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Abstract

:

Peer Victimization (PV) or being bullied in childhood/adolescence has been associated with several negative outcomes in mental health conditions beyond the time of its occurrence. However, its possible association with personality disorders has been slightly explored. In the present study we have compared the frequency of DSM IV personality disorders among adult patients with (N = 28) or without (N = 418) a reported history of PV. For this purpose, axis II was evaluated with the Self-Report Checklist for Preliminary Items for Major Categories, whereas self-esteem and self-assessment of functioning were evaluated with single questions. Patients with PV history have met the diagnostic criteria of the avoidant (60.7% vs. 12.2%), depressive (28.5% vs. 5.2%) and paranoid (17.9% vs. 5%) personality disorders more frequently than patients without history of PV. Moreover, these patients with antecedents of being bullied have also reported lower self-esteem (2 vs. 3) and in the assessment of social functioning (4 vs. 5). Our study indicated that there is a clear association between PV and avoidant, depressive and paranoid personality patterns. These results suggest that the stress related with the experience of PV threatens a basic psychobiological need such as social acceptance with implications for the beginning of long-term dysfunctional personality trajectories.
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1. Introduction


The experience of Peer Victimization (PV) or being bullied is a form of childhood victimization that can be defined as aggressive behavior or intentional harm-doing by peers that happens repeatedly and involves an imbalance of power [1]. PV can have many manifestations, from direct physical harm to verbal taunts and threats; to exclusion, humiliation and rumor spreading and electronic harassment [2]. Approximately, 7–9% of the total school population might have suffered from bullying with some regularity at a particular time of their lives [3]. According to Nansel and colleagues [4] an average of 11% of children reported being victims of bullying. What is more, in the World Health Organization (WHO) report [5] rates ranged between 2–33% at ages of 10, 13 and 15 years in 43 countries. On the other hand, 14% of students reported being bullied in the 2019 status report Bullying in the United States Schools [6]. These data reflect the great magnitude of the problem.



Nonetheless, PV has been considered as a normal interactive pattern among youths and so not harmful [7] even though there are several studies showing that being bullied contributes to children’s symptoms of distress and early mental health problems developing [8]. Moreover, it has been concluded that victims of bullying suffer from a variety of feelings of psychological distress that include anxiety, social anxiety, depression, loneliness and negative feelings about themselves [9]. There is also evidence of its implication in somatic symptoms and health problems through its impact in the neuroendocrine system and related inflammatory processes [10].



The impact of PV during childhood/adolescence in mental health is not circumscribed to the context of its occurrence. Both cross-sectional and follow-up research indicate that is associated also with internalizing disorders such as anxiety, depression, somatization, low self-esteem or suicidal ideation and behavior in adulthood [3,11,12,13,14,15,16]. There is some evidence that indicate that this association could be higher than other forms of maltreatment [17]. Despite the fact that, as developmental psychopathology predicts [18], the impact of this type of experience may be mediated and/or moderated by several environmental and psychobiological factors [19,20,21,22,23,24], the outcome in adulthood has been related with the intensity or degree of bullying during childhood, meaning that more frequent, more severe or more chronical bullying resulted in a worse outcome [25]. Nonetheless, additional work is needed on this field to test whether being bullied contributes to other psychopathological outcomes in adulthood [8].



Despite its relevance in the origin of diverse mental health problems and its association with maladaptive personality traits such as being overly sensitive to critic evaluation, introversion, submissive and passive behavior and low self-esteem in child and adolescent victims [25], there is a notable lack of research on its association with personality disorders in adulthood even though these traits can have long-term continuity. Only a few investigations provide enough data that reflect the role of PV in childhood/adolescence and the borderline personality disorder in adults [26,27,28,29].



Personality disorders can be defined as a group of mental disorders characterized by deeply ingrained maladaptive patterns of inner experience and behavior that lead to significant distress or impairment in social, occupational and in other important areas of functioning. These disorders are usually recognizable by adolescence and may last during all life of the patients that suffer from them.



Theorists and clinicians in the field of personality disorders have highlighted the link between PV and the development of maladaptive personality disorders [30,31]. Therefore, PV might be on the origin of dysfunctional cognitive-affective schemas about the self and others [32] and, in a related way, biases in the social information processing [33]. Thus, the social pain that implies humiliation, rejection and devaluation by peers might leave an emotional scar that, unlike physical pain, lasts over time with negative consequences in the life trajectories at a personal and social level [34] On the other hand, the developmental period (middle childhood and adolescence), chronicity and the meaning of PV experience (thwart of the basic need of acceptance and belonging) could be understood as a class of toxic stress with potential neurobiological repercussions [35].



