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Abstract

The purposes of the present study were to (1) describe rates of peer victimization in young 

adolescents with attention-deficit/hyperactivity disorder (ADHD), (2) evaluate the association 

between types of peer victimization (i.e., physical, relational, reputational) and internalizing 

problems (i.e., anxiety, depression, self-esteem), and (3) examine whether associations between 

victimization and internalizing problems differ for males or females. Participants were 131 middle 

school students (ages 11–15 years, 73% male, 76% White) diagnosed with ADHD who completed 

ratings of victimization, anxiety, depression, and self-esteem. Over half of participants (57%) 

reported experiencing at least one victimization behavior at a rate of once per week or more, with 

higher rates of relational victimization (51%) than reputational victimization (17%) or physical 

victimization (14%). Males reported experiencing more physical victimization than females but 

males and females did not differ in rates of relational or reputational victimization. Whereas 

relational and physical victimization were both uniquely associated with greater anxiety for both 

males and females, relational victimization was associated with greater depressive symptoms and 

lower self-esteem for males but not females. These findings indicate that young adolescents with 

ADHD frequently experience peer victimization, and that the association between victimization 

and internalizing problems among young adolescents with ADHD differs as a result of 

victimization type, internalizing domain, and sex.
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Introduction

Problems in peer functioning have been well-documented in children with attention-deficit/

hyperactivity disorder (ADHD) [1]. However, most of the research examining the peer 

functioning of youth with ADHD has focused on school-aged children, with notably fewer 

studies examining the impact of peer problems on the adjustment of adolescents with ADHD 

[2]. Since peer relationships become increasingly important to youth during adolescence [3], 

it is important to evaluate peer functioning in adolescents with ADHD. Although far fewer 

in number, extant studies examining the peer functioning of adolescents with ADHD align 

with studies of children with ADHD in demonstrating poorer peer functioning in adolescents 

with ADHD as compared to typically developing peers [4–6]. However, peer functioning is a 

heterogeneous construct [7], and most studies examining the peer functioning of adolescents 

with ADHD have focused on social skills, friendship, or general social competence, 

typically measured with parent- and teacher-report rating scales. Increasing attention has 

focused on the relation between ADHD and peer victimization, a domain of peer functioning 

that is often best measured by youth self-report [8]. The current study examined rates of self-

reported peer victimization in a sample of young adolescents diagnosed with ADHD, 

evaluated whether a specific form of peer victimization (i.e., physical, relational, or 

reputational victimization) is most strongly associated with internalizing symptoms and self-

esteem, and explored whether associations between victimization and adjustment is 

moderated by sex for young adolescents with ADHD.

Peer Victimization in Adolescents with ADHD

In line with research linking ADHD to higher rates of peer rejection [1], studies have found 

that youth with ADHD experience higher rates of victimization than their peers [9,10]. For 

instance, Twyman et al. [11] found that 29% of youth with ADHD (ages 8–17 years) 

reported experiencing elevated rates of peer victimization, in contrast to 9% of youth 

without a psychiatric diagnosis. Another study found even higher rates in a sample of 

adolescents (ages 13–18 years), with almost half (43%) experiencing elevated rates of 

victimization, in contrast to one-fifth of adolescents without ADHD [12]. Although it 

appears clear that adolescents with ADHD experience more peer victimization than their 

peers, there are several limitations of the current research, including a reliance on 

unidimensional measures of peer victimization, evaluation of peer victimization in relation 

to internalizing symptoms broadly as opposed to distinct anxiety and depression domains, 

and a lack of consideration of whether the association between victimization is similar or 

different between male or female adolescents with ADHD. Each of these limitations is 

discussed in turn, with findings from normative samples also reviewed given the relative 

absence of studies conducted with adolescents with ADHD specifically.

Peer Victimization is Multidimensional

Most studies examining the peer victimization patterns of adolescents with ADHD have 

relied on unidimensional measures of peer victimization even though important distinctions 

have been made between various forms of peer victimization [8,13]. There are multiple ways 

of classifying types of victimization, and the measure utilized in this study includes 

dimensions assessing physical, relational, and reputational victimization. Physical 
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victimization includes being the target (by threats or in actuality) of physically aggressive 

behaviors such as hitting, kicking, pushing, or chasing. Relational victimization includes 

attempts to harm a peer by excluding them from social events, activities, or conversations. 

Reputational victimization includes attempts to damage a peer’s social standing by 

behaviors such as rumor-spreading and gossiping [8,13]. Of note, whereas relational and 

reputational victimization are related and often collapsed together into a single scale [14], 

they are increasingly conceptualized as both theoretically [15,16] and empirically [17] 

distinct types of indirect victimization. In particular, Xie et al. [15] noted that reputational 

victimization is focused on a person’s reputation in the broader social ecology, whereas 

relational aggression is focused on harming an individual through an existing relationship.

