the 
general population sample, r = .20 and .19, p < .0001, but 
bullying explained less than 6% of the variance in the sui-
cide behavior scores. Degree of victimization by bullying 
(never to very often) was not signifi cantly correlated with 
attempt severity scores in the psychiatric sample, r = .04, 
p = .17, but was related to ideation scores in the psychiat-
ric group, r = .12, p < .0001, and to ideation and attempt 
scores in the general population sample, r = .14 and .14, 
p < .0001. However, explained variance was less than 2%. 
Correlations between bullying and victim scores were .23 
in the psychiatric sample and .25 in the general population 
sample; explained variance 5.3% and 6.2%, p < .0001. Ta-
ble 2 shows the percent of children with suicide ideation 
and attempts in the four bullying groups. 

Results Controlling for Comorbidity

When controlling for conduct problems and sadness, dif-
ferences in suicide ideation and attempts between the four 
bullying groups were nonsignifi cant at .01. This was the 
case for ideation and attempts in the psychiatric sample, 
F = 1.2, p = .32; F = 0.3, p = .86, and in the general popula-
tion sample, F = 3.0, p = .03; F = 2.5, p = .06. Differences 
in suicide ideation and attempt scores between the bullying 
groups were still signifi cant controlling for only sleep dis-
turbance, F = 3.1–17.6, p < .0001–.03) and controlling for 
only anxiety, F = 3.5–18.1, p < .0001–.02).

As shown in Table 3, the strongest predictor of ideation 
and attempt scores (never to very often) in the psychiatric 
sample was sadness, which explained 13.4% and 6.8% of 
the variance, respectively. Explained variance increased to 
17.7% and 8.3% with the addition of conduct problems. 
The other variables (bully, victim, anxiety, and sleep dis-
turbance) increased explained variance by less than 1%. 
In the general population sample, sadness was the strong-
est predictor of suicide ideation and attempt scores, which 
explained 8.4% and 7.4% of the variance, respectively. 
Explained variance increased to 9.6% and 8.6% with the 
addition of bullying. The other variables (victim, conduct 
problems, anxiety, and sleep disturbance) did not contrib-
ute signifi cantly more to prediction. As expected, bullying 
and conduct problems were highly correlated, both in the 
psychiatric and general population samples, r = .60 and 
.54, p < .0001.

Discussion

This is the fi rst study to compare frequencies of suicide 
ideation and attempts in four bullying groups (bully only, 
victim only, bully/victim, and neither) using the same 
methodology in two large psychiatric and community 
samples of young children. In our general population el-
ementary school sample, percentages of children in each 
of the bullying groups (7% bully/victim, 7% bully only, 
20% victim only, and 65% neither) were similar to median 
percentages across the seven self-report general popula-
tion studies of middle and high school students reviewed 

Table 3. Signifi cant predictors of suicide ideation and attemptsa and standardized β values   

                                         Ideation Attempts                      

Predictors β (SE) t p β (SE) t p

Psychiatric sample                       

Sadness .29 (.02) 10.7 <.0001 .22 (.01) 7.6 <.0001

Conduct problems   .22 (.00) 8.3 <.0001 .13 (.00) 4.5 <.0001

General population sample

Sadness .25 (.01) 6.5 <.0001 .24 (.01) 6.0 <.0001

Bullying .12 (.02) 3.0 .003 .12 (.01) 3.0 .003

Note. aRange 0–3 (never to very often).
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in our introduction (5% bully/victim, 13% bully only, 17% 
victim only, and 61% neither). Percentages were also sim-
ilar for a general population elementary school sample us-
ing self-report (Glew et al., 2005) and for an adolescent 
sample using peer report (Kim et al., 2009). This suggests 
that bullying frequencies are similar for elementary, mid-
dle, and high school children and that estimates are similar 
using self-, peer, and maternal report. 

Bullying and victimization were twice as common in 
our psychiatric sample as in our general population sample, 
and severe victimization and bullying were 5 times more 
common. Far more children in our psychiatric sample were 
bully/victims (22%) and victims only (37%) than in the 
general population. By contrast, the percentage of bullies 
only (8%) was similar to that for the general population. 
Overall, 59% of our children with psychiatric disorders 
were victims of bullying (vs. 28% in the general population 
sample). Other studies also show that children with psychi-
atric disorders are two times more likely to be victims of 
bullying than community controls are (Luukkonen et al., 
2009; Mayes, Calhoun et al., 2013; Mayes, Gorman et al., 
2013; Twyman et al., 2010; Zablotsky et al., 2013). 

Suicide ideation and attempts were six times more 
common in our psychiatric sample than in our general pop-
ulation sample. In the general population sample, children 
who were bully/victims had more suicide ideation and at-
tempts than children in the three other bullying groups and 
bullies and victims had similar levels of suicide behavior, 
consistent with results from other child general population 
studies (Borowsky et al., 2013; Espelage & Holt, 2013; 
Hepburn et al., 2012). In our psychiatric sample, children 
who were bully/victims also had more suicide ideation and 
attempts than children in the three other bullying groups, 
but bullies had almost two times more suicide ideation and 
attempts than victims in the psychiatric sample. Therefore, 
intervention designed to decrease suicide behavior needs 
to be provided not only for victims, but for bullies as well.  

Overall, conduct problems (which are signifi cantly 
related to bullying) and sadness had the strongest associ-
ation with suicide ideation and attempts in our study, sim-
ilar to other studies (Cho et al., 2008; Hurtig et al., 2012; 
Ialongo et al., 2004; Kelly et al., 2004). Anxiety did not 
contribute signifi cantly more to the prediction of suicide 
behavior (consistent with the results of a study by Foley 
et al., 2006), nor did sleep disturbance. This was in con-
trast to previous studies showing an association between 
sleep disturbance and suicide behavior (Barbe et al., 2005; 
Cukrowicz et al., 2006; Goldstein et al., 2008; Liu, 2004; 
Nadorff et al., 2011, 2013). The discrepancy may be ex-
plained by the older age of these samples compared with 
ours. 

