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Abstract This review of the literature examines the
problem of suicide and bullying from a developmental
perspective with a focus on the unique characteristics of
adolescence that may contribute to the bullying-suicide
link. Adolescence is a time of peak physical health, yet can
be a period of risky behavior and heightened emotionality.
In this literature review, it is argued that a number of
developmental factors leave adolescents especially vulnerable to suicidal behavior following exposure to bullying. This review highlights the importance of
developmental factors in understanding the bullying-suicide link during adolescence. Adolescence, with an
increase in emotionality, risk-taking, and an increased
focus on peer relationships, is an at-risk period for the
development of suicidality following exposure to bullying.
Also highlighted are gender differences, special challenges
facing LGBTQ adolescents, and recommendations for
intervention and prevention.
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Introduction
Throughout this article, a review of the literature on the
relationship between bullying and suicide will be undertaken with an emphasis on the uniqueness of adolescence
and the developmental factors associated with this age
group. To provide context, we first discuss recent statistics on suicide. In 2014, 42,773 people died by suicide at
a rate of 13.4 per 100,000 (Drapeau and McIntosh 2015).
Suicide, while ranking 10th in causes of death in the
United States, is the 2nd leading cause of death for those
classified as young (ages 15–24). For youth ages 15
through 24, a suicide occurs every 1 h and 44 min,
though this timeframe decreases to 1 h and 35 min if
those below the age of 15 are considered (Drapeau and
McIntosh 2015). Globally, approximately one million
people die annually of suicide, which is a rate of 16 per
100,000. That is one death every 40 s and is estimated to
increase to one death every 20 s by 2020 (Suicide
Statistics 2016). The international suicide rate for adolescents in countries who provide information to the
World Health Organization (WHO) is 7.4 per 100,000
(based on 90 of 130 WHO members; Wasserman et al.
2005) and it is acknowledged that youth suicide rates are
increasing at the greatest rate (Suicide Statistics 2016).
Although these numbers emphasize the far reaching
impact of suicide, the following case studies are important
to consider in order to highlight the very personal experience of suicide for individual adolescents, their families,
and their communities. In the Fall of 2010 in New Jersey,
USA, Tyler Clementi was a freshman at Rutgers University
when he was outed as gay via cyber bullying (Ebbels 2010;
Star Ledger Staff 2011). Shortly afterwards, he died by
suicide. Tyler had returned to his dorm room one night
with another man. There Tyler and the other man engaged
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in kissing which was broadcast by Tyler’s roommate,
Dharun Ravi, using a webcam onto Twitter. When this
became known to Tyler, he jumped to his death off of the
George Washington Bridge, a suspension bridge connecting the states of New York and New Jersey. Following
Tyler’s suicide, Ravi was convicted of numerous counts,
including invasion of privacy, bias intimidation, and hindering prosecution. Ravi received 30 days in jail, 3 years
of probation, 300 h of community service, a $10,000 fine
and counseling on cyberbullying following his conviction
(Zernike 2012).
Olivia Perryman, age 14, died by suicide in January
2016. Olivia was a resident of York Township, Pennsylvania, USA (Mason 2016). She had been the victim of
cyberbullying, including ‘‘catfishing’’ which involves using
a false identity online to befriend and trick. Olivia was also
dealing with the loss of her father to a heroin overdose and
her mother’s addiction issues. Child services had intervened due to Olivia’s repeated attempts to run away at the
behest of the cyberbully, who lured her into believing she
was talking to a young boy who cared for her.
Olivia Penpraze was 19 years of age when she made her
final of several suicide attempts (Smith 2015). Olivia was a
resident of Melbourne, Australia and had attempted suicide
three times before her eventual death. Olivia documented
her struggle with depression and suicidality on a video
blog. Her final message was over 5 min long and documented her depression and suicide attempts on index cards
held up for the audience to see. Olivia attributed her negative view of herself as stemming from the bullying she
experienced when she was younger.
The above three cases, as well as a number of others,
have attracted international attention to the link between
bullying and suicide during adolescence. Research supports
the anecdotal evidence derived from these tragic case
studies, regarding the link between being the victim of peer
bullying and suicide. Although bullying is not typically
cited as the sole cause of suicidal risk, it clearly increases
the likelihood of suicidal thoughts and attempts, especially
in the presence of other social and psychological risk factors. Several review articles and large-scale studies exist,
and they have carefully highlighted the devastating and
finite public health threat of suicide as well as the links
between bullying, victimization, and suicide (e.g., Holt
2015; Kim and Leventhal 2008; Reed et al. 2015). However, reviews of the bullying and suicide link have not
focused specifically on the unique developmental considerations of adolescence. Adolescence is a time of multiple
social and psychological transitions, characterized by
changes to the family, school and home domains (Eccles
et al. 1996, 2003a; Kloep et al. 2016). There is a heightened
focus on peer relationships and peer acceptance (Brown
and Braun 2013; Brown and Larson 2009); thus threats to
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one’s peer experiences and status during this time may be
particularly challenging. These social and psychological
transitions occur in the context of rapid, uneven brain
development, leaving adolescents especially vulnerable to
react to social infractions with impulsivity and shortsightedness (Shulman et al. 2016; Steinberg 2008). Suicide
is the third leading cause of death among individuals aged
10–14, and the second leading cause of death for individuals aged 15–34 (National Center for Injury Prevention and
Control. Center for Disease Control and Prevention 2015).
With the above issues in mind, the primary focus of the
current review is to examine associations between bullying,
psychopathology, and suicidal behavior during the unique
developmental period of adolescence. First, the social,
psychological, and cognitive changes of adolescence that
are most relevant for a discussion of suicide from a
developmental perspective will be reviewed using an
integrated bioecological (Bronfenbrenner 1979; Bronfenbrenner and Morris 1998) and social-cognitive perspective
(e.g., Bandura 1977, 1986; Eccles et al. 1993; Guerra and
Huesmann 2004) that acknowledges the reciprocal influence of different levels of social and environmental systems on the adolescent’s changing individual
characteristics and perspective. Next, after defining bullying and comparing and contrasting it to the overlapping
construct of aggression, the relationship between bullying,
psychopathology, and suicidal behavior during adolescence
will be examined, as will the role of gender and sexual
orientation in understanding bullying and suicide during
adolescence. Finally, recommendations for future research
and prevention will be made.

