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Chapter 1  

Introduction 

 

Rationales and statements of the problem 

Adolescence is a critical period of our life as it is a crossroads going from 

childhood into adulthood. It plays a vital role for the youth to begin making their 

way towards adult life and acing challenges in the transition such as becoming an 

independent individual and building up social life (Lerner & Steinberg, 2009). School 

is where the adolescents spend most of their youth and become a place that 

influences, motivates, and assists with development (Lerner & Steinberg, 2009). Thus, 

schools and educational institutions should be safe places for adolescents to 

develop into adulthood. However, the recent violence and aggression in schools are 

increasing rapidly worldwide, and bullying is one of the significant concerns among 

them. Being exposed to bullying during adolescence in the school setting is a 

negative experience for the adolescent, leading to physical pain, social pain, 

emotional pain, and other psychological issues (Ekasawin & Phothisut, 2017; 

Vaillancourt, Hymel, & McDougall, 2013). Being bullied by peers is a humiliating 

experience of peer rejection that could not be forgotten and could become 

prolonged grief into adulthood (Vaillancourt et al., 2013). Hence, it is crucial to study, 

understand, and explore potential interventions to reduce the damage that bullying 

could cause for a lifetime.  

 Bullying refers to a form of aggression where an individual or group of people 

came in contact with another vulnerable individual with the intention to repeatedly 

harm, attack, humiliate or isolate (Salmivalli, 2010). Those who become bullying 

victimization are at the receiving end of the attack and find the experience 

unpleasant. Bullying victimization has become a concern in society, as research had 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 2 

revealed that the prevalence rate of experiencing bullying victimization is at 15% to 

30% (Modecki, Minchin, Harbaugh, Guerra, & Runions, 2014). While a study on Thai 

students examining the relationship between bullying victimization and psychiatric 

disorders suggested a prevalence rate of 21% for bullying victimization, and 60.1% of 

the bullying victimization was diagnosed with at least one psychiatric disorder 

(Ekasawin & Phothisut, 2017). The experience of bullying is a significant concern. 

Studies have shown that children and adolescents who had been bullied have a 

significantly higher risk of developing psychosomatic problems than students who 

have not been bullied (Gini & Pozzoli, 2013). The psychosomatic complaints from 

bullying victimization include insomnia, headaches, dizziness, poor appetite, self-

harm behavior, and poor academic achievement (Karatas & Ozturk, 2011; Ladd, 

Ettekal, & Kochenderfer-Ladd, 2017; McMahon, Reulbach, Keeley, Perry, & Arensman, 

2012; van Geel, Goemans, & Vedder, 2016). These negative outcomes can disrupt the 

victim’s lifestyles and had a major impact on their life, which can last a lifetime. 

However, the main concern in regarding negative outcomes from falling as bully 

victimization is the depressive mood that may follow suit (Stapinski, Araya, Heron, 

Montgomery, & Stallard, 2015).  

 Depressive mood in adolescents is a significant concern. The study shows that 

80% of the youth report depressive symptoms alone in the United States (Saluja et 

al., 2004). While in Thailand, Depressive moods were found among students as well. 

For instance, a study on 1,230 adolescents between the ages of 12-19 years old 

found that 24.15% of the participants with depressive moods (Kotnara, 

Kittiwatanapaisan, & Rungreangkulki, 2015). Depression in adolescents can lead to a 

significantly higher risk of suicide, self-harm, substance abuse, and smoking (Audrain‐

McGovern, Rodriguez, & Kassel, 2009; de Araújo Veras, Ximenes, de Vasconcelos, & 

Sougey, 2016; Hernandez et al., 2016). It is crucial to note that adolescence is a risk 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 3 

period for developing depression due to the development reorientation of social 

engagement (Nesi, Miller, & Prinstein, 2017). This is the period where adolescents 

seek more peer relationships and develop self-identity (American Psychological 

Association, 2002; Harter, Stocker, & Robinson, 1996). Thus, adolescents experience 

more interpersonally conflict (Nesi et al., 2017). Studies had shown that depressive 

symptoms could predict poor peer relationships, and depressed individuals are more 

likely to engage in excessive reassurance-seeking behavior (Joiner Jr & Metalsky, 2001; 

Kochel, Ladd, & Rudolph, 2012). Additionally, it was revealed that depressed youth 

might lack social skills, leading them to become a target for bullying (Saluja et al., 

2004). Hence, depression in adolescents is a significant health concern; and one of 

the causes of peer relationships is bullying, which could cause twice as depressive 

symptoms compared with adolescents who were not involved in bullying (Saluja et 

al., 2004). 

 A study on the association between bullying and depression in adolescents 

revealed that bullying victimization could lead to depression and impact an 

individual into adulthood. For intense, a self-report survey conducted on 2,342 high 

school students in New York through 2002 to 2004 found that frequency of exposure 

to bullying behavior or bullying victimization was related to a higher risk of 

depression, ideation, and suicidal attempts when compared to adolescents who are 

not involved (Klomek, Marrocco, Kleinman, Schonfeld, & Gould, 2007). Additionally, 

research on 5,030 students from the United Kingdom with a self-report method for 

12 months revealed that not only did the bullying victimization may exert an 

immediate effect on depressive mood, but it can also be a delayed effect (Stapinski 

et al., 2015).  Additionally, a longitudinal study on 1,420 participants on the impact of 

bullying victimization by assessing the participants 4-6 times throughout the study 

during the ages of 9-16 years old to categorize them into the bully, bullying 
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victimization, and both (Copeland, Wolke, Angold, & Costello, 2013). Then, the 

participants were assessed again during the ages of 19,21, 24-26 years. The result 

demonstrated that the depressive symptoms could persist into adulthood for those 

who had experience bullying during early childhood (Copeland et al., 2013). 

Furthermore, it was found that female participants who had experienced bullying 

victimization were at a higher risk of developing agoraphobia, and male participants 

are at higher risk of suicide (Copeland et al., 2013). Thus, being bullied during 

adolescence can lead to several physical injuries to psychological health significantly; 

depressive symptoms could be long-term effects and increase risk in other aspects of 

the victims.  

 School bullying is a widespread phenomenon that occurs worldwide, and 

numerous studies indicate that bullying should become a significant international 

public health concern due to the impact it holds on adolescents' lives (Gini & 

Pozzoli, 2013). Hence, it is crucial to understand the robust association between 

bullying victimization and depressive mood to reduce them. Additionally, the 

purpose of this study will be a focus on testing the model of the influence of 

bullying victimization on depressive mood. At the same time, simultaneously explore 

the role of protective factors such as self-compassion and resilience as mediators for 

the relationship. The understanding obtained could identify factors relevant to 

depressive moods in junior high school students and explore potential intervention.  

 In addition to bullying victimization, self-compassion has been demonstrated 

to be related to depressive moods. Self-compassion refers to an act of being touch 

and aware of one is suffering by embracing them with the desire to alleviate the 

pain, and such action would heal oneself with kindness (Neff & Davidson, 2016). Self-

compassion allows one to provide personal warmth and support during the 

challenging experience and emotional resources to help endure the challenge and 
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bounce back quicker (Neff & Davidson, 2016). Studies had shown that self-

compassion is associated with psychological maladjustments such as depression and 

social anxiety (Gill, Watson, Williams, & Chan, 2018; Krieger, Altenstein, Baettig, Doerig, 

& Holtforth, 2013). For instance, a study on 109 adolescents found that self-

compassion partially mediated the relationship between psychological 

maladjustment and victimization and reduced adverse consequences on adolescents 

who reported being bullied (Játiva & Cerezo, 2014). While, research on self-

compassion on mental health suggested a negative correlation between self-

compassion and depression (Neff, 2003). The negative correlation between self-

compassion and depressive mood was also found when conducted with adolescents 

(Muris, Meesters, Pierik, & de Kock, 2016; Neff & McGehee, 2010). These findings 

suggested that self-compassion could be an effective intervention for adolescents 

who suffer from negative self-views, which could lead to depression (Neff & 

McGehee, 2010).  

 The effectiveness of self-compassion on mental health and psychological 

well-being was explained by Blatt and colleagues (1982) that self-compassionate 

individuals should have better mental health because their experiences of pain and 

suffering were not amplified and perpetuated (as cited in Neff, 2003). Additionally, 

self-compassionate individuals are less likely to judge themselves, feel isolated, and 

over-identification (Neff, 2003). Hence, the component of self-compassion had 

helpful in combating depression in adolescents. Moreover, the study suggested that 

self-compassion was the highest among the Thai population compared to the United 

States and Taiwan (Neff, Pisitsungkagarn, & Hsieh, 2008). The results were due to 

Thais' culture, religion, and lifestyle that live close to the teaching of self-compassion 

(Neff et al., 2008). Thus, self-compassion could potentially play a role as a mediator 

for the relationship between bullying victimization and depressive mood.  
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 Resilience refers to a situation in which an individual can overcome stress in 

an uneventful event (Rutter, 1999). Overcoming a stressful life event is crucial as the 

situation could increase higher risk of developing depressive symptoms (Shapero et 

al., 2014). Hence, a higher level of resilience in individuals facing adversity could 

potentially reduce the impact on mental health-related issues. Studies had 

suggested that higher resilience scores on adolescents could predict lower 

depression, anxiety, and stress (Hjemdal, Vogel, Solem, Hagen, & Stiles, 2011; Moore 

& Woodcock, 2017). Additionally, resilience could be considered a protective factor 

against depression for adolescents at a higher risk of developing the symptoms 

(Carbonell et al., 2002; Sapouna & Wolke, 2013). Protective factors from resilience 

could include family, peers, and a positive environment around the individual, which 

could help overcome the stressful life event. For instance, a study on primary school 

students who had become victims due to bullying found that maternal warmth, 

sibling supports. A positive atmosphere at home was associated with less depression 

and aggression (Bowes, Maughan, Caspi, Moffitt, & Arseneault, 2010), as well as a 

study on peer relationships suggesting that bullying victimization individuals with 

high-level support from peers are more likely to have a more minor problem with 

academic achievement than those who receive less peer support (Wang, Iannotti, & 

Luk, 2011). 

 Furthermore, a longitudinal study on bullying victimization as a predictor for 

depression found that adolescents who reported low depression despite 

experiencing bullying victimization had higher self-esteem, a lower feeling of 

isolation, and a low level of conflict at home (Sapouna & Wolke, 2013). This show 

that an individual with a higher level of resilience from social, family, and peer 

supports are less likely to develop depression despite facing stressful life event such 

as bullying victimization. Thus, suggesting that resilience from social, family, and peer 
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support could play a crucial role in mediating the relationship between bullying 

victimization and depressive mood in adolescents.  

 As can be seen, there are negative impacts of bullying victimization on 

depressive mood in adolescents. Therefore, the researcher is interested in variables 

such as self-compassion and resilience role in reducing the negative consequences. 

The Literature review suggested that higher levels of self-compassion and resilience 

should result in a lower level of depressive mood. In contrast, a higher level of 

bullying victimization could lead to a higher score of depressive mood. Hence, the 

current study proposed is to develop and test a path analysis model to examine the 

effect of bullying victimization on depressive mood with self-compassion and 

resilience as mediators in Thai junior high school students. The current study is 

beneficial, as it will fill the research gap regarding bully victimization and self-

compassion that are understudied both internationally and in Thailand. As well as 

the understudy of resilience and self-compassion as mediators for the relationship. 

Additionally, findings regarding these relationships could potentially lead to future 

study interventions for adolescents who become victims of bullying in school.   

The objective of the study  

 The objective of the current study is to test the model of the impact of 

bullying victimization on the depressive mood among Thai junior high school 

students with self-compassion and resilience as mediators.  

Research Question 

 Will the model of the impact of bullying victimization on the depressive 

mood among Thai junior high school students with self-compassion and resilience as 

mediators fit with the empirical data?  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 8 

Hypothesis 

 The model of the impact of bullying victimization on the depressive mood 

among Thai junior high school students with self-compassion and resilience as 

mediators will fit with the empirical data.  

Scope of the study  

The current study focused on the influence of bullying victimization on 

depressive mood in Thai junior high school students in the Bangkok metropolitan 

area with self-compassion and resilience as mediators. Thus, due to the scope of the 

study, the limitation of the model proposed in the current study is that the findings 

will only be able to generalize to junior high school students in the ages between 

12-16 years old in Thailand.  

Study Variables  

1. There is one independent variable for the current study, which is bullying 

victimization.  

2. There is one dependent variable for the current study, which is depressed mood. 

3. There are two mediators for the current student, which are the following:  

3.1. Self-compassion 

3.2. Resilience 

Operational Definition  

1. Bullying is defined as a form of aggressive behavior where an individual or group 

of people repeatedly harms, attacks, humiliates, or isolates another vulnerable 

individual. The forms of bullying commonly found are physical bullying, verbal 

bullying, relational bullying, and cyber-bullying.  

2. Bullying Victimization is defined as the situation in which an individual had been 

exposed to repeated bullying that inflicted pain or discomfort over time by at 

least one or more perpetrators. An individual will be considered bullying 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 9 

victimization if the bullying occurs during the two months as indicated in the 

measurement. In the current study, bullying victimization will be measured using 

the Thai version of Olweus’s Revised Olweus Bully/Victim Questionnaire by 

Tapanya (2007).  

3. Depression mood is defined as the presence of sadness, feeling of emptiness, or 

irritable mood that could significantly affect the average human capacity to 

function. In the current study, the depressed mood will be measured with the 

Thai version of the Children’s Depression Inventory (CDI) by Likanapichitkul and 

Trangkasombat (1996).  

4. Self-compassion is defined as an act of being touch and aware of one’s own 

suffering by embracing them with a desire to alleviate the pain and perceive the 

situation as an ordinary human experience; such an act would heal oneself with 

kindness. In the current study, self-compassion will be measured with the Thai 

version of Self-compassion Scale Short Form (SCS-SF) by Pornkosonsirilert, 

Audboon, and Laemsak (2017). 

5. Resilience is defined as a universal capacity that allows an individual or group of 

individuals to prevent, diminish, or overcome the damage that may impact 

oneself from adversity. In the current study, resilience will be measured using the 

Thai version of the Resilience Scale (SRC) developed by Kittisunthorn (2016).  
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Theoretical Framework    

 

 

 
 

 

 

 

 

 

Figure 1: Show the theoretical conceptualize for the current study 
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Chapter 2  

Literature Review 

 

 In this chapter, the critical component variables relevant to this study are 

reviewed to allow further empirical evidence to support and assist in conceptualizing 

the framework of the study. Therefore, the following variables will be review in 

order:  

1. Bullying in a school setting  

2. Depression mood  

3. Self-compassion  

4. Resilience  

1. Bullying in a school setting  

1.1. Operational Definition 

 The Oxford dictionary defined the term bully as “a person who habitually 

seeks to harm or intimidate those whom they perceive as vulnerable.” (Oxford 

University Press, n.d.-a). The most commonly used definition for a bully is an 

individual who intentionally harms another individual perceived as vulnerable. 