Extant studies using community-based samples indicate that adolescents experience higher 

rates of relational and reputational victimization than physical victimization [17–20]. 

Although studies generally find that male adolescents experience higher rates of physical 

victimization than females, it remains unclear if female adolescents experience higher rates 

of relational or reputational victimization than males or if they experience similar rates of 

relational or reputational victimization [17,19,21–26]. In line with these studies, a meta-

analysis found boys to engage in more direct aggression than girls, whereas sex differences 

in rates of indirect aggression are negligible [27; see also 28]. However, these findings from 

normative samples of youth cannot be assumed to extend to adolescents with ADHD, 

particularly as both male and female adolescents with ADHD experience higher rates of peer 

problems than their typically developing peers [1].

We are aware of only two studies to date that have specifically examined rates of distinct 

forms of victimization in adolescents with ADHD. In a sample of 287 Taiwanese 

adolescents diagnosed with ADHD, 19% reported experiencing relational victimization 

whereas 6% reported experiencing physical and verbal victimization [9]. Similarly, Sciberras 

et al. [29] reported higher relational victimization scores than physical victimization scores 

across both self- and parent-report in a sample of female adolescents with ADHD. Neither of 

these studies considered reputational victimization or examined possible sex differences in 

rates of victimization. The present study adds to the limited research in this area by 

examining rates of physical, relational, and reputational victimization in male and female 

adolescents carefully diagnosed with ADHD.

Peer Victimization in Relation to Internalizing Symptoms

In addition to documenting the prevalence of peer victimization in adolescents with ADHD, 

it is important to examine the mental health correlates of victimization. Peer victimization 

has been consistently linked to increased internalizing problems and lowered self-esteem in 

community- and school-based samples of adolescents [30–32]. Relational victimization may 

be more strongly related than physical or reputational victimization to internalizing 

problems [19,20,23]. Remarkably few studies have examined the relation between peer 

victimization and internalizing problems in adolescents with ADHD. Similar to findings 

from studies of normative youth, in a sample of 88 youth (ages 8–17 years) with ADHD, 

adolescents who reported higher rates of victimization had higher self- and parent-reported 

depressive symptoms than non-victimized participants, but these groups did not differ on 
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parent-reported anxiety (a self-report report measure of anxiety was not collected) [33]. 

Similarly, parent-reported peer victimization was positively associated with self-reported 

depressive symptoms but not self-reported anxiety symptoms in a study of 116 youth (ages 

4–18 years) with ADHD [34].

However, these studies are limited in several important ways. First, both of these studies 

included samples with a very wide age range, leaving it unclear whether victimization 

relates to anxiety and depression in adolescents with ADHD specifically. This is especially 

important since rates of depression increase in adolescence [35] and both physical and 

verbal victimization peak in middle school [26]. Second, both studies were limited in their 

assessment of victimization, as they used global measures of victimization, which cannot 

determine differential effects of forms of victimization. Finally, self-report is considered 

optimal for assessing both victimization and internalizing experiences among adolescents 

[8,78–79]. However, Humphrey et al. [34] relied on parent-reported victimization, and 

Taylor et al. [33] did not include a youth self-report measure of anxiety. The current study 

builds on these previous studies by using self-report measures to examine the relations 

between forms of victimization (i.e., physical, relational, reputational victimization) and 

adjustment (i.e., anxiety, depression, self-esteem) in a sample of young adolescents with 

ADHD.

Sex Differences in the Association between Victimization and Internalizing Symptoms

It is possible that peer victimization is related to internalizing symptoms differently for male 

or female adolescents with ADHD, yet we are unaware of any study that has evaluated this 

possibility. Findings from school- and community-based samples are mixed. Multiple 

studies report no sex differences in the link between victimization and internalizing 

symptoms [19,23,25,36–40]. In contrast, other studies have found peer victimization to be 

more strongly associated with internalizing problems for female compared to male 

adolescents [18,41,42], or reported the association between victimization and internalizing 

problems to be stronger for male than for female adolescents [19,43,44]. Given these mixed 

findings, it is clear that additional studies are needed, and it is important to note that most of 

these studies used a composite measure of victimization and did not differentiate between 

forms of victimization.

