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Adverse childhood experiences are significantly associated with a worse clinical expression of bipolar disorder,
however, the literature has mainly focused on childhood maltreatment (abuse and neglect) with little attention
paid to other forms of adversity, such as childhood bullying victimisation (referred to here as bullying), although
this is known to have a negative impact on different psychiatric illnesses. The current study aimed to investigate
the association between bullying victimisation and the clinical expression of bipolar disorder individually and in

Suicide
Psychosis combination with childhood maltreatment. This investigation consisted of 63 individuals with a diagnosis of
Bullying bipolar disorder (mean age 61.4 years) who completed the Retrospective Bullying Questionnaire and the

Childhood Trauma Questionnaire to measure exposure to bullying and childhood maltreatment, respectively.
The clinical expression variables were assessed using self-report instruments, these were: the Cardiff Anomalous
Perceptions Scale (psychotic symptoms), Suicide Behaviours Questionnaire, Self-Report Manic Inventory, Beck
Anxiety and Depression Inventories. The results showed that exposure to bullying was significantly associated
with more suicidal behaviours (F(1,61) = 11.02, p < .01, 112 = 0.15) and psychotic symptoms (F(1,61) = 4.21, p
< .05, i = .06). When bullying and childhood maltreatment histories were combined, the results showed that
individuals with a history of both adversity types reported significantly more suicidal behaviours (F(2,60) =
6.59, p < .01, R*=.18) compared to those with a history of one or neither form of adversity. The sample size, age
and gender distribution, limit the generalisability of the findings. However, the current results underscore the
need to account for bullying victimisation when considering the adverse childhood experiences-bipolar disorder
relationship, especially its clinical expression.

1. Introduction

Bipolar disorder [BD] is a life-long psychiatric illness characterised
by extreme fluctuations in mood from depression to mania (American
Psychiatric Association, 2013). BD affects up to 2% of the population
(Merikangas et al., 2011) and is associated with considerable morbidity
and premature mortality (Crump et al., 2013). The clinical expression of
BD varies greatly and includes comorbid symptoms, disorders, or be-
haviours that increase impairment and treatment need. In BD, for
instance, psychosis is present in up to 75% of manic episodes (Goodwin
and Jamison, 2007). Moreover, BD has one of the highest rates of suicide
attempts (up to 60%) and death by suicide (up to 19%) of all psychiatric

illnesses (Dome et al., 2019). It is clear that a worse clinical expression of
BD is associated with substantial costs to the individual and wider so-
ciety through a significant reduction in quality of life and increased
utilisation of health services (Michalak et al., 2006; Simon et al., 2021).
Elucidation of factors that influence the BD clinical expression is of great
clinical importance to devise effective interventions.

A wealth of evidence demonstrates a significant link between
adverse childhood experiences [ACEs] and the clinical expression of BD
in adulthood (Agnew-Blais and Danese, 2016). ACEs is a broad construct
that encompasses various stressful and traumatic experiences that occur
early in life, including abuse and neglect (collectively referred to as
childhood maltreatment) and bullying victimisation (Felitti et al.,
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1998). In the BD literature childhood maltreatment has received much
research attention, the results of which were synthesised in a
meta-analysis showing greater psychosis severity, higher risk of co-
morbid anxiety disorder, and suicide attempts among individuals with
BD and a history of childhood maltreatment (Agnew-Blais and Danese,
2016). Although the research concerning childhood maltreatment and
the clinical expression of BD is burgeoning, little is known about other
ACEs (e.g., bullying victimisation).

Childhood bullying victimisation (referred to here as bullying vic-
timisation) is characterised by repeated hurtful actions from peers
during childhood and adolescence where a power imbalance exists and
can include direct (e.g., physical assaults) and indirect (e.g., social
exclusion) forms (Olweus et al., 1999). Bullying victimisation is a robust
predictor of adult mental illness (Lereya et al., 2015; Takizawa et al.,
2014). Little is known about the impact of bullying victimisation on BD
clinical expression. Initial research indicates that bullying victimisation
was associated with psychosis and suicidal behaviour but among chil-
dren with BD (Acosta et al., 2020). More research is needed to address
the knowledge gap surrounding the bullying victimisation-BD clinical
expression relationship especially in adults, which will be addressed in
the current study.