 On the other hand, the American Psychological Association (APA) defined 

bullying as “a form of aggressive behavior in which someone intentionally and 

repeatedly causes another person injury or discomfort” (American Psychological 

Association, 2014). This definition corresponds with Salmivalli (2010), which described 

bullying as a form of aggressive behavior where an individual or group of people 

repeatedly harms, attacks, humiliates, or isolates another vulnerable individual 

(Salmivalli, 2010). From the two definitions, it is crucial to note that the primary vital 

components to bullying are aggressive behavior, repeatedly and intentionally to hurt 
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another vulnerable individual. Additionally, to define the situation as bullying 

according to Dan Olweus (1994), the three characteristics should be as follows: an 

imbalance in power, repetition, and intentionally (Olweus, 1994). With this definition, 

it is clearly shown that bullying is a form of abuse, which is set apart from child 

abuse due to the context and the relationship characteristic (Olweus, 1994). Thus, to 

consider the situation as bullying, the three main characteristics needed to be met.  

 With one of the most commonly used definitions of bullying victimization by 

Dan Olweus (1973) as a situation in which a student is being bullied (as cited in 

Olweus, 1994), school/education context is one of the most commonly referred to 

for the study of bullying victimization. The victimization occurred when an individual 

had been exposed to repeatedly adverse action over time by at least one or more 

perpetrators (Olweus, 1994). It is a harmful action when an individual intentionally or 

attempts to inflict pain or discomfort on another (Olweus, 1994). Hence, bullying 

victimization is an individual who falls as a victim of the bullying situation, which the 

bully inflicts.   

 These definitions will be used in this research paper, as they can encompass 

all forms of bullying (Kljakovic & Hunt, 2016) and had been commonly used by other 

researchers such as the APA and the National Association of School Psychologists 

(Ekasawin & Phothisut, 2017). However, for the clearer understanding, this paper shall 

use the term “bullies” or “bully” to refer to the perpetrator of these negative 

actions, bullying as the aggressive behavior of intention to cause harm or discomfort, 

and “victims” or “bullying victimization” will refer to those who are exposed to 

negative actions (Kljakovic & Hunt, 2016). The following definitions are shown below 

in table 1:  
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Table  1: Operational definition for bully use in the study 

Term Definition 

Bully An individual intentionally harms another individual who 

is perceived as vulnerable through the use of negative 

behavior.  

Bullying  A form of aggressive behavior where an individual or 

group of people repeatedly harms, attacks, humiliates 

or isolates another vulnerable individual.  

Bullying victimization  An individual had been exposed to repeatedly adverse 

action over time by at least one or more perpetrators.  

 

1.2. Types of bullying 

 The types of bullying consisted of direct and indirect forms of adverse action 

(Shetgiri, 2013). The direct forms consist of physical and verbal aggression, which is a 

form of imbalance and overt expression of power (Shetgiri, 2013). In contrast, the 

indirect forms are relational aggression, such as gossiping, exclusion from the group, 

and ignoring (Shetgiri, 2013). Additionally, the researchers have separated forms of 

bullying into traditional (physical, verbal, relational) and cyberbullying (Kowalski & 

Limber, 2013). It was suggested that cyberbullying is a continuation of traditional 

bullying with new means (Kowalski & Limber, 2013). The types of bullying are as 

shown in table 2 (Shetgiri, 2013):  
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Table  2: Form of bullying found in the literature review 

Types of Bullying Forms Traditional Method/ behavior 

Physical Direct Traditional Hitting, punching, kicking, 

pushing, pulling, choking 

Verbal Direct Traditional Threatening, name-calling, 

teasing, malicious, taunting 

Relational Indirect Traditional Ignoring, exclude from the 

group, gossiping, slandering, 

sabotage, manipulating 

Cyber bullying Indirect Non-traditional Harassing, threatening, 

malicious through electronic 

medium 

 

1.2.1. Physical bullying 

Physical bullying is a form of overt aggression through behaviors of intention 

to harm and causes a direct bruise, injury, or pain to another individual (Shetgiri, 

2013). A study on physical aggression as a direct form of bullying suggested that a 

greater frequency of bullying could result in a greater frequency of injury in the 

victims (Dukes, Stein, & Zane, 2010). Additionally, this could also predict the greater 

frequency of the adolescents carrying weapons to school with both genders (Dukes 

et al., 2010). The greater frequency of carrying a weapon could be due to self-

protection against violence. On the other hand, studies had pointed out that there 
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was more frequently physical bullying among the male students when compared 

with female students, and there was more male bullying victimization with physical 

bullying (Dukes et al., 2010; Turner, Exum, Brame, & Holt, 2013). The physical 

aggression in male students could be due to establishing dominance in the peer 

group and trying to gain access to social resources (Marini, Dane, Bosacki, & CURA, 

2006). Whereas, with female students, the physical aggression is non-normative and 

may receive peer disapproval from peers and parents (Marini et al., 2006). 

Additionally, the direct form of bullying such as physical bullying was shown to peak 

higher in the seventh grade suggesting that technology may be limited in this age 

group (Turner et al., 2013).   

1.2.2. Verbal bullying 

Verbal aggression refers to the behavior of name-calling, threatening, or 

teasing and could be considered a form of direct aggression (Wolke, Woods, 

Bloomfield, & Karstadt, 2000). The study obtained from Health Behavior in School-

Aged Children (HSBC) in the United States with 7,182 revealed that the most 

prevalent rate of bullying during the last two months is verbal bullying with 51.4% 

(Wang, Iannotti, & Nansel, 2009). The result shows that verbal bullying is one of the 

most common forms of bullying in adolescents. Verbal bullying can be motivated by 

the physical appearance of the victims, such as obesity, race, religion, and gender 

(Serra-Negra et al., 2015). A study on 366 Brazilian adolescents on verbal school 

bullying found that most of the bullies were males who have satisfied family life, 

and the victims exhibited a lower prevalence of non-violence (Serra-Negra et al., 

2015). This form of traditional bullying on the victims leads to a strong association 

with depression (Hawker & Boulton, 2000). While, a meta-analysis conducted on 

bullying victimization with the traditional form of bullying suggested that the greater 

the bullying victimization, the more frequently the individual experience poor 

emotional adjustment, relationship problems with peers, mental health-related issue, 

and other internalizing problems (Cook, Williams, Guerra, Kim, & Sadek, 2010; Gini & 
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Pozzoli, 2013). In contrast, another study suggested; otherwise, the result shows that 

direct forms of traditional bullying such as hitting, threatening, or teasing were not a 

significant predictor for poor mental health and somatic health (Baldry, 2004). At the 

same time, the indirect form of traditional bullyings, such as spreading rumors, seems 

to a more significant impact on the victims (Baldry, 2004). 

1.2.3. Relational bullying 

Less attention was focus on relational bullying. This could be due to the 

perception of the form being less harmful or could be view as a form of normative 

female behavior (Bauman & Del Rio, 2006). Crick (1996) had defined relational 

bullying as a method to harm victims through manipulation or damaging the 

relationships with peers (as cited in Bauman & Del Rio, 2006). In order to be 

considered as relational bullying, the behavior has to happen repeatedly and is 

inflicted directly on victims who are perceived as vulnerable (Bauman & Del Rio, 

2006). The characteristics of relational bullying include excluding social group 

activities, spreading rumors/gossip, and withholding friendship (Bauman & Del Rio, 

2006). This indirect bullying is covert social manipulation, which allows the 

perpetrator to behave aggressively without being detected (Marini et al., 2006). 

Relational bullying and victimizations are more noticeable in adolescence due to 

peer relationships and social resources being the center of attention of this 

development period (Dukes et al., 2010). It was suggested that this form of bullying 

was more frequent in female children and adolescents (Crick & Nelson, 2002; 

Salmivalli & Kaukiainen, 2004). According to other researchers, the indirect form of 

aggression was frequent in females due to more substantial distress with close friend 

and peer relationships than males (Bjorklund & Pellegrini, 2000). As such, disrupting 

the female rivals could enhance social status and access to other vital social 

resources (Dukes et al., 2010). In contrast, another study suggested that both males 

and females reported indirect bullying, with males adolescents having a behavior of 
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spreading rumors four more times than females (Baldry, 2004). Thus, showing that 

the indirect form could be found with both male and female adolescents.  

A study on teacher education programs has found that when the participants 

are shown with scenarios describing physical, verbal, and relational bullying 

situations, the participants rated relational bullying as less severe and felt the 

slightest empathy when comparing to other forms of bullying (Bauman & Del Rio, 

2006). However, it was shown that relational bullying could potentially cause more 

consequence than what it seems. For intense, the massacre shootings in Virginia Tech 

and Columbine had reported that before the incident occurred, the perpetrators had 

to experience relational bullying such as teasing and mocking from peers (Dukes, 

Stein, & Zane, 2009). The situation shows that relational bullying could lead to higher 

consequences when it is not paid attention to (Dukes et al., 2009). A study on 

bullying among adolescence found that relational bullying holds a more substantial 

influence on violent behavior and weapon-carrying behavior (Dukes et al., 2010). On 

the other hand, another research found that adolescents involved in indirect bullying 

as bully/victims and victims have processed more significant social anxiety issues, 

relationships with friends, and antisocial behavior (Marini et al., 2006). Additionally, 

indirect bullying was shown to be a strong predictor for withdrawal behaviors, 

somatic health issues, anxiety, and depression (Baldry, 2004).  

1.2.4. Cyberbullying  

 Cyberbullying is a new form of bullying emerging from the rise of electronic 

device usage and had become a global concern. The term cyberbullying was defined 

as a form of aggressive behavior that is carried out by an individual or group of 

people using a form of electronic contact repeatedly over time against an individual 

who cannot defend themselves (Smith et al., 2008). This new form of bullying can 

occur through mobile devices and the Internet (Smith et al., 2008). It was reported 

that text messages and phone calls are the most prevalent form of cyberbullying 

(Fredstrom, Adams, & Gilman, 2011; Smith et al., 2008). Cyberbullying had similar 
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characteristics to the traditional form as it may be repeated over time due to a single 

incident that could repeat itself, such as e-mail to various individuals or online posts 

that can be viewed by multiple individuals (Waasdorp & Bradshaw, 2015). Although 

cyberbullying commonly shares features with traditional bullying, it also differs from 

traditional bullying due to aspects such as the inability to identify the perpetrator 

and the differences in a different group of individuals (Kowalski & Limber, 2013). 

 The emergence of cyberbullying in adolescence could be due to increased 

electronic usage, online society, and less supervision online (Waasdorp & Bradshaw, 

2015). The Mobile Life Report (2006) found that in the United Kingdom alone, more 

than 91% of the 12 years old own a mobile phone device (Smith et al., 2008). With 

the growth of electronic devices, there is a rise in online risk as well. Microsoft 

research has revealed that in 2016 then 65% of the participants from 14 countries 

had been victims of at least one risk online (Beauchere, 2017). Thus, the new 

phenomena have been of concern to society.  

Studies on cyberbullying phenomena have shown that the emerging of 

electronic devices and the online community could put adolescents at risk. A study 

on 28,104 adolescents in 58 high schools in the United States found that 23% of the 

youth had reported as victims of bullying within the last month, and 25.6% of the 

victims report being cyberbullied (Waasdorp & Bradshaw, 2015). While, in Thailand, a 

study on 1,200 secondary and vocational students in Bangkok revealed that more 

than half of the students had witnessed cyberbullying happening to their peers, and 

11% of the students had witnessed the form of bullying more than six times in a 

month (Songsiri & Musikaphan, 2011). Similar to the traditional form of bullying, 

cyberbullying reported consequences on the psychological health of the victims. 

Research on cyberbullying with 802 students found that adolescents who had 

reported as victims through experiences with cyberbullying from computers such as 

email, chat room, and online post were associated with higher rates of stress, 

anxiety, depressive symptoms, low self-esteem, and external locus of control 
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(Fredstrom et al., 2011). In contrast, adolescents who experienced cyberbullying 

through mobile devices were found to have no significant psychological and 

psychosocial adjustment differences compared to non-victims (Fredstrom et al., 

2011).  

1.3. Bullying in adolescents  

 A school is a place where most of us spend our youth and should be a safe 

place for adolescents; however, research shows otherwise. A study by the World 

Health Organisation (WHO) on the student between the ages of 11-15 from 38 

countries in 2008-2013 revealed that 9-13% had become victims of aggressive 

behavior in the school known as ‘bully’ (Ekasawin & Phothisut, 2017). This shows 

that bullying is a problem in various countries. On the other hand, study on the 

prevalence of bullying experience in Thailand on 3,376 Thai students in the ages 

between 13-17 years old to examine the relationship between bully victimization 

and psychiatric disorders; it was revealed that 21% of the participant had been 

exposed to bullying as a victim at one point (Ekasawin & Phothisut, 2017). 

Additionally, it was found that 60.1% of the bullying victimization was diagnosed with 

at least one psychiatric disorder, with the three most common psychiatric disorders 

as disruptive behavior disorders, anxiety disorders, and mood disorders (Ekasawin & 

Phothisut, 2017). Thus, students who experience bullying have a 2.6 times higher 

chance of developing psychiatric disorders than other students (Ekasawin & 

Phothisut, 2017).  

 On the other hand, studies had indicated that gender differences in male and 

female adolescents on bullying victimization are inconclusive. Several studies had 

noted that physical bullying is more progressive among male students (Dukes et al., 

2010; Turner et al., 2013). In comparison, some suggested that females are more 

likely to be the perpetrator of relational bullying (Crick & Nelson, 2002), and some 
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suggested that there are no differences (Baldry, 2004). Thus, gender differences for 

bullying victimization for adolescents would need to be further study.  

     Bullying victimization has become a severe issue in society, and the victims 

often experienced physical damage and psychological health issue, such as 

headaches, insomnia, and self-harm behavior (Gini & Pozzoli, 2009; Povedano, Cava, 

Monreal, Varela, & Musitu, 2015; van Geel, Goemans, & Vedder, 2015; van Geel et al., 

2016). These adverse outcomes can disrupt the victim’s lifestyles and had a 

significant impact on their life. Thus, showing how important it is to research and 

understand the mechanism behind bullying victimization to potentially find an 

intervention to reduce the problem that follows sue. To further understand bullying 

phenomena, it is essential to define bullying and victimization, which shall be used 

in this paper.  

1.4. Factors that cause bullying  

 Studies have shown that numerous factors could lead to bullying in 

adolescents. The research below highlights some of the examples of factors that 

lead to bullying and bullying victimization.  