Indeed, the failure of most studies to distinguish between forms of victimization may explain 

some of the mixed findings reported to date. There is some evidence that the association 

between victimization and internalizing may vary for males and females based on 

victimization type. A study of young adolescents (ages 9–13 years) found that indirect 

victimization was associated with depression for both boys and girls whereas direct 

victimization was also associated with depression for girls but not boys [45]. Interestingly, 

using data from a universal classroom-based intervention trial, Vuijk and colleagues [46] 

found that longitudinal decreases in internalizing symptoms were mediated by reduced rates 

of relational victimization for young adolescent girls whereas decreases in internalizing 

symptoms were mediated by reduced rates of physical victimization for boys. Thus, is seems 

especially critical to consider different victimization types when examining possible sex 

differences in the relation between victimization and internalizing symptoms, and no study 
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has examined possible sex differences of this association in adolescents with ADHD 

specifically. Although some may assume that physical victimization is more closely linked 

to adjustment for boys whereas relational and reputational victimization is more closely 

linked to adjustment for girls, our review of the literature did not find convincing support for 

this differential hypothesis, and none of these studies examined possible sex differences in 

adolescents with ADHD specifically. As such, we did not make specific hypotheses 

regarding sex differences of the relation between victimization types and internalizing 

symptoms in adolescents with ADHD but explored this possibility in the present study.

The Current Study

In sum, the purposes of the present study were to (1) describe the rates of peer victimization 

in young adolescents with ADHD and possible differences in victimization rates between 

males and females, (2) evaluate the association between types of peer victimization and 

internalizing problems, and (3) explore whether associations between victimization and 

internalizing problems differ for males or females. Few studies have examined the peer 

victimization of adolescents with ADHD, and our study adds to the extant literature by 

examining different types of peer victimization (i.e., physical, relational, reputational) as 

well as separate domains of adjustment (i.e., depression, anxiety, self-esteem). In addition, 

well-validated self-report measures of victimization and internalizing problems were used 

since others may not be fully aware of a child’s victimization experiences [8]. In addition, 

we examined the association between victimization and internalizing problems in a sample 

of middle school students with ADHD since it is during middle school that both direct and 

indirect forms of victimization peak [26]. We hypothesized that both male and female 

adolescents with ADHD would report experiencing relational or reputational victimization 

more frequently than physical victimization, and that males would report experiencing more 

physical victimization than females but similar rates of relational and reputational 

victimization [9,29]. Based on findings in normative samples [19,20,23], we also 

hypothesized that relational victimization would be more strongly associated than physical 

or reputational victimization with internalizing problems. We also explored whether 

associations between victimization and internalizing problems differed between male and 

female adolescents with ADHD but did not have specific hypotheses regarding possible sex 

differences given the mixed evidence reported in the literature to date.

Methods

Participants

Participants were 131 young adolescents (96 males, 35 females) with ADHD between the 

ages of 11 and 15 (M = 12.56, SD = 0.98). All participants were middle school students in 

grades 6–8. According to parent-report on a demographics questionnaire, approximately 

three-quarters of the participants were non-Hispanic White (n = 99), with the remaining 

participants Black (n = 16), multiracial (n = 13), Asian (n = 1), or Hispanic/Latino (n = 2). 

Per criteria described below, 69 participants were diagnosed with ADHD Predominantly 

Inattentive (ADHD-I) Type and 62 participants were diagnosed with ADHD (ADHD-C) 

Combined Type.
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Procedures

This study was reviewed and approved by the Institutional Review Board (IRB) and was 

conducted in accordance with the ethical standards of the 1964 Declaration of Helsinki and 

its later amendments. The data analyzed in this study were collected in the context of a two-

site randomized controlled trial (RCT) examining school-based psychosocial interventions 

for young adolescents with ADHD [47,48]. The victimization measure was only collected at 

the post-treatment time-point (at the end of the school year), and we chose to use data from 

the post-treatment time-point (for all measures in this study) for addressing the current 

research questions for two reasons. First, the interventions being evaluated primarily 

targeted aspects of academic functioning, such as materials organization and homework 

completion, and did not target bullying and victimization. Second, in the intent-to-treatment 

outcome analyses, no treatment effects were found for participants’ social functioning [47]. 

Moreover, to examine whether being randomized to one of the three RCT treatment 

conditions (i.e., community care and two treatment conditions) had an effect on variables 

examined in this study, analyses of variance (ANOVAs) were conducted to compare 

participants across the three groups on the primary measures of victimization, anxiety, 

depression, and self-esteem. ANOVA results indicated that the groups did not significantly 

differ on any of these variables (all ps > .05), indicating that treatment group randomization 

did not significantly influence variables examined in the current study.

Recruitment was conducted through three primary methods: (1) study announcement letters 

were mailed to the parents of all students attending identified middle schools at both of the 

study sites, (2) staff at these schools directly informed parents of some students about the 

opportunity to participate in this study, and (3) fliers were posted in each participating 

school. Primary caregivers (hereafter “parents”) who contacted the research staff in response 

to these recruitment activities were given additional information and were administered a 

phone screen to assess initial eligibility. At the inclusion/exclusion evaluation, all parents 

signed informed consent and youth provided assent. The inclusionary criteria were: (a) 

meeting full diagnostic criteria for ADHD-I or ADHD-C; (b) an IQ ≥80 as estimated using 

the Wechsler Intelligence Scale for Children, Fourth Edition (WISC-IV); and (c) not 

meeting criteria for a primary diagnosis of a pervasive developmental disorder or meeting 

diagnostic criteria for any of the following: bipolar disorder, psychosis, substance 

dependence other than tobacco, or obsessive-compulsive disorder. Youth with ADHD 

Predominantly Hyperactive-Impulsive (ADHD-HI) Type were excluded since the prevalence 

of ADHD-HI decreases significantly after preschool [49] and the validity of this subtype has 

been challenged, particularly after early childhood [50].