Based on all above mentioned, the objective of the study was to verify if there are differences between the two groups of patients (with or without reported antecedents of chronic PV along their childhood/adolescence) in the frequency and types of DSM IV personality disorders. Thus, we hypothesize that chronic PV may be associated with: (1) higher Structured Clinical Interview for DSM IV Axis II Personality disorders Questionnaire (SCID II-Q) scores and frequency of personality disorders with a high component of social anxiety and distrust as are the avoidant and paranoid personality disorders; (2) lower self-esteem, and (3) worse perception of social functioning.




2. Materials and Methods


2.1. Subjects


In our study we counted a total sample size of N = 446 patients, from whom twenty-eight patients (N = 28) reported being bullied during childhood/adolescence (history of PV) and N = 418 were considered as clinical controls (without history of PV).




2.2. Procedure


Recruitment took place between 2013 to 2015. Patients who began psychological treatment in a mental health unit were requested for participation and were given a written informed consent. The study was conducted in accordance with the Declaration of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Galicia Health Research Institute (IIS Galicia Sur, protocol code 2013/530). Inclusion criteria included patients between 18 and 50 years and that had at least completed the obligatory secondary education. Patients with neurological damage or intellectual disability were excluded from the study. Personal background data such as questions about the occurrence of PV throughout childhood/adolescence and other type of adversities were asked at the first clinical interview. Patients completed the Structured Clinical Interview for DSM IV Personality Disorders Questionnaire (SCID II-Q) at the end of the first clinical interview. Subsequently, the answers to the SCID II-Q were reviewed in consultation with the patients and compliance or not of the DSM-IV diagnostic criteria for each of the personality disorders was determined.




2.3. Instruments


Clinical interview for experiences of adversity in childhood-adolescence. In addition to other forms of adversity in childhood/adolescence (up to 17 years old), one of the areas explored was school experience. In this context, PV was defined as the repeated occurrence over prolonged periods of time of either verbal aggression (in form of insults, nicknames or threats) or physical aggression by other classmates. All these patients reported specific examples of these type of experience that had repeatedly occurred over long periods of time.



Structured Clinical Interview of DSM IV Personality Disorders (SCID II) [36]. The assessment of axis II psychopathology was based on the response of the subject to the SCID II-Q questionnaire [37]. The SCID II-Q includes items of all the criteria of the DSM IV personality disorders. For example, “do you often worry about being criticized or rejected in social situations?” in the avoidant personality disorder scale or “do you find that it is best not confide in others because they will use it against you?” in the paranoid personality disorder scale. All the questions are answered dichotomously (yes or not). There is evidence about the internal consistency of the SCID II-Q scales. For example, in one study in made in a large sample size [38] the Kuder-Richardson coefficient for the avoidant personality disorder scale was 0.70 and 0.73 for the paranoid personality disorder scale. After completion of the SCID II-Q, the affirmative questions on each of the personality disorder scales were reviewed with the patient, using the SCID II interview protocol [36], in order to assess the presence or absence of the reported characteristic.



Self-esteem was assessed with a single question “Do you feel you are a person worth at least on an equal basis with others?” employing a 5-point Likert-like scale. The five possible answers were: very much, much, moderate, a little and none.



Self-assessment of functioning evaluated three areas (general mood, social relationships and daily work or school) with a single question “How well you feel you are currently functioning in each of the three areas listed below”. A 10-point Likert-like scale was used with a minimum of “1” meaning “Barely able to function” and a maximum of “10” meaning “excellent functioning”.




2.4. Statistical Analysis


Regarding hypothesis 1, continuous variables (personality disorders scales of the SCID II-Q) were first assessed for normality (Kolmogorov-Smirnov if N > 50 or Shapiro-Wilk if N < 50) and variance homogeneity (Levene test). Continuing with hypothesis 1, we then compared both groups using parametric Student’s t test. Dichotomous variables from hypothesis 1 (axis I DSM IV diagnosis, axis II DSM IV diagnosis) were compared by X2 test. Finally, in order to test hypothesis 2 and 3, we used the U Mann-Whitney test with ordinal variables (self-esteem and self-assessment of functioning). All statistical analysis were made in Graph Pad Prism 7.1.1. and are reported in APA style.