1.4.1. High status and dominant  

 Researchers have theorized that bullying behavior could be motivated by the 

strive for higher status and dominant position in the group hierarchy (Peets, Hodges, 

& Salmivalli, 2008). Although they strive for status as individual motivation, it is 

pointed out that it is group-related due to the individual standing position in group 

hierarchy and group decided upon the members status (Salmivalli, 2010). Thus, the 

bullies needed to depend on the group to realize their status goal (Salmivalli, 2010). 

A study found that children are more likely to become involved in bully when there 

was an association with a higher status goal, especially in male adolescents (Sijtsema, 

Veenstra, Lindenberg, & Salmivalli, 2009). Additionally, a classic study by Björkqvist, 
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Ekman, and Lagerspetz (1982) found that by showing images of ego, ideal ego, and 

normative ego to adolescents, the bullies perceived themselves as being dominant 

and also had high ideals relating to dominance (as cited in Salmivalli, 2010). This 

further shown that bullying behaviors are related to striving for power in peer groups, 

especially during adolescence. If bullying were associated with status, it would be 

more common during the lifespan where peer status is essential (Salmivalli, 2010). 

Thus, a study has shown that the peak of prioritizing in status happened during early 

adolescence. It was found that one-third of the participants had chosen status 

enhancement more than friendship (LaFontana & Cillessen, 2010).  

     Additionally, several researchers believe that bullies saw their behaviors to 

enhance their status in a group. Studies have found that aggressive children, 

including the bullies, could be perceived as powerful, cool, and popular (Caravita, Di 

Blasio, & Salmivalli, 2009), for intense a study found that the change in bullying 

behaviors and status were associated with the peer perception of coolness (Juvonen, 

Wang, & Espinoza, 2013). Hence, one factor that could lead to bullying behaviors was 

an enhancement in status and being perceived as cool in the peer group. 

1.4.2. Parenting attachment  

 Parents play the most crucial role in developing children’s socialization 

through interactions with parents (Cho & Lee, 2018). Studies have shown that 

maltreatment by parents, such as physical punishment, emotional abuse, and 

absence of love and warmth from parents, are associated with children’s negative 

emotions and lessen the parental bond, which could lead to the child becoming a 

bully or victim (Lereya, Samara, & Wolke, 2013). Another study conducted with 601 

Greek preadolescents found that both bully and bullying victimization was related to 

how the participants perceived parenting (Kokkinos, 2013). The result suggested a 

positive association with rejection and negative with emotional warmth (Kokkinos, 
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2013). Hence, the children who are insecurely attached to their parents are more 

likely to be involved with bullying behavior and becoming a victim (Kokkinos, 2013). 

Additionally, a meta-analysis on bullying and parenting style has revealed that 

negative parenting behaviors are associated with children who bully and become 

victims of bullying (Cho & Lee, 2018). Thus, the studies have shown that parents play 

an important role in bullying behavior and bullying victimization among children and 

adolescents. 

1.4.3. Self-esteem  

Researches have suggested that there is a strong association between self-

esteem and bullying (Tsaousis, 2016). Importantly, it was noted that the relationship 

between self-esteem and bullying victimization is negatively correlated (Tsaousis, 

2016). For intense, Egan and Perry (1998) found that individuals with lower self-

esteem are at a higher risk of being victimized than those with higher self-esteem (as 

cited in Tsaousis, 2016). Additionally, a study on a sample of 1,963 middle school 

students found that students who experienced cyberbullying had significantly lower-

self esteem than those who were not involved (Patchin & Hinduja, 2010). A meta-

analysis also revealed an association between bullying victimization and self-esteem 

(Tsaousis, 2016). Hence, it was suggested that there is an association between self-

esteem and bullying. Olweus (1992) has suggested that individuals with low self-

esteem may attract negative attention from peers and provoke bullying behavior (as 

cited in Tsaousis, 2016). Children with low self-esteem may be view as more 

accessible targets for bullying, as they are unlikely to defend themselves (Garandeau 

& Cillessen, 2006). However, the nature of the relationship has remained unclear. 

Whether being victimized by a bully decreases the individual self-esteem or an 

individual with lower self-esteem is at higher risk of becoming a target for bullying 

(Patchin & Hinduja, 2010). For intense, a longitudinal study on 115 children on 
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bullying and bullying victimization found that bullying victimization predicts changes 

in self-esteem (Boulton, Smith, & Cowie, 2010). Furthermore, it was suggested that 

the relationship is bidirectional natural, meaning that bullying victimization leads to 

lower self-esteem, and lower self-esteem leads to a higher risk for victimization 

(Boulton et al., 2010). Hence, children and adolescents with low self-esteem could 

be at higher risk of bullying victimization due to an inviting behavior.  

1.4.4. Social skill problems  

 Social skill problems could potentially be one of the factors that lead an 

individual to become bullying victimized. Merrell and Gimpel (1888) defined a social 

skill individual as a person who can maintain a friendship, resolved social problems, 

and had less to no problem with social (as cited in Fox & Boulton, 2005). In contrast, 

those deficient in social skills are likely to have a problem with interpersonal issues 

(Fox & Boulton, 2005). Hence, it was suggested that bullying victimization is socially 

unskilled (Fox & Boulton, 2005). For intense, a study on 330 adolescents in the 

United Kingdom found that the victims of bullying have significantly more 

pronounced social skills issues when comparing with non-victims (Fox & Boulton, 

2005). It was suggested that specific behavior characteristics could lead to poor social 

skills and, in turn, put children at higher risk for bullying victimization (Fox & Boulton, 

2005). While, another study found similar results that the victims of bullying were 

perceived as having a higher social skill problem than non-victims (Perren & Alsaker, 

2006). 

 Additionally, research on 345 children also found that social behaviors of 

bullying victimization such as less sociable, more isolated, and less cooperative put 

the children at higher risk of becoming victimized (Crawford & Manassis, 2011). It was 

pointed out that the lack of social skills and friendships could put the children in a 

more vulnerable situation and more prone to becoming targets (Crawford & Manassis, 
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2011). Thus, the social skills problems could also be one of the internalizing causes 

for bullying victimization. 

1.5. Consequences of bullying  

1.5.1. Depression    

 Studies have shown that students who had fallen as victims of bullying had 

to face various debilitating consequences. It was revealed that bullying victimization 

may lead to depressive symptoms and may further develop into major depression 

(Klomek et al., 2007). For intense, research on 5,030 students from the United 

Kingdom with a self-report method for 12 months revealed that not only did the 

bullying victimization may exert an immediate effect on depressive symptoms, but it 

can also be a delayed effect (Stapinski et al., 2015). Additionally, a longitudinal study 

on 1,420 participants who had been assessed 4-6 times during the ages of 9-16 years 

old to categorize them into the bully, bullying victimization, and both (Copeland et 

al., 2013). Then assessed again during the ages of 19,21, 24-26-year-olds showed that 

the depressive symptoms could persist into adulthood for those who had experience 

bullying during early childhood (Copeland et al., 2013).  

The four forms of bullying (physical, verbal, relational, and cyberbully) are 

associated with depression (Wang et al., 2011). The result also revealed that 

cyberbullying reported a higher level of depression than any other form of bullying 

(Wang et al., 2011). It is essential to point out that bullying victimization leads to a 

higher risk of adolescents developing depressive symptoms and depression, leading 

to other consequences. Bullying victimization and depressive symptoms could 

further increase the higher risk of the individual having suicide ideation and suicide 

attempts (Klomek et al., 2007). Additionally, studies had also shown that the 

depressive symptoms induced by bullying could increase the risk of substance abuse 

and suicidal ideation (Luk, Wang, & Simons-Morton, 2010; Reed, Nugent, & Cooper, 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 25 

2015). Hence, studies have shown that there is a significant association between 

bullying victimization and depressive mood.  

1.5.2. Other consequences  

 Other negative consequences that could happen to the bullying victims are 

anxiety, poor academic performance, and psychosomatic complaints (headaches and 

abdominal pain) (Shetgiri, 2013). As found by one study, this could lead to absence 

from school that 7% of students in the US had been absent from school at least 

once a month due to bullying victimization (Shetgiri, 2013). Other long-term 

consequences also include lower self-esteem and adjustment problems into 

adulthood. Additionally, a study on school homicides in the 1990s suggested that 

over 20% of the perpetrators had been bullying victimization and had a twice higher 

risk of causing school shootings than those who did not experience bullying (Shetgiri, 

2013). Thus, being bullied during adolescence can lead to several physical injuries to 

psychological health, especially; depressive symptoms that could be long-term 

effects and increase risk in other aspects of the victims. As well as affecting the 

bullying victimization with long-term consequences. It is crucial to understand the 

robust association between bullying victimization and depressive symptoms 

mechanisms that are understudy as well. 

2. Depressive mood 

2.1. Operational Definition  

 Depression is a common mental health problem that affects the population 

worldwide and has been a global health concern for the last decade. The American 

Psychiatric Association defined depression or depressive disorder as a severe medical 

illness that negatively affects an individual's feelings, thinking process, and behavior 

(Torres, 2020). According to the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5), depression's common features include the presence of sadness, feeling of 
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emptiness, or irritable mood that could significantly affect the average human 

capacity to function (American Psychiatric Association, 2013). Depression is 

characterized by episodes of duration that last at least two weeks and apparent 

change in cognition and neuro-vegetative functions (American Psychiatric Association, 

2013). To be diagnosed with Major Depression Episode (MDE), an individual will be 

required to have at least five or more symptoms during two weeks (American 

Psychiatric Association, 2013). One of the symptoms presented is either depressed 

mood (DM) or loss of interest or pleasure (American Psychiatric Association, 2013). 

According to DSM-5, the depressive symptoms include (American Psychiatric 

Association, 2013):  

1. Depressed mood or irritable mood almost every day with the feeling of 

hopelessness, sadness, and emptiness 

2. Disinterest in pleasant activities  

3. Significant weight loss or weight gain  

4. Decrease or increase in appetite 

5. Lack of sleep due to insomnia or intensive sleeping period due to 

hypersomnia  

6. Psychomotor agitation or retardation  

7. Loss of energy and feeling of fatigue  

8. The feeling of worthlessness or inappropriate guilt  

9. Less ability to concentrate and think 

10. Recurrent thoughts on death and suicide idealization  

 On the other hand, it was suggested that there are three approaches 

regarding assessment and classification for adolescent depression, which are 

depressed mood, depressive syndromes, and clinical depression (Petersen et al., 

1993). The three approaches reflect differences in assumptions about the 
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psychopathology, purposes, and the difference in the level of depressive 

phenomena (Petersen et al., 1993).  For intense, depressed mood during 

adolescence was studied with the adolescent development, whereas the clinical 

depression approach is based on the assumption regarding disease or disorder 

(Petersen et al., 1993).   

     Depressive mood or depressed mood is referred to as the experience of 

sadness and unhappiness during a specific period, which can be experienced by 

everyone (Petersen et al., 1993). The depressed mood can occur in response to 

adverse situations such as losing significant ones or becoming a failure in certain 

things (Petersen et al., 1993). The depressive mood can last for a brief period to a 

certain extent of time (Petersen et al., 1993). The research on depressed mood 

concerns depression as a symptom (Petersen et al., 1993). Hence, a depressed mood 

can be considered a negative emotion of sadness and unhappiness during a specific 

period in response to an adverse life event and concerned with the depression 

symptoms. 

 On the other hand, symptoms of depression refer to the biased 

interpretations of an event that can trigger negative representations of oneself, the 

personal world, and the future (Beck, 2005). These dysfunctional beliefs put an 

individual at a higher risk of depression (Beck, 2005). Hence, it is noted that there are 

differences in terms of assumption and definition of depression. In this study, 

depression mood or depressed mood will be used to refers to the dysfunctional 

beliefs in a negative event that lead to negative emotion and symptoms.  

2.2. Theoretical conceptualization of Depression 

 Various explanations and theories could be used to conceptualize 

depression. With the cognitive-behavior approaches, two cognitive-behavioral 
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explanations for depression could be explained through the learned helplessness 

and cognitive model of depression. 

2.2.1. Learned Helplessness 

The learned helplessness referred by Seligman (1972) as “the interference 

with adaptive responding produced by inescapable shock” (p. 408) (Seligman, 1972). 

The theory was the first form when Seligman was studying the laboratory dogs and 

found that when the dogs were given inescapable shocks, over time the dog learned 

that they have no control over the unpleasant reinforcement and learned that it is 

helplessness in a negative situation (Comer, Gould, & Furnham, 2013; Seligman, 

1972). It was pointed out that the learned helplessness found with laboratory dogs 

resembled the depression symptoms found with humans. Thus it was theorized that 

humans became depressed over time after developing a belief that they have no 

control over the situation in their lives (Comer et al., 2013; Seligman, 1972). 

2.2.2. Cognitive Model of Depression  

The cognitive model of depression developed by Beck (1976) evolved 

through empirical research and experience over time (as cited in Beck, 1979). The 

model proposed three specific concepts to explained depression, as follows: 

2.2.2.1. Cognitive triad 

The cognitive triad consisted of three major cognitive patterns, which 

induced individuals to regard themselves, their future, and experience in a 

peculiar manner (Beck, 1979). The first components concern the individual's 

negative perception of themselves, such as seeing themselves as defective 

and inadequate (Beck, 1979). Hence, when a negative situation arises, the 

individual perceives their moral, psychological, or physical defects as the 

cause of the situation (Beck, 1979). Thus, the individual believes that they are 
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worthless and undesirable, leading the individual to view themselves through 

critical eyes.  

The second component consisted of the individual tendency to perceive 

experiences negatively (Beck, 1979). The individual believes that the world is 

making high demands on themselves and presenting an impossible obstacle 

for reaching their life goals (Beck, 1979). Additionally, the individual 

misinterpreted their interaction with the environment as representing 

deprivation (Beck, 1979). Hence, a depressed individual is often biases and 

negatively construes the situation when there are alternative interpretations 

(Beck, 1979).  

The third component consisted of individual negative perceptions of the 

future. The depressed individual believes that the current suffering and 

difficulties are infinite (Beck, 1979). Hence, they expect hardship, and trends 

expect failure in future tasks (Beck, 1979). The cognitive model of depression 

views that depression symptoms are the consequences of active negative 

cognitive patterns. 

2.2.2.2. Schemas  

The concept of schemas can explain why a depressed person maintains 

their pain-inducing and self-defeating attitudes when there is evidence of 

positive aspects in their life (Beck, 1979). When a person faces a situation, the 

schema related to that specific circumstances activated itself. Thus, the 

schema screen out differentiates and codes the stimuli (Beck, 1979). Hence, 

an individual will evaluate and categorize the experiences according to the 

matrix of the schema (Beck, 1979). In a depressed individual, matching an 

appropriate schema to specific stimuli is disrupted by the overly idiosyncratic 

schemas (Beck, 1979). The more idiosyncratic schemas are activated, the 
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individual becomes less logical and loses control of the thinking process, 

enabling the more appropriate schemas (Beck, 1979).  