Adolescent Development
As adolescence begins, youth experience rapid biological,
social, cognitive, and psychological transitions (e.g., Benner 2011; Dorn and Biro 2011; Lord et al. 1994; Simmons
and Blyth 1987). Puberty, changes in peer and family
relationships, and increases in cognitive and emotional
sophistication occur at the same time that adolescents move
from elementary to secondary school settings. This school
transition exposes young adolescents to a wide range of
new social and educational experiences at the same time as
when many other aspects of their physical and psychological experiences are changing. If these new experiences
are not well matched to adolescents’ developmental needs,
negative social and psychological sequelae may occur
(Eccles et al. 1991, 1993; Goldstein et al. 2005). As discussed in detail elsewhere (Eccles et al. 1993; GillenO’Neel and Fuligni 2013; Grolnick and Raftery-Helmer
2015; Roeser and Eccles 1998), adolescents do best
socially and academically when their schools provide them
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with a context to engage actively and autonomously in their
own learning, in a supportive and warm climate. Unfortunately, secondary schools do not uniformly provide adolescents with this type of experience. Despite contextual
challenges inherent in the multiple transitions of early
adolescents, most adolescents eventually adapt; however
unfortunately some have a more difficult time.
Social Relationships
Another key social transition during adolescence is the
shift in peer relationships, which take on increased salience
during the early adolescent years (Buhrmester 1996; Levitt
et al. 1993; Brown and Braun 2013; Brown and Larson
2009). Adolescents spend greater amounts of time with
their peers, and begin to develop intimate peer relationships characterized by by trust, loyalty, and disclosure
(Berndt and Perry 1990; Rubin et al. 2005). At the same
time, exposure to victimization typically peaks in middle
school (Olweus 1993; Whitney and Smith 1993), and students’ perceptions of school safety typically decline from
elementary to middle school (Astor et al. 2001). The type
of bullying that youth are exposed to evolves as well, with
an increasing likelihood of victimization by means of cyber
or relational forms (Barlett and Coyne 2014; Card et al.
2008). These forms of aggression, described in further
detail below, tend to be more socially complex and challenging to navigate, as compared to the direct, physical and
verbal forms of aggression that are more likely to present at
earlier ages. Further, interest in romantic relationships
begins during adolescence, with some forging new
romantic and/or sexually intimate relationships. Dilemmas
surrounding these newly developing romantic relationships
and sexual interests begin to surface and can present substantial challenges for youth as they learn how to navigate
these issues (Crouter and Booth 2006; Furman et al. 1999).
These relationships are also subject to challenges with
aggressive behavior and violence (e.g., Goldstein 2011;
Lundgren and Amin 2015; Smith et al. 2015).
Family relationships are also dynamic during adolescence. Parent-adolescent conflict increases through early to
mid-adolescence (Laursen et al. 1998), as adolescents and
parents renegotiate issues regarding adolescent autonomy
and behavior (Smetana 1995, 2000; Smetana and Asquith
1994). Adolescence is typically characterized by increasing
autonomy from direct parental supervision and instruction
(McElhaney et al. 2009; Zimmer-Gembeck et al. 2011).
Teens desire this increased autonomy, and over time
believe an increasing number of behaviors to be under their
own jurisdiction rather than up to the rules and regulations
of their parents or other adults (Darling et al. 2008; Smetana and Asquith 1994). Autonomy, to some extent at least,
is desirable; adolescents who believe their parents to be too
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intrusive or restrictive are at risk for high susceptibility to
peer pressure, associating with delinquent peers, and for
engaging in problem behavior (Goldstein et al. 2005).
However there are limits to the benefits of autonomy provision. When too much autonomy and freedom are given to
teens, this also places them at an increased risk for problem
behaviors and negative peer association (Dishion et al.
2003, 2004). Thus, parents must find a place of everchanging balance between just enough autonomy and
freedom to satisfy adolescents’ changing needs for selfdirection and independence, without allowing for too much
autonomy as to place their children at risk (Goldstein et al.
2005; Racz and McMahon 2011; Tilton-Weaver et al.
2013). This is not necessarily an easy balance to find, and it
is one that ideally is adjusted with the social and developmental changes of the adolescent and her/his context.
This ideal balance becomes even more complicated when
adolescents struggle with behavioral or mental health
challenges. If parents attempt to increase monitoring after
they become knowledgeable about their child’s externalizing behavioral problems, adolescents may become even
more reluctant to confide in their parents because they
perceive this increased interest as an intrusion. Thus, they
may be less likely to share emotional or psychological
challenges that arise with their parents. Conversely, internalizing challenges can be less visible than externalizing
concerns, thus parents may not have the same opportunity
to reach out to their children who may be experiencing
these types of difficulties.
These social transitions, coupled with increased cognitive sophistication and the drastic physical changes of
puberty, create a situation of heightened vulnerability for
young adolescents. Academic achievement and motivation
decline (Eccles and Midgley 1989; Eccles et al. 2003b),
behavioral and mental health problems increase (Graber
and Sontag 2009; Loeber and Farrington 2000), and the
peer-related challenges that youth face become more
complex (Archer and Coyne 2005). Although many adolescents rebound from these problems, many do not. For
some, the transition to adolescence marks the start of
downward trajectories of achievement and behavioral and
mental health (Eccles 2004; Lerner and Steinberg 2004;
Wigfield et al. 2006), both of which increase the risk for
suicidal thoughts and behaviors (Lewis et al. 1988; Evans
et al. 2004).
Cognitive and Physiological Changes
Adolescence also brings with it a unique juxtaposition of
an expanded scope of social and societal exploration and
access coupled with increased drive for sensation seeking,
impulsivity, and sensitivity to social cues. The combination
of increased social access with cognitive and neurological

123

80

immaturity paves the way for adolescents to engage in
high-risk, impulsive behaviors (Shulman et al. 2016;
Steinberg 2008). Of particular importance is the fact that,
while adolescence brings on the occurrence of more
abstract logic, for some it is also a period of enhanced selffocus or egocentrism (Elkind 1967). Egocentrism has been
tied to depressive disorder (Baron and Hanna 1990), and
the connection between egocentrism and suicidality was
discussed by Everall et al. (2005). Specifically, the authors
discuss how egocentrism can easily lead to negative feelings, criticisms, and low self-worth. Furthermore, the
instinctual and emotional areas of the brain (i.e., limbic
system) develop at a faster rate than the rational, emotional
regulation areas of the brain (i.e., prefrontal cortex). Recent
research has shown that the asynchronous development of
the sensation and reward-seeking brain system with the
impulse-regulating brain system is most mismatched during early and middle adolescence, increasing the likelihood
of risky, unregulated behavior during this time period
(Shulman et al. 2016). Due to these cognitive and psychological developments, coupled with the above discussed
social changes and the hormonal changes associated with
puberty, it is not uncommon for adolescence to be a time of
heightened mood swings that are unfettered by the more
regulated control of adulthood (Larson et al. 1980; Larson
et al. 2002). Dahl (2004) described adolescence as akin to
‘‘starting turbo-charged engines with an unskilled driver’’
(Dahl 2004, p. 17). This creates a ‘‘health paradox’’ in
which adolescence can be seen as a period of strength and
resilience in most domains and yet morbidity and mortality
increase. This increase in morbidity and mortality is not the
result of illnesses such as cancer or heart disease, but it is
rather a result of ‘‘difficulties in the control of behavior and
emotion’’ (Dahl 2004, p. 3).
It is important to note that adolescents, as compared to
younger children, have improved with regard to emotion
regulation (Zeman et al. 2006). For example, the use of
suppression diminishes with increasing age (Gullone et al.
2010). Suppression as a form of emotional regulation is
associated with the experience of less positive affect (Gross
and John 2003). Furthermore, McRae et al. (2012) examined the development of emotion regulation in late childhood, adolescence, and early adulthood. They found that,
from late childhood through early adulthood, there is an
increase in the ability to perform cognitive reappraisal.
Reappraisal as an emotional regulation strategy is more
common in adulthood and is associated with more positive
affect compared to suppression (Gullone et al. 2010).
However, as Zeman et al. (2006) point out, while shame
and pride are present during childhood, they increase in
intensity during adolescence. This may serve to heighten
the sensitivity to social evaluation. With this heightened
sensitivity to the evaluations of others, it may be that
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adolescence becomes a time of vulnerability to peer
victimization.
These are not the only changes that are happening
throughout this period, however. Throughout adolescence,
the brain is undergoing increases in connectivity that
influence how the various structures of the brain work in
tandem. Evidence also suggests that during this period,
teens have heightened emotionality due to a lack in regulation as a side-effect of differential development (Casey
et al. 2010). Hormonal changes are also occurring at this
time period, tied to sexual maturation and to stress
responses, and can have profound impacts on the brain and
behavior (Blakemore et al. 2010). These changes in the
brain are related to the sleep cycle as well, ultimately
increasing the likelihood of sleep deprivation because the
increased wakefulness during the night does not coincide
well with typical school schedules (Hansen et al. 2005).
Sleep deprivation, in turn, places adolescents at an
increased risk of depression and anxiety (Fuligni and
Hardway 2006), and further taxes regulatory processes for
thoughts and emotions (Baum et al. 2014).