3. Results


3.1. Sociodemographic Characteristics of Patients


Descriptive sociodemographic characteristics of the two groups of patients are shown in Table 1. Basically, there were no statistical differences in terms of sex distribution, marital status, nor in academic formation between both groups.



However, both groups were statistically different in terms of age (t(445) = 3.47, p < 0.001, Table 1). From our perspective this difference is not biasing our conclusions since it is reduced to a 5 years difference.




3.2. Axis I Disorders


The most frequent axis I disorder diagnosed was depression (PV patients 50% vs. non-PV patients 38.6%, Table 2 [X2 (1, 445) = 0.98, p = 0.32]) that includes major depression and dysthymic disorder. The second most frequent were anxiety disorders (PV patients 25% vs. non-PV patients 37.4%, Table 2 [X2 (1, 445) = 1.74, p = 0.18]) which included generalized anxiety disorder, panic disorder with or without agoraphobia and phobias. On the other hand, adjustment disorders were significantly more frequent in patients without history of PV (PV patients 3.6% vs. non-PV patients 20.6%, Table 2 [X2 (1, 445) = 4–85, p ≤ 0.005]). This included anxiety and/or depressive symptoms. On the contrary, patients with a history of PV were more likely to meet diagnostic criteria for obsessive-compulsive disorder than in patients without PV history (PV patients 17.9% vs. non-PV patients 4.5%, Table 2 [X2 (1, 445) = 9.09, p ≤ 0.005]).



Both groups were similar in the report of another childhood adversity such as physical and emotional maltreatment or witnessing domestic violence [data not shown].




3.3. Structured Clinical Interview of DSM IV (R) Axis II Personality Disorders Questionnaire (SCID II-Q)


The mean scores of the SCID II-Q are shown in Table 3. The group of patients with a history of PV had significantly higher scores than the group of patients without a PV past of the avoidant [t (440) = 4.29, p ≤ 0.001], depressive [t (439) = 3.33, p ≤ 0.001], paranoid [t (441) = 2.93, p ≤ 0.005] and borderline personality patterns [t (436) = 2.08, p = 0.037].



Moreover, patients with history of PV were more likely to meet the diagnostic criteria for avoidant (X2 (1, N = 445) = 47.6, p ≤ 0.001), depressive (X2 (1, N = 445) = 22.6, p ≤ 0.001) and paranoid personality disorders (X2 (1, N = 445) = 7.8, p ≤ 0.005). These diagnostics were made by using the SCID II protocol interview (Table 4).




3.4. Self-Esteem and Social Support


Finally, patients with a history of PV reported lower self-esteem (2 vs. 3) (U = 7477.5, p ≤ 0.001) and worst self-assessment of social relationships (4 vs. 5) (U = 6249, p ≤ 0.05) (Table 5). What is more, it was significantly more difficult for the group of PV patients to answer “yes” (52% vs. 74.4%, p ≤ 0.05) to the question “Do you have a close friend who is supportive and someone you can confide in during difficult times?”.





4. Discussion


Research on the psychopathological repercussions of PV in childhood/adolescence indicates a significant impact on psychological well-being. Thus, it has been observed that those patients exposed to this type of experience are more likely to present psychological symptoms such as anxiety, somatization and low self-esteem [7,8,9,10].



On the other hand, although there are cross-sectional and follow-up studies than have documented the long-term psychological impact of PV [3,11,12,13,14,15,16], only a few offer results on its possible role in personality dysfunction [27,28,29]. Previous studies were mainly focused on the borderline pattern. Therefore, the main goal in the present study was to examine the association of PV experience with all the dysfunctional personality patterns. To the best of our knowledge no previous studies have been conducted with this broader framework.



The main finding of the present research is that patients with antecedents of chronic PV during childhood/adolescence are statistically more likely to meet the diagnostic criteria for three of the DSM IV personality disorders: the avoidant, paranoid and depressive.



We now proceed to discuss these associations, their possible psychological and neurobiological mechanisms, practical implications and future perspectives.



4.1. The Impact of PV in the Long-Term Personality Dysfunction


Nearly 30 years ago, Olweus (1993) [3] wondered if the experience of being victimized over long periods of time leave certain scars on the adult personality. This question is not surprising insofar as the chronic occurrence of PV situations can be understood as a kind of toxic stress that thwarted a basic human need such as social belonging [39].