There is increasing recognition that ACEs are highly correlated; in BD
up to 25% of people report experiencing two or more forms (Hosang
et al., 2018). Several studies have shown that individuals with BD
exposed to multiple ACEs have higher odds of developing psychosis and
medical comorbidity (Upthegrove et al., 2015; Hosang et al., 2018). In
most cases, however, bullying victimisation has not been considered and
the focus is on childhood maltreatment. Research is needed to examine
the individual and combined impact of bullying victimisation and
childhood maltreatment on the clinical expression of BD. The results of
such work would help determine whether there are specific ACEs which
are most pertinent to the BD clinical expression or whether it is more
important to consider multiple ACEs.

To our knowledge this is the first study to examine the individual and
combined impact of bullying victimisation and childhood maltreatment
on clinical expression in adult BD, exploring whether childhood
maltreatment and bullying victimisation act in an additive manner to
impact the BD clinical expression.

2. Methods
2.1. Participants

The sample consisted of 65 individuals (65% females), with a mean
age of 61.4 (SD = 9.78) and a confirmed BD diagnosis according to the
Schedule for Clinical Assessment in Neuropsychiatry interview (Wing
et al., 1990). Individuals included in the current study participated in
the 10-year follow-up (2018-2019) of the Bipolar Affective Disorder
Gene-Environment interplay [BADGE] study (2007-2010) (Hosang
et al., 2012). Participants were enrolled by re-contacting adults with BD
that took part in the Bipolar affective disorder Case-Control study
[BaCCs] (Gaysina et al., 2009; Hosang et al., 2017). Participant
recruitment for BaCCs was through psychiatric outpatient clinics, media
advertisement and self-help groups in the UK. The studies were con-
ducted in accordance with the latest version of the Declaration of Hel-
sinki and all participants provided informed consent. Ethical approvals
were obtained from the King’s College Hospital Ethics Committee
(06/Q0703/250) for the BADGE study and Queen Mary, University of
London Ethics of Research Committee (QMERC2018/21) for the 10-year
follow-up.

2.2. Measures
Childhood maltreatment was measured using the 28-item self-report

Childhood Trauma Questionnaire [CTQ] (Bernstein et al., 2003), with
each item rated on a 5-point Likert scale from ‘never true’ to ‘very often
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true’. The questionnaire distinguishes five types of maltreatment:
emotional, physical and sexual abuse, as well as emotional and physical
neglect. Individuals who reported moderate-severe levels of any type of
maltreatment according to the CTQ manual cut-offs (Bernstein et al.,
2003) were considered as ‘maltreated’ and below these cut-offs as
‘not-maltreated’. Good convergent validity and test-retest reliability
over 10 years has been found for the CTQ in this sample (Hosang et al.,
under review).

Childhood bullying victimisation was measured using the Retro-
spective Bullying Questionnaire (Schéfer et al., 2004), which assesses
physical, verbal and indirect bullying experiences between ages 4-16
years. Those who reported being bullied in one or more ways “some-
times” or more often (frequency) and classified the experience as quite
or extremely serious (intensity) were considered ‘victims’ in the current
study. Good criterion validity (Noorazar et al., 2021) and test-retest
reliability (Schafer et al., 2004) have been reported for this instrument
in adult samples.

Anxiety symptoms over the past month were assessed using the self-
report Beck Anxiety Inventory (Beck et al., 1988). This scale is
comprised of 21 statements that participants rated on 4-point Likert
scale, ranging from ‘not at all’ to ‘severely’. These were summed to
create a total anxiety symptoms score.

Depressive symptoms were measured using Beck Depression
Inventory-II (Beck et al., 1996), which consists of 21 groups of 4 state-
ments, each representing varying degrees of severity. Participants
endorsed which statement most represented how they were feeling in
the past 2 weeks. These were summed to create a total depressive
symptoms score.

Manic symptoms in the past week were measured using the 45-item
Self-Report Manic Inventory (Shugar et al., 1992). Yes/No responses
were required for each item, which were summed to create a total manic
symptoms score.