Impulsivity and Suicide Risk
Considering the increase in impulsivity present in adolescence, the question of whether or not there is a relationship
between impulsivity and suicidal behavior must now be
addressed. Bridge et al. (2006), in a review of risk factors
for suicidal behavior, discussed the role of impulsive
aggression. Impulsive aggression, defined by Bridge et al.
(2006, p. 378) as ‘‘a tendency to react to frustration or
provocation with hostility or aggression,’’ has been linked
to suicidal behavior by a number of studies (e.g., Apter
et al. 1995; Beautrais et al. 1999; Bridge et al. 2006).
Impulsivity has further been linked to suicidal behavior in
numerous studies, though was usually mediated by a
number of other risk factors (e.g., Kashden et al. 1993;
Beautrais et al. 1999). More recently, Gvion and Apter
(2011) reviewed the literature on aggression, impulsivity,
and suicidal behavior. They concluded that, while there are
inconsistencies and confusing findings given the interrelationship between aggression and impulsivity, the relationship between aggression, impulsivity, and suicidality is
well-established. Ortin et al. (2012) examined the relationship between sensation seeking in adolescence and
suicidality. Sensation seeking was related to both suicidal
ideation and suicide attempt, even after controlling for
depression and substance use.
In recognition of the link between impulsivity and suicide, the American Association of Suicidology includes
‘‘Recklessness’’ on the ‘‘IS PATH WARM’’ mnemonic that
was devised to aid practitioners in identifying suicidal
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patients (Juhnke et al. 2007). Recklessness is defined by the
question ‘‘does the client act recklessly or engage in risky
activities, seemingly without thinking or considering
potential consequences’’ (Juhnke et al. 2007, p. 1). Given
that adolescence is a time of heightened recklessness (e.g.,
unsafe sex, unsafe driving; substance use experimentation;
Smith et al. 2013; Steinberg 2008) it represents a developmental period in which suicide may be more likely,
given the presence of other risk factors (e.g., peer
victimization).
Given that impulsivity is linked to suicidal behavior, the
question that now arises is how is impulsivity related to
suicide? Several researchers have attempted to answer this
question. Bridge et al. (2006) developed a developmental–
transactional model of youth suicide meant to explain the
pathways in which a number of risk factors lead to suicidal
ideation and suicide attempts. Their model begins with the
parents, citing the fact that many of the risk factors that
youth exhibit are present as well in their parents and are
inherited, either genetically or environmentally (Bridge
et al. 2006). Their model stresses the role of depression in
leading to suicidal ideation and from suicidal ideation to
suicide attempt. However, impulsivity and aggression play
the role of a moderator, affecting the likelihood of suicidal
ideation leading to a suicide attempt, with higher impulsive
aggression leading to an increased likelihood of attempt.
Another model of suicidal behavior proposed by Bender
et al. (2011) cites the role of impulsivity in increasing the
acquired capability for suicide. The acquired capability for
suicide is one element of the Interpersonal-Psychological
Theory of Suicide (IPTS), proposed first by Joiner (2005)
and then elaborated on by Van Orden et al. (2010). While
someone may be motivated to die by suicide, it is only
those who have acquired the capability to enact lethal selfharm who are actually capable of doing so, according to
this model. Exposure to painful experience, repeated
attempts at suicide, interpersonal violence, and numerous
other factors lead to acquiring the capability for suicide.
According to this model, it is this element of suicidal
behavior that impulsivity is tied to. Impulsivity is related to
the acquired capability for suicide and through it to suicidal
behavior itself (Bender et al. 2011).

Aggressive Behavior, Bullying, and Victimization
Before examining links between victimization and suicide,
some of the different types of victimization that adolescents may encounter will be discussed. In an attempt to
better understand the very complex behaviors of aggression
and bullying, researchers have established a number of
ways in which to categorize these behaviors. First, it is
important to distinguish aggression and bullying. The
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constructs are overlapping (but not identical) behaviors
(e.g., Boxer et al. 2008; Olweus 1978; Olweus and Limber
2010); both involve an intent to harm another but they
differ with regard to the pattern of harm and the relationship between the perpetrator and the victim. Bullying
involves a repeated, reoccurring habit of perpetrating
aggression against an individual where there is a power
imbalance between the victim and the perpetrator. Thus, all
aggressive behavior does not constitute bullying, although
all bullying does involve aggression. This distinction tends
to get more flexible in research on cyber aggression and
cyberbullying, however, where the terms are often used
interchangeably (Goldstein 2015). Nonetheless, it is critical
that those interested in understanding the research on suicide and aggression/bullying carefully review researchers’
operational definitions to see exactly how the experience of
victimization was measured.
The second important way in which aggression and
bullying has been parsed in an effort to better predict and
understand behavior has to do with the method of harm
delivered. Sometimes referred to as the ‘‘forms’’ of
aggression (Fite et al. 2008; Little et al. 2003), researchers
have separated harmful behavior into the general categories of physical aggression (behavior where the act of
harm is physical in nature as in the case of hitting,
pushing, or weapon use) and relational aggression (behavior where the victim’s social relationships are targeted,
as in the case of spreading rumors or peer exclusion;
Crick 1995; Crick and Grotpeter 1995). Others also
include verbal aggression (direct verbal insults and
threats) and cyber aggression or cyberbullying (harm
inflicted through electronic means such as text messaging,
emails, or online social network attacks) as distinct forms
of aggression, although there clearly could be overlap
between the forms in a single incident (e.g., a relationally
aggressive incident that occurs online or a physical threat
occurring online; further elaborated on in Barlett and
Coyne 2014). The consensus regarding the terminology
for these different ‘‘forms’’ is not unanimous, however.
For example, the term indirect aggression is used instead
of relational aggression to refer to behaviors where the
identity of the perpetrator is unknown (these behaviors are
often relationally focused; Björkqvist 1994; Österman
et al. 1999) and others still use the term social aggression
to also include subtle non-verbal acts of intentional harm
like eye-rolling or making a mean face; these are often
relationally focused behaviors as well (Cairns et al. 1988;
Underwood 2003). Others have also noted that sexual
harassment—unwanted and repeated sexual attention or
advances—should be considered in research on adolescents’ aggressive behavior and especially in prevention
and intervention efforts targeting youth aggression
(Goldstein et al. 2007).
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Despite the extensive variety of behaviors, and the
varied opinions in terms of how the behaviors should be
labeled, what emerges from the literature on aggression,
bullying, and victimization as a whole is that aggression is
not a one-size fits all phenomenon. Different children use
different methods to inflict harm, and sometimes the same
child uses different modes of inflicting harm. The research
suggests that youth who engage in, or are victimized by,
one form of aggression often have experiences with other
forms as well; initial evidence suggests that this may be
particularly true for cyber aggression (Dempsey et al. 2011;
Waasdorp and Bradshaw 2015). To add further complexity
to an already multifaceted topic, victimization can occur
based on a targeted focus of one aspect of the victim’s
identity such as sexual orientation, weight, race, or religion
(e.g., Birkett et al. 2009; Puhl et al. 2013), and this victimization can take on a variety of forms (physical, relational, verbal, cyber, or sexually harassing). Victimization
by each of these forms of aggression has been linked
independently to an increased risk for negative socioemotional outcomes (including suicidal thoughts and behaviors), and perceptions of personal wellbeing and safety
(e.g., Bradshaw et al. 2015; Goldstein et al. 2008; Hinduja
and Patchin 2010). It is notable that cyber victimization is
typically something that can be viewed repeatedly by the
victim as often the incident remains visible for some time
following its initial presentation (e.g., a social media post
that is not deleted, or a text message that can be repeatedly
viewed), thus creating the possibility for continued and
repeated revisiting on the part of the victim.

