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Abstract
In the general population, prevalence rates of cyberbullying victimization have continuously increased over the 
past decades. However, the extent to which these increasing numbers affect clinical populations seeking treatment 
in outpatient services remains an open question. The present study sought to examine whether the increase 
of cyberbullying victimization is also reflected by increased reports of cyberbullying victimization in a clinical 
outpatient population. In addition, we assessed the incremental contribution of experiences of cyberbullying in the 
prediction of psychological symptoms when controlling for histories of childhood maltreatment and offline peer 
victimization. For this purpose, we analyzed routine data from N = 827 outpatients who had sought treatment at a 
University outpatient clinic for psychotherapy between 2012 and 2021 in a cross-sectional study design. Analyses 
showed that 8.3% of the patients born in the years 1980 to 2002 indicated the experience of cyberbullying 
victimization in their adolescence. The rate of reported cyberbullying victimization increased from 1 to 3% in 
patients born in the years 1980 to 1987 to 24% in patients born in the year 2000. A logistic regression revealed 
that patients born in the years 1995–2002 were up to nineteen times as likely to report cyberbullying victimization 
as patients born in the years 1980–1982. In addition, hierarchical multiple regression analyses indicated that 
cyberbullying victimization significantly accounted for an incremental proportion of variance (1%) in the prediction 
of psychological symptom distress after controlling for child maltreatment and offline peer victimization. In 
conclusion, this retrospective survey indicates an increase of the clinical relevance of cyberbullying victimization 
both in frequency of and potential contribution to etiology. Raising attention to cyberbullying in clinical care and 
research seems to be justified and warranted.
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Introduction
The availability and use of online applications by ado-
lescents have increased significantly in recent years [1]. 
In terms of content, adolescents predominantly use the 
internet for the purpose of communication [1]. Hence, 
social media sites, with all their benefits and risks, have 
turned into primary locations of social life [2]. Adoles-
cents use social media as a playground to create and form 
their identity. That said, such spaces are not fully benign. 
Self-disclosure via communication technologies (e.g., 
posting pictures) can have long-term detrimental effects 
due to their digital footprint [3]. Particularly, social media 
use elevates young people’s risk for involvement in cyber-
bullying victimization [4]. Cyberbullying victimization is 
characterized by experiencing behaviors that repeatedly 
communicate hostile or aggressive messages intended 
to inflict harm or discomfort on others which are per-
formed through electronic or digital media by individuals 
or groups [5].

The phenomenon of cyberbullying is conceptually 
related to offline bullying, in particular relational bully-
ing [6], since it involves damaging the reputation of oth-
ers by spreading rumors, sending threatening or hurtful 
messages, or distributing inappropriate photos or vid-
eos. However, there are some specific characteristics of 
cyberbullying that may justify considering it as distinct 
phenomenon. Bullying typically involves intentionality, 
repetition, and power imbalance. These aspects have dif-
ferent implications in cyberspace [7]. A power imbalance 
can be produced by media skills (e.g., creating a fake pro-
file) or the ability to remain anonymous. Repetition can 
either refer to new actions or to repeated confrontations 
via the number of views by the victim or others [8]. In 
addition, cyberbullying allows anonymity of the perpe-
trators who do not need to fear social or legal account-
ability, the increased breadth of the potential audience in 
social media, and the difficulty of escaping cyberbully-
ing that typically extends beyond the school context [7]. 
Furthermore, the victim’s reaction is not directly visible 
in the short term, which can lead to disinhibition effects 
that may increase the tendency to behave more hurtfully 
online than in reality [9].

In recent years, the rising availability of online applica-
tions has been accompanied by their growing misuse [4]. 
Jones et al. [10] described a significant increase in online 
harassment victimization among 10- to 17-year-olds 
by 5% points between the years 2000 and 2010, leading 
to a one-year prevalence of 11% in 2010 in the United 
States. Similarly, Kessel Schneider et al. [11], reported 
an increase by 6% points from 2006 (15%) to 2012 (21%) 
using the MetroWest Adolescent Health Survey. Recently, 
Kliem et al. [12] compared 6-month prevalence rates of 
cyberbullying victimization of ninth graders in the years 
2013, 2015, and 2017. The authors reported significantly 

increasing values of 3.8% in 2013, 4.7% in 2015, and 6.1% 
in 2017. Thus, reported rates of cyberbullying victimiza-
tion have been increasing [10–12] or at least remaining 
consistent [13] over the past decade.

Recently, researchers have argued that cyberbullying 
victimization causes negative effects similar to offline 
victimization [14]. Cyberbullying victimization has been 
shown to be particularly associated with internalizing 
problems such as depression [15, 16], low self-esteem and 
loneliness [17], anxiety and social anxiety [18, 19], and 
somatization [20]. Additionally, suicidality has emerged 
as the most concerning consequence of cyberbullying 
victimization [21, 22]. Further, a link between cyberbul-
lying victimization and externalizing behaviors, such as 
increased alcohol and drug use or delinquent behavior, 
has also been reported [23, 24]. Although most of the 
presented research is limited to investigations in student 
populations (e.g., [25, 26]), a recent retrospective study 
indicated that negative consequences of cyberbullying 
victimization persist into adulthood [27].