The 32-item Cardiff Anomalous Perceptions Scale (Bell et al., 2006)
was used to assess psychotic symptoms both in terms of perceptual and
sensational experiences. Each question required a yes/no response. A
‘yes’ response led participants to rate the degree of distress, intrusive-
ness, and frequency of occurrence on a 5-point Likert scale.

Four suicidality constructs were assessed using the self-report Sui-
cide Behaviours Questionnaire (Osman et al., 2001), these were lifetime
ideation and attempt, recent frequency of ideation, suicide threats, and
the self-assessed likelihood of future suicidal behaviour. Each construct
was rated using multiple choice responses (3-6 responses) which were
summed to produce an overall suicidal behaviour score.

2.3. Statistical analyses

We examined group differences in bullying victimisation (victim vs
non-victim) and sex using chi-squared tests. A logistic regression was
conducted to examine the association between bullying victimisation
and childhood maltreatment controlling for sex. The effects of bullying
victimisation on the BD clinical expression were examined using a
MANOVA. For this analysis, bullying victimisation (victim vs non-
victim) was used as an independent variable, the outcome variables
were the clinical expression dimensions of BD (i.e., suicidal behaviours,
anxiety, depressive, manic, and psychotic symptoms). This test was
repeated controlling for the effects of childhood maltreatment using a
MANCOVA. Sex and age were found to have no confounding effects and
therefore were not included in the analyses. Post-hoc ANOVAs were
conducted to determine the direction of differences.

A series of linear regression models were used to explore the additive
effect of bullying victimisation and childhood maltreatment on BD
clinical expression. Childhood adversity (combined bullying victim-
isation and childhood maltreatment) was used as the predictor variable
with three levels (neither, either or both forms of adversity); the
dependent variables were the clinical expression dimensions. The con-
founding effects of sex and age were examined. Only sex was found to be
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pertinent to childhood adversity and suicidal behaviours and was
included as a covariate in this linear regression model. Given the
restricted sample size, analyses were conducted with non-parametric
bootstrap with replacement (2000 replications) and performed using R
Statistical Software (v3.6.3; R Core Team 2020).

3. Results

Two participants were excluded due to missing data. The final
sample consisted of 63 participants (63.5% females). A total of 22
(34.9%) participants reported experiencing bullying victimisation at
any age, 3 (4.7%) at primary school only (ages 4-11), 12 (19.1%) sec-
ondary school only (ages 11-16) and 7 (11.1%) at both time points. Due
to the limited sample size, bullying victimisation was treated as a
dichotomous variable in the remainder of the investigation, the sample
was divided into 2 groups: those with (victims) and without (non-vic-
tims) a history bullying victimisation at primary or secondary school.

No sex differences were found in the reporting of bullying victim-
isation ()(2(63) = 0.32, p > .05), but a significantly higher proportion of
males reported a history of childhood maltreatment compared to fe-
males (X2(63) = 4.94, p < .05). BD cases categorised as victims of
bullying had a significantly higher odds of experiencing childhood
maltreatment compared to non-victims (OR = 8.84, BCa 95% CI
2.34-37.26, p < .01).

3.1. Is childhood bullying vicitimisation associated with the clinical
expression in bipolar disorder?

Bullying victimsation was found to be associated with a worse clin-
ical expression (combined) of BD (i.e., suicidality, depressive, manic,
anxiety and psychotic symptoms) (F(5,57) = 2.86, p < .05, n2 = 0.20).
Separate post-hoc ANOVA tests for each clinical expression dimension
revealed that individuals who were victims of bullying experienced a
higher number of suicidal behaviours (F(1,61) = 11.02, p < .01, ;72 =
0.15) and more psychotic symptoms in adulthood (F(1,61) = 4.21,p <
.05, 2 = 0.06) compared to non-victims; no other significant differences
were detected (Table 1). When analyses were repeated including
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childhood maltreatment as a covariate the results only remained sig-
nificant for suicidal behaviours (F(1,60) = 7.40, p < .01, 172 =0.11) not
psychotic symptoms (F(1,60) = 3.04, p = .09, 712 = 0.05) (Table 1).