ADHD diagnosis—ADHD diagnoses were determined using procedures similar to those 

used in the Multimodal Treatment of ADHD (MTA) [51]. The presence of ADHD was 

established using the Children’s Interview for Psychiatric Syndromes – Parent Version (P-

ChIPS) [52], a well-validated structured diagnostic interview that was administered to 

parents by advanced doctoral students and doctoral-level psychologists. The P-ChIPS was 

used to diagnose ADHD per full DSM-IV criteria, including symptom presence and 

pervasiveness, age of onset, and impairment. The P-ChIPS was also used to assess comorbid 

disorders, and an ADHD diagnosis was given only if it was clear that the ADHD symptoms 
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emerged prior to or were not attributable to co-occurring psychiatric symptoms. In a few 

instances, if a parent reported at least four symptoms in either ADHD symptom domain on 

the P-ChIPS, these symptoms could be supplemented with nonoverlapping symptoms (items 

rated as occurring “pretty much” or “very much”) on the teacher-reported Disruptive 
Behavior Disorder Rating Scale (DBD) [53]. However, supplementation could only occur if 

the teacher endorsed at least four symptoms in a domain as occurring “pretty much” or “very 

much” on the DBD. The same supplementation rules were used to make ADHD subtype 

determinations. All cases were reviewed by two doctoral level psychologists to determine 

eligibility and diagnosis.

Measures

Psychiatric diagnoses—As noted above, the P-ChIPS [52] was used to assess ADHD 

and other psychiatric disorders. The P-ChIPS is a structured diagnostic interview with 

established reliability and validity [54]. In the current study, ADHD subtype was evaluated 

as a possible covariate in the primary analyses.

ADHD, ODD, and conduct disorder (CD) symptoms—Parents completed the DBD 

[53], a well-validated measure of DSM-IV ADHD (18 items), ODD (8 items), and CD (15 

items) symptoms, with items rated on a 4-point scale from 0 (not at all) to 3 (very much). 
The DBD has demonstrated good reliability and validity in studies of youth with ADHD 

[53,55,56]. Sum scale scores on the parent-report DBD were used in the present study as 

continuous measures of ADHD inattentive (α = .91), ADHD hyperactive-impulsive (α = .

88), ODD (α = .89), and CD (α = .86) symptoms. ADHD, ODD, and CD symptom severity 

were evaluated as possible covariates in the primary analyses.

Peer victimization—Youth completed the peer victimization items of the Revised Peer 

Experiences Questionnaire (RPEQ) which was specifically designed to assess 

developmentally-appropriate forms of victimization in adolescence [19]. Specifically, the 

RPEQ includes items assessing physical victimization (3 items; e.g., “a teen threatened to 

hurt or beat me up”), relational victimization (3 items; e.g., “Some teens left me out of an 

activity or conversation that I really wanted to be included in”), and reputational 

victimization (3 items; e.g., “Another teen said mean things about me so that people would 

think I was a loser”). Each item is rated on a five-point scale (1 = never, 2 = once or twice, 3 

= a few times, 4 = about once a week, 5 = a few times a week) in reference to how often 

each event occurred in the past year. Previous studies using the RPEQ support the factor 

structure differentiating between forms of victimization, as well as the internal consistency 

of each subscale [17,19]. Internal consistencies for the physical, relational, and reputational 

victimization scales were .80, .69, and .80, respectively. Mean scale scores were used in 

analyses.

Anxiety symptoms—Youth completed the Multidimensional Anxiety Scale for Children 
(MASC) [57,58] as a measure of their anxiety. The MASC is a 39-item self-report measure 

of anxiety symptoms in youth (including physical symptoms, harm avoidance, social 

anxiety, and separation/panic). Item responses range from 0 (never true about me) to 3 (often 
true about me). Internal consistency for the subscales is adequate (>.70), and concurrent, 
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convergent, and divergent validity has been established [57–59]. The participant’s total T-

score (based on age and sex norms from a norming sample of over 2,500 youth) was used in 

analyses.