Despite findings on increasing prevalence rates and a 
broad range of negative short-term and long-term conse-
quences in student populations, there remains a limited 
body of knowledge regarding the prevalence rates and 
psychopathological outcomes of cyberbullying victim-
ization in clinical populations [28]. Kranhold et al. [29] 
presented prevalence rates of different types of bullying 
using an outpatient sample of children and adolescents 
(average age 12 years old). While 24.5% of the outpatients 
reported bullying experiences in the past six months, 
3.4% experienced cyberbullying, and only a small num-
ber of adolescents reported cyberbullying experiences 
only without experiences of offline bullying. However, it 
remains unclear to what extent older, e.g., adult, patient 
populations were affected by cyberbullying in their ado-
lescence and what consequences these experiences may 
have had on their current symptomatology.

The high overlap of online and offline bullying in this 
study indicates that, despite some conceptual differences, 
cyberbullying is not a qualitatively distinct phenomenon 
but an additional method of relational bullying [30]. Sev-
eral authors have argued that the clinical relevance of 
cyberbullying is overrated [31, 32] and does not provide 
additional explanatory value for the prediction of nega-
tive mental health outcomes [33]. However, some stud-
ies found that cyberbullying contributes to psychological 
symptoms in community populations over and above 
the influence of offline victimization (e.g., [19, 34, 35]). 
Van Geel et al. [36] observed that cyberbullying is more 
strongly associated with suicidal ideation than offline 
bullying. However, it remains unclear to what extent 
these findings can be translated to clinical populations to 
document their relevance for psychological disorders.
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The aim of the present study was two-fold. First, we 
aimed to investigate whether the documented increase 
of cyberbullying victimization present in student popula-
tions [10–12] is reflected by increased prevalence rates of 
cyberbullying victimization in a clinical outpatient popu-
lation over a period of 20 years with adult patients born 
in the years 1980–2002. We assumed that the likelihood 
of reporting cyberbullying victimization increased over 
time such that younger patients are more likely to report 
cyberbullying victimization. Second, we aimed to exam-
ine differential unique contributions of various forms 
of child maltreatment and relational peer victimization 
to psychopathology in a clinical outpatient population. 
Given the fact that bullying is associated with experi-
ences of child maltreatment by caretakers (e.g., [37–40]) 
we assessed the incremental contribution of experiences 
of cyberbullying victimization in the prediction of psy-
chological symptoms when controlling for histories of 
childhood maltreatment as well as offline peer victim-
ization. For exploratory purposes, we also compared 
psychopathological profiles of those who experienced 
cyberbullying victimization in adolescence and those 
who did not when controlling for experiences of child 
maltreatment and traditional relational peer victimiza-
tion. In particular, we expected that victims of cyberbul-
lying would exhibit higher levels of psychopathology than 
individuals who did not experience cyberbullying.

Methods
Study setting
The present study utilized data from the outpatient clinic 
for psychotherapy at Bielefeld University. In the outpa-
tient clinic, patient data were routinely collected over the 
course of treatment to learn more about causal or main-
taining factors of mental illnesses. The dataset contains 
data from 2012 to the beginning of the year 2021.

Participants
Data for this cross-sectional study were obtained from 
1,325 treatment-seeking outpatients who completed vari-
ous self-report questionnaires for clinical and scientific 
purposes before beginning psychotherapeutic treatment. 
As not all patients in the age range studied were at risk 
of experiencing cyberbullying in their youth, a sample of 
N = 832 patients was extracted, including only those born 
1980 and later. This decision was based on theoretical 
and practical considerations. An increase in the availabil-
ity and use of communication technologies is assumed 
to have occurred around the year 2000 at the earliest [1]. 
Cyberbullying victimization during the ages of 13 to 18 
years was retrospectively reported. Therefore, patients 
who were at least 13 years old in 1993 (18 years old in 
1998 respectively) were included in the analyses as the 
upper age limit of the inclusion range. Additionally, five 

participants were excluded from analyses because data 
on cyberbullying victimization was missing, resulting in 
a final sample size of N = 827. All patients provided their 
written consent for using the anonymized data for scien-
tific purposes. The study procedure was approved by the 
Ethics Committee of Bielefeld University (protocol num-
ber: EUB-2022-274). Demographic characteristics and 
means from the assessments are presented in Table 1.