In our study, the avoidant personality disorder was the one with the strongest association and, thus, in contrast with the clinical control group, more than half of the patients with a history PV (12.2% vs. 60.7%, respectively) met the clinical criteria for the avoidant personality disorder. This result has not come as a surprise since bullying actually implies an aversive interpersonal circumstance that is chronically maintained and that in many cases can be in the basis of social anxieties with attitudes of interpersonal withdrawal, expectations of rejection and, in many cases, personal attributions for its occurrence [40,41,42]. Moreover, patients that had suffered from PV reported having a trusting friendship less frequently and rated their current social functioning more unfavorably which is consistent with the avoidant personality disorder. In addition, although the clearest association was with this personality pattern, the history of being bullied was also associated with a higher frequency of presenting other types of personality disorders such as paranoid and depressive.



In the present study, PV was associated with significantly higher scores in the SCID II-Q paranoid personality scale and in the percentage of patients that accomplished the DSM IV diagnostic criteria for the paranoid personality disorder. Regarding this personality pattern, is relevant that research indicates the presence of hostile attributional biases in children who have suffered abuse [43]. And there is some evidence of the association between bullying victimization and hostile expectations, suspiciousness and ideas of reference among youths [44] and with rejection sensitivity [45]. Sensitivity to anger cues and biases in social information processing could be precursors of the paranoid orientation observed with increased frequency in the group of patients with antecedents of PV in our study. It could be said that being bullied could induce a cognitive vulnerability with negative schemas about the self, others and the world with implications in the development of paranoid ideation. As Schafer and colleagues [46] said, besides vivid and persistent memories, many of the adults with personal antecedents of PV feel that the experience had long-term effects on them, such as lack of trust in relationships.



On the other hand, results are very consistent with the rejection sensitivity model [47] which predicts that the experience of rejection, such as being a victim of bullying, is involved in perceptions and expectations of rejection in interpersonal relationships. Thus, the person becomes vigilant, meticulously scanning the environment for any possible rejection cues and preparing to act defensively once cues of rejection are detected.



We have also found that patients who had reported PV obtained a higher score in the SCID II-Q scale of depressive personality disorder (included in appendix B of the DSM IV) and more often met the diagnostic DSM IV criteria for this disorder. This reflects the pervasiveness of the depressive experience in this group of patients. There is evidence that major life events involving social rejection are strongly associated with the onset of depression. For example, Slavish and colleagues [48] propose a psychobiological model of depression that highlights that social rejection events activate brain regions involved in processing negative affect and rejection-related distress. They also elicit negative self-referential cognitions (e.g., “I’m undesirable”, “other people don’t like me”) and related self-conscious emotions (e.g., shame, humiliation). The experience of PV, as a class of social rejection, can be involved in the onset of this depressive orientation. It is important to highlight that, as in other studies [46], PV is associated with lower general self-esteem, an important characteristic of depressive disorders. The devaluated self-perception not only is reflected in a specific scale of self-esteem but also in the fact that the practical totality of the patients with a history of PV (27/28) reported feelings of self-depreciation and culpability in the present moment in the specific item of the Depression scale of the Structured Clinical Interview for DSM IV Axis I Disorders. It could be said that one of the consequences of being bullied in the time of its occurrence is the state of poor self-esteem [49] and it might become a lifelong trait.



Taken together, the picture that emerges implies in a significant number of patients, in addition to social anxiety and avoidant behavior, a depressive orientation with a tendency to self-devaluation and negative affectivity, as well as mistrust in the intentions of others and a tendency to make attributions of hostility or rejection in social interactions. These three clusters of traits (avoidant, paranoid, and depressive) would be considered to be closely intertwined. For example, Troop-Gordon and colleagues [50] found, in their longitudinal study, that PV was associated to maladaptive coping responses such as withdrawal from peer activities and even stay at home from school as a means of preventing further harassment and that this coping responses were associated to depressive symptoms in the follow-up.



There is also recent empirical evidence [51] in the general population of Spain which states that interpersonal sensitivity is one of the main factors that make up the dimension of paranoid beliefs, along with distrust and ideas of persecution. This factor is made up of four of the seven items of the SCID II-Q avoidance pattern scale used in the present study. Furthermore, results from the study conducted by Contreras and colleagues [51] suggested the possible role of loneliness in mediating the observed relationship between paranoia, depression and anxiety. Additionally, a recent study [52] finds that avoidant personality traits are associated with a magnification of depressive symptoms in university students who are victims of PV. The results of these studies are consistent with our results. Thus, the greater intensity of depressive traits in the patients with a history of PV may be derived from the experience of loneliness reflected in the avoidance pattern. Additionally, the frequent report among these patients of a lack of a trustworthy friend in whom to confide in times of distress is consistent with the mentioned heightened loneliness experience.