Depression symptoms—Youth completed the Reynolds Adolescent Depression Scale, 
Second Edition (RADS-2), a well-validated measure of depressive symptoms [60]. The 

RADS-2 includes 30 items that measure youths’ depressive symptoms (including dysphoric 

mood, anhedonia/negative affect, negative self-evaluation, and somatic complaints). Each 

item is rated on a four-point scale (1 = almost never, 4 = most of the time), with some items 

reverse-coded before summing the items to create subscale. Higher scores indicate greater 

levels of depressive symptoms. Internal consistency and test-retest reliability across both 

school-based and clinical samples demonstrated alphas ranging from .80 to .93 for the 

subscale and total scores [60]. The participant’s total T-score (based on age and sex norms 

from a norming sample of over 9,000 adolescents) was used in analyses.

Self-esteem—Youth completed the global self-worth subscale of the Self-Perception 
Profile for Children (SPPC) [61] as a measure of their self-esteem. This scale is comprised 

of six items using a “Some Kids”/“Other Kids” format (e.g., “some kids are usually happy 

with themselves as a person but other kids are often not happy with themselves”; “some kids 

are very happy being the way they are but other kids wish they were different”). Youth select 

one of four boxes to indicate their response (the participant first decides whether the “some 

kids” or “other kids” statement fits them best, and then chooses whether that is “sort of true” 

or “really true”), which are then scored on a four-point scale with higher scores indicating 

greater self-esteem. The SPPC has demonstrated acceptable reliability and validity [61,62]. 

In the present study, mean scale scores were used in the analyses (α = .80).

Analytic Approach

First, we describe rates (categorical) and mean scores (dimensional) of victimization in the 

sample. We report the extent to which participants in this study reported experiencing each 

of the peer victimization items assessed on the RPEQ. Specifically, the percentage of 

participants who endorsed each event as occurring never, occasionally (i.e., “once or twice” 

or “a few times” response options), or weekly (i.e., “about once a week” or “a few times a 

week” response options) were calculated, for the full sample as well as separately for males 

and females. We also examined the percentage of participants who reported experiencing at 

least one physical, relational, or reputational victimization behavior at a frequency of once 

per week or more, again for the full sample as well as separately for males and females. 

Paired samples t-tests were used to evaluate whether mean scores differed by victimization 

type. We also conducted independent samples t-tests to compare whether males and females 

differed in their mean scores in victimization types and total victimization.

Second, zero-order correlation analyses were conducted to examine the intercorrelations 

among the study variables. In addition to examining the correlations between peer 

victimization and internalizing/self-esteem domains, associations of demographic 

characteristics (i.e., sex, race, age), ADHD subtype, and ADHD/ODD/CD symptom severity 

with internalizing symptoms and self-esteem were evaluated. If ADHD subtype or 
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ADHD/ODD/CD symptom severity were significantly correlated with an outcome variable, 

it was retained for inclusion as covariate in subsequent analyses.

Finally, hierarchical multiple regression analyses were conducted to examine whether the 

relations between peer victimization and internalizing/self-esteem domains were moderated 

by sex. Sex (dichotomous) and peer victimization (each form of peer victimization mean-

centered as a continuous variable) were entered at Step 1, and then the interactions of sex 

with each form of peer victimization (mean-centered) were entered at Step 2. Significant 

interactions were plotted using procedures outlined by Holmbeck [63]. Specifically, 

regression equations were calculated separately for males and females, and substituted 

values of one standard deviation below and above the mean (±1 SD) for peer victimization 

were used in each equation in order to produce graphs of the moderated effect. For all 

analyses, statistical significance was set at p < .05.

Results

Rates of Peer Victimization in Adolescents with ADHD

The percentage of participants endorsing each of the physical, relational, and reputational 

victimization items is displayed in Table 1. The most frequently reported event for each form 

of victimization was being threatened to be hurt or beat up (10% reported this event 

occurring once a week or more), being left out of an activity or conversation (13% reported 

this event occurring once a week or more), and having a peer spread rumors in order to 

damage their reputation (12% reported this event occurring once a week or more). It is 

noteworthy that 9% of males reported being hit, kicked, or pushed in a mean way and 9% 

also reported not being invited to a party or social event that a peer knew they wanted to 

attend on at least a weekly basis, in comparison to 3% and 0% of females, respectively. In 

contrast, 20% of females reported experiencing having a peer spread rumors in order to 

damage their social reputation on at least a weekly basis, in comparison to 9% of males.

We also examined overall rates of victimization when items were collapsed within each 

victimization type. The percentage of participants experiencing at least one of the physical, 

reputational, or relational victimization behaviors at a rate of once per week or more is 

shown in Table 2. As shown, 14% of participants reported experiencing physical 

victimization, 17% reported experiencing reputational victimization, and 51% reported 

experiencing relational victimization at least once per week. Across victimization forms, 

57% of participants reported experiencing at least one victimization behavior at least once 

per week (see Table 2). In line with these descriptive prevalence rates, paired samples t-tests 

using dimensional victimization scores indicated that young adolescents with ADHD 

reported experiencing significantly more relational victimization and reputational 

victimization than physical victimization (t = −3.41, df = 130, p = .001 and t = −2.05, df = 

130, p = .04, respectively) but no difference was found between relational victimization and 

reputational victimization (t = 1.79, df = 130, p = .08)1.