Instruments
Experiences of peer victimization were assessed using the 
Fragebogen zu belastenden Sozialerfahrungen [Adverse 
Social Experiences Questionnaire] (FBS; [41]). This 
self-report questionnaire consists of 22 items describ-
ing aversive social situations like rejection, exclusion, 
being laughed at, insulted, and teased by peers (e.g., “I 
was excluded from games or activities by other children 
or adolescents,” “I have been laughed at in the presence 
of other children”). For each situation, respondents were 
asked whether or not they experienced this situation dur-
ing childhood (age 6–12) or adolescence (age 13–18). 
Sum scores of “Yes” responses across both age periods 
are calculated and range from 0 to 22 for a Childhood 
scale and an Adolescence scale and from 0 to 44 for 
a total score. The total score of the FBS presented with 
stability over a 20-month period (r = .89) [41]. Construct 
validity was confirmed through correlations between the 
FBS and psychological symptom distress as well as social 
anxiety. For the purposes of the present study, one item 
assessing physical peer victimization (“Other children or 
adolescents hit me or attacked me.”) was excluded from 
analyses in order to examine relational peer victimization 
exclusively. Cyberbullying victimization was assessed 
using the item of the FBS “Other children or adolescents 
have spread lies or rumours about me on the internet 
[e.g., in chat programmes] or published embarrassing 
videos of me”) from the adolescence scale, which refers to 
the concept of denigration [42]. Therefore, for the assess-
ment of traditional forms of peer victimization, a sum 
score of the childhood and adolescence scales of the FBS 
without using the items assessing physical and cyberbul-
lying victimization was used in the following analyses, 
with possible scores ranging from 0 to 40. In the present 
sample, the internal consistencies of the original and the 
modified FBS were high with Cronbach’s α = 0.91 (sum 
score), α = 0.89 (childhood scale), and α = 0.87 (adoles-
cence scale).

Child maltreatment was assessed using the German 
Version of the Childhood Trauma Questionnaire (CTQ; 
[43]). The self-report questionnaire consists of a total of 
28 items assessing all common types of childhood mal-
treatment (emotional abuse, emotional neglect, physi-
cal abuse, physical neglect, and sexual abuse) that have 
occurred before the age of 18. The items are rated from 1 
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(never true) to 5 (very often true) with a possible range of 
subscale scores from 5 to 25. In the present study, dimen-
sional sum scores for each CTQ subscale were used in the 
statistical analyses. The psychometric properties of the 
German version are similar to the original version, and it 
has been shown to be a reliable and valid screen for child-
hood maltreatment. In the current sample, internal con-
sistency was excellent for all items (Cronbach’s α = 0.93). 
Similarly, internal consistency of the sexual abuse, emo-
tional neglect, emotional abuse, and physical abuse sub-
scales was good to excellent (all Cronbach’s α’s > 0.84). 
The physical neglect subscale, however, showed only a 
questionable internal consistency (Cronbach’s α = 0.65). 
Accordingly, the subscale presented with a weak internal 
consistency in comparison to the other subscales and was 
highly correlated with the other CTQ subscales in a prior 
validation study [44]. As a consequence, the CTQ physi-
cal neglect subscale was not included in the following 
statistical analyses.

Psychopathology and psychological symptom and dis-
tress levels in general were measured using the German 
version of the Brief Symptom Inventory (BSI; [45]). The 
self-report questionnaire consists of 53 items, produc-
ing nine primary symptom dimensions (somatization, 
obsessive-compulsive symptoms, interpersonal sensitiv-
ity, depression, anxiety, hostility, phobic anxiety, paranoid 

ideation, and psychoticism). Additionally, three global 
indices measure general psychological symptom distress: 
the Global Severity Index (GSI); the Positive Symptom 
Total (PST); and the Positive Symptom Distress Index 
(PSDI). The items are rated on a 5-point Likert scale, 
ranging from 0 (not at all) to 4 (extremely), and refer to 
the past 7 days. In the present study, the GSI and the nine 
symptom dimensions were used to indicate participants’ 
psychological symptom distress. The GSI showed high 
internal consistency in the current sample (Cronbach’s 
α = 0.95). Internal consistency for the nine symptom 
dimensions ranged between Cronbach’s α = 0.67 (psy-
choticism) and Cronbach’s α = 0.84 (depression) in the 
present sample.

Statistical analyses
All statistical analyses were performed using the Statis-
tical Package for the Social Science (SPSS) 28. Due to 
sample size as well as less than 1% missing values per 
variable, listwise deletion was used for missing data. Pre-
liminary analyses included Pearson correlations to exam-
ine associations between all child maltreatment subtypes, 
traditional relational peer victimization, cyberbullying 
victimization, and the different symptom dimensions 
measured by the BSI.