On the other hand, in the present study 11 of the 28 patients (39.28%) that reported PV alluded to it as the worst circumstance of their lives. This fact suggest that chronic PV is an important element in long-term psychological maladjustment as reflected in the high frequency of personality disorders in this group. This is consistent with a recent clinical approach that considers that the impact of this type of chronically maintained experience can be understood within the interpersonal trauma framework [53].




4.2. Peer Victimization: Toxic Stress, Allostatic Load and Epigenetics


Arguably, PV and related experiences such as rejection and ostracism interfere with something that is instinctively human, such as the search for a social place within the peer group and to fulfill a fundamental need to belong [35,39,54]. As children grow up, they spend more time with peers and peer interactions take an increased importance for socialization but it also become a substantial source of stress [55]. Given the importance of peer relationships, it would be surprising if experiencing negative peer attitudes and behaviors during prolonged periods of time had no effect on an individual development from a social and socio-cognitive perspective [46]. Moreover, there is evidence that the social pain associated with this type of experience can be associated with the activation of the same neural network that are involved in physical pain [56]. The activation of these neural regions serves as a neural alarm system or “sociometer” alerting individuals to a discrepancy between their desired social state (social acceptance) and their current social condition (social rejection) [57]. On the other hand, social pain can be relived more intensely than physical pain [33]. Consequently, it is not unexpected that social pain can have neurobiological consequences as other forms of maltreatment [35,58]. So, research in neuroscience suggest that PV can cause significant social pain which can jeopardize the individual capacity for effective functioning rather than “building character” [35].



Toxic stress can be defined as a strong, frequent, and/or prolonged activation of the body´s stress response system [59] and is implicated in Allostatic load, a process in which the body accrues damage over time impairing its capacity to maintain and restore homeostasis in the face of future challenges [55]. There is research evidence about the impact of serious and chronic circumstances during development (such as physical, emotional and sexual abuse, emotional and physical neglect and witnessing intrafamilial violence) on the structure, function and connectivity of diverse brain regions (anterior cingulate cortex, corpus callosum, amygdala, insula, hippocampus and prefrontal cortex) [60]. The impact on these neural regions and networks, that participate in functions as social cognition, self-awareness or emotional regulation, may be important in vulnerability to physical and mental health problems along life [35].



Chronic PV can be seen as a form of toxic stress. Indeed, Vaillancourt and colleagues [19] indicate that PV is associated with: (a) changes in the neuroendocrine stress response system; (b) increased inflammation; and (c) epigenetic alterations such as DNA methylation. The authors highlight that these biological changes are consistent with what is known about the negative effects of chronic and/or extreme stress on health and well-being. For example, Copeland and colleagues [61] found that being bullied predicted long term greater increases in C-reactive protein (CRP), a marker of lower grade inflammation, a mechanism by which PV may get under the skin to affect adult health functioning, even many years later. There is also evidence about the role of PV in the sensitization of neural structures involved in the processing of social information [62]. For example, Swartz, Carranza and Knodt [63] found that that higher amygdala activity to fearful and/or angry faces is predicted by higher PV. McIver and colleagues [64] associated PV with increased neural response to social exclusion in an experimental task (Cyberball paradigm) in the left amygdala, left inferior frontal operculum, and right fusiform gyrus. And Rudolph and colleagues [57] found a heightened response of neural structures of the neural social network (dorsal and subgenual anterior cingulate cortex and anterior insula) in the experimental task of social exclusion (Cyberball paradigm) among girls with chronic experience of PV.



Epigenetics is a field of enormous transcendence for Psychiatry and clinical Psychology [65,66,67]. Epigenetic mechanisms could underlie the relationship between childhood adversity, such as PV, and vulnerability to stress and psychopathology. Thus, the neurobiological research on the consequences of environmental stressful conditions during development, since the seminal research by Weaber and colleagues [68], has incorporated epigenetic data [69]. Several studies have found epigenetic modifications associated to PV [70,71]. However, other two studies [69,72] only found limited and weak evidence of epigenetic modifications associated to PV. The complexity of research on the potential epigenetic mechanisms in the association between PV and psychopathological outcomes is highlighted by Marzi and colleagues [72]. For example, exposure-related methylation signatures may be concentrated only among the subset of victimized individuals who develop stress-related disorders or could be enhanced by risk factors or mitigated by protective factors.