1This pattern differed somewhat for males and females. When paired samples t-tests were conducted separately by sex, females 
reported experiencing more relational victimization and reputational victimization than overt victimization scores (t = 3.14, df = 34, p 
= .003 and t = 3.49, df = 34, p = .001, respectively), whereas there was no difference between females’ relational and reputational 
victimization scores (t = −0.25, df = 34, p = .81) (i.e., the same pattern as the full sample analyses). Similar to females, males reported 
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In considering sex differences, rates of reputational and relational victimization, as well as 

overall victimization (across victimization forms), were very similar between males and 

females. However, males were almost twice as likely as females to experience physical 

victimization (16% and 9%, respectively) (see Table 2). Consistent with these descriptive 

prevalence rates, independent samples t-tests indicated that males had higher physical 

victimization scores than females (p = .005; Cohen’s d = 0.52), whereas males and females 

did not differ in mean scores of relational victimization, reputational victimization, or total 

victimization (see Table 3).

Correlation Analyses

For all study variables, absolute values of skewness and kurtosis were below 1.5. Table 4 

provides the descriptive statistics and intercorrelations of the study variables. Race, age, 

ADHD subtype, hyperactive-impulsive, and ODD symptoms were not significantly 

bivariately associated with peer victimization, anxiety, depression, or self-esteem (all ps > .

05). ADHD inattention and CD symptoms were not significantly associated with anxiety, 

depression, or self-esteem (ps > .05) and was thus not retained for inclusion as a covariate in 

the subsequent regression analyses.

Males reported having a higher self-esteem than girls (r = .21, p = .02). The three forms of 

peer victimization were each significantly positively associated with anxiety and depression 

and negatively associated with self-esteem, with correlations of a moderate-to-large effect 

size (see Table 4).

Regression Analyses

Hierarchical regression analyses were conducted to examine whether sex moderated the 

associations of peer victimization with anxiety, depression, and self-esteem. Regression 

coefficients, standard errors, and t-values are displayed in Table 5. In first considering peer 

victimization in relation to anxiety symptoms, both physical victimization and relational 

victimization uniquely predicted higher anxiety symptoms at Step 1 (β = 0.28, p = .03; β = 

0.22, p = .04, respectively). No significant sex × victimization interaction was found. Thus, 

physical and relational victimization were both associated with higher rates of anxiety, but 

neither of these associations differed for male compared to female adolescents.

A similar model was tested in relation to youth depressive symptoms (see Table 5). As with 

anxiety, there was a significant main effect of relational victimization in relation to 

depression (β = 0.28, p = .009), whereas neither physical nor reputational victimization was 

significantly associated with depression when sex and relational victimization were in the 

model. In addition, a significant sex × relational victimization interaction emerged in 

predicting youth depression. This significant interaction was plotted and is shown in Figure 

1 (top figure). As displayed, although relational victimization was not significantly 

associated with female adolescents’ depression (β = −0.08, p = .71), relational victimization 

experiencing more relational victimization than overt victimization (t = 2.14, df = 95, p = .04). However, in contrast to females, males 
also reported experiencing more relational victimization than reputational victimization (t = 2.08, df = 95, p = .04) and similar levels 
of physical and reputational victimization (t = −0.41, df = 95, p = .68).

Becker et al. Page 10

Eur Child Adolesc Psychiatry. Author manuscript; available in PMC 2018 July 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



was significantly positively associated with depression for male adolescents (β = 0.38, p = .

001).

The final model examined sex, peer victimization, and their interaction in relation to self-

esteem. As summarized in Table 5, none of the three forms of peer victimization were 

uniquely significantly associated with self-esteem when entered together at Step 1. However, 

as with the model predicting depressive symptoms, a significant sex × relational 

victimization interaction emerged in predicting self-esteem. As displayed in Figure 1 (top 

figure), relational victimization was not significantly associated with female adolescents’ 

self-esteem (β = 0.02, p = .83) but was significantly associated with lower self-esteem for 

males (β = −0.21, p = .02).

Discussion

The current study contributes to the literature on the peer functioning of youth with ADHD 

by providing descriptive prevalence rates of self-reported victimization in young adolescents 

with ADHD, examining distinct types of peer victimization in relation to internalizing 

problems, and evaluating possible sex differences in rates of peer victimization and 

associations with internalizing problems. Few studies have examined peer victimization in 

adolescents with ADHD, and findings from the present study indicate that peer victimization 

is prevalent in this population and associated with increased anxiety and depressive 

symptoms as well as lowered self-esteem. Moreover, this study demonstrates that relational 

victimization is especially related to internalizing problems, and that relational victimization 

is more strongly related to depression and self-esteem for male adolescents with ADHD as 

compared to female adolescents with ADHD.