Table 1  Subject characteristics and mean values on assessments (N = 827)
Total sample
(N = 827)

Patients reporting 
cyberbullying
(n = 69)

Patients not reporting 
cyberbullying
(n = 758)

p

Age at time of assessment, M (SD, range) 25.72 (4.57, 18–39) 22.90 (3.47, 18–32) 25.98 (4.58) < 0.001

Gender, % female (n) 60.3 (499) 71.0 (49) 59.4 (450)

Traditional relational peer victimization1, M (SD) 11.58 (7.91) 18.08 (10.38) 10.99 (7.37) < 0.001

Cyberbullying victimization², % experienced (n) 8.3 (69)

Child maltreatment³, M (SD) 41.71 (15.28) 47.15 (17.32) 41.22 (15.00) 0.002

Emotional abuse, M (SD) 10.13 (5.11) 11.65 (5.51) 9.99 (5.05) 0.010

Emotional neglect, M (SD) 11.66 (5.04) 12.46 (5.40) 11.59 (5.00) 0.176

Physical abuse, M (SD) 6.54 (3.24) 7.25 (3.92) 6.48 (3.17) 0.118

Physical neglect, M (SD) 7.31 (3.00) 8.22 (3.43) 7.23 (2.95) 0.009

Sexual abuse, M (SD) 6.07 (3.33) 7.45 (5.39) 5.95 (3.05) 0.025

Brief Symptom Inventory

Somatization, M (SD) 5.84 (5.09) 8.85 (5.72) 5.57 (4.95) < 0.001

Obsessive-compulsivity, M (SD) 10.11 (5.11) 12.51 (4.27) 9.90 (5.13) < 0.001

Interpersonal sensitivity, M (SD) 7.06 (4.11) 9.32 (3.76) 6.86 (4.08) < 0.001

Depression, M (SD) 10.27 (5.74) 12.12 (4.82) 10.10 (5.79) 0.002

Anxiety, M (SD) 7.91 (5.02) 10.71 (5.15) 7.66 (4.93) < 0.001

Hostility, M (SD) 6.07 (3.98) 8.18 (3.92) 5.88 (3.93) < 0.001

Phobic anxiety, M (SD) 4.71 (4.46) 7.04 (5.33) 4.50 (4.31) < 0.001

Paranoid ideation, M (SD) 5.95 (4.49) 8.74 (4.54) 5.70 (4.41) < 0.001

Psychoticism, M (SD) 5.75 (4.05) 7.44 (4.22) 5.60 (4.00) < 0.001

General Severity Index, M (SD) 1.31 (0.63) 1.74 (0.54) 1.27 (0.63) < 0.001
Note: 1Assessed by the Fragebogen zu belastenden Sozialerfahrungen [Adverse Social Experiences Questionnaire] (FBS; Sansen et al., 2013), the sum score has been 
calculated under exclusion of two items not measuring relational victimization and items measuring cyberbullying victimization; ²Refers to one item of the FBS 
(adolescence subscale); ³Assessed by the Childhood Trauma Questionnaire (CTQ; Wingenfeld et al., 2010). Significance levels are not corrected for multiple testing.
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Since the prevalence rates of cyberbullying victimiza-
tion varied greatly depending on the number of cases 
per year of birth, moving averages taking the averages 
of three consecutive years of birth were calculated for a 
descriptive comparison of prevalence rates of cyberbul-
lying victimization. Since only one participant was born 
in 2002, the year 2002 was not included in the calculation 
of moving averages. In a next step, to compare the preva-
lence rates of cyberbullying victimization over the course 
of time, year of birth was dummy coded with years of 
birth 1980 to 1982 = 0, years of birth 1983–1985 = 1, years 
of birth 1986–1988 = 2, years of birth 1989–1991 = 3, 
years of birth 1992–1994 = 4, years of birth 1995–
1997 = 5, years of birth 1998–2002 = 6. Because there 
were comparatively few cases born in 2001 and 2002, a 
larger range from 1998 to 2002 was chosen as the final 
age group. In order to examine the course of the moving 
averages in more detail, a trend analysis was carried out. 
For this purpose, a curve fitting procedure was utilized 
using linear, quadratic, and exponential regression mod-
els. In the next step, a logistic regression model was used 
to compare reports of cyberbullying victimization in 
patients born in all other years (1983 to 2002) to reports 
in patients born in the years 1980 to 1982. In addition, 
the model was controlled for effects of gender.

In order to determine the relative contribution of child 
maltreatment, traditional relational peer victimization, 
and cyberbullying victimization for the prediction of 
psychological symptom distress, a hierarchical multiple 
regression analysis was conducted. For this purpose, the 
continuous sum scores of the CTQ subscales emotional 
abuse, emotional neglect, physical abuse, and sexual 
abuse as well as the continuous modified sum score of the 

FBS were used. Additionally, the standardized (i.e., mean 
centred and divided by the standard deviation) cyberbul-
lying victimization item in the adolescence scale of the 
FBS was used. In the hierarchical regression analysis, age 
and gender were included as predictors in a first step. 
In a second step, emotional abuse, emotional neglect, 
physical abuse, and sexual abuse were added. Traditional 
relational peer victimization was added in a third step. 
Finally, cyberbullying victimization in adolescence was 
entered in a fourth step. Preliminary analyses showed 
no violation of the assumption of multicollinearity (tol-
erances > 0.36; variance inflation factors < 1.28), linearity, 
normality, and homoscedasticity.