2.2.2.3. Faulty information process 

The systemic errors in the thinking of a depressed person maintain belief 

in the validity of their negative thinking despite evidence that suggests the 

opposite (Beck, 1979). The faulty information process includes six 

components overgeneralization, selective abstraction, arbitrary inference, 

magnification and minimization, personalization, and dichotomous thinking 

(Beck, 1979). An example of the faulty information process is an 

overgeneralization. The individual draws a conclusion based on isolated 

experiences and generalizes it across all other situations (Beck, 1979). 

2.3. Depressive mood in adolescents  

 Depression in adolescents has become a global health concern. According to 

the National Institute of Mental Health, around 2.2 million adolescents in the United 

States of America (USA) alone have been found to have at least one major 

depressive symptom (Jatchavala & Chan, 2018). Depressions in adolescents are 

concerned as depression could be persistent life-long and associated with other 

problems such as interpersonal maladjustment (Jatchavala & Chan, 2018). A study on 

479 adolescents in Thailand also revealed that the prevalence rate of depression in 

young Thais was 14.9%, and factors are often associated with poor relationships with 

friends, family authoritarian, parenting style, and stressful life events 

(Chaveepojnkamjorn, Pichainarong, Adthasangsri, Sativipawee, & Prasertsong, 2016).  

 It is essential to point out that adolescence is an important duration for 

development, such as physical appearance, emotion, and understanding of healthy 

relationships (Clayborne, Varin, & Colman, 2019). Thus, adolescences are crucial for 

transition, and experiencing depression during this period can ultimately impact the 
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individual life-long (Clayborne et al., 2019). Therefore, it is important to explore 

factors that could potentially lower the risk of depression in adolescents. According 

to various studies, it was revealed that numerous factors could lead to depression, 

including biological, social, and cognitive aspects. 

2.4. Risk factors for depressive mood  

 The triple vulnerability model proposed by Balow (2000, 2002) suggested that 

three vulnerabilities contribute to increasing the risk of developing emotional 

disorders such as anxiety and depression (as cited in Brown & Naragon-Gainey, 2013). 

The three vulnerabilities are biological vulnerability, psychological vulnerability, and 

disorder-specific psychological vulnerability (Brown & Naragon-Gainey, 2013). Various 

factors have been shown to be predictive of depression. These include biological 

factors, biochemistry, personality styles, cognitive patterns, and social support. Still, 

the factors relevant to the individuals’ environment or their live events are 

consistently linked to depression. 

2.4.1. Environment  

Studies pointed out that stressful life events could increase the risk of 

depressive mood and develop into major depression (Shapero et al., 2014). 

Meanwhile, other studies had revealed that an individual who had been exposed to 

a stressful life event such as childhood trauma, sexual abuse, bullying victimization, 

and becoming a cancer patient had an association and higher risk of showing 

depressive mood or being diagnosed with major depression (Hartung et al., 2017; 

Musliner & Singer, 2014; Negele, Kaufhold, Kallenbach, & Leuzinger-Bohleber, 2015; 

Perales-Blum et al., 2015). Children with major depression were found to have twice 

the number of stressful life events than other children (Mayer et al., 2009). It was 

shown that 26% of the children who have major depression are more likely to have 

been abuse, 56% related to teasing in school, and 3.5% to history with police (Mayer 
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et al., 2009). Hence, suggesting that various stressful life events and the frequency 

could lead to depression in children and adolescents.  

According to Post (1992), the stress sensitization or the kindling hypothesis 

explained that the first episode of depression could sensitize an individual when 

faced with life events. Later on, even when faced with minor stress events, the 

depression episode could reoccur (as cited in Shapero et al., 2014). Thus, the theory 

could suggest that the individual's reactions to stress could change or become scared 

after having an episode of depression (Shapero et al., 2014). A study on 281 adults 

on early stressful life events suggested associations between stressful life events 

during childhood and a lower threshold for the severity of stress that could trigger 

depressive responses (Shapero et al., 2014).  

Another component that could lead to depression is the cognitive approach. 

Beck’s cognitive theory (1967, 1983) hypothesizes that the increase in negative 

thought during stressful life events could lead to depression (as cited in McGinn, 

2000). It was highlighted that individuals with negative self-schemata on negative 

views are more prone to depression (McGinn, 2000). Thus, individuals who view 

themselves as a failure or negatively could be at a higher risk of developing 

depression (Abela & D'Alessandro, 2002). 

2.4.2. Biological factors  

On the other hand, the biological approach suggested that genetics can 

explain 30-40% of the factor that causes depression (Hasler, 2010). A longitudinal 

assessment and using the prospective cohort study from the bipolar family study 

found that an individual with a high genetic risk of mood disorder is highly associated 

with depression in later life (Papmeyer et al., 2016). This suggested that genes might 

play a role in depression as well. Additionally, studies had revealed that 

neuroendocrine factors such as the feeling of stress caused by the Hypothalamic-
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pituitary-adrenal (HPA) axis could also explain the symptoms of depression (Hasler, 

2010). A study on the individual with major depression reported an association 

between depression and dysregulation in the HPA axis hormones (Parker, Schatzberg, 

& Lyons, 2003). The activation of HPA hormones happened during emotion or 

physical stress, such as stressful life events, which causes the hypothalamus to 

secrete corticotrop-releasing hormone (CRH) and arginine vasopressin (AVP), which 

increase andrenocorticotropin hormone (ACTH) that activated the secretion of 

cortisol or the stress hormones (Pariante & Lightman, 2008; Varghese & Brown, 2001). 

The secretion of CRH and the increase in ACTH has been shown by studies to be 

associated with depression (Parker et al., 2003; Varghese & Brown, 2001). Hence, 

biological factors such as genetics and dysregulation in hormones could also be used 

to explain the depressive mood and how the emotional stress from stressful life 

events could lead to prolonged hypersecretion of cortisol and result in depression. 

2.4.3. Personality  

It has been suggested that personality traits may play a role individual 

differences in developing depression. Studies have shown that the personality trait of 

neuroticism puts an individual at higher risk for depression (Jourdy & Petot, 2017). 

Neuroticism is one of the personality traits concerned with psychopathology, 

especially depression and anxiety (Roelofs, Huibers, Peeters, & Arntz, 2008). 

Neuroticism refers to an individual's tendency to experience more intense and 

negative emotions (Jourdy & Petot, 2017). Thus, the characteristic of neuroticism 

often increases the higher risk of depression due to the frequency of intense feelings 

of worry and insecurity. The study has suggested significant associations between 

neuroticism and depressive symptoms and the relationship maintained by rumination 

(Roelofs et al., 2008). Additionally, a meta-analysis also found that patients with 

depression significantly score higher on neuroticism and lower on extraversion and 
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conscientiousness (Kotov, Gamez, Schmidt, & Watson, 2010). The similarity was also 

found in a group of Asian participants the neuroticism personality increase the risk of 

lifetime major depression disorder (Xia et al., 2011). 

2.5. Treatment and Intervention 

 There are various treatments available for depression ranging from medicine 

and numerous treatments. It was pointed out before that one of the causes for 

depression was the dysregulation in the HPA axis; thus, it was suggested that tricyclic 

antidepressants could be a suitable treatment (Anacker, Zunszain, Carvalho, & 

Pariante, 2011). The antidepressants would restore the glucocorticoid receptor (GR) 

feedback inhibitor found in the HPA axis. Studies have shown that antidepressants 

can modulate GR (Anacker et al., 2011). Thus, targeting GR could provide a possible 

way to overcome depression. However, the use of antidepressants on GR is still 

understudied (Anacker et al., 2011). 

 On the other hand, new wave treatment such as cognitive behavior therapy 

(CBT) has shown to be on level one for treating depression. Studies have suggested 

that CBT is an effective treatment plan for depression as it deals with negative 

thoughts directly (Zadeh & Lateef, 2012). Research on the depressed female 

university in Pakistan found that 12 sessions of CBT intervention significantly alleviate 

depression (Zadeh & Lateef, 2012). At the same time, another meta-analysis on CBT 

had suggested that CBT is probably the most effective way to treatment of major 

depression (Cuijpers, Cristea, Karyotaki, Reijnders, & Huibers, 2016).  

 Self-compassion was suggested to become a buffer for self-coldness factors 

associated with depression with the attitude of self-caring, kindness, and forgiving 

oneself (Körner et al., 2015). A study on 48 participants who meet major depression 

disorder found that after mood induction, the response of accepting negative 

emotion and reappraise the situation in a self-compassion manner can reduce the 
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depressed mood significantly when comparing to the control group (Diedrich, Grant, 

Hofmann, Hiller, & Berking, 2014). Hence, self-compassion may become another 

alternative treatment for depression as well. 

3. Self-compassion  

 Expressions on pursuing happiness are different in the western and eastern 

philosophical worlds (Neff & Davidson, 2016). In the west, the idea has been 

expressed as hedonism, in which the belief that the ultimate motivation for humans 

is to seek happiness and avoid the feeling of pain (Neff & Davidson, 2016). Whereas, 

in the eastern philosophical, the idea has been expressed as eudaimonic. Buddhist 

belief that painful experience is a natural part of being a human and one should be 

ready to embrace rather than run away from them (Neff & Davidson, 2016). These 

differences lead researchers in the west to study well-being and pursue one’s 

happiness as part of positive psychology more. However, recently the eudaimonic 

happiness is more entail to study and come in line with self-compassion; positive 

psychology that becomes more mainstream recently (Neff & Davidson, 2016).  

3.1. Operational Definition  

 Self-compassion deals directly with one’s painful experience and suffering 

from personal failure or difficulties by proposing that one should embrace suffering 

with kindness (Neff & Davidson, 2016). By doing so, the painful experience could be 

transformed and enhance well-being, resilience, and a way to cope with difficulties 

(Neff & Davidson, 2016). To understand the definition of self-compassion, it is crucial 

to understand the aspect of ‘compassion.’ Wispe (1991) defined compassion as the 

sensitivity to the painful or suffering experience by which one has become aware of 

the pain that others had felt and acted without avoiding by expression kindness 

towards others who are suffering (as cited in Neff & Davidson, 2016). As such, the act 

of compassion involves placing oneself in the shoes of the other and expressing 
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understanding of others during the time they face mistakes or have been in a difficult 

situation. Thus, as defined by Lewis and Short (1879), compassion can be translated 

as “to suffer with” (Neff & Davidson, 2016). The act of compassion can help ease the 

pain of those who suffer in some way. It was pointed out that compassion can also 

be extended towards oneself when we experience pain and suffering due to 

personal mistakes, failures, and other personal issues. Therefore, self-compassion is 

an act of being touch and aware of one’s own suffering by embracing them with the 

desire to alleviate the pain, and such an act would heal oneself with kindness (Neff 

& Davidson, 2016). 

3.2. Components of self-compassion 

 Self-compassion ideals were originated from Buddhism; however, Neff (2003) 

was able to conceptualize the terms within the scientific framework and separated 

self-compassion into three components as follows:  

1. Self-kindness: An individual often becomes harsh at oneself with self-criticism 

and shame when making mistakes or feel like a failure (Neff & Davidson, 2016). 

However, the act of self-compassion shows that mistakes and difficulties are part 

of human beings that shall not be denied or resisted but should be embraced 

with kindness, forgiveness, and acceptance (Neff & Davidson, 2016).  An individual 

with high self-compassionate would take time to reflect on the situation, 

emotions that occur and give oneself time to comfort or soothing in a difficult 

situation (Neff & Davidson, 2016). As such, it results in better well-being. 

2.  Common humanity: Harsh self-judgment during difficulties often results in the 

feeling of isolation, loneliness, and believing that the struggles are abnormally 

comparing to others who seem to be having fewer difficulties (Neff & Davidson, 

2016). Self-compassion expresses that imperfections are a common shared 

experience among humans. Realizing that the pain is something that everyone 
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had experience will make an individual feel less isolated and lonely (Neff & 

Davidson, 2016).  

3.  Mindfulness: Brown and Ryan (2003) stated that mindfulness involves an 

individual awareness of the experience of being in the present moment, one 

neither avoids nor ruminates that aspect of the experience (as cited in Neff & 

Davidson, 2016). Thus, first, an individual must acknowledge the extent of the 

pain and suffering of self-criticism. Additionally, the mindfulness aspect helps 

with the “over-identification” where one exaggerates the negative thoughts and 

emotions to the point where they are not aware of it clearly and could develop 

into self-concept or belief about self (Neff & Davidson, 2016). Mindfulness allows 

one to become aware of the thoughts and emotions that they are just that and 

help them gain balance about themselves (Neff & Davidson, 2016). 

3.3. Effectiveness of self-compassion on psychological problems 

 Self-compassion allows one to provide personal warmth and support during 

the challenging experience and emotional resources to help endure the challenge 

and bounce back quicker (Neff & Davidson, 2016). Studies on self-compassion and 

well-being have been researched intensively and have supported the effectiveness 

of self-compassion during a stressful life event. The studies often utilize the Self-

Compassion Scale (SCS) developed by Neff (2003) to assess self-compassion as a trait 

level, and a higher score on SCS indicated that an individual possesses a higher level 

of happiness (as cited in Neff & Germer, 2017). For instance, a study on using self-

compassion as a key to help people adjust to life after divorce found that 

participants who expressed greater self-compassion when talking about the divorce 

for a 4-minutes stream of consciousness recording have a more significant 

psychological adjustment (Sbarra, Smith, & Mehl, 2012). The evidence also showed 

that the participants have better psychological adjustments during the study and 
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nine-month follow-up (Sbarra et al., 2012). This shows that self-compassion enables 

an individual in difficult situations to adjust better to changes.  

 On the other hand, self-compassion can benefit one's well-being as 

awareness, the act of kindness, acknowledgment of shared and connected allows 

human to do so. A study on social anxiety with 316 adolescents revealed that self-

compassion was inversely correlated with social anxiety and partially mediated by 

the fear of being judged and cognitive avoidance (Gill et al., 2018). It was pointed out 

that lower self-compassion could potentially predict social anxiety more effectively 

than the symptoms themselves (Gill et al., 2018). Thus, the intervention that focuses 

on self-compassion could potentially benefit adolescents who suffer from social 

anxiety (Gill et al., 2018). Further evidence from a meta-analysis with 20 studies on 

self-compassion and psychopathology found a large effect size that supports the 

benefit of self-compassion focus therapy (MacBeth & Gumley, 2012). In other words, 

the aspect of less self-criticism in self-compassion plays the primary role in lessening 

anxiety and depression (Neff & Davidson, 2016).  