4.3. Psychological Processes That Link PV and Dysfunctional Personality Traits


Psychological factors involved in PV should not be understood as a separate influence of the neurobiological factors. For example, Rudolph and colleagues [57] found evidence of an indirect pathway, through avoidance motivation, between heightened neural sensitivity in an experimental social exclusion task and internalized psychopathology (symptoms of depression and social anxiety) among girls with experience of chronic PV. The avoidance motivation could be understood as a psychological sensitivity to aversive social cues as reflected in a drive to avoid negative judgments, peer disapproval and loss of social status. Similarly, Guroglu and Veenstra [33] remarked that chronically rejected children and adolescents with heightened neural sensitivity to exclusion may not only experience more adverse reactions to actual peer rejection but also show hypervigilance to potential social threats and a tendency to avoid the possibility of future rejection. Therefore, accumulating negative experiences in the peer context might further strengthen heightened neural responses to these adverse interactions.



The experience of PV may be involved in the development of cognitive schemas with perceptions of the self as worthless and unlovable, the world as hostile, as well as a negative perception of the future [32]. As Slavish [54] stated, these schemas play critical roles in structuring attitudes, expectations, beliefs and behaviors across life span. On the other hand, dysfunctional coping strategies (such as ruminative thoughts, emotional numbness or inaction) in the context of PV are associated with depressive symptoms in the follow up and these types of dysfunctional strategies have continuity along time [50]. The characteristic way of coping of interpersonal stress may goes beyond childhood and emerge as a long-lasting trait in the adulthood as can be seen in the dysfunctional personality patterns of the group of patients with antecedents of PV in our study. It is important to highlight that the social support and bonding has a significant effect in the modulation of stress [73,74]. The poor social functioning, mistrust and avoidance behaviors may be important mediators of the long-term difficulties in coping with stress and, in consequence, in the vulnerability to psychopathology.



However, as proposed by developmental psychopathology [18], not only genetic and neurobiological factors [19,20], but also other circumstances in life, can modulate the impact of adversity on development [21,22]. For example, Teicher and colleagues [60] proposed the hypothesis that certain polymorphisms may together determine how malleable an individual is to both negative and positive experiences and called it phenotypic plasticity. As a matter of fact, the temperamental trait of Behavioral Inhibition is an important predictor of social anxiety [23,24]. On the other hand, Ttofi and colleagues [75] reported that having a good performance at school and social skills, coming from a stable (undisrupted) family, being attached to parents and having prosocial friends seem to interrupt the continuity from school bullying perpetration and victimization to later maladjustment problems.



Despite the fact that is probable that many who have gone through this type of experience show resilience and do not get into paths of dysfunctional functioning, the high frequency of personality disorders in this study with a clinical sample of patients in treatment in a mental health center, suggest also that for many it may be a circumstance of special relevance to understand the origin of life trajectories with chronic difficulties as reflected in personality disorders. As Teicher [58] said in relation to the experience of maltreatment in childhood, for patients with a history of PV this experience could be seen as a wound that time does not heal.



It may be said, in summary, that the adverse psychological outcomes related with the experience of PV are implicated in altered cognitive and emotional processes and their related neural and behavioral functioning. These processes could be conceived, more than discrete states, as conforming patterns of functioning with continuity along life as can be seen in the personality disorders. Adaptive inflexibility, tendency to be involved in vicious circles and tenuous stability in the face of stress [30] of these dysfunctional patterns may have important implications for the physical and mental health. Figure 1 shows the main psychological impact of PV during adulthood and the possible long-term neurobiological alterations such as cognitive alterations and molecular changes that may have some peripheral impact that could be traced as biomarkers. Further research is needed to shed some light into this field.



Building on an increased body of evidence, the Center for Disease Control and Prevention has proposed that child abuse and neglect be defined as a public health issue with lifelong consequences [76]. Thus, the design and implementation of approaches to both the prevention and treatment of toxic stress and its consequences, beginning in the early years must be a key priority [59]. PV, as a form of toxic stress with lifelong consequences, also should be considered a public health issue. There is evidence of effective school based anti-bullying programs [77,78] and, as Olweus [3] indicated thirty years ago, based in the immediate and long-term emotional repercussion of PV, it is urgent for school authorities and parents to intervene against bully/victim problems not only to stop current suffering of the victims but also to prevent its frequent long term psychopathological sequelae.