Bullying and Psychopathology During Adolescence
The link between bullying and adjustment during adolescence is well established. Although it is outside of the
scope of this article to review this association fully, in the
next section some illustrations of this association will be
provided as well as a discussion of the links to suicidality.
Arseneault et al. (2010), in a review of the literature on
bullying victimization, found that there was strong evidence in the literature for an association between bullying
and aversive mental health outcomes. Specifically, the
authors pointed to research indicating that mental health
problems, self-harm, violent behavior, and psychotic
symptoms were supported as potential outcomes of bullying and that bullying independently contributed to a child’s
mental health outcomes. Furthermore, there is evidence
supporting the long-term impact of bullying experiences in
childhood and adolescence and later mental health outcomes; many of the problems that arise due to bullying in
childhood last until late adolescence (Arseneault et al.
2010). Takizawa et al. (2014) found that children who
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reported being the victims of bullying were more likely to
report poor social, health, and economic outcomes four
decades after exposure to the victimization. Using an
adolescent sample, Moore et al. (2014) found that those
who reported being the victim of peer aggression at
14 years of age were more likely to report depression and
internalizing symptoms at follow-up at 17 years of age.
Additionally, those who reported being the aggressor had
an increased risk of reporting depression and harmful
alcohol use at age seventeen. Finally, those who reported
being victim-perpetrators were more likely to report
externalizing behavior at age seventeen.
Lereya et al. (2015) examined two groups of children
from existing longitudinal datasets in the United States and
in the United Kingdom. In both cohorts, those who experienced maltreatment (i.e., physical, emotional, or sexual
abuse, and/or severe maladaptive parenting) and bullying
were at an increased risk of experiencing overall mental
health problems, anxiety, and depression, whereas those
who experienced only maltreatment were not. Additionally, in the UK sample, those who experienced maltreatment and bullying were at an increased risk of reporting
self-harm (Lereya et al. 2015). When comparing the effects
of bullying and maltreatment across both samples, results
indicated that bullying was more harmful than maltreatment, with bullying victims reporting more anxiety,
depression, and self-harm than those who were maltreated
only. Hase et al. (2015) compared the psychological
symptoms of traditional bullying and cyberbullying among
middle school and high school students. They found that
both forms of bullying were associated with negative
psychological symptoms. Furthermore, cyberbullying and
traditional bullying were often co-occurring, with participants reporting experiencing both. When traditional bullying was controlled for, however, the negative effects of
cyberbullying did not remain significant, though the
reverse was not true (Hase et al. 2015).
Craig (1998) examined the relationship between bullying, depression, anxiety and aggression by following a
cohort of students from grades five through eight. Craig
found that as these children aged there was a decrease in
physical aggression and an increase in verbal aggression.
Interestingly, Craig found that both being a bully and being
the victim of a bully was predictive of reports of anxiety,
although victims reported more anxiety than bullies. Victims also reported more depressive symptoms than nonvictim comparisons. The decrease in physical aggression
and increase in verbal aggression is not surprising given the
increase in social comparison and the focus on peer group
that characterizes adolescence. Salmon et al. (1998)
examined a wide array of variables (e.g., anxiety, esteem,
lying, depression) among a sample of students in eighth
through eleventh grade. Bullied children tended to be
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younger (i.e., it was more common in lower grades), tended
to be more anxious, more depressed, and more likely to
have high lying scores.
Bond et al. (2001), in a 2-year cohort study, assessed
anxiety and depression in victims of bullying in secondary
school. The authors confirmed a strong relationship
between victimization and self-reported symptoms of
anxiety and depression. Furthermore, the study found that
a history of victimization was predictive of the onset of
self-reported anxiety and depression in young girls, but
was not found for young boys, indicating that victimization may be more aversive for girls than for boys. Due
et al. (2009), utilizing a longitudinal design, examined the
effects of bullying on depression and the role that
socioeconomic status played in this relationship. In
keeping with previous research, the authors once more
found a relationship between bullying and depressive
symptomology. Additionally, the authors found a relationship between childhood socioeconomic position (CSP)
and the effects of bullying. Children from lower CSP
reported a greater relationship between bullying and
depressive symptomology, while children from higher
CSP reported a weaker relationship than children from
lower CSP. Kaltiala-Heino et al. (2010) performed a
2-year follow-up study in an attempt to ascertain whether
or not involvement in bullying was predictive of depression. The authors found that both being a victim of bullying and being a perpetrator of bullying were both
associated with reports of depression.
Although much of the research examining the effects of
bullying on psychopathology has examined anxiety and
depression, some work has also examined the impact of
bullying on other mental health outcomes. Matthiesen and
Einarsen (2004), utilizing an adult population, found that
bullying (both direct and indirect) at work was associated
with reported symptoms of Post-Traumatic Stress Disorder
(PTSD). Higher levels of psychiatric distress were reported
by those who experienced bullying at work and that the
severity of the bullying affected this relationship. In addition to PTSD, the link between psychotic symptoms and
bullying has also been examined. Campbell and Morrison
(2007) examined psychotic symptoms in victims of bullying among 14–16 year old students. The authors found that
students who reported being bullied at secondary school
were more likely to report psychotic symptoms. Additionally, negative cognitions about the self and the world
following the experience of bullying were further related to
psychotic symptoms.
Victimization has been linked to physical concerns as
well. For example, in a meta-analysis of studies using older
children and adolescent populations linking bullying and a
number of psychosomatic problems (e.g., headache, backache, stomach problems), Gini and Pozzoli (2009) found
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that victimized children and adolescents had higher risk for
psychosomatic problems than non-victimized peers. Children and adolescents who were bullies themselves were
also found to be at greater risk for psychosomatic problems
as were children who reported being both victims of bullying and perpetrators. However, when compared between
the three groups, bullies were found to have fewer adjustment problems than those who reported being victimized.
Victims of bullying were more likely to report low selfesteem, loneliness, depression and anxiety, whereas bullies
were more likely to report externalizing problems, poor
school adjustment, and drug and alcohol use. The link
between psychosomatic problems, depressive symptomatology, and suicidality has been illustrated in previous
work. Roland (2002) showed a positive relationship
between psychosomatic problems and depressive symptoms as well as between psychosomatic problems and
suicidality. Hashiro and Okumura (1997) found that
depressive symptoms and psychosomatic symptoms cooccurred in patients with atopic dermatitis. Fekkes et al.
(2006) discussed the relationship between bullying, psychosomatic symptoms and psychological health symptoms.
Again they confirmed the relationship between psychosomatic symptoms, negative psychological health symptoms
and bullying. Given the relationship between psychosomatic symptoms, aversive mental health, and bullying, it is
beneficial for educators and healthcare practitioners to be
mindful of these potential connections in evaluation and
diagnostic processes.

Limitations
There are a number of limitations that characterize many
of the studies examining the linkage between bullying and
psychopathology. As is often common in the social sciences, many of the studies were cross-sectional and,
therefore, any discussion of causality is not permissible
(Hashiro and Okumura 1997; Craig 1998; Salmon et al.
1998; Roland 2002; Matthiesen and Einarsen 2004;
Campbell and Morrison 2007; Hase et al. 2015). Several
of the studies that did utilize a longitudinal design
experienced higher attrition rates than is desirable (Kaltiala-Heino et al. 2010; Moore et al. 2014). Self-report
measures were heavily relied upon (Craig 1998; Fekkes
et al. 2006; Kaltiala-Heino et al. 2010; Moore et al. 2014;
Lereya et al. 2015, Hase et al. 2015). Finally, several
studies did not differentiate between cyber-aggression and
traditional forms of aggression (Moore et al. 2014; Lereya
et al. 2015). Despite these limitations, the existing literature, of which these studies represent just a small sampling, supports a relationship between bullying and
psychopathology.