 On the contrary, it was found that self-compassion could also be associated 

with other positive aspects. A study on self-compassion and optimism found that 

online exercises on self-compassion can significantly increase the level of happiness 

up to six months follow up and significantly decrease depression up to three months 

(Shapira & Mongrain, 2010). At the same time, a study on self-compassion, hope, and 

life satisfaction in Chinese adults revealed that self-compassion was positively 

associated with higher hope and life satisfaction (Yang, Zhang, & Kou, 2016). Thus, 

self-compassion can also be associated with other positive aspects in the well-being 

of an individual. 
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3.4. Self-compassion and depression  

 A study has found that individuals with higher SCS scores tend to have lesser 

feelings of isolation and anxiety when reflecting on their problems (Leary, Tate, 

Adams, Allen & Hancock, 2007). Additionally, self-compassion has been shown to 

associate with less depression and anxiety. For instance, a study of 142 depressed 

outpatients found that participants with depressive symptoms had a lower level of 

self-compassion when compared to 120 control participants who never have 

depression (Krieger et al., 2013). Additionally, participants with depression have 

shown to have symptom-focused rumination, cognitive, and behavior avoidance that 

mediated the relationship between self-compassion and depressive symptoms 

(Krieger et al., 2013). Studies have suggested that SCS can also positively and 

negatively related to depressive symptoms. The SCS negative subscales of self-

judgment, isolate, and overidentification has shown to have moderate to a strong 

association with depressive symptoms, whereas the positive subscale of self-

kindness, common humanity, and mindfulness showed to have weaker associations 

(Garcia-Campayo et al., 2014; Krieger et al., 2013; López, Sanderman, & Schroevers, 

2018). Additionally, it was shown that isolation components are most strongly 

associated with depressive symptoms (Lopez, Sanderman, & Schroevers, 2018). 

Hence, studies have shown that individuals with self-compassion are associated with 

depression, and individuals with low self-compassion are more prone to depressive 

symptoms.  

 The association between self-compassion and depression could be explained 

through self-criticism. It was pointed out that individual with depression tends to 

blame oneself and self-criticism as explain previous with a cognitive triad (Beck, 

1979). Hence, the nature of self-compassion could protect against self-judgment and 

help an individual to self-soothing (Huaiyu Zhang et al., 2019). A study with 147 
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participants who recently attempted suicide found that self-criticism was positively 

correlated with depressive symptoms and negatively associated with self-compassion 

(Huaiyu Zhang et al., 2019). Furthermore, it was revealed that self-compassion is a 

mediator for the link between self-criticism and depressive symptoms (Huaiyu Zhang 

et al., 2019). This finding suggested that self-compassion may able to reduce the 

negative impact that self-criticism has on depressive symptoms. Therefore, an 

intervention on self-compassion could potentially be beneficial for those with 

depressive symptoms.   

 As pointed out by Neff (2003), self-compassion is a trait that can be enhanced 

and modified with training (as cited by Neff & Germer, 2017). Thus, intervention on 

self-compassion could be beneficial to increase self-compassion and may, in turn, 

decrease depression. A systematic review and meta-analysis revealed that self-

compassion-related therapies are effective as they can increase self-compassion 

while reducing depression and anxiety (Wilson, Mackintosh, Power, & Chan, 2019). For 

intense, an 8-week group intervention known as Mindful Self-Compassion (MSC) was 

developed by Neff and Germer (2013) to teach people about becoming self-

compassion (Neff & Germer, 2013). The MSC includes exercises such as guided 

meditation, informational practices, and interpersonal exercises (Neff & Germer, 

2013). The study results found that participants who take part in MSC reported a 

significant increase in self-compassion and a significant decrease in depression (Neff & 

Germer, 2013). 

 Additionally, the MSC results can be maintained up to one year after 

participating in showing the effectiveness of the intervention (Neff & Germer, 2013). 

On the other hand, another intervention designed to teach skills of self-compassion 

to 52 female college students found that compared to the controls group, those 

whom participants have shown to have a significant increase in self-compassion, as 
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well as, decrease in rumination (Smeets, Neff, Alberts, & Peters, 2014). The decrease 

in rumination is associated with depressive symptoms, and reducing rumination can 

decrease depression (Smeets et al., 2014). The invention of self-compassion for 

adolescents was found to be effective in reducing depression as well. A study using 

the Mindfulness-Based Stress Reduction for adolescents conducted with 20 junior 

high school students for eight sessions found a significant increase in the score for 

self-compassion and a significant decrease in depression (Edwards, Adams, Waldo, 

Hadfield, & Biegel, 2014). Hence, the studies have shown that various types of self-

compassion interventions are effective in increasing self-compassion and reducing 

depression in adults and adolescents. Therefore, the use of self-compassion is 

beneficial for those with depressive symptoms. 

3.5. Self-compassion as a mediator  

 Although self-compassion as a mediator for the relationship between bullying 

victimization and depressive mood is understudy, several studies could indirectly 

explain these relationships indirectly. For instance, a study on 109 African Americans 

who attempted suicide revealed that self-compassion mediated the relationship 

between shameful experience and depressive symptoms (Huaiyu Zhang et al., 2018). 

This can be explained that shame is a painful feeling caused by the humiliation of 

one's awareness of doing something wrong, and self-compassion ability of self-

kindness and common humanity could reduce these aspects of shame or self-

criticism (Huaiyu Zhang et al., 2018). Thus, depressive symptoms could be reduced 

with higher self-compassion, and the experience of shame could potentially predict 

depressive symptoms (Huaiyu Zhang et al., 2018). In this case, bullying victimization 

could be considered as the experience of shame, as a study has suggested that the 

victim can feel ashamed of themselves for the experience (Beduna & Perrone-

McGovern, 2019; Duarte, Pinto-Gouveia, & Rodrigues, 2015). Thus, self-compassion 
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could potentially mediate the relationship between bullying victimization and 

depressive mood. Additionally, a study on various types of victimization, including 

bullying victimization on a group of adolescents also found that self-compassion 

partially mediated the relationship between victimization and psychological 

maladjustment (Játiva & Cerezo, 2014). Participants with higher levels of self-

compassion were found to have lower levels of psychological maladjustment (Játiva 

& Cerezo, 2014). Hence, suggesting the self-compassion could reduce the negative 

consequences of victimized adolescents, helps adolescents recover from painful 

experience, and could be included in an intervention for adolescents (Játiva & 

Cerezo, 2014). However, studies on self-compassion as a mediator for bullying 

victimization and depressive symptom is still understudied. Therefore, the current 

study could be beneficial to examine these aspects. 

4. Resilience 

4.1. Operational Definition  

 During the past two to three decades, there is raise interest in the concept of 

protective factors (Rutter, 1987). The protective factors have been filmy established 

in psychology and stem from the notion of resilience (Rutter, 1987). The term 

resilience originated from the Latin word resilire, which means “to leap back” (Hu, 

Zhang, & Wang, 2015). The Oxford English Dictionary defined it as “being able to 

withstand or recover quickly from difficult conditions” (Oxford University Press, n.d.-

b). In the psychology field, the term resilience refers to the phenomenon of 

overcoming stress in uneventful situations or adversity. These situations were often 

shown to be a major risk of the development of psychopathology (Rutter, 1999). On 

the other hand, Grotberg (1995) defined resilience as a “universal capacity, which 

allows a person, group or community to prevent, minimize or overcome the 
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damaging effects of adversity” (Grotberg, 1995). Hence, resilience could be used to 

refers to a capacity that helps an individual to overcome difficulties. 

4.2. Theoretical conceptualization 

4.2.1. Lack of uniform definition 

 The applications of resilience have been of interest in numerous psychology 

fields. Due to the lack of uniform operational definitions of resilience, it often 

hindered the application of resilience in association with mental health (Hu et al., 

2015). There are currently three orientations of resilience definitions found in studies: 

trait, outcome, and state. The trait resilience approach views resilience as a 

personality trait that helps individuals cope with a negative situation and adjust to 

them (Hu et al., 2015). While, the outcome perspective suggests resilience as a 

function or behavioral outcomes that help individual conquer or recover from 

adversity (Hu et al., 2015). Lastly, the state approach view resilience as a process 

over time where an individual adapts to and recover from an adverse life event (Hu 

et al., 2015). 

 It is important to note that there is debate concerning the definition of 

resilience; various approaches shape the theoretical framework, direction, and the 

method of the studies differently (Hu et al., 2015). Thus, in this research paper, the 

term resilience will be view as a state and could change over time.  

4.2.2. Resilience Model 

 There are various models for resilience, which contribute to the research of 

resilience. There are three significant models of resilience that have been identified, 

which are compensatory, protective, and challenge (Fergus & Zimmerman, 2005). The 

models can explain how certain factors can alter the negative outcomes from 

difficult situations (Fergus & Zimmerman, 2005).  
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1. The compensatory model refers to when the promotive factors 

(environment, social, and individual) counteracts in a different 

direction as the risk factor (Fergus & Zimmerman, 2005). Resilience 

is seen as a factor that neutralizes the negative outcomes to risk 

(Ledesma, 2014).  Hence, there are direct effects of the promotive 

factor on the outcome (Fergus & Zimmerman, 2005).  

2. Garmezy and colleagues (1984) explain the protective factor model 

or immunity-versus-vulnerability that there is a conditional 

relationship between individual stress and personal attributions (as 

cited in Zolkoski & Bullock, 2012). Personal attributes can either 

dampen or amplify the impact that stress has on an individual. 

Hence, protective factors can help in reducing any risk factors that 

could cause negative outcomes (Zolkoski & Bullock, 2012). It was 

indicated that the protective factors could lead to positive 

outcomes and healthy characteristics (Ledesma, 2014). For 

example, the relationship between child poverty and violence 

could be reduced with higher-level parental supports (Fergus & 

Zimmerman, 2005). 

3. The challenge model explained that if an infidel is exposed to a 

moderate level of risk, it could lead to fewer negative outcomes or 

event positive outcomes that could enhance an individual 

adaption (Fergus & Zimmerman, 2005; Ledesma, 2014). 

4.2.3. Three sources of resilience  

 Grotbergy (1995) proposed the three primary sources of resilience for an 

International Resilience Project that could be considered as protective factors against 

adversity (Grotberg, 1995). The components are highlighted below:  
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1. I HAVE referred to external supports and resources that could help 

promote resilience. It was noted that before the children become 

aware of other factors, they must be aware of the external 

supports and resources for a sense of safeness. For example, 

resilient children will be aware of trusting relationships from peers, 

parents, and the community.   

2. I AM refers to the individual internalizing and personal strengths, 

which are the feelings, attitudes, and beliefs that the individual 

possesses. For intense, individuals will become aware of how they 

are an important person and feel pride. By feeling proud about 

oneself, an individual will not be bothered by others that degrade 

them.  

3. I CAN refer to the individual social and interpersonal skills, which 

can be learned through interaction with others. For example, the 

individual can realize that they have effective communication 

skills to express thoughts or feelings to others.  

 It was pointed out that resilient child does not have posses all of the three 

features; however, they need to have at least two of the features to become 

resilience (Grotberg, 1995). It is not easy to become resilient; the study revealed that 

only 38 percent of the participant's responses to the International Resilience Project 

indicate that the promotion of resilience (Grotberg, 1995). Children and adolescents 

need to become resilient to overcome difficulties and adversities throughout their 

lifetime.  

4.3. Resilience as a protective factor from mental health-related issues  

 Meta-Analysis conduct with trait resilience and mental health indicated that 

the two components were negatively correlated with each other (Hu et al., 2015). 
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Thus, an individual with a low level of resilience had a higher rate of mental health-

related issues such as depression, anxiety, and life satisfaction (Hu et al., 2015). On 

the other hand, numerous researchers view resilience as a process that developed 

over time with parents and peers in an individual's life. Garmezy (1985) theoretical 

framework was pointed out to be influential on the research on resilience (as cited in 

Sapouna & Wolke, 2013). Germezy (1985) suggested that the importance of a positive 

relationship between family and communities could potentially foster resilience 

(Sapouna & Wolke, 2013). Thus, he had distinguished them into three fundamental 

factors of protection (Sapouna & Wolke, 2013): 

1. Individual characteristic such as self-esteem and how an individual view 

themselves  

2. The family environment has been defined as a positive relationship with 

the family that is characterized by warmth and lack of neglect  

3. The community which are characterized by trust, support, and lack of 

conflict among peer interactions  

4.4. Resilience in adolescents  

 Research on children and adolescents established that it is crucial for an 

individual to become resilient to overcome adversities. Studies on resilience 

indicated that adolescents with a higher level of resilience could cope with negative 

life events more and are at lower risk of developing a mental health-related issue. 

Research on adolescents who had experienced sexual abuse suggested that teens 

with higher resilience scores were less likely to report post-traumatic disorder (PTSD) 

(Hébert, Lavoie, & Blais, 2014). It was suggested that resilience, maternal warmth, and 

peer interactions could predict the symptoms of PTSD (Hébert et al., 2014). 

 On the other hand, a study on 3,136 adolescents found that adolescents who 

reported a low level of depression despite experiencing bully victimization are those 
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who obtain a higher level of self-esteem, are less isolated with peers, and low 

conflict with family members (Sapouna & Wolke, 2013). Thus, the finding suggested 

that with three primary factors of individual characteristic, family environment, and 

community being met, the individual who experiences adversity would receive a 

lower impact on psychopathology. Hence, the resilience was able to help them cope 

with the uneventful situation in life. 

 Meanwhile, a study on bullying in school increases the risk of adjustment 

problems found that females seem to have higher resilience when the male (McVie, 

2014). Additionally, the study on 4,300 adolescents in Scotland indicated that 

resilience could predict violence and psychological distress in late adolescents 

between the bullying perpetrator and bullying victimization (McVie, 2014). The study 

indicated that bullying victimization with higher resilience experiences lower 

psychological distress (McVie, 2014). It was suggested that individual factors such as 

higher self-esteem could protect against anxiety and depression (McVie, 2014). While, 

the family factor suggests that warmth family had a more substantial effect on 

reducing later on aggression and violence in the bullying perpetrator when comparing 

with psychological distress (McVie, 2014). The community factor indicated that it only 

had little impact on the overall model; however, the adolescent who lives in the 

least deprived area of Edinburgh was shown to have reduced risk in psychological 

distress (McVie, 2014). On the other hand, a study on 393 adolescents in India also 

indicated that resilience could buffer the potential negative effect that could impact 

bullying victimization (Narayanan & Betts, 2014). Thus, these studies suggested that 

the resilience in three levels outcomes could predict the negative outcome of 

individuals who have experienced bullying victimization and bullying perpetrator.  