4.4. Limitations and Future Perspective


The study has several limitations that we should point out:



In first place, its cross-sectional design does not allow the establishment of causal links among being bullied and the clinical manifestations of personality dysfunction. For example, patients with antecedents of PV could also have higher social anxiety and be easier targets of bullying. This shared vulnerability is captured in the concept of “evocative genotype-environmental correlation” that refers to genetic influences in individual differences in exposure to certain environments [79]. However, the results of one study with twins reflects that along the shared vulnerability, there are an environmental impact of bullying victimization on child social and separation anxiety and in adult suicidal ideation that cannot be accounted for by genetic background or shared environmental factors [80].



In second place, other limitation is the retrospective self-report of the experiences of peer victimization, although there is evidence that when reporting situations from childhood, most adults are accurate and stable in their recollections [81].



A third limitation is that most of the study subjects were women which reflect the greater ease with which women with psychological problems seek mental health treatment for them. This fact could limit the generalizability of the results. On the other hand, the generalizability of the results also is limited to patients in psychological treatment.



A fourth limitation is that age is significantly different between groups. From our perspective, 5 years on average would not affect to the main conclusion of the present study.



A fifth limitation is that the environment context of the patients in the group with a history of PV could be differ significantly. Thus, several patients suffer also another concurrent adversity as emotional and physical maltreatment in their home. However, there are not differences in the frequency of these another adversity in comparison with the clinical control group.



Finally, the definition of PV or bullying victimization also is different of the definition used in other studies. For example, in a study in Spain [82] all the university subjects that reported at least one experience of bullying victimization in the last 12 months were classified as bully victims. On the contrary, in the present study we decide only include as victims of PV those patients with repeated experiences of being bullied during long periods of time. Therefore, the experience of these patients represents the more serious forms of PV.



The association between PV and adult avoidant, depressive and paranoid personality traits and disorders found in the present study reflect the penetrant repercussions of this type of experience. A circumstance that thwarts the psychobiological need of social belonginess. However, future studies must test if these associations are present in the general population and not only in individuals with axis I psychopathology that seek treatment. In future studies will be of special interest, also, investigate specific characteristics of the experience of PV (such as, psychological, cyberbullying, physical bullying), intensity of the experience (frequency of the episodes and duration), developmental period in which occur, and risk and protective environmental/contextual, genetic/epigenetic and neurobiological factors that might modulate and/or mediate the impact of PV in long-term maladaptive outcomes.





5. Conclusions


As McDougall and Vaillancourt remarks [14], few topics in developmental and educational psychology have united researchers, parents, teachers and health professionals in such a profound way than the study of PV to the extent that it can be considered an extremely difficult life experience with lasting and serious negative repercussions. The results of the present study support the hypothesis that PV in childhood/adolescence may be an important antecedent in personality dysfunction as reflected in pervasive social anxiety, interpersonal sensitivity and paranoid thought, low self-esteem and emotional distress. These experiences, found in the context of being bullied [25], may have long-term continuity and be important in the subjective ill-being and in seeking psychological treatment [83]. In this, regardless of the theoretical framework (e.g., psychodynamic, cognitive-behavioral, experiential), a basic requirement is the case conceptualization or clinical formulation. The remote history of bullying may have a prominent place in the clinical formulation and, thus, it should be taken into account in the orientation of the treatment [28].



In short, research findings on the association between PV in childhood and/or adolescence and long-term psychological symptoms and personality dysfunction have important policy implications. It constitutes a public health problem since it might be behind the origin of psychopathological life trajectories that culminate in adult personality pathology and so deep efforts should be made in schools in order to take actions against this common behavior. The available evidence indicates that bullying is a risk factor of mental health problems potentially modifiable. Thus, together with the clinical understanding that allow us to offer adequate treatment to those who suffer psychopathological sequelae derived from their history of PV, bullying prevention interventions should become a priority for universal primary prevention in mental health [54,78].
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Figure 1. The possible long-term neurobiological and psychological impact of Peer Victimization. 
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Table 1. Sociodemographic characteristics of patients in our study.
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	Sociodemographic
	Patients with History of PV