123

84

Bullying and Suicide During Adolescence
As noted above, there is an abundance of evidence that
bullying is connected to adverse mental health outcomes,
both for the perpetrator and the victims of bullying. These
mental health concerns, in turn, are linked independently
with suicidal ideation and behavior. The purpose of the
next section of this article is to focus on studies that have
directly linked bullying with suicidal risk, focusing on
studies conducted with adolescent participants.
Rigby and Slee (1999), in a sample of secondary
schoolchildren in Australia, examined relations among
bullying, perceived social support, and suicidal ideation.
Those who reported being the victims of bullying and
perceiving their social supports to be limited were more
likely to experience suicidal ideation than those who were
not the victims of bullying and who a lack of perceived
social support. Cleary (2000), utilizing the Youth Risk
Behavior Survey, showed that victimization leads to an
increase in suicidal behavior as well as violent behavior.
This increase in violence was particularly salient for males,
who were more than two times as likely as females to report
an increase in violent behavior following victimization. In a
large sample of students, van der Wal et al. (2003) found
that bullying was associated with depression and suicidal
ideation in both girls and boys. Moreover, they found that
the associations were stronger for indirect bullying than for
direct bullying. The relationship between suicide risk and
bullying was further supported by Kim et al. (2005) in a
sample of seventh and eighth grade students. These findings
also supported a greater risk among females of the sample.
Heikkila et al. (2013), in a follow-up study of Finnish
girls and boys, found that those who were both victims and
perpetrators of bullying were 3–4 times more likely to
report suicidal ideation in comparing scores taken at age
fifteen and those again measured at age seventeen. Additionally, those who were the victims of bullying were at an
even greater risk of reporting suicidal ideation than those
who were the perpetrators of bullying. Klomek et al.
(2007), in a large sample of high school students, found
that both being a victim of bullying as well as a perpetrator
of bullying were both risk factors for adolescent depression
and suicidality. In a Norwegian sample of adolescents
measured twice, 1 year apart, Undheim (2013) confirmed
the relationship between involvement in bullying, both as a
victim and a perpetrator, and suicidal ideation. Girls in the
sample experienced greater suicidal ideation than boys
when the victims of bullying, though there was no relationship for those who were aggressive toward others.
Reports of being the victim of a bully at time one were
predictive of suicidal ideation at time two but aggressiveness towards others was not.
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Kim et al. (2009), utilizing a cohort study of Korean
adolescents, examined the relationship between bullying
and suicide risk, while controlling for a number of suicide
risk factors (i.e., anxiety/depression, aggressive behavior,
and conduct problems). Bullying increased the risk for
suicidal ideation independent of anxiety/depression,
aggression, and conduct problems as measured by the
Korean Youth Self-Report (K-YSR) with the greatest risk
felt by victim-perpetrators, followed by victims. The
greatest strength of Kim et al.’s (2009) study is the cohort
design which allows for more causal interpretations than
previous research. Furthermore, this research suggests that
the greatest at risk group for adolescents engaged in bullying are those who are victims as well as perpetrators of
bullying. Klomek et al. (2010) reviewed cross-sectional
and longitudinal findings related to bullying and suicidality. Their review confirmed the elevated level of risk
associated with being a victim-perpetrator, as well as
confirming the relationship between suicide risk and
victimization.
Focusing specifically on cyberbullying, Hinduja and
Patchin (2010) found that participants who reported being
the victims of or perpetrators of bullying in a classroom or
cyber setting were at increased risk of experiencing suicidal ideation as well as making a suicide attempt. Although
both experienced an increase in risk compared to those who
had not experienced or participated in bullying, those who
were victimized were at greater risk than those who had
perpetrated bullying. Schneider et al. (2012) surveyed over
20,000 students from ninth- through twelfth-grade on the
prevalence and psychological health outcomes of cyberbullying. The majority of students who reported experiencing cyberbullying also reported experiencing in-school
bullying and there was an increased risk of victimization
for non-heterosexual youth. Students who reported both
cyber and in-school bullying were at the greatest risk of
reporting depressive symptomology as well as medically
serious suicide attempts (requiring medical treatment). In a
study examining various forms of victimization, of which
cyberbullying was one, Klomek et al. (2008) found that
depression and suicidality were positively associated with
being victimized because of one’s religion, race, looks or
the way they talk; being slapped or hit; having rumors
spread about them; having sexual jokes made about them;
and being victimized through email or the internet.
Also interested in better understanding the role of
cyberbullying in suicidality, Litwiller and Brausch (2013)
found that both in-school bullying and cyberbullying were
related to suicidality. Furthermore, they found relationships
between both forms of bullying, substance use, violent
behavior, and unsafe sexual behavior, all of which were
found to be associated with suicidal behavior. A recent
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meta-analysis suggests that cyber bullying is associated
with suicidal ideation at even greater rates than more traditional offline bullying (van Geel et al. 2014).
While the studies discussed above found support for the
role of bullying in suicidality, there are some examples in
the literature that do not support the role or that minimize
the role of bullying in suicidal behavior, suggesting that
bullying alone, without other risk factors, may not lead to
suicidal behavior. Sinyor et al. (2014), utilizing observational data from psychological autopsies of youth who died
by suicide in Toronto from 1998 to 2011, found that, while
bullying was present in some of the suicides (6.4 %), there
were other contributing factors that were more often present: conflict with parents (21.3 %), romantic partner
problems (17.0 %), academic problems (10.6 %), and
criminal and/or legal problems (10.6 %). The authors
concluded that, while bullying plays a role in suicidal
behavior, it is often just one of a number of risk factors.
The finding that bullying, while related to suicidal behavior, is just one of a complex interplay of risk factors was
further supported by Mayes et al. (2014). Mayes and colleagues found that being a bully/victim was significantly
related to suicidality, but that all who reported a suicide
attempt and the vast majority (all but two) who reported
suicidal ideation had comorbid psychiatric disorders.
Limitations
There are a number of limitations that must be considered
when evaluating the literature on the relationship between
suicide and bullying. Perhaps the greatest limitation is the
cross-sectional nature of much of the work that was
examined (Rigby and Slee 1999; Cleary 2000; Van der Wal
et al. 2003; Kim et al. 2005; Klomek et al. 2007, 2008;
Hinduja and Patchin 2010; Schneider et al. 2012; Litwiller
and Brausch 2013). Cross-sectional designs, while certainly providing a great deal of important information on
the correlates of a behavior, do not allow for inference of
causality. Of the studies examined, only three made use of
a longitudinal design (Kim et al. 2009; Heikkila et al. 2013;
Undheim 2013). These longitudinal designs were not
without limitations, however. Heikkila et al. (2013)
reported high attrition rates, which may have influenced the
results of the study, given that it is likely that attrition could
be linked to more severe symptomatology. Additionally,
Kim et al. (2009) and Undheim (2013) both had relatively
short follow-up periods, 10 months and 1 year, respectively. Thus, although the information derived from these
longitudinal studies is extremely valuable, additional longitudinal research is needed to better understand links
between bullying and suicide over time, focusing on various types of bullying behaviors and experiences over the
course of adolescence.
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In addition to these limitations, there were more general
limitations that were present in a number of the studies.
Self-report was the most common method for collecting
data on bullying as well as suicidal symptomatology, with
all studies using some form of self-report. Although selfreport methodology is arguably the most valid way of
assessing one’s internal state, it would be interesting to
include multiple perspectives when assessing behavioral
symptomology. Several of the studies were also limited in
the information they collected on bullying (Cleary 2000;
Klomek et al. 2008; Schneider et al. 2012). For example,
relational aggression as well as cyber bullying were not
differentiated from more traditional forms of aggression in
a number of the studies (e.g., Cleary 2000; Klomek et al.
2008; Schneider et al. 2012). Due to this, it is hard to draw
any conclusions about what types of bullying influence
suicidal behavior (e.g., physical forms vs. relational forms).
Finally, while certainly not the case for all the studies
examined, the majority had limitations in the generalizability of the findings, typically due to the use of convenience samples or samples drawn from a single
geographical region (Rigby and Slee 1999; Cleary 2000;
Kim et al. 2005, 2009; Klomek et al. 2007, 2008; Schneider
et al. 2012; Litwiller and Brausch 2013; Sinyor et al. 2014).
However, despite the limitations of the studies presented,
the evidence connecting bullying to suicide among adolescents is quite robust. Cross-sectional designed studies
support the existence of a relationship between bullying
and suicide. Additionally, longitudinal studies further
illustrate this relationship, showing support for the longterm effects of exposure to bullying.