Previous studies of peer victimization in youth with ADHD have reported prevalence rates 

ranging from 19% to 43% [9,11,12]. In the current study, 57% of participants reported 

experiencing at least one victimization behavior at a rate of at least once per week. The 

higher rates of victimization among youth in the present study may be due to different 

measures used across studies in addition to our focus on young adolescents with ADHD, as 

rates of both physical and relational victimization are highest in middle school [26]. Thus, 

the inclusion of younger children and older adolescents in previous studies examining rates 

of peer victimization in youth with ADHD may have contributed to those studies finding 

lower rates than the current study. In considering victimization subtypes, similar to studies 

of normative adolescents [17–20] as well as studies of adolescents with ADHD [9,29], we 

found much higher rates of relational victimization (51%) than either reputational 

victimization (17%) or physical victimization (14%). In addition, in line with previous 

research conducted with younger school-aged children with ADHD [64], overall rates of 

peer victimization did not significantly differ between males and females and very similar 

rates were found between males and females for relational and reputational victimization. In 

contrast, males were almost twice as likely as females to experience physical victimization, 

and males had significantly higher physical victimization scores than females. Thus, 

findings from this study aligns with previous research documenting higher rates of physical 

victimization in males than females [17,21,24,25].
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In contrast to findings from normative samples that have found a stronger association 

between victimization and depression than anxiety [30,38], the magnitude of victimization 

in relation to either anxiety or depression were very similar in our study (rs = .36–39 and .

33–42 for anxiety and depression, respectively). Nevertheless, results from the regression 

analyses demonstrate the importance of distinguishing between depression and anxiety 

among adolescents with ADHD. Both physical and relational victimization were uniquely 

associated with anxiety symptoms when sex and all three victimization types were included 

simultaneously in the regression model, and no moderation by sex found. In contrast, only 

relational victimization was significantly associated with depressive symptoms in the 

regression model, and this association was moderated by sex, such that relational 

victimization was related to higher depressive symptoms for males but not females. A 

similar moderated effect was found for self-esteem whereby relational victimization was 

associated with lower self-esteem for males but not females. This is the first study to our 

knowledge to examine different forms of peer victimization and whether associations with 

internalizing domains differed between male and female adolescents with ADHD. The 

findings from this study suggest there is specificity in terms of victimization type as well as 

sex that are important to consider when examining the link between victimization and 

internalizing in this population.

Why might victimization, and relational victimization in particular, relate to increased 

depressive symptoms and lowered self-esteem for male adolescents but not female 

adolescents with ADHD? Cheng and colleagues (2008) noted that experiencing peer 

victimization may be more discordant with gender role expectations for males in comparison 

to females. That is, males may be more likely than females to view experiencing 

victimization as discordant with their gender role, and the presence of such victimization 

may contribute to increased emotional problems. Moreover, boys are more likely to 

experience chronic victimization and multiple forms of victimization than are girls, which 

likely causes greater harm [65]. It is likely that boys with ADHD are especially likely to 

experience chronic victimization, which may over time lead to increased risk for depression 

and low self-esteem.

In addition, boys place a stronger emphasis on popularity and social dominance goals, 

whereas girls place a stronger emphasis on intimacy [66]. This may be especially salient for 

young adolescents since gender role expectations tend to intensify during this developmental 

period [67,68]. It is possible that relational victimization, which includes attempts to harm 

through behaviors such as exclusion, may inhibit adolescents’ popularity and social 

dominance goals, while leaving close friendships relatively intact. Furthermore, boys and 

girls have different peer networks that may contribute to victimization being more strongly 

related to depression and self-esteem in male adolescents with ADHD. Boys are more likely 

to have wider peer networks, with fewer intimate friendships, and girls are more likely to 

have small friendship networks with close friends [65]. Close friendships serve as a buffer 

for victimization [69], and friendship mitigates the association between ADHD and 

victimization specifically [70,71]. It is possible that girls have better supports in place to 

protect against the negative effects of victimization [65]. Girls may respond to victimization 

in more adaptive ways than boys, such as seeking support or using conflict resolution 

strategies that make the experience of victimization less detrimental for their overall mental 
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health [72–74]. In contrast, boys are more likely than girls to engage in “counteraggression” 

that can contribute to the persistence of victimization [75].