The relationship between bullying and suicide behav-
ior in our study and others is statistically signifi cant, but 
explained variance is small. When sadness and conduct 
problems are controlled, differences between the bullying 
groups are nonsignifi cant or minimal, suggesting that psy-
chopathology, not bullying per se, primarily accounts for 
suicide behavior. In our study, sadness was the most pow-
erful predictor of suicide ideation and attempts, followed by 
conduct problems in the psychiatric group and bullying in 

the general population sample. However, bullying increased 
explained variance in the general population sample by only 
1% beyond sadness alone. Prospective studies controlling 
for comorbid internalizing and externalizing problems yield 
mixed results, although some (Kim et al., 2009; Winsper 
et al., 2012) show that bullying and victimization are indepen-
dently associated with later suicide behavior. Further, chil-
dren who are victims have an increased risk of becoming bul-
lies (Barker, Arseneault, Brendgen, Fontaine, & Maughan, 
2008). Therefore, even though the overall effect of bullying 
on suicide behavior may be small compared with other fac-
tors, there are clear negative repercussions of bullying, and 
victimization may be a trigger for some completed suicides. 
One study of 1,046 completed suicides in children 10–17 
years of age in the US reported that 3.1% of the children had 
recently been bullied (Karch, Logan, McDaniel, Floyd, & 
Vagi, 2013). Clearly, the relationship between bullying and 
completed suicides needs to be researched further.

Children with psychiatric disorders are at far greater 
risk for bullying behavior (both as victims and perpetra-
tors) and for suicide behavior than children in the general 
population. Furthermore, all children in our general pop-
ulation sample who had suicide attempts had depression 
plus symptoms of, on average, two additional disorders 
(ADHD, ODD, or anxiety). Similarly, Foley et al. (2006) 
found that children with depression plus comorbid ODD 
or anxiety had the highest frequency of suicide behavior. 
For our general population children with suicide ideation, 
almost all had depression, ADHD, ODD, and/or an anxie-
ty disorder. Therefore, the presence of suicide behavior in 
children is a marker for psychiatric disorders. This under-
lying psychopathology needs to be evaluated and treated 
to reduce suicide.

Limitations and Directions for 
Future Research

Our study involves a psychiatric sample from a single site 
and community control children from four local school 
districts. Therefore, our fi ndings need to be replicated with 
other samples. Further, some studies have reported that 
gender has a moderator effect on the relationship between 
bullying and suicide behavior, which should be explored 
in future studies, along with the possible effects of age, so-
cialeconomic status (SES), and race. Our samples are pre-
dominantly white, and more racially diverse samples are 
needed to investigate racial effects. Our study used ratings 
of sadness and anxiety as dependent variables, which are 
different from clinical depression and anxiety disorders, 
and which need to be analyzed in future studies. More-
over, our study relied on maternal report of bullying and 
suicide ideation and attempts, which is important in young 
samples like ours, but needs to be supplemented with self-, 
teacher, and peer report in future research.
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Conclusion

Even though the contribution of bullying to suicide ide-
ation and nonlethal attempts is small, bullying has enor-
mous negative psychological consequences that justify 
intervention to prevent bullying. Victimization by bullying 
is a common problem (occurring in 60% of our psychiatric 
sample and in 28% of our general population sample). Fur-
thermore, 30% of children in our psychiatric sample were 
bullies, as were 14% in our general population sample. 
Bullying behavior should continue to be the target of inter-
vention to reduce current suffering and improve psychiat-
ric outcomes for those affected. Children should routinely 
be screened and monitored for bullying and victimization 
in school, primary care, community, and clinical settings 
in order to identify those in need of intervention.

Unfortunately, reviews by several authors (Fox, Far-
rington, & Ttofi , 2012; Karna, Voeten, Little, Poskiparta, 
Kaljonen, et al., 2011; Smith, Schneider, Smith, & Anani-
adou, 2004; Vreeman & Carroll, 2007) indicate that many 
bullying intervention programs are ineffective. Successful 
bullying prevention programs are those that are intensive, 
of long duration, are systematically monitored, and have 
multiple components, including parent and teacher train-
ing and meetings (Dake, Price, & Telljohann, 2003; Fox et 
al., 2012; Smith et al., 2004). Controlled studies in Finland 
showed a signifi cant reduction in bullying and victimization 
following implementation of an intensive multicomponent 
national school-based antibullying program (Karna, Voeten, 
Little, Poskiparta, Kaljonen, et al., 2011; Karna, Voeten, Lit-
tle, Poskiparta, Alanen, et al. 2011). Additional research has 
identifi ed school disciplinary actions effective in decreasing 
bullying (loss of privileges and formal meetings with the 
bully, parent, teacher, and/or administrator), as well as inef-
fective consequences, including detention, suspension, time 
in the offi ce, and parent contact (Ayers, Wagaman, Geiger, 
Mermudez-Parsal, & Hedberg, 2012). A meta-analysis of 
school-based suicide prevention programs also shows that 
few programs produce statistically signifi cant effects (Mill-
er, Eckert, & Mazza, 2009). Two elements of intervention 
that have promise are providing information to students 
regarding suicide awareness and intervention and teach-
ing coping and problem-solving skills (Miller et al., 2009). 
Important components of adolescent suicide treatment pro-
grams are intensity (number of treatment sessions, especial-
ly early in the treatment process), improving family interac-
tions, and providing sources of support for the adolescent 
(Brent et al., 2013).
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