Groups with Heightened Vulnerability
Now that the relationship between bullying, psychopathology, and suicidality during adolescence has been
reviewed, the focus of the next section will be to address
the question as to whether certain groups of adolescents are
at an increased risk for suicidality related to bullying
behavior. Although a number of groups considered vulnerable or lacking majority status would have been
appropriate to examine, the focus of this section will be on
issues surrounding gender and sexual orientation, as these
categories are especially relevant for adolescent identity
development and for understanding adolescent adjustment
in the context of identity-targeted bullying and bullying
based on gender-specific socialization. It should be noted
that there are many aspects of adolescents’ social experiences that might make them especially vulnerable to being
bullied or to being especially impacted by bullying that
occurs (e.g., family duress, off-time pubertal development,
socioeconomic strain) and these may also interact with
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mental health challenges to increase the risk of suicidal
ideation or behavior.
Gender, Victimization, and Suicide
Gender is critical to consider when examining adolescents’
social experiences and the implications that these social
experiences have for developmental outcomes. From a
young age, males and females are differentially socialized
by parents, teachers, the media, and peers. From essentially
every socialization agent, females and males receive gender-specific messages about goals, ideals, appropriate
behavior, strengths, and weaknesses (Brown et al. 2015;
Lawson et al. 2015). Females are taught (directly and
indirectly) to value relationships, collaboration, and emotional expression, whereas males are socialized to focus on
physicality, competition, and dominance. From this perspective, gender differences in psychological distress are
not surprising. Adolescent females have greater emotional
intensity and more strong emotional reactions to social
stimuli, as compared to males, and they also have higher
levels of depression (Charbonneau et al. 2009; Hyde et al.
2008). Additionally, adolescent females are more likely to
report suicidal thoughts and attempts than are adolescent
males (Kaess et al. 2011; Wunderlich et al. 2001).
According to Kaess et al. (2011), one explanation for this
gender difference is that adolescent females reported
higher levels of internalizing problems and adolescent
males reported higher levels of externalizing problems. In
other words, adolescent males are more likely to act with
outward displays of aggression while adolescent females
are more likely to turn their aggression inward.
With regard to gender, it is important to note that,
although females do attempt suicide more than males,
males die by suicide at a disproportionately higher rate
compared to females. Several explanations have been used
to explain this gender gap. Females tend to utilize less
lethal methods of suicide when they make an attempt (e.g.,
drug overdose) while males tend to choose more lethal
means such as firearms (Schrijvers et al. 2012; Callanan
and Davis 2011; Denning et al. 2000). Joiner (2005) points
to the role of the acquired capability for suicide discussed
previously. Men display more physical violence than
women and live more physically violent lives; due to this,
they have acquired the capability to enact lethal self-harm
at a greater degree than women and therefore make up a
large number of fatal suicides.
Gendered socialization also contributes to youth’s
experiences with victimization. Although both males and
females engage in, and are victimized by, aggressive
behaviors, the specific behaviors used to inflict harm to
some extent vary based on gender. Males, as compared to
females, are consistently more likely to engage in physical
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aggression and to be victimized by physical means (Archer
2004). With regard to relational aggression, although the
research is mixed in terms of whether males or females are
more relationally aggressive (Archer and Coyne 2005;
Card et al. 2008), findings consistently show that relational
aggression is a special concern for girls, in that girls and
boys experience and interpret relationally aggressive
behavior differently. For example, girls, as compared to
boys, perceive relational aggression to be more hurtful,
hostile, and detrimental to their social relationships (e.g.,
Crick 1995; Goldstein and Tisak 2004, 2010; Paquette and
Underwood 1999). In addition, girls are more likely to be
victimized by sexual aggression and harassment (Goldstein
et al. 2007; Turner et al. 2011), as compared to boys.
As was indicated by a number of the studies discussed,
the relationship between adverse outcomes (e.g., depressive symptomatology and suicidality) and bullying was
strongest for females (e.g., Bond et al. 2001; Kim et al.
2005; Undheim 2013; Klomek et al. 2010). One explanation for this difference is the fact that adolescent females
are more likely to report internalizing problems while
adolescent males are more likely to report externalizing
problems, turning their aggression outward while females
turn theirs inward (Kaess et al. 2011). Undheim (2013)
discussed this finding in regard to the maturity of girls at
this age, pointing to evidence that adolescent females
worry more about life and feel more pressure from society
at this age than do adolescent males. Rumination is another
mechanism by which adolescent females may be more
prone to suicidality than adolescent males. Previous work
has supported a relationship between rumination and suicidality (Morrison and O’Connor 2008), and rumination is
more common among females (Johnson and Whisman
2013; Nolen and Jackson 2001; Nolen et al. 1999). Type of
bullying experienced may also play a role in the gender
difference in aversive outcomes. As discussed previously,
when girls are victimized by other girls it is most likely to
be by relational aggression, and when they are victimized
by relational aggression girls experience it more negatively, as compared to their male peers (Crick 1995;
Goldstein and Tisak 2004, 2006; Paquette and Underwood
1999). This is especially relevant to discussions of suicide,
as social relationships have been proposed as an important
element in suicidal behavior. Specifically, damage or perceived damage to social relationships has been theorized to
be one of the most important factors in suicide (e.g., Joiner
2005; Van Orden et al. 2010). Additionally, loneliness
(which may result as an aftermath of being ostracized by
one’s group of friends due to relational aggression) has
been established as a risk factor in adolescent suicide (e.g.,
Page et al. 2006; Roberts and Chen 1995) though the
relationship to suicide may be a byproduct of other factors
such as depressive symptomatology or its relationship to
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hopelessness (e.g., Lasgaard et al. 2011; Joiner and Rudd
1996).
In sum, gender differences in experiences with aggression and bullying are due, at least in part, to gender differences in socialization (Crick 1995; Lagerspetz et al.
1988; Underwood 2003). These gender differences in
socialization also partially explain the gender differences in
aversive psychological outcomes following relational
aggression, sexual harassment, and possibly cyberbullying
(e.g., Galen and Underwood 1997; Goldstein et al. 2007;
Goldstein and Tisak 2004), which may also help to partially explain the increased risk for suicidal thoughts and
behavior among adolescent females. Differential socialization also relates to gender differences in physical
aggression, and to lethal suicidal behaviors in males.
Sexual Orientation, Victimization, and Suicidality
Another group of adolescents who are at-risk for suicidal
cognition and behavior, and one that has gathered a large
amount of media attention, are adolescents who identify as
members of the Lesbian, Gay, Bisexual, and Transgender
(LGBT) community. This has been established in a number
of studies focusing on different components of suicidal
risk. Russell and Joyner (2001), using the National Longitudinal Study of Adolescent Health (Add Health), found
that adolescents who identified themselves as being
attracted to members of the same sex were more likely to
report suicidal thoughts and suicidal behavior. This relationship was mediated by youth suicide risk factors,
depression, hopelessness, alcohol use, suicidal behavior
among friends, and experiences of victimization. Friedman
et al. (2006) examined the relationship between bullying,
social support, and suicidality in gay male adolescents. The
authors found that suicidality was greatest in males who
reported higher levels of femininity and bullying was found
as a mediator of this relationship. As with other studies,
bullying was once more found to be related to suicidality.
Almeida et al. (2009) found, in a large sample of 9th–
12th grade students from Boston, that LGBT students were
more likely to report depressive symptomatology, suicidal
ideation, and self-harm than were heterosexual, nontransgendered youth. Furthermore, Almeida and colleagues
found that perceived discrimination accounted for the
increased symptomatology. Berlan et al. (2010) found that,
among females, sexual minorities were more likely to
report bullying victimization and perpetration than were
heterosexual females. Among males, those classified as
‘‘mostly heterosexual’’ and gay were more likely to experience bullying as perpetrators and victim than were
heterosexual males.
LeVasseur et al. (2013), using New York City’s Youth
Risk Behavior Survey, found further support for a
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relationship between sexual minority status and suicidality.
Furthermore, they found that sexual minority, gender, and
ethnic identities interacted with bullying to predict participants who reported a suicide attempt. In a similar study,
Mueller et al. (2015) examined the intersection of race,
gender, sexual orientation and suicidality. They found that
White and Hispanic gay and bisexual males, White lesbian
and bisexual females, and Hispanic bisexual females were
more likely to report being bullied than were White
heterosexual adolescents. However, the difference between
White heterosexual youth and Black lesbian, gay, and
bisexual youth was non-significant. Sexual minority youth
were more likely to report suicidal ideation, regardless of
race, gender, and whether they had experienced bullying.
Why are adolescent members of the LGBT community
at an elevated risk for suicide? First, as noted above, sexual
minority youth are victimized disproportionately more as
compared to their peers (Berlan et al. 2010; Levasseur et al.
2013; Russell and Joyner 2001). Because bullying predicts
suicidality across groups, this alone elevates their risk.
Relatedly, another explanation that may account for this
increase in suicidality among this group is the additional
stress of minority status (Meyer 2003). Minority stress is
the added stress felt by groups for having minority status
and facing the prejudice and discrimination typically
associated with being a member of a stigmatized social
group. Additionally, LGBT adolescents face a number of
complications that hamper the formation of social support
(Safren and Pantalone 2006). Many are unable to be open
about their sexuality, limiting greatly any likelihood of the
development of romantic bonds. In order to fit in, it may be
necessary for sexual minorities to hide this vital aspect of
their lives. Adolescence is a time for identity exploration
and formation; identity development is greatly influenced
by family, peers, and perceptions of social norms (Meeus
and Dekovic 1995). Thus, conflicts between sexuality and
perceptions of social norms may lead LGBT adolescents to
feel alienated, and may increase their susceptibility to
experiences of victimization.