For exploratory purposes, additional ANCOVAs with 
child maltreatment and traditional relational peer victim-
ization serving as covariates were used to compare vic-
tims of cyberbullying victimizations and those who did 
not report such victimization on the BSI subscales and 
the General Severity Index. All tests were adjusted using 
Bonferroni correction for multiple testing resulting in 
p = .05/10 = 0.005. Effect sizes were calculated using par-
tial η2 [46]. According to Cohen [46], partial η2 values of 
0.01 represent a small effect, 0.06 a medium effect, and 
0.14 a large effect, respectively.

Results
Descriptive and preliminary analyses
Distribution of subject characteristics and mean values 
on the assessments are presented in Table 1. Preliminary 
bivariate analyses indicated positive intercorrelations 
between traditional relational peer victimization, cyber-
bullying victimization, and different forms of child mal-
treatment (Table 2). Additional bivariate analyses yielded 
positive correlations between different forms of peer 
victimization as well as different forms of child maltreat-
ment and the different symptom dimensions as measured 
by the BSI subscales (Table 3).

Trend analyses of cyberbullying victimization over the past 
20 years
Overall, 8.3% of the patients born in the years 1980 to 
2002 reported the experience of cyberbullying victimiza-
tion in their adolescence. At the descriptive level, there 
is an increase in cyberbullying victimization over time 
(Fig.  1). The rate of reported cyberbullying victimiza-
tion was low in patients born in the years 1980 to 1987 
with moving averages ranging from 1 to 3%. For patients 
born after the year 1987 the moving averages increased 
consistently over time and was highest for patients born 
in the year 2000 (24%). In a next step, we utilized linear, 
quadratic, and exponential regression models to concur-
rently determine year of birth-related variations in mov-
ing averages. While all regression models fit the data 
and their determinant coefficients (R2) were of statistical 

Table 2  Intercorrelations between maltreatment forms, 
traditional relational peer victimization, and cyberbullying 
victimization in adolescence (N = 827)

Emo-
tional
abuse

Physi-
cal
abuse

Sexual
abuse

Emotional
neglect

Traditional 
relational 
peer vic-
timization

Emotional 
abuse

1.00

Physical abuse 0.64*** 1.00

Sexual abuse 0.33*** 0.33*** 1.00

Emotional 
neglect

0.67*** 0.48*** 0.19*** 1.00

Traditional 
relational peer 
victimization

0.45*** 0.29*** 0.16*** 0.32*** 1.00

Cyberbullying 
victimization in 
adolescence

0.09*** 0.07*** 0.13*** 0.05 0.25***

Note. Correlations are represented by Pearson’s r for continuous predictor 
variables and point-biserial correlation for dichotomous predictor variables. 
*p < .05; **p < .01; ***p < .001.
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significance (all p’s < 0.001), the exponential regression 
model fit best, i.e., R2 was maximized (linear: R2 = 0.79; 
quadratic: R2 = 0.79; exponential: R2 = 0.86).

A logistic regression was performed to ascertain 
the effects of year of birth (1980 to 2002) on the likeli-
hood to report cyberbullying victimization when con-
trolling for the effects of gender. The logistic regression 
model was statistically significant, χ² (8, N = 827) = 50.94, 
p < .001. The model explained 13.7% (Nagelkerke R2) of 
the variance in reporting cyberbullying victimization 
and correctly classified 91.7% of cases. Patients born in 
the years 1998–2002 were up to nineteen times as likely 
to report cyberbullying victimization as patients born in 
the years 1980–1982 (Table 4). While being born in the 
years 1983–1991 was not associated with a significantly 
increased likelihood of reporting cyberbullying victim-
ization, being born in the years 1992–2002 was associ-
ated with a significant increased likelihood. In addition, 

Table 3  Intercorrelations between maltreatment forms, traditional relational peer victimization, cyberbullying victimization in 
adolescence and psychological symptom distress (N = 827)

GSI SOM O-C I-S DEP ANX HOS PHOB PAR PSY
Emotional abuse1 0.39*** 0.22*** 0.24*** 0.33*** 0.26*** 0.28*** 0.38*** 0.22*** 0.40*** 0.30***

Physical abuse1 0.30*** 0.15*** 0.17*** 0.21*** 0.20*** 0.22*** 0.31*** 0.20*** 0.32*** 0.22***

Sexual abuse1 0.13*** 0.07*** 0.07*** 0.08*** 0.09*** 0.11*** 0.11*** 0.08*** 0.14*** 0.12***