 Additionally, the use of resilience may not only be in uneventful events but 

can also be related to academics. A study on the association between resilience, 
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self-efficacy, and thinking styles in 130 Italian middle adolescents revealed that 

adolescent with a higher level of resilience was able to cope with life in educational 

context more and was able to use various of thinking style to adapt to academic 

(Sagone & De Caroli, 2013). 

4.5. Resilience and depression 

 Studies have shown an association between resilience and depression (Anyan 

& Hjemdal, 2016; Moljord, Moksnes, Espnes, Hjemdal, & Eriksen, 2014). A cross-

sectional survey on 533 Ghanaian adolescents found that resilience partially 

mediated the relationship between depression symptoms (Anyan & Hjemdal, 2016). 

On the other hand, another study conducted on Norwegian adolescents also found a 

negative association between resilience factors and depression (Moljord et al., 2014). 

Additionally, study research into adverse childhood experiences such as abuse and 

neglect on risk factors of developing depression found that resilience moderated the 

relationship between the adverse childhood experiences and depression (Poole, 

Dobson, & Pusch, 2017). Hence, suggesting that a higher level of resilience could 

potentially act as protective factor against depression. Studies on adversities 

experience such as bullying victimization also suggested that resilience partially 

mediated the relationship between bullying victimization and depressive symptoms 

in children (Zhou, Liu, Niu, Sun, & Fan, 2017). Therefore, studies have shown that 

there is an association between resilience and depression.  

 Research indicated the positive effect of resilience on psychological distress, 

violence, and the academic context of adolescents; numerous interventions were 

explored to build or increase the level of resilience in adolescents to help them 

cope when facing adversity. For intense, a study on resilience-focused interventions 

to help to strengthen resilience and reduce mental health problems in adolescents 

found that it is an effective intervention (Dray et al., 2017).   
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 The resilience-focused intervention to measure the effectiveness of the 

school-based intervention indicated that the resilience-focused intervention was 

effective in reducing depressive symptoms, personal problems, externalizing the 

problem, and other psychological distress (Dray et al., 2017). Suggesting that 

interventions for increasing resilience could potentially be helpful for adolescents 

coping with adversity. 

4.6. Resilience as a mediator 

 Several studies have shown that resilience can mediate the relationship 

between bullying victimization and psychological well-being. For intense, a study on 

Chinese grade school students found that resilience partially mediated the 

relationship between bullying victimization and depressive symptoms in the group of 

participants (Zhou et al., 2017). The finding suggests that early intervention for 

increasing resilience and mindfulness among the children will be beneficial to 

combat the negative impact the bullying victimization may have in the future (Zhou 

et al., 2017). On the other hand, another study on employed adults in Romania also 

found that resilience mediated the relationship between workplace bullying and 

depressive symptoms (Maidaniuc-Chirila, 2015). It was pointed out that employees 

with higher levels of resilience had lower levels of depressive symptoms, suggesting 

that resilience could potentially be used as an intervention for bullying and 

depressive symptoms (Maidaniuc-Chirila, 2015). Hence, this shows that resilience as a 

mediator for the impact of bullying victimization on depressive mood was found in 

both children and adults; thus, it could potentially be found with adolescents as 

well. 

 Additionally, there are several studies for social support as a mediator for 

bullying victimization and depression. A study on Dutch primary school students 

found that social support mediated the relationship between bullying victimization 
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and depressive feeling (Pouwelse, Bolman, Lodewijkx, & Spaa, 2011). While a study 

on 8th-grade students also found that social support partially mediated the 

relationship between bullying victimization and clinical maladjustment (Malecki, 

Demaray, & Davidson, 2008). This shows that the component of resilience, such as 

social support, could function as a mediator for bullying victimization and other 

psychological adjustments. However, resilience as a mediator for the relationship 

between bullying victimization and the depressive mood is still under study, 

therefore, the model proposed by this study could fill in the research gap as well.  

 In summary, the literature review suggested that bullying victimization is a 

painful experience for adolescents that could lead to negative consequences, 

especially depressive moods. Hence, it is crucial to study variables that could 

become protective factors against the impact of bullying victimization. The research 

suggested that the key aspect of self-compassion could reduce depressive symptoms 

due to the nature of self-kindness, common humanity, and mindfulness. While 

resilience also plays a crucial role in overcoming adversities such as bullying 

victimization through internalizing self and external supports. Therefore, the current 

study focused on testing the path analysis model for the influence of bullying 

victimization on the depressive mood among Thai junior high school students with 

self-compassion and resilience as mediators.  
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Chapter 3  

Methodology 

 

 The following chapter presents the research methodology and description of 

the research design for the current study. The purpose of the study is to test the 

path analysis model of the influence of bullying victimization on the depressive 

mood among Thai junior high school students with self-compassion and resilience as 

mediators. Thus, the study employed a correlational research design with self-

compassion and resilience tested as mediators between bullying victimization and 

depressive mood. 

Participants 

 The current study participants are Thai junior high school students (12-16 

years old). This decision was made due to literature review that junior high school 

students reported the highest rates for bullying, and the rates often decline with the 

increase in ages across various countries (Bellmore, Huang, Bowman, White, & 

Cornell, 2017; Due et al., 2005; Scheithauer, Hayer, Petermann, & Jugert, 2006). 

Additionally, a study has pointed out that older adolescents who are in high school 

had more knowledge and confidence in dealing with bullying victimization due to 

competence with the increasing of age (Sittichai & Smith, 2018). Hence, the current 

study focuses on junior high school students as the researcher is interested in testing 

a model for possible intervention for bullying victimization. Thus, the age group with 

the highest prevalence rate of bullying was selected.  

 The number sample size was calculated by G Power 3.1 using medium effect 

size as suggested by Cohen (1988) with an alpha of .05 and power of .95. The result 

suggested that the sample size was 62 (as cited in Cohen, 2013). Additionally, to 

determine the most suitable sample size for this study, the researcher follows the 
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suggestion by Hair and colleagues (2010), which suggests using 20 samples per each 

variable (Hair Jr, Babin, & Anderson, 2010). Thus, the suggested sample size would be 

60 participants. However, for data completeness and to reduce the risk of insufficient 

data due to the participant’s withdrawal or data collection error, the researcher 

decided to collect a minimum of 210 participants in the study. Therefore, this study 

will employ a minimum of 210 Thai junior high school students from Bangkok 

metropolitan area. Data collection process happened at an all-girls public school, an 

all-boys school, and a mixed public school in the inner Bangkok metropolitan area.  

1. Inclusion criteria  

1.1. Participants are Thai junior high school students from Thai schools 

2. Exclusion criteria  

2.1. Participants who have reading comprehension difficulty  

2.2. Students were diagnosed with mental illness or receiving pharmaceutical/ 

psychological/therapeutic intervention at the time of the data collection. 

Research instruments 

1. Demographic information  

1.1. Whether the participant receive mental illness diagnosis or is receiving 

pharmaceutical/psychological/therapeutic intervention for mental illness 

during the time of data collection 

1.2. Gender 

1.3. Ages  

1.4. Grade level 

2. Bullying victimization 

 The Olweus Bullying/Victim Questionnaire (OBVQ) is one of the most 

commonly used bullying self-report measures and has been translated into various 

languages (T. Lee & Cornell, 2009). The first version of OBVQ was developed by Dan 
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Olweus (1983). The questionnaire was designed in such a way to be coherent with 

the definition of bullying as given by Dan Olweus (1994), which included the three 

main aspects of intentionally, repetition, and imbalance in power (Olweus, 2012; 

Solberg & Olweus, 2003). The Revised Olweus Bully/Victim Questionnaire released in 

1996 expanded to include the specifics forms of bullying and distinguished the 

differences between teasing and bullying (Solberg & Olweus, 2003). The Revised 

Olweus Bully/Victim Questionnaire also included the definition of bullying for the 

instructor to read to the students before completing the questionnaire (Solberg & 

Olweus, 2003). The questionnaire consisted of 39 items, some of which also had 

additional sub-questions (Olweus, 2012). The questions address various aspects of a 

bully and bullying victims (Solberg & Olweus, 2003) and cover various forms of 

bullying (verbal, physical, relational, and cyberbullying). The older version of the 

Revised Olweus Bully/Victim Questionnaire did not include the items on 

cyberbullying; however, it was later added on since 2015 with two sub-questions 

regarding Internet or mobile phone devices (Olweus, 2012). Hence, in this study, the 

cyberbullying items will be included as well.  

 The Thai version of the Revised Olweus Bully/Victim Questionnaire was 

translated by Tapanya (2007) and consisted of 38 items (Tapanya, 2007). The Thai 

version of the Revised Olweus Bully/Victim Questionnaire by Tapanya was widely 

used in Thailand. For instance, a study on participants in the ages of 10-18 years old 

was diagnosed with ADHD and was found to be bullying victims (Buttabote, 2011). 

Additionally, a study on primary school students who had been found to be bullying 

victims (Puranachaikere, Punyapas, & Kaewpornsawan, 2015). Thus, this suggested the 

effectiveness of the Thai version of the Revised Olweus Bully/Victim Questionnaire 

on Thai adolescents. However, the translated version does not include the question 

item regarding cyberbullying. The current study employed ten items from the first 
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session of the Revised Olweus Bully/Victim Questionnaire by Tanpaya (2007), 

including one general item and nine items regarding bullying victimization. Only the 

first ten items of the questionnaire will be used as it is more congruent with the 

purpose of the study on bullying victimization. Several studies on bullying also used 

only ten items from the questionnaire to determine the victimization (Buttabote, 

2011; Puranachaikere et al., 2015). Additionally, the researcher will further develop 

the questionnaire to include the cyberbullying item due to the increase in this form 

of bullying.  

 The Revised Olweus Bully/Victim Questionnaire included five different 

responses to determine the bullying victimization frequency. The respond includes: 

“It hasn’t happened to me in the past couple of months,” “Only once or twice,” “2 

or 3 times a month”, “About once a week,” and “Several times a week.” The 

Revised Olweus Bully/Victim Questionnaire did not include any reverse item and 

consisted of three parts. The example of question includes “I was bullied with mean 

or hurtful messages, calls, or pictures, or in others way on my mobile phone or over 

the internet (computer).” The items will be used to examine the form of bullying 

and the frequency of the victims' bullying.  

 The psychometric properties of the Revised Olweus Bully/Victim 

Questionnaire have been investigated. For instance, a study on 202 middle school 

students in central Virginia revealed that the Revised Olweus Bully/Victim 

Questionnaire had modest support for concurrent validity (T. Lee & Cornell, 2009). 

While a study at Greek Cypriot primary schools suggested that the instrument has 

satisfactory psychometric properties (Kyriakides, Kaloyirou, & Lindsay, 2006). The 

combination of bullying victimization and bullied together yield a total value of 

Cronbach's alpha higher than 0.80 (Kyriakides et al., 2006). Additionally, in Thailand, 

the translated version by Tapanya (2007) was tested with 235 participants found that 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 55 

the reliability of Cronbach alpha is at 0.75 (Tapanya, 2007). Thus, the psychometric 

properties of the Revised Olweus Bully/Victim Questionnaire were at the modest to a 

satisfactory level. 

3. Self-compassion  

 The current study used Self-compassion Scale Short Form (SCS-SF) to 

measure the level of self-compassion in the participants. Raes and colleagues (2011) 

developed the short form of self-compassion from the original Self-compassion Scale 

(SCS) developed by Kristin Neff (2003) to shorten the extended version of SCS, which 

employ 26 items (Raes, Pommier, Neff, & Van Gucht, 2011). The short version was 

developed, as it might be beneficial to use in settings with time constraints (Raes et 

al., 2011). In addition, the Thai version of SCS-SF developed by Pornkosonsirilert and 

colleagues (2017) for measuring the level of self-compassion in Thai adolescents was 

used in this study (Pornkosonsirilert, Audboon, & Laemsak, 2017). The Thai version of 

SCS-SF consisted of 12 items, which are in a similar manner as the SCS-SF by Raes 

(2011) and was found to be satisfactory when used with Thai students 

(Pornkosonsirilert et al., 2017).  

 The SCS-SF consisted of 12 items, which, similarly to the SCS, measure six 

various components of self-compassion (Raes et al., 2011). The subscales reflecting 

positive statements are for the key components of self-kindness, common humanity, 

and mindfulness. Sample items subscale for self-kindness includes a question such 

as “When I’m going through a very hard time, I give myself the caring and tenderness 

I need,” the sample items for common humanity include “I try to see my failings as 

part of the human condition,” and the sample items for mindfulness include “When 

something painful happens I try to take a balanced view of the situation.” In 

contrast, the negative subscale statements are self-judgment, isolation, and over-

identification. Sample items subscale for self-judgment includes a question such as 
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“I’m intolerant and impatient towards those aspects of my personality I don’t like,” 

the sample items for isolation include “When I fail at something that’s important to 

me, I tend to feel alone in my failure,” and sample items for over-identification 

include “When I fail at something important to me I become consumed by feelings 

of inadequacy.”                                  

 The 5-point Likert scale consisted of 5 responses, which indicated the self-

compassion level for each key component. The response includes “almost never” 

(1) to “almost always” (5), indicating how well the statements match with the 

participants. 

 The negative subscale statements are Self-Judgment, Isolation, and over-

identification; they entail the reverse scores include 1,4, 8, 9, 11, and 12. While the 

subscale reflecting positive statements Self-Kindness, Common Humanity, and 

Mindfulness, entailing ordinary scoring items include 2, 3, 5, 6, 7, and 10. After scoring 

reversal, the total score is calculated based on the score on each item. It can be 

calculated by adding all the item scores together, and the scores can be between 12 

(no sign of self-compassion) to 60 (self-compassion are present) (Raes et al., 2011). 

The total score of SCS-SF was used as an overall score for self-compassion levels, 

and there is no cut-off point, but a higher score indicated a higher level of self-

compassion (Raes et al., 2011). In this study, the scores of SCS-SF were calculated in 

a similar manner. The normal scoring and reverse scoring are shown below in the 

table:  
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Table  3: Respond, normal scoring, and reverse scoring for SCS-SF 

 

 The psychometric properties of SCS-SF were tested with two Dutch samples 

and validated in English (Raes et al., 2011). The internal consistency of the SCS-SF 

was adequate with Cronbach’s alpha ≥ 0.86 in all samples and demonstrated that it 

is highly correlated with the original SCS, r ≥ 0.97 in all samples (Raes et al., 2011). 