Protective Factors
One question that must be answered is what differentiates
adolescents who attempt suicide following experiences of
bullying from those who do not? As noted in the beginning
of this article, positive developmental outcomes are most
likely among adolescents who are in environments that are
a good match for their evolving developmental needs,
including social connection, identity exploration, and
autonomy support (Eccles et al. 1991, 1993; Goldstein
et al. 2005). Although Rigby and Slee (1999) found support
for the role of bullying in suicidal behavior, their results
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also indicated that those who reported higher social support
were less likely to report suicidality than were those who
reported lower social support. Fleming et al. (2007), in a
large sample of adolescents (9570), found that reports of
parents caring, other family members caring, teachers
being fair and feeling safe at school were all associated
with decreased rates of suicide attempts. Bonanno and
Hymel (2010) compared adolescents on ratings of victimization, social hopelessness, social support, and suicidality.
While hopelessness is a well-established risk factor for
suicide, the authors focused on social hopelessness. They
found that the relationship between victimization and suicidal ideation was mediated, partially, by social hopelessness, which indicated that social hopelessness was one
factor through which victimized adolescents become suicidal. Additionally, the authors found that students who
reported higher levels of social support reported lower
levels of suicidality.
Familial protective factors have also been shown to
decrease suicide risk. Borowsky et al. (2013) found support
for the role of parent connectedness, perceived caring by
friends and non-parental adults as protective factors against
suicide in those who experienced bullying. Elgar et al.
(2014) found that participation in family dinners had a
positive impact on the mental health of those experiencing
cyberbullying. These findings highlight the importance of
familial factors in counteracting the harmful effects of
exposure to bullying.
Finally, focusing on sexual minorities exposed to bullying, Hatzenbuehler et al. (2014) found that school climates that protected minority students (e.g., had safe
spaces or Gay-Straight Alliances) had lower incidences of
suicidal thoughts among sexual minority students, while
schools that did not have protective environments for
sexual minority students had increased reports of suicidal
thoughts among sexual minorities. Although these studies
have examined different factors associated with lowering
adolescents’ suicide risk, taken as a whole, this body of
research illustrates the protective role of a supportive,
nurturing, developmentally appropriate environment for
adolescents.

Discussion
In this review article, research showing clear adverse outcomes faced by adolescents who are the victims and perpetrators of bullying has been reviewed. It has been argued
that these bullying experiences, and the associated mental
health challenges including suicidality, are best viewed
through a lens that considers adolescents’ unique developmental needs. Although the articles reviewed cannot
encompass the whole of the scholarly literature on the
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topic, they are representative of the findings across the
field. Regardless of the form that it takes, aggressive
behavior and bullying have negative health outcomes. As
discussed, bullying behavior is associated with depressive
symptomatology as well as PTSD and psychotic symptoms. Furthermore, bullying is related to suicidal ideation
as well as suicide attempt behavior. Psychologically vulnerable adolescents, because of their multiple social,
physical, and psychological transitions coupled with their
neurological immaturity but increased social access, are
especially at risk for engaging in behavior that may cause
them ultimate harm.
To summarize, there are a number of factors at play that
likely increase the risk of psychopathology and suicidality
in adolescence. While adolescents are capable of abstract
logic and more adult thinking than older children, the
prefrontal cortex develops at a slower rate than does the
limbic system. Due to this, as well as an increase in hormones associated with puberty, adolescence is characterized by emotional swings and limited emotional regulation.
This creates a tendency toward more reckless, impulsive
behavior. In turn, this tendency is associated with increased
suicidality. Additionally, at a time when the importance of
social comparison and peer groups is at an all-time high,
the experience of victimization at the hands of a peer could
have the devastating effect of increasing suicidality and
psychopathology.
It is also important to mention that certain groups of
adolescents have experiences that place them at a heightened risk for suicidality linked to bullying. Research was
reviewed showing that females were especially sensitive to
relationally aggressive infractions and sexual harassment,
and that females were also more likely than males to
attempt suicide. Adolescent males, however, are more
likely than their female counterparts to complete a suicidal
attempt. Sexual minority youth are also more likely to
report negative outcomes in relation to bullying behavior,
and are also more likely to engage in suicidal cognition and
behavior.
At the beginning of this article some of the statistics
concerning suicide as well as three cases of suicide tied to
bullying were discussed. It is important to keep these
numbers in mind but also to keep in mind Tyler, Olivia
Perryman, and Olivia Penpraze. While the problem of
suicide as a national and international problem can be
acknowledged by examining the statistics so far discussed,
it is often easy to become desensitized to the devastation of
suicide when looking solely at the numbers. Tyler was 18,
Olivia Perryman was 14, and Olivia Penpraze was 19 years
old.
Thus, it is clearly critical to apply the existing evidence
on this topic to ways in which suicidality during adolescence can be prevented. This review of the literature has
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revealed a number of commonalities across studies that
point to some clear prevention implications. The first
important point is that adolescence is a unique developmental period and any attempts to prevent or intervene
upon suicidal ideology or behavior must take this developmental context into consideration. This is also the case
for programs designed to target bullying prevention and
intervention. The topic of characteristics of developmentally appropriate prevention programming for adolescents
has been discussed elsewhere (e.g., Boxer et al. 2008); the
consensus is that such programming should have respect
for the changing cognitive capacity of teens while
acknowledging the need for personal autonomy, peer
approval and acceptance, identity development, and family
and school involvement where appropriate.
Second, although bullying occurs throughout adolescence, there are specific vulnerabilities that different
groups of adolescents face. Specifically discussed are
female adolescents for internalizing behavior and suicide
attempts, male adolescents for lethal suicidal efforts, and
LGBT youth for increased victimization, psychological
distress, and suicidality. Given the increased risk of psychopathology and suicidality associated with bullying and
for members of these groups, initiatives should focus on
targeting the specific needs of these populations.
With a focus on bullying reduction (which ultimately
reduces one risk factor for suicide, as discussed throughout
this article), the National Crime Prevention Center gives a
number of strategies to decrease the incidence of criminal
behavior related to bullying. Several of the strategies have
clear implications for the prevention of bullying behavior
and are included below (Strategies 2016):

5.