Emotional neglect1 0.30*** 0.14*** 0.22*** 0.25*** 0.25*** 0.16*** 0.25*** 0.16*** 0.35*** 0.26***

Traditional relational peer victimization2 0.40*** 0.16*** 0.32*** 0.40*** 0.36*** 0.25*** 0.28*** 0.19*** 0.37*** 0.28***

Cyberbullying victimization in adolescence 0.20*** 0.18*** 0.14*** 0.17*** 0.10** 0.17*** 0.16*** 0.16*** 0.19*** 0.13***

Note: Correlations are represented by Pearson’s r for continuous predictor variables and point-biserial correlation for dichotomous predictor variables. SOM, 
somatization: O-C, obsessive-compulsivity: I-S, interpersonal sensitivity; DEP, depression: ANX, anxiety: HOS, hostility: PHOB, phobic anxiety: PAR, paranoid ideation: 
PSY, psychoticism; 1 assessment of childhood maltreatment including severity ratings; 2 Sum score of the FBS under exclusion of the physical and cyber item;*p < .05; 
**p < .01; ***p < .001.

Table 4  Logistic regression results for year of birth predicting 
the rate of reports of cyberbullying victimization when 
controlling for gender (N = 827)

ORs (95% Cis) p
Gender

  Male 1

  Female 1.66 (0.96 to 2.90) 0.072

Year of Birth

  1980–1982 (n = 79; 55.7% female) 1

  1983–1985 (n = 107; 67.3% female) 1.41 (0.13 to 15.82) 0.782

  1986–1988 (n = 157; 55.4% female) 2.04 (0.22 to 18.61) 0.526

  1989–1991 (n = 180; 60.6% female) 5.95 (0.76 to 46.35) 0.089

  1992–1994 (n = 149; 63.8% female) 11.71 (1.54 to 89.09) 0.017

  1995–1997 (n = 113; 60.2% female) 17.59 (2.31 to 133.94) 0.006

  1998–2002 (n = 42; 57.1% female) 19.30 (2.31 to 161.0) 0.006

Fig. 1  Rate of participants reporting cyberbullying victimization in adolescence per year of birth and moving averages taking the averages of three con-
secutive years of in % (N = 827). Since only one participant was born in 2002, this year was not included in the calculation of rates and moving averages
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being female was associated with an increased likelihood 
of reporting cyberbullying victimization.

Influence of adolescent cyberbullying victimization on 
psychological symptom distress
A gender- and age-adjusted hierarchical regression analy-
sis was carried out for the Global Severity Index of the 
BSI to examine the unique contributions of different 
kinds of child maltreatment, traditional relational peer 
victimization, and cyberbullying victimization in the 
prediction of psychological symptom distress. Cyberbul-
lying victimization made a significant incremental contri-
bution of variance (1.1%) to the prediction of the score 
beyond the variance explained by child maltreatment and 
traditional relational peer victimization (Table 5). In the 
final model (F(8, 807) = 32.92, adjusted R2 = 0.24, p < .001), 
however, traditional relational peer victimization was 
the strongest predictor followed by emotional abuse and 
cyberbullying victimization.

Additionally, exploratory ANCOVAs comparing cyber-
bullying victims and those not indicating cyberbullying 
victimization in their adolescence with child maltreat-
ment and traditional relational peer victimization serving 
as covariates indicated higher scores for patients report-
ing cyberbullying on the BSI subscales somatization, anx-
iety, hostility, phobic anxiety, and paranoid ideation (see 
Fig.  2). The respective ANCOVAs showed significance 
(all Fs > 8.89, all ps < 0.005) with small effect sizes rang-
ing from partial η2 = 0.01 (anxiety) to partial η2 = 0.02 
(somatization). For overall symptom distress as measured 
by the General Severity Index, a significant difference 
between groups was found (F(1, 812) = 13.46, p < .001, 
partial η2 = 0.016).

Discussion
The present study sought to examine whether the 
increase of cyberbullying victimization over the last two 
decades is also reflected by enhanced reports of cyber-
bullying victimization in a German clinical outpatient 
population. In accordance with the emerging increase 
of cyberbullying victimization in student populations 
[10–12], elevated prevalence rates over a period of 20 
years were also found in the present clinical popula-
tion. The present data suggest that the increase can best 
be described as exponential. More specifically, younger 
patients born in the years 1995–2002 who are currently 
undergoing psychotherapeutic treatment were up to 
nineteen times as likely to retrospectively report cyber-
bullying victimization as older patients born in the years 
1980–1982. Hence, the present findings emphasize the 
growing importance of this phenomenon not only in the 
general population but also in clinical care settings.