Additionally, a confirmatory factor analysis suggested that the SCS-SF supported the 

six components, similar to the long-form (Raes et al., 2011). While, for the Thai 

version developed by Pornkosonsirilert and colleagues (2017), the psychometric 

properties are adequate with Cronbach’s alpha of 0.803 when conducted on a pilot 

study with 72 students and the Cronbach’s alpha of 0.789 when conducted with the 

research study (Pornkosonsirilert et al., 2017). Thus, the Thai version of SCS-SF 

demonstrated to be a reliable and valid measurement to use as an alternative for 

the original SCS and was used in the current study for determining the level of self-

compassion in Thai students. 

4. Resilience  

 In this study, the Thai version of the State Resilience Scale (SRC) developed 

by Kittisunthorn (2016) was used to measure the level of resilience found in 

adolescents. The State Resilience Scale (SRC) from the full State-Trait Resilience 

Scale (STRI) developed by Hiew and colleagues (2000) (Hiew, Mori, Shimizu, & 

Respond Normal Scoring Reverse Scoring  

Almost never 1 5 

Hardly never 2 4 

Sometimes 3 3 

Often 4 2 

Almost always 5 1 
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Tominaga, 2000). The original SCR was modified from Grotberg’s Resilience Checklist 

(1995), which is congruent with the definition of resilience as given by Grotberg (Hiew 

et al., 2000). The original SRC includes 15 items to measure the individual's current 

state of resilience behavior, whereas the TRC was used to measure childhood 

resilience (Hiew et al., 2000). 

 The Thai version of SCR developed by Kittisunthorn (2016) was used in the 

study, as the SRC allows the researcher to examine how the students cope with life 

stressors and the factors of resilience that reduce the stress (Hiew et al., 2000). The 

Thai version of SCR by Kittisunthorn (2016) was developed from the translated 

version of SCR by Chawsilpa (2003) for students aged between 10 to 12 years old 

(Kittisunthorn, 2016). The Thai version of SCR consisted of 14 items, and the language 

was developed to be suitable for adolescents. However, the current study target at 

the participant ages between 12 to 16 years old, thus, further development and 

adjustment will be made to the Thai version of SCR by Kittisunthorn (2016) to be 

more suitable for the population of the study. 

 The SRC was measured using a 5-point Likert rating from “strongly disagree” 

(1) to “strongly agree” (5), and the score ranges between 14 to 75 (Kittisunthorn, 

2016). The original version of SRC consisted of 15 items, which included three items 

relating to the subscale for “I have” such as “I have someone who loves me,” 7 

items for the subscale of “I am,” such as “I believe things will turn out alright,” and 

five items for the subscale of “I can” such as “I can focus on a task and stay with it” 

(Hiew et al., 2000).  

 The total score of the SRC was calculated by summing up the total score 

from the given response, and there is no cut-off point, but a higher score indicated 

higher resilience (Hiew et al., 2000). Thus, the scoring criteria for the SRC, according to 

Hiew (2002) and Kittisunthorn (2016), are as follows: 
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Table  4: Respond and scoring for SRC 
 

 

 

 

 

 The psychometric properties for the SRC were evaluated with samples of 

Canadian college students by Hiew (1999) and were found that the internal reliability 

of SRC has Cronbach’s alpha levels of 0.76 (as cited in Hiew et al., 2000). 

Additionally, the sample of Japanese college students was also tested by Hiew and 

Matchett (2002) with the Cronbach’s alpha of 0.77 (Hiew et al., 2000). While, in 

Thailand, the SRC by Chowsilpa (2003) on samples of college students found high 

internal reliability for Cronbach’s alpha of 0.73 (Hiew et al., 2000). The Thai version of 

SRC by Kittisunthorn (2016) has an internal consistency of 0.755 for Thai adolescents 

(Kittisunthorn, 2016). Hence, the SRC is an effective instrument for measuring the 

level of state resilience. 

5. Depressive mood 

 In this study, the researcher decided to use The Children’s Depression 

Inventory (CDI) developed by Maria Kovacs (1981) from Beck Depression Inventory (as 

cited in Muris et al., 2016). The questionnaire aims to measure depressives symptoms 

found in children and adolescents between the ages of 7-17 years old (Muris et al., 

2016). The questionnaire is a self-report survey with 27 items dealing with the aspect 

of sadness, self-blame, loss in appetite, sleep problems, interpersonal relationships, 

and adjusting to school (Muris et al., 2016).  

Respond Scoring 

Strongly disagree 1 

Disagree 2 

Neutral  3 

Agree 4 

Strongly agree 5 
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 In this study, a translated version of CDI into the Thai language was used. The 

translated version of CDI was developed by Likanapichitkul and Trangkasombat 

(1996) to determine whether the children or adolescents are presented with 

depression symptoms (as cited in Leelatrakarnkun & Trangkasombat, 2012). The Thai 

version of CDI has 27 items and was developed for children between the ages of 10-

15 years old (Leelatrakarnkun & Trangkasombat, 2012).  

 CDI is designed as a three-point Likert scale rating to determine the level of 

depression symptoms found in adolescents for the past two weeks. The response 

included “not true” (0) to “very true” (2) to indicate the agreeableness of the 

statements. The sample items are “I am sad all the time” and “I feel like crying 

every day” (Muris et al., 2016).  

 The total score of CDI can be calculated by adding all the item scores 

together, and the scores can be between 0 (no sign of depressive symptoms) to 54 

(all signs of depressive symptoms are present) (Muris et al., 2016). The cut-off point 

to consider the adolescent to have depressive moods as examine in a group of 

adolescents in Thai should be at 15 or above (Leelatrakarnkun & Trangkasombat, 

2012). The scoring for each of the responses is shown below:  

Table  5: Respond and scoring for CDI 

Respond Scoring 

Not true 0 

Somewhat true 1 

Very true 2 

 

 The psychometric properties for the CDI were evaluated with samples of 132 

adolescents between the ages between 12 to 17 years old, and were found that the 
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internal reliability of CDI has Cronbach’s alpha levels of 0.93 (Muris et al., 2016). At 

the same time, the translated version of CDI was analyzed for the reliability and 

validity to use with Thais adolescents. It was found that there is significant 

discrimination p < 106 for separating adolescents who are normal and those with 

depression symptoms (Leelatrakarnkun & Trangkasombat, 2012). Additionally, the 

sensitivity of the Thai version of CDI is at 78.7, the specificity is at 91.3, and the 

accuracy is at 87. Overall, Cronbach’s alpha coefficient is at 0.83, which is considered 

a reasonable level. Thus, the Thai version of CDI developed by Dusit Likanapichitkul 

and Umaporn Trangkasombat (1996) was used as it was appropriated for the 

participants' age group in the study and were shown to be an effective tool in 

measuring depressives symptoms found in children and adolescent.  

Instrument development and evaluation of psychometric properties  

 Prior to the data collection process, further adjustment was made to the 

revised Thai version of Revised Olweus Bully/Victim Questionnaire translated by 

Tapanya (2007), Self-compassion Scale Short Form (SCS-SF) translated by 

Pornkosonsirilert and colleagues (2017), State Resilience Scale (SRC) developed by 

Kittisunthorn (2016), and The Children’s Depression Inventory (CDI) by Likanapichitkul 

and Trangkasombat (1996). In addition, the revision and adjustments were made to 

become more age-appropriate for junior high school students. Seventy junior high 

school students who share similar characteristics as the study participants completed 

the first pilot testing. However, only the Revised Olweus Bully/Victim Questionnaire 

had satisfactory psychometric properties. As such, SCS-SF, SRC, and CDI items were 

revised and adjusted for the second pilot study with 110 junior high school students. 

The process and result are as follows.  
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1. Revised Olweus Bully/Victim Questionnaire 

 The adjustment made to the revised Olweus Bully/Victim Questionnaire was 

an additional item on cyberbullying added to the questionnaire. Item 11 was 

translated to Thai language and was back-translated to English by an expert before 

being review by another expert in the psychology field. The result of the first pilot 

study on 70 junior high school students revealed satisfactory psychometric properties 

for the revised Olweus Bully/Victim Questionnaire. The result reports the Cronbach’s 

alpha of .87 and Item-total Correlation Coefficient (CITC) ranging between .30 to .80, 

which are satisfactory when comparing with Critical r of Pearson Product-Moment 

Correlation Coefficient of .195. Additionally, discriminate analysis using the T-test 

reports significant differences in all item scores for bullying victimization between 

low and high groups. Hence, the Revised Olweus Bully/Victim Questionnaire was 

found to be satisfactory.  

2. Self-compassion Scale Short Form (SCS-SF) 

 The adjustment made to the Self-compassion scale short form was the 

language to become more suitable for junior high students. The adjusted version was 

evaluated for content validity according to the Index of item objective congruence 

(IOC) by a panel of three experts until satisfactory. The result of the first pilot study 

on 70 junior high school students revealed satisfactory psychometric properties for 

Cronbach’s alpha. However, Item-total Correlation Coefficient (CITC) was not 

satisfied. Thus, the Self-compassion scale short form was revised and adjusted for 

the second pilot study with 110 junior high school students. The result revealed 

satisfactory psychometric properties with Cronbach’s alpha of .75 and Item-total 

Correlation Coefficient (CITC) ranging from .10 to .70. In addition, the discriminate 

analysis reported that there are significant differences in all items in the self-

compassion questionnaire between low and high groups.  
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3. State Resilience Scale (SRC) 

 State resilience scales were revised and adjusted for the junior middle-high 

school students. Then it was evaluated for content validity by a panel of three 

experts until satisfactory. However, the result from the first pilot study was not 

satisfactory, as some of the items did not meet the critical r of .195 for the Item-total 

Correlation Coefficient (CITC). Hence, the state resilience scale was re-evaluated for 

the second pilot with 110 junior high school students. The second pilot study was 

found to be satisfactory with Cronbach’s alpha of .83 and Item-total Correlation 

Coefficient (CITC) ranging from .20 to .80. Additionally, the T-test analysis reported 

significant differences in all items in the state resilience scale questionnaire between 

low and high groups. Therefore, the state resilience scale is found to have 

satisfactory psychometric properties.  

4. The Children’s Depression Inventory (CDI) 

 The result from the first pilot study for The Children’s Depression Inventory 

was not satisfactory, as item 23 did not meet the critical r value for item-total 

Correlation Coefficient (CITC). Thus, for the second pilot study, item 23 was revised 

and adjusted. The second pilot study was found to be satisfactory for the Children’s 

Depression Inventory with Cronbach’s alpha of .91 and Item-total Correlation 

Coefficient (CITC) ranging from .10 to .70. Furthermore, the T-test analysis revealed 

significant differences in all items Children’s Depression Inventory between low and 

high groups. Therefore, the Children’s Depression Inventory had satisfactory 

psychometric properties for junior high school students.  
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Data collection  

  After receiving approval from the Institutional Ethical Review Board, the data 

collection process began. The researcher employed two data collection methods for 

the study. In the first method, the researcher contacted junior high schools for 

permission for students to participate in the study and obtain approval from the 

school board. The first data collection method took place in a classroom, and the 

student completed the paper-and-pencil questionnaires. As for the second method, 

the researcher collected the data online using the survey created in Google form. 

The four questionnaires use in this method were similar to the first method and 

completed by the voluntary participants who found the shared links for the research 

online. Both methods of data collection took approximately 15 to 20 minutes to 

complete.  

  The researcher planned to collect data from three schools, including an all-

girls school, an all-boys school, and a mixed school in the inner Bangkok 

metropolitan area. The decision was made due to potential gender differences in 

bullying victimization and depression (Klomek et al., 2007). Additionally, the data 

collection method was initially planned to be a paper-and-pencil method. However, 

due to the COVID-19 pandemic, the data collection plan has to be adjusted. The 

access to participants came mainly from the all-boys school. Participants mainly 

responded online.  

Protection of human rights  

 The data collection process will commence after gaining approval from the 

Institutional Ethical Review Board (IRB). Before starting the process, the participants 

were given a written form of information and a comprehensive explanation of the 

study's objective, procedure, implication, and potential risk of concern. Additionally, 

the participants were informed regarding the process of withdrawal and the 
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confidentiality nature of the research. As well as, written information regarding when 

the participants feel psychological distress where they could seek further help.  

Statistical analysis  

 Data obtained from the current study were analyzed for path analysis to 

examine the influence of bullying victimization on depressive mood with self-

compassion and resilience as mediators using Statistical Package for Social Science 

(SPSS) version 22 for mac. The following statistical analyses were conducted:  

1. Descriptive statistics to describe the demographic information regarding 

the participants and the key variables (i.e., bullying victimization, self-

compassion, resilience, depression symptoms).  

2. The path analysis model was tested with bullying victimization as a 

predictor and depressive mood as an outcome with self-compassion and 

resilience as mediators using path analysis. 
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Chapter 4  

Result        

 

The purpose of this study was to analyze and test the proposed model on 

the impact of bullying victimization on depressive moods among Thai junior high 

school students with self-compassion and resilience as mediators. Hence, the SPSS 

AMOS was used to explore the goodness of fit for the hypothesized path analysis 

model. The statistical analyses were separated into the four following categories:  

1. Demographic variables  

2. Descriptive statistics 

3. Path analysis model  

4. Model modification  

 

1. Demographic variables 

 After removing the multivariate outliers, data for the current study were 

composed of responses from 371 Thai junior high school students who voluntarily 

completed the questionnaires from either a paper-and-pencil method (11.6%) or an 

online one (88.4%). Participants' age ranged between 12-16 years old, and their 

average age was 12.95 (SD = .89). Most of the participants were students from Grade 

7 (66.60%) and are male (74.1%). See table 6 below for the demographic variables in 

the study.  
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Table  6: Demographic characteristics (N = 371) 

Variable Characteristic Frequency Percentage 

Age (years old) 12  121 32.61 

 13  180 48.52 

 14  38 10.24 

 15  30 8.08 

 16  2 0.55 

 371                            100 

 (M = 12.95, SD = .89)    

Gender Male 275 74.1 

 Female 96 25.9 

Grade Level Grade 7 247 66.60 

 Grade 8 81 21.80 

 Grade 9 43 11.60 

 

2. Descriptive Statistics 

 Prior to conducting the path analysis, preliminary analyses were conducted. 