N = 28
	Patients without History of PV

N = 418
	p-Value





	Gender (female/male)
	20/8
	323/95
	ns



	Age (years)
	28.2 ± 7.3
	33.7 ± 8.3
	<0.001



	Marital Status N (%)
	
	
	



	Married
	8 (28.6)
	146 (34.9)
	ns



	Single
	20 (71.4)
	221 (52.9)
	ns



	Divorced
	0 (0)
	45 (10.8)
	-



	Widow/er
	0 (0)
	6 (1.4)
	-



	Academic formation N (%)
	
	
	



	Obligatory secondary

education
	14 (50)
	185 (44.3)
	ns



	High School
	12 (42.9)
	154 (36.8)
	ns



	University Studies
	2 (7.1)
	79 (18.9)
	ns







PV: Peer Victimization, ns: non-significant.
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Table 2. Frequency of Axis I disorders diagnosed in patients from our study.
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	Axis I Disorders
	Patients with History of PV

N = 28
	Patients without History of PV

N = 418
	p-Value





	Anxiety disorders
	25
	37.4
	ns



	Depressive disorders
	50
	38.6
	ns



	Adjustment disorders
	3.6
	20.6
	<0.005



	Somatoform disorders
	3.6
	6.5
	ns



	Obsessive-Compulsive
	17.9
	4.5
	<0.005



	Eating disorder
	7.1
	2.2
	ns



	Post-traumatic Stress
	0
	1.9
	ns



	Psychotic symptoms
	0
	1.2
	ns



	Bipolar disorder
	0
	1
	ns







PV: Peer Victimization, ns: non-significant.
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Table 3. Average scores of the SCID Q-II personality scales.
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	SCID II-Q Personality Scales
	Patients with History of PV

N = 28
	Patients without History of PV

N = 418
	p-Value





	Avoidant (0–7)
	5.03 ± 1.97
	3.19 ± 2.21
	<0.001



	Dependent (0–8)
	3.39 ± 1.37
	2.76 ± 1.94
	ns



	Obsessive (0–9)
	4.07 ± 1.78
	3.85 ± 1.87
	ns



	Depressive (0–8)
	5.60 ± 1.91
	4.05 ± 2.42
	<0.001



	Paranoid (0–8)
	3.82 ± 1.92
	2.59 ± 2.17
	<0.005



	Schizotypal (0–11)
	2.68 ± 1.65
	2.50 ± 2.16
	ns



	Schizoid (0–6)
	3.00 ± 1.54
	2.69 ± 1.54
	ns



	Histrionic (0–7)
	1.14 ± 1.53
	0.80 ± 1.15
	ns



	Narcissistic (0–16)
	2.93 ± 2.70
	2.54 ± 2.34
	ns



	Borderline (0–14)
	6.40 ± 2.95
	4.92 ± 3.60
	<0.050







SCID II-Q: Structured Clinical Interview for DSM IV Personality Disorders Questionnaire, PV: Peer Victimization, ns: non-significant.
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Table 4. Frequency of SCID II personality disorders.
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	Frequency (%)
	Patients with History of PV

N = 28
	Patients without History of PV

N = 418
	p-Value





	Avoidant
	60.7
	12.2
	<0.001



	Dependent
	3.6
	4.3
	ns



	Obsessive
	7.1
	6
	ns



	Depressive
	28.5
	5.2
	<0.001



	Paranoid
	17.9
	5
	<0.005



	Schizotypal
	3.6
	0.5
	ns



	Schizoid
	3.6
	0.5
	ns



	Histrionic
	3.6
	1.2
	ns



	Narcissistic
	0
	0.9
	ns



	Borderline
	17.9
	8.9
	ns







SCID II: Structured Clinical Interview for DSM IV Personality Disorders, PV: Peer Victimization, ns: non-significant.
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Table 5. Median score of self-esteem and self-assessment of functioning.
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	Median (IQR)
	Patients with History of PV

N = 28
	Patients without History of PV

N = 418
	p-Value





	Self-esteem (0–4)
	2 (1)
	3 (1)
	<0.001



	Self-assessment of general mood (1–10)
	3.5 (3)
	4 (3)
	ns



	Self-assessment of social relationships (1–10)
	4 (4)
	5 (3)
	<0.05



	Self-assessment of daily work or school (1–10)
	4 (4.75)
	5 (5)
	ns







IQR: Interquartile range, PV: Peer Victimization, ns: non-significant.
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