Comparing the present frequencies of cyberbullying 
victimization to reports of Kliem et al. [12] who reported 
6-month prevalence rates of about 6% among German 
ninth graders in 2017, the present study revealed higher 
rates in outpatients of around 20% for patients born after 
the year 1995. The higher incidence rates of cyberbully-
ing victimization in the present clinical sample align with 
existing literature with respect to findings that treatment-
seeking patients are highly susceptible to experiencing 
various types of victimization throughout their lives [47] 
and report higher frequencies of traditional peer victim-
ization [48]. However, prevalence rates of cyberbully-
ing victimization found in the present study, at least for 
patients born after 1987, were higher when compared to 
an outpatient sample of children and adolescents exam-
ined by Kranhold et al. [29]. In their study, approximately 
3% of patients reported cyberbullying victim or bully/
victim status. These differences may be explained by 

Table 5  Hierarchical multiple regression for the prediction of psychological symptom distress (N = 827)
Variable Β SE β p R2 ΔR² ΔF
Step 1 0.02 0.02 10.01***

Gender 0.12 0.04 0.09 0.003

Age − 0.01* 0.01 − 0.07* 0.034

Step 21 0.18 0.15 36.90***

Emotional abuse 0.02 0.01 0.14 0.006

Physical abuse 0.02 0.01 0.09 0.027

Sexual abuse − 0.01 0.01 − 0.03 0.387

Emotional neglect 0.01 0.01 0.09 0.025

Step 3 0.24 0.06 64.10***

Traditional
relational peer victimization2

0.02 0.01 0.25 < 0.001

Step 4 0.25 0.01 11.53***

Cyberbullying victimization
in adolescence

0.25 0.07 0.11 < 0.001

Note: *p < .05; **p < .01; ***p < .001; β coefficients of the final models are presented; 1assessment of childhood maltreatment including severity ratings; 2Sum score of the 
FBS under exclusion of the physical and cyber item.
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different samples and methodological approaches (e.g., 
age range of the respondents, and instruments used to 
measure bullying). Hence, the present study indicates 
that the experiences of cyberbullying victimization in 
adolescence can also be recalled in adult clinical samples 
as compared to studies using student samples or younger 
outpatient samples whose victimization experiences 
are more recent. However, future studies are needed to 
investigate its distribution in different samples.

In addition to the increasing emergence of cyberbully-
ing victimization in outpatients, the investigation of the 
unique contributions of cyberbullying victimization to 
psychopathology and its association to symptom sever-
ity underscore the importance of incorporating greater 
awareness of these experiences in research and clinical 
contexts. While Sansen et al. [48] revealed that tradi-
tional peer victimization represents an independent pre-
dictor for psychopathology when compared to different 
forms of child maltreatment, the present findings extend 
these findings by indicating that cyberbullying victim-
ization in adolescence predicts psychological symptoms 
beyond the effects of both experiences of child maltreat-
ment and traditional peer victimization. The significant 
incremental effect of cyberbullying victimization on 
psychopathology is consistent with previous studies 
with non-clinical samples illustrating that cyberbully-
ing victimization uniquely contributes to psychological 

symptom distress (e.g., [19, 34, 35, 49]. Hence, our 
findings suggest that more variability in psychologi-
cal symptom distress is explained when child maltreat-
ment, traditional relational peer victimization, as well 
as cyberbullying victimization are assessed. It should be 
noted that the current effect size of the incremental effect 
of cyberbullying victimization is very small (1%). How-
ever, it is also of note that the current effect size is in line 
with effect sizes reported in previous studies. Giumetti 
and Kowalski [49], for example, reported small but sig-
nificant amounts of variance explained in their outcomes 
of interest (absenteeism, anxiety, depression, grades, 
physical health, and self-esteem), ranging from 1 to 4%. 
Moreover, even when controlling for experiences of child 
maltreatment and traditional relational peer victimiza-
tion, exploratory analyses indicated that outpatients who 
experienced cyberbullying victimization showed higher 
scores on various psychopathological symptom dimen-
sions, such as somatization, anxiety, hostility, phobic 
anxiety, and paranoid ideation. However, contrasting 
with previous studies [15, 16], depression no longer dif-
fered between those who reported cyberbullying victim-
ization and those who reported no victimization when 
controlling for other kinds of child maltreatment. Con-
sidering these findings, the present study indicated that 
cyberbullying victimization in adolescence in and of itself 
heightens the risk for the development of a broad range 

Fig. 2  Normalized standard means (t-scores, standard error) for the comparison of participants reporting cyberbullying victimization and participants not 
reporting cyberbullying victimization on the BSI subscales. SOM, somatization; O-C, obsessive-compulsivity; I-S, interpersonal sensitivity; DEP, depression; 
ANX, anxiety; HOS, hostility; PHOB, phobic anxiety; PAR, paranoid ideation; PSY, psychoticism. *p < .05/10 when controlling for child maltreatment and 
traditional relational peer victimization
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of psychopathology and therefore constitutes a relevant 
problem in its own right [31, 32].