Despite the possible roles of social support, social goals, and coping styles in explaining the 

stronger relation between relational victimization and adjustment among boys in our sample, 

the general trend of empirical research suggests that girls are more strongly impacted by 

relational victimization than are boys [18]. It is possible that factors unique to the population 

of adolescents with ADHD contributed to the stronger relation between relational 

victimization and adjustment among boys as compared to girls in our study. Specifically, 

social support may play an even more important role in understanding the relation between 

victimization and internalizing problems among adolescents with ADHD. Adolescent 

females are more likely to be recipients of prosocial attention than males [76], and 

adolescents with ADHD who have experienced peer victimization report having less social 

support than other adolescents with ADHD [12]. Further, adolescent males with ADHD 

experience less social support than adolescent females with ADHD [12]. When adolescent 

males with ADHD experience victimization, they may be especially vulnerable to 

depression and lowered self-esteem since they do not have the social support in place to 

buffer these negative peer experiences. It may therefore be important for interventions 

aiming to improve the social functioning of adolescents with ADHD to include strategies for 

handling peer victimization as well as strategies for increasing social support. For example, 

friendship may be an important buffer against the effects of victimization. In a sample of 

girls diagnosed with ADHD, having at least one mutual friend reduced the risk of 

victimization experienced during a five-week summer camp setting [71]. Similarly, 

friendship quality has been shown to buffer the association between ADHD and later social 

problems among children attending an after-school care program [70]. The buffering role of 

friendship may be especially important as children with ADHD transition to adolescence, 

when friendships become increasingly important [77].

Limitations and Future Directions

Strengths of this study include using a carefully diagnosed sample of young adolescents with 

ADHD, a developmental period when rates of victimization peak [26], as well as by 

increasing specificity by examining multiple victimization forms and multiple domains of 

adjustment. In addition, since self-report is often considered optimal for assessing both 

victimization [8] and internalizing symptoms [78,79], we used self-report measures of these 

constructs in the present study. By doing so, however, all of our measures were completed 

by adolescents themselves, which may contribute to mono-informant biases. It will be 

important for future research to use a multi-method and multi-informant approach to 

assessing the prevalence and impact of peer victimization among adolescents with ADHD 

[8,80], and it would be valuable to incorporate other types of victimization such as cyber 

victimization. In addition, the cross-sectional design of the current study does not allow for 

drawing causal inferences. Longitudinal research is needed to examine the interplay of 

victimization and internalizing problems over time in adolescents with ADHD. It is likely 

that peer victimization and internalizing adjustment problems are transactional in nature 

[31]. As noted by Card and Hodges [8], just as victimization is likely to lead to internalizing 

problems, “low self-concept and internalizing problems also predict increases in peer 
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victimization over time, presumably because children with these problems are viewed as 

‘easy targets’ by aggressors in that they are less likely to defend themselves and more likely 

to reward aggressors through signs of suffering or relinquishing resources” (p. 454). 

However, there is some evidence showing victimization to more strongly predict 

internalizing than vice versa [31,40], which guided the analytic plan used in the present 

study. Finally, our sample included only middle school students with ADHD and did not 

include a comparison sample of typically developing youth, and as such we were unable to 

examine whether our rates of victimization were higher in middle school students with 

ADHD as compared to their peers or if the associations moderated by sex were specific to 

young adolescents with ADHD. The findings should also be considered in light of other 

limitations which may limit generalizability, including a relatively small sample size of girls 

in particular, the exclusion of youth with ADHD-HI Type, and the use of data collected at 

the completion of an RCT.

Conclusion

This study examined rates of peer victimization in young adolescents with ADHD and is the 

first study to consider multiple forms of victimization, differentiate between internalizing 

domains of anxiety and depression, and evaluate whether the association between 

victimization and internalizing differs for male and female adolescents with ADHD. This 

study contributes to the small but growing literature examining the peer functioning of 

adolescents with ADHD. Findings indicate that a sizeable percentage of adolescents with 

ADHD experience victimization on a weekly basis, with relational victimization especially 

common. These findings indicate that it is important to assess for specific types of 

victimization in both male and female adolescents with ADHD. In addition, the association 

between victimization and internalizing differs as a result of victimization type, internalizing 

domain, and sex. Whereas relational and physical victimization were both associated with 

greater anxiety for males and females, relational victimization was associated with greater 

depression and lower self-esteem for males but not females. Additional studies are needed 

that incorporate a multi-method design in prospectively examining the bidirectional 

associations between victimization and internalizing problems and whether developmental 

trajectories differ for boys and girls with ADHD.
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Figure 1. 
Sex Moderates the Relations between Relational Victimization and Depression (top figure) 

and Self-Esteem (bottom figure) in Young Adolescents with Attention-Deficit/Hyperactivity 

Disorder (ADHD).
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Table 2

Frequency of Experiencing Physical, Relational, or Reputational Peer Victimization At Least Once Per Week

Variable Full Sample Males Females

Physical Victimization 14% 16% 9%

Relational Victimization 51% 51% 51%

Reputational Victimization 17% 16% 20%

Any Victimization 57% 56% 60%

Note. N = 131 (96 males; 35 females).All items are rated in response to how frequently the event occurred in the past year.
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