1.

In addition to the recommendations provided by the
CDC, the Olweus Bullying Prevention Program (OBPP) is
an example of a vetted program with demonstrable effects.
The OBPP is a school-wide program designed to reduce
bullying and to improve peer relations from elementary
school through junior high school grades. The OBPP has
components that involve schools, classrooms, individuals,
and the community in prevention. For example, at the
school-wide level, one strategy is to implement a bullying
prevention coordinating committee, at the classroom level
it is expected that schoolwide rules against bullying will be
posted and enforced, at the individual level children’s
activities will be supervised, and at the community level
members of the community would be used on the coordinating committee to involve the community (Hazelden
Foundation 2007). These are just a few examples as to how
the OBPP utilizes a wide range of strategies across several
levels. The OBPP has garnered support in the literature as a
method for preventing bullying behavior in schools.
Olweus and Limber (2010) found compelling evidence for

2.

3.

4.

Introduce diversity tolerance and education in school:
Introducing tolerance and diversity education at the
elementary-high school level can have an impact on
the incidence of bullying and discrimination among
adolescent populations.
Start peer mediation starting in high school: This
strategy has students engaging in peer mediation. This
allows for students to develop conflict resolution skills
as well as increasing communication and anger
management skills in an environment conducive to
discussion.
Involve parents: Parents can be involved in a number
of ways. For example, parents can set a good model for
kind, non-bullying behavior within the family context.
As another example, parents can regularly discuss
peers and social issues with their children.
Implement student advisory boards: Implementation of
student advisory boards can increase the input of
students in procedures and programs that are being
used to prevent bullying behavior.

Establish hotlines: These can be essential for the
prevention of bullying behavior as well as increasing
the likelihood of outreach from victims themselves.

The recommendations above are but a few that are
offered by the National Crime Prevention Center, but are
the ones more salient to bullying behavior. Further recommendations are made by the Center for Disease Control
and Prevention (CDC). In an informational pamphlet
released by the CDC’s Division of Violence Prevention,
they summarized a number of key findings and how these
could be applied to preventing suicide in schools. The
recommendations were (National Center for Injury
Prevention and Control, n.d.):
1.

2.
3.

4.

5.

Create a strong sense of connectedness by, for
example, encouraging school personnel’s use of first
names to greet students and to ask about their days.
Teach coping/life skills that encourage resilience and
acceptance of differences.
Teach school staff about vulnerable populations and
the appropriate ways to intervene when bullying
situations occur.
While bullying behavior should not be encouraged, it
is important that the focus not be on blame, shame, or
criminalization. Getting youth who engage in bullying
professional support for themselves and their families,
may aid in making positive change and prevent future
bullying behavior.
Get peer groups involved. Empowering youth to
change the tone of bullying behavior and making it
seen as ‘‘uncool’’ will aid in the prevention of the
behavior.

123

90

the program’s effectiveness in Norwegian schools. Furthermore, they reported that the body of evidence supported the OBPP as having a positive impact on students’
self-reported involvement in bullying and antisocial
behavior in the United States. Additionally, programs that
are based on the OBPP model have been shown to be the
most effective (Farrington and Ttofi 2009). Additionally,
Beckman and Svensson (2015) examined whether or not
the OBPP was a cost-effective bullying prevention technique. Their analysis revealed that it was, in fact, a costeffective intervention, which is important given that
implementation of this program would require
budget allocation.
Given the relationship between bullying and adolescent
suicide, prevention of aggression and bullying in schools
will aid in the reduction in suicide risk among this population but it is not enough. Interventions are necessary that
target suicidality directly. One difficulty in preventing
suicide among adolescence is that many of the risk factors
for suicide are in common among adolescent populations.
The American Association of Suicidology uses the mnemonic IS PATH WARM in order to represent a number of
risk factors for suicide (Juhnke et al. 2007). The mnemonic
represents: Suicide Ideation, Substance Abuse, Purposelessness, Anger, Trapped, Hopelessness, Withdrawing,
Anxiety, Recklessness, and Mood Change.
As can be seen by examining the above list, many of the
risk factors for suicide could be mistaken for a ‘‘typically’’
moody, seemingly bored and withdrawn adolescent, especially if parents have expectations for relatively high levels
of malcontent among their adolescent children based on
their own negative stereotypes of the developmental period. Further, as discussed above, recklessness and risktaking peak during adolescence, with the developing
brain’s emotional centers outpacing the development of the
reflective, more adult cognitions. This increased emotionality, coupled with the exposure to increased social pressures that are characteristic of adolescence can lead to
mood changes and swings that could be easily misinterpreted if one were to rely solely on this mnemonic to assess
suicide risk among adolescents.
So, how can adolescent suicide be prevented? Communication is perhaps the key to preventing adolescent
suicide, as well as suicide in general. It is a common
misconception that those that are suicidal do not communicate their suicidal intent and that those who communicate
suicidal intent are actually not suicidal (Joiner 2010).
However, the reality is that the majority of those who die
by suicide give signs of their intention to die and many
communicate suicidal intent. Due to this, prevention programs focusing on adolescents should focus on communicating the warning signs of suicide as well as helping to destigmatize discussions about suicide. Additionally,
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education about normative adolescent development is
crucial, so that teens, parents, and educators alike can more
easily disentangle typical changes and challenges from
more potentially dangerous ones. This is often done by
programs that teach family, friends, and co-workers these
signs and bring them into the fold of suicide prevention
(e.g., Stop a Suicide Today!). Additionally, as the review of
protective factors indicates (Rigby and Slee 1999; Bonanno
and Hymel 2010; Borowsky et al. 2013), one of the ways to
minimize the relationship between bullying and suicidality
is to increase social supports. This can be done both within
the family (e.g., family dinners or activities) or outside
(e.g., with peer groups or non-parental adults). Increasing
the sense of social connectedness or the sense of social
support can make the difference between life and death for
a bullied adolescent. Adolescents should be provided with
a number of ways in which they can establish healthy,
supportive peer relationships; out-of-school venues for this
(such as community or religious organizations or clubs,
community-based classes in an area of special interest)
may be especially helpful for youth who feel disconnected
or victimized at school.
As hopelessness is a risk factor for suicide, hopefulness
is a protective factor against suicide. With the high profile
suicides of a number of LGBT adolescents, a focus on
intervention and prevention has increased. One program,
the It Gets Better Project (http://www.itgetsbetter.org/),
utilized videos of members of the LGBT community who
communicated their experiences with bullying and victimization and discussing how things have gotten better for
them. The website, in addition to offering a number of
inspirational videos, also links those who visit the site
directly to suicide prevention hotlines for the general
public as well as hotlines specific to the LGBT community.
Sites such as this promote the protective nature of hopefulness, connect those who visit to services, and de-stigmatize talking about suicide.

Conclusion
In this review, the importance of considering the unique
developmental period of adolescence in all facets to
better understand the link between bullying and suicide
has been highlighted and applied to a discussion of
interventions and preventative techniques that address
bullying behavior. The scholarly literature as well as the
anecdotal evidence described at the beginning of this
review points to the importance of preventing bullying
behavior and creating interventions to aid in the recognition of those at risk of attempting suicide. What has
hopefully been made apparent throughout this review is
the importance of taking into account the unique
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developmental stage of adolescence. Adolescence, with
its rapid social and psychological changes coupled with
its uneven brain development (hallmarked by increased
impulsivity, risk-taking, and emotionality), is a period of
substantial risk for suicide. This increased risk, when
coupled with exposure to peer victimization, can have
deadly consequences. Preventative measures for suicide,
while perhaps working for some populations, may not
work for all. Adolescence, with its emotional swings and
tendency toward impulsivity and reckless behavior, is a
time period that must be targeted for suicide prevention
and these prevention methods must be geared specifically
toward the unique developmental needs of this population. Bullying behavior has a devastating effect on adolescents and by preventing bullying or diminishing its
impact, lives will be saved.
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