Strengths and limitations
The current study adds to the growing body of research 
highlighting the psychopathological outcomes of cyber-
bullying victimization. The generalizability of the present 
findings is strengthened through our use of a large treat-
ment-seeking sample to determine prevalence rates and 
the relative importance of cyberbullying victimization for 
predicting psychopathology. However, the present study 
has several limitations. Notably, assessing cyberbullying 
victimization using one item in the FBS may have led to 
reduced reliability and validity [50]. Studies comparing 
different assessments of prevalence rates of cyberbully-
ing victimization reported rather conservative rates when 
using single item assessments [51]. Hence, it is likely 
that rates of cyberbullying victimization among patients 
with mental disorders are even larger than reported in 
the present study – again highlighting its relevance for 
clinical research and treatment. Moreover, since the 
questionnaire does not explicitly emphasize the aspect 
of repetition (as emphasized in the definition of cyber-
bullying), it remains unclear whether recalled experi-
ences indeed represent cyberbullying victimization [52]. 
Nevertheless, the implemented questionnaire was useful 
to gain an initial overview on cyber victimization expe-
riences in a large clinical sample and over a long period 
of time as the phenomenon of cyberbullying victimiza-
tion has rarely been studied in clinical treatment-seeking 
samples (e.g., [29, 53]). Additionally, due to the relative 
novelty of this phenomenon, research has not yet agreed 
upon a fixed definition of the cyberbullying construct. 
The lack of agreement in the field over what constitutes 
cyberbullying makes it difficult to compare results from 
different studies and countries.

Further, due to the predefined dataset, only cross-sec-
tional analyses could be performed. Thus, causal con-
clusions cannot be made. Moreover, associations and 
interactions between different forms of child maltreat-
ment, traditional peer victimization, and cyberbullying 
victimization and its time courses were not fully exam-
ined in the present study. There is evidence that cyber-
bullied adolescents are likely to be exposed to multiple 
forms of victimization in other environments as well or 
even put individuals at risk for experiencing cyberbul-
lying victimization in adolescence (e.g., [4, 30, 54–59]). 
However, on the basis of the available data, it was not 
possible to analyse these interacting courses of adverse 
life experiences. The retrospective assessment of vic-
timization also implies a limitation to the study. Retro-
spective accounts may be subject to recall biases [60]. 
However, there is evidence that recall biases in the 
assessment of childhood maltreatment were not large 

enough to invalidate retrospective reports [61]. In addi-
tion, retrospective reports of emotional forms of mal-
treatment lack valid alternatives, since they are not 
reliably documented in child protection service, clinical, 
or medical records. In addition, in the present study child 
maltreatment was assessed using severity ratings whereas 
traditional relational peer victimization and cyberbully-
ing victimization were measured using an event check-
list indicating whether participants have experienced 
aversive situations or not. The difference in the questions 
in each instruments could have had an impact on the 
results. Future studies should use instruments that uni-
formly capture maltreatment experiences.

Clinical implications
Repeated experiences of cyberbullying victimization 
reflect an additional type of maltreatment that surpasses 
the influence of child maltreatment and traditional rela-
tional peer victimization on the development of psycho-
pathology. Therefore, the potential effects of exposure to 
cyberbullying victimization, by itself and in combination 
with other forms of maltreatment, need to be carefully 
considered in future research studies. For instance, our 
findings suggest that different combinations of on- and 
offline maltreatment types may lead to varying profiles in 
psychopathology. As a consequence, these profiles may 
have differential effects on the formation of relationships. 
Therefore, future studies could investigate the extent to 
which cyberbullying, as opposed to other forms of mal-
treatment, affects social life off- and online.

Furthermore, mental health professionals (e.g., psycho-
therapists, physicians, and diagnosticians) should actively 
inquire, perceive, and communicate the consequences 
of cyberbullying victimization to patients. This is of par-
ticular importance as experiences of cyberbullying can be 
involved in the development and maintenance of a range 
of mental and physical illnesses. Moreover, treatment 
of psychiatric disorders resulting from cyberbullying 
victimization should include therapeutic interventions 
that combine symptom- and disorder-specific treatment 
approaches with interventions that focus on reprocess-
ing traumatic life experiences, including cyberbullying 
victimization. Finally, our findings on the consequences 
of cyberbullying victimization emphasize that this form 
of maltreatment should addressed more prominently as 
a societal risk factor in order to prevent mental disorders 
and identify children at risk.

Conclusion
In conclusion, this retrospective survey represents a 
valuable first insight into some of the long-term conse-
quences of cyberbullying victimization. Prevalence rates 
and the unique contribution to general symptom distress 
underscored the increasing problem of cyberbullying 



Page 10 of 11Iffland et al. BMC Public Health         (2023) 23:1503 

victimization, indicating that such victimization is a par-
ticularly serious concern that requires attention in both 
prevention and intervention in the mental health care 
system. However, due to methodological constraints, fur-
ther clinical samples are needed to verify the results of 
this study.
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