3.1. Is there an additive effect of childhood bullying victimisation and
maltreatment on the clinical expression of BD?

Evidence of an additive relationship between childhood adversity
(bullying victimisation and maltreatment combined) and BD clinical
expression was found (Table 2). Individuals with a history of both
bullying victimisation and maltreatment (n = 18, 29%) had significantly
more suicidal behaviours (F(2,60) = 6.59,p < .01, R? =.18), compared to
those with a history either (bullying victimisation or maltreatment) (n =
21, 33%) or neither (n = 24, 38%) forms of adversity (Fig. 1). A similar
pattern was found for psychotic symptoms but only with nominally
significance (F(2,60) = 2.56, p = .08, R?=.08).

4. Discussion

This is the first study to our knowledge to explore the role of bullying
victimisation in the clinical expression of BD in adulthood. In a well-
characterised sample of adults with BD, we found that victims of
bullying had significantly more suicidal behaviours and psychotic
symptoms in adulthood compared to non-victims. We also found that
individuals with a history of both childhood bullying victimisation and
maltreatment had significantly more suicidal behaviours compared to
those with a history either or neither adversity types.

This investigation provides a novel contribution by specifically
examining the association between bullying victimisation and the BD
clinical expression. Our results are congruent with studies focused on
paediatric BD, which find a significant association between bullying
victimisation, psychosis and suicidal behaviours (Acosta et al., 2020).
We extend these results to adult BD, highlighting the importance of
accounting for bullying victimisation when considering predictors of the
clinical expression of this illness.

Our other novel result is that individuals with a history of both
bullying victimisation and childhood maltreatment report significantly

Table 1
Childhood bullying victimisation and clinical expression of bipolar disorder.
Childhood bullying victimization Chi-square (x?) p-value
(N=63)
Full sample Victims Non-Victim
(n=63) (n=22) (n =41)
Gender Male 7 (11.11%) 16 (25.40%)
32 .61
Female 15 (23.81%) 25 (39.68%)
Childhood maltreatment
included as covariate
Mean (SD) Mean (SD) Mean (SD) F-statistic p-value F-statistic p-value
Age 61.7 (9.70) 62.59 (9.55) 61.22 (9.86)
Suicide behaviours 6.86 (4.99) 9.50 (5.01) 5.44 (4.42) 11.01 .001%* 7.40 .009**
Anxiety symptoms 36.94 (13.72) | 39.91(14.23) 35.34 (13.35) 1.60 21 1.27 .26
Depressive symptoms 12.38(9.63) 13.05 (9.42) 12.02 (9.84) .16 .69 .08 .78
Manic symptoms 7.22 (12.09) 9.45 (9.11) 7.22 (12.09) 57 45 73 40
Psychotic symptoms 2.43 (5.09) 4.18 (7.54) 1.49 (2.78) 4.22 .04* 3.04 .09

Abbreviations: SD, standard deviation.
*p < .05. **p < .001.
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Table 2
Association of combined childhood bullying victimisation and maltreatment on the clinical expression of BD.
Predictor Childhood Adversity b b 95% CI [LL, UL] sr? sr? 95% CI [LL, UL] Fit
Suicidal behaviours (Intercept) 10.17** [7.83,12.41]
Either —4.40%* [-7.18, —1.63] 12 [.02, .27] RZ = .180%*
Neither —4.83** [-7.71, —1.67] .16 [.02,.37] 95% CI[.04,.41]
Anxiety symptoms (Intercept) 39.44** [32.90, 47.00]
Either —-2.25 [-10.75, 6.09] .00 [.00, .09] R?=.019
Neither —4.61 [-13.42, 4.67] .02 [.00, .16] 95% CI[.00,.18]
Depressive symptoms (Intercept) 12.78** [8.50, 17.40]
Either 0.27 [-5.05, 5.42] .00 [.00, .06] R? = .005
Neither -1.28 [-7.67, 5.15] .00 [.00, .13] 95% CI[.00,.15]
Manic symptoms (Intercept) 8.83** [4.69, 13.83]
Either —0.93 [-6.70, 4.27] .00 [.00, .07] R?=.003
Neither -1.37 [-8.50, 7.00] .00 [.00, .15] 95% CI[.00,.18]
Psychotic symptoms (Intercept) 4.67** [1.53, 8.95]
Either -3.19 [-7.55, 0.32] .06 [.00, .19] R? =.079
Neither -3.08 [-7.52, 0.38] .06 [.00, .19] 95% CI[.00,.24]

Note. For the predictor childhood adversity ‘Both’ (childhood maltreatment and bully victimisation) was set as the baseline reference. A significant b-weight indicates
the semi-partial correlation is also significant. b represents unstandardized regression weights. sr” represents the semi-partial correlation squared. LL and UL indicate
the lower and upper limits of a confidence interval, respectively.*p < .05. **p < .01.

12.54 -

*k

10.04

7.54

5.0

Suicidal Behaviours (mean)

2.5+

0.0+

Both (29%) Either (33%) Neither (38%)
Childhood Adversity (childhood bullying victimisation/maltreatment)

Fig. 1. Mean suicidal behaviours by cumulative experiences of childhood
bullying victimisation and maltreatment. Note: error bars represent standard
errors. *p < .05. **p < .01.

more suicidality relative to those with a history of either or neither
adversity types. Although previous studies on BD clinical course find
similar patterns, they have not included bullying victimisation (Hosang
etal., 2018; Park et al., 2020). Clearly, future BD studies should account
for bullying victimisation when considering the impact of ACEs and not
just focus on childhood maltreatment.

The results of the current investigation are consistent with those
studies using non-clinical community samples which report a significant
prospective association between bullying victimisation and suicidality
in adulthood (Geoffroy et al., 2022). But the experience of other ACEs
did not impact these results (Geoffroy et al., 2022), suggesting that our
findings maybe BD specific and not generalisable to other populations.

Our results have important research and clinical implications by
expanding understanding of the childhood factors (bullying victim-
isation) relevant to the clinical expression of BD. This should spur future

research into replicating these findings and determining mechanisms
which underpin this relationship, since they may reveal intervention
targets. Assessing bullying victimisation history could help identify
those who may benefit most from such interventions to improve clinical
outcomes for people with BD. Our findings contribute to the literature
showing the long-term deleterious consequences of bullying victim-
isation on severe mental illnesses, underscoring the importance of pre-
venting the occurrence of such adversity.

There are some methodological limitations that should be considered
when interpreting our findings. Firstly, the study relied on retrospective
reporting of childhood adversity, which is associated with several biases
that could result in data inaccuracies. However, this study used vali-
dated questionnaires that have very good convergent validity and 10-
year test-retest reliability in this BD sample (Hosang et al., under re-
view). Furthermore, it has been suggested that recall bias accounts for
very little variance in retrospective abuse recall (Fergusson et al., 2011).

The second limitation is that a restricted sample size was used here,
which may have impacted the results and precluded examination of
timing (childhood or adolescence), chronicity, different forms/cate-
gories of bullying victimisation or childhood maltreatment. These
should be the focus of future replication studies.

Thirdly, it is possible that there are other variables/mediators (e.g.,
emotion regulation) that may influence the relationship between
childhood adversity, psychotic symptoms and suicidal behaviours in BD
which are not accounted for in this investigation, especially given the
large gap between the exposure and current symptomatology. Future
studies should examine these mediators.

Finally, our sample is largely comprised of females (65%) and are
middle-aged (mean 61.4 years) which means our results are not gen-
eralisable beyond this demographic and should be replicated using a
more representative sample. The strengths of this investigation should
also be noted which include the use of a well-characterised BD sample
and psychometrically robust instruments to assess childhood adversity.

To our knowledge, this is the first study to investigate the association
between childhood bullying victimisation and the clinical expression of
BD, showing that those with BD who have a history of bullying vic-
timisation have significantly more suicidality and psychotic symptoms
relative to those who were not bullied. We also found that those exposed
to both childhood bullying victimisation and maltreatment reported
significantly more suicidality compared to those who report one or

229



A. Manoli et al.

neither type of childhood adversity. These results underscore the value
of examining a range of ACEs outside of just childhood maltreatment in
relation to BD.
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