First, an outlier examination was conducted (Ghorbani, 2019). Among various outlier 

detection methods, the Mahalanobis distance was used in this data set. The 

Mahalanobis distance method was known for the ability to detect multivariate 

outliers and take accountability for correlations between variables that were not 

found in other methods, such as Euclidean distance (Ghorbani, 2019). Here, data that 

the preliminary analyses suggested a large Mahalanobis distance were removed from 

the data set (Ben-gal, 2005). A total of 34 participants was removed as multivariate 

outliers using the Mahalanobis distance for the four study variables.  
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The key study variables of bully victimization, depressive mood, self-

compassion, and resilience were analyzed for the normality of the data. According to 

Kim (2013), the formal normality tests such as the Shapiro-Wilk test and Kolmogorov-

Smirnov test were not suitable for sample sizes larger than 300 (Kim, 2013). However, 

the number of participants in this study was 371. Hence, the method of assessing 

normality assumptions with histograms, skewness, and kurtosis suitable for both large 

and small sample sizes was used (Kim, 2013). It was suggested that sample sizes 

larger than 300, absolute skewness value between -2 to 2, and absolute kurtosis 

values between -7 to 7 indicated normality (Kim, 2013). If the absolute skewness 

value and absolute kurtosis value are greater than these values, there was a 

likelihood of non-normality. In this study, all four variables met the assumptions of 

normality as the absolute skewness values were between -2 to 2 and the absolute 

kurtosis values were between -7 to 7. Therefore, non-normality was not found in the 

data obtained.  

The mean average, standard deviation, minimum, maximum, and possible 

range for bullying victimization, depressive mood, self-compassion, and resilience are 

shown below in table 7. The mean average score for these variables were 17.07 (SD 

= 5.83), 14.76 (SD = 7.59), 39.76 (SD = 6.57), and 52.42 (SD = 8.85), respectively.  

Table  7: Descriptive statistics of the study variables 

Variables M SD Min Max 
Possible 

Range 

Bullying 

victimization 
17.07  5.83 11 36 11-55 

Depressive mood 14.76  7.59 1 36 0-81 

Self-compassion 39.76  6.57 19 54 12-60 

Resilience 52.42  8.85 26 69 14-70 
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 The relationships between bullying victimization, depressive mood, self-

compassion, and resilience were analyzed using Pearson correlation. Table 8 

displayed the intercorrelation between each study variable with Cronbach’s alphas 

reported on the diagonal. A significant positive correlation was found between 

bullying victimization and depressive mood (r = .28, p < .01). In contrast, bullying 

victimization had a significant negative association with self-compassion (r = -.23, p < 

.01). There was a significant negative medium correlation between depressive mood 

and self-compassion (r = -.61, p < .01) as well as a negative medium association 

between depressive mood and resilience (r = -.46, p < .01). Self-compassion was 

positively correlated with resilience (r = .47, p < .01). However, there was no 

significant relationship between bullying victimization and resilience (r = -.01, p = 

0.82). 

Table  8: Correlations between study variables with Cronbach’s alpha reported in 
the diagonal 

Variables 1 2 3 4 

Bullying victimization  (.80)    

Depressive mood .28** (.87)   

Self-compassion -.23** -.61** (.63)  

Resilience  -.01 -.46** .47** (.85) 

**p<.01 

 

3. Path analysis model  

The SPSS Analysis Moment Structure (AMOS) version 22 was used to analyze 

and test the goodness-of-fit of the data with the hypothesized theoretical model, 

shown in Figure 2.  
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Figure  2: The Proposed theoretical model of depressive mood bullying victimization 
self-compassion, resilience, and depressive mood and resilience.  

 

 Path analysis was performed on the proposed theoretical model. According 

to Hooper, Coughlan, and Mullen (2008), multiple goodness-of-fit were used as 

indicators to determine whether the model fit was confirmed (as cited in Hooper, 

Coughlan, & Mullen, 2008). The most reported fit indices, as suggested by McDonald 

and Ho (2002), were Comparative Fit Index (CFI), Goodness of fit (GFI), Normed-Fit 

Index (NFI), and Non-Normed-Fit Index (NNFI) (Hooper, Coughlan & Mullen, 2008). 

However, it was noted that referring to the most used fit indices was not 

recommended on occasions when some of the statistics, namely the GFI, was 

problematic (Hooper et al., 2008). Hence, the researcher used the fit statistics in 

accordance with Hu and Bentler’s suggestion (1999) on a two-index presentation 

strategy which includes the SRMR together with Tucker Lewis index (TLI) and Root 

Mean Square Error of Approximation (RMSEA) (as cited in Hooper et al., 2008). In 

addition, Kline (2005) strongly suggested using the Chi-Square test, RMSEA, CFI, and 

SRMR (Hooper et al., 2008; Kline, 2015). Hence, the model fit statistics reported in 
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this study are model Chi-square (X2), TLI, RMSEA, CFI, and SRMR, along with p-value, a 

relative of X2/df. The recommended acceptable thresholds for each fit index are as 

following: the TLI values must be greater than .95, RMSEA values must be .06 or 

lower, CFI values must be greater than .95, SRMR must be lesser than .08, and the 

Chi-Square test must be insignificant (Hooper et al., 2008).  

However, the path analysis for the proposed theoretical model revealed that 

it does not fit past the thresholds for fit indices, X 2 (2, N=371) =49.43, p <.01. As 

shown in Table 9, the proposed theoretical model did not meet the thresholds as 

mentioned above of the fit indices (i.e., p <.01, CFI < .95, TLI < .95, SRMR > .08, 

SMSEA >.06) the Chi-Square test significant, and the CFI, TLI, SRMR, and SMSEA were 

not within the ranges recommended. Hence, the proposed theoretical model did not 

meet the acceptable thresholds for goodness-of-fit, suggesting that the model did 

not fit statistically. Therefore, a model modification was conducted.  

 

4. Model modification  

 A model modification was conducted. This entailed removing the path 

coefficient direct effect between bullying victimization and resilience and the 

addition of the path coefficient direct effect between self-compassion and resilience. 

Figure 3 displayed the modified model with the standardized indirect and direct 

effects.  
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Figure  3: Modified model with the indirect and direct effects and standardized path 
estimates of bullying victimization, self-compassion, and resilience on depressive 
mood 

Note: * p < .05, **p < .01 

Data analysis suggested that the modified model fit well with the data, X 2 (2, 

N=371) =2.42, p=.09. The Chi-Square test was insignificant, being within the 

acceptable thresholds for goodness-of-fit. In addition, as displayed in Table 9, other 

fix indices also met the thresholds mentioned by Hooper et al. (2005)  (i.e., TLI and 

CFI of beyond 0.95, RMSEA at .06, SRMR lesser than .08). Therefore, after the model 

modification, the goodness-of-fit indices met the recommended thresholds and 

suggested a good fit.  
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Table  9: Goodness-of-fit indices for mediation path models 1 and 2 of depressive 
mood 

  X2  df p X2/df CFI TLI SRMR RMSEA 
Model 1 98.86 2 .00 49.43 .70 .10 .16 .36 
Model 2  4.83 2 .09 2.42 .99 .97 .03 .06 

Note: threshold for goodness fit (p >.05, CFI > .95, TLI > .95, SRMR <.08, SMSEA <.06) 

A mediation analysis was performed using the bootstrap method to 

investigate the role of self-compassion and resilience as a mediator for bullying 

victimization and depressive mood. The standardized indirect effect of bullying 

victimization on depressive mood was found statistically significant [ β= .13, p = .006, 

S.E = .02, 95% C.I. (.09, .19)]. The result suggested that, together, self-compassion and 

resilience mediated the relationship between bullying victimization and depressive 

mood.  

As displayed in Table 10, there was a significant total effect, direct effect, and 

indirect effect for each exogenous variable. For depressive mood, the model 

indicated a direct significant positive effect from bullying victimization (β = .18, p = 

.008, S.E = .04) and direct significant negative effect from self-compassion (β = -.45, p 

= .005, S.E = .05), and resilience (β = -.25, p = .021, S.E = .05). There was also 

significant indirect effect on depressive mood from bullying victimization (β = .13, p = 

.006, S.E = .023) and self-compassion (β = -.12, p = .015, S.E = .026). For resilience, 

self-compassion had a significant direct effect (β = .47, p = .003, S.E = .04) and there 

was a significant indirect effect from bullying victimization (β = -.11, p = .006, S.E = 

0.19). For self-compassion, bullying victimization was a direct negative significant 

predictor (β = -.23, p = .012, S.E = .04). The explained variance in depressive mood, 

resilience and self-compassion was 44%, 22%, and 5% respectively. Overall, bullying 

victimization, self-compassion, and resilience explained 44% of the variance in 

depressive mood.  
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Table  10: Standardized direct, indirect, and total effect 

Path 
Direct 
effect 

Indirect 
effect 

Total 
effect 

R2 

To depressive mood from:     
  Bully Victimization  .18** .13** .31* .44 
  Self-compassion -.45** -.12* -.56**  
  Resilience  -.25* - -.25*  
To Resilience from:     
   Bully Victimization - -.11** -.11** .22 
   Self-compassion .47** - . 47**  
To Self-compassion from:     
   Bully Victimization -.23* - -.23* .05 
*p<.05,**p<.01 
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Chapter 5  

Discussion 

 

The present study was proposed to fill in the research gap regarding resilience 

and self-compassion as mediators between bullying victimization and depressive 

mood. Given past empirical studies that suggested bullying victimization could lead 

to adolescent depressive mood (Stapinski et al., 2015), understanding potential 

protective factors were beneficial. Furthermore, obtaining a path analysis model that 

helped illustrate the mediating roles of self-compassion and resilience in the 

relationship between bullying victimization and depressive mood in junior high 

school students should help clarify the roles and relationships of these potential 

protective factors.  

The theoretical model on the impact of bullying victimization on the 

depressive mood among Thai junior high school students with self-compassion and 

resilience as mediators was proposed and hypothesized to fit empirical data. The 

model was tested in 371 Thai junior high school students aged 12-16 years old. The 

participants’ mean age was 12.95 years, and they were predominantly males (i.e., 

74.1%). Participants voluntarily responded to a set of questionnaires, using either an 

online method (88.4%) or a paper-and-pencil method (11.6%). Data obtained were 

analyzed using a path analysis method on SPSS AMOS. The proposed theoretical 

model did not meet the assumption for the goodness-of-fit test; hence, a model 

modification was conducted. The modified model fit well with the data, X2 (2, 

N=371) =2.42, p=.09, and accounted for 44% of the variances in the depressive 

mood. Overall, despite a lack of the association between bully victimization and 

resilience, self-compassion and resilience together mediated the relationship 
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between bullying victimization and depressive mood. The effect that resilience had 

on depressive mood was through self-compassion.  

Further findings will be discussed in the relevance of the associations 

between 1) bullying victimization and depressive mood, 2) bullying victimization and 

depressive mood with self-compassion as a mediator, and 3) bullying victimization 

and depressive mood with resilience as a mediator. 

1. Bullying victimization and depressive mood 

 Findings from the current study of the association between bullying 

victimization and depressive mood are consistent with past empirical studies (Alba, 

Calvete, Wante, Van Beveren, & Braet, 2018; Ekasawin & Phothisut, 2017; Klomek et 

al., 2007). Results from path analyses also revealed a significant positive direct effect, 

indirect, and total effects of bullying victimization on depressive mood. In addition, 

participants reporting higher frequencies of being bullied by their peers were more 

likely to score higher in a depressive mood. The findings mentioned above could be 

drawn from Beck’s cognitive model of depression (1976).  

 The first explanation can be drawn from the cognitive triad component in the 

cognitive model of depression (Beck, 1979), which suggested that individuals’ 

negative views about themselves, the world, and the future (Beck, 1979) could lead 

to depression (Beck, 1979). Past studies suggest that the model is well applied to 

children and adolescents (Braet, Wante, Van Beveren, & Theuwis, 2015; Emam, 

Abdelrasheed, & Omara, 2019; Stark, Schmidt, & Joiner, 1996). In particular, the view 

of themselves and the future particularly significant in predicting depressive 

symptoms (Braet et al., 2015). In addition, as reported in past findings (Graham & 

Juvonen, 1998), bullying victimization has been associated with self-blamed, 

loneliness, and anxiety. These senses of inadequacies that these individuals 

experienced appear consistent with the negative self-views. These could lead to the 
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perception of themselves as unworthy and unlovable, which could escalate into self-

criticism and depression (Beck & Bredemeier, 2016). Similarly, past studies 

demonstrated that bullying victimization could lead individuals to develop negative 

views of the world; exposure to repeated victimization could lead to hopelessness 

(Bauman, Toomey, & Walker, 2013).  

 When encountering bullying victimization, some adolescents attribute the act 

to their own personal shortcomings (Graham, Bellmore, Nishina, & Juvonen, 2009). 

This could aggravate the sense of shame, given the threat of victimization to the 

individuals’ social status (Strøm, Aakvaag, Birkeland, Felix, & Thoresen, 2018). 

Furthermore, with the victimization, some of the adolescents reportedly view 

themselves as unworthy of love and could not be kind to themselves (Jiang et al., 

2016; Huiping Zhang, Chi, Long, & Ren, 2019). Subsequently, these negatives viewed 

on self from bullying victimization experiences could potentially explain the increase 

in depressive mood (Braet et al., 2015). As such, this second worldview could leave 

those experiencing the victimization to increase the hopelessness and aggravate 

vulnerability to depressed mood.  

 Secondly, bullying victimization can intimidate the security of attachment 

relationships and activated maladaptive schema, particularly those relevant to 

negative relationship-related beliefs and the sense of peer rejection (Alba et al., 

2018; Calvete, Fernández-González, González-Cabrera, & Gámez-Guadix, 2018). As 

proposed by Beck (1976), the schema is the perpetuating factor of depression. Such 

factor contributes to the maintenance of pain-inducing and self-defeating attitudes 

even though individuals experience other positive aspects in their life (as cited in 

Beck, 1979). Consisting of dysfunctional beliefs about oneself, interaction with others, 

and the world (Alba et al., 2018), schemas become activated when an individual 

encounters stressors consistent with their schematic beliefs and, in turn, also impact 
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the information processing progress (Beck & Bredemeier, 2016). With increased 

exposure to bullying victimization, the degree to which individuals develop their 

negative schema is likely to increase. Being automatic (Beck, 1979), maladaptive 

schemas could lead to increased negative biases that the individuals have toward 

their social relationship and the degree to which they will experience negative views 

toward their social relationship and depressive mood (Alba et al., 2018; Calvete et 

al., 2018).   

 The current findings are in line with past findings that students reporting being 

bullied by peers are twice more likely to be screened positive for depression when 

compared with those with no such reports (Williams, Langhinrichsen-Rohling, 

Wornell, & Finnegan, 2017). In addition, previous findings indicated that both 

traditional bullying victimization (i.e., physical, verbal, and relational) and 

cyberbullying victimization were positively associated with depressive symptoms, 

which could escalate into suicidal ideations in adolescents (Strohacker, Wright, & 

Watts, 2019). Past experiences of bullying victimization could predict depressive and 

anxiety symptoms in young adults (J. Lee, 2021).  

2. Bullying victimization and depressive mood with self-compassion as a 

mediator 

 The overall result indicated that bullying victimization was positively 

associated with depressive mood through self-compassion. It was suggesting that self-

compassion mediated the relationship between the two variables. This indicated that 

students with a high level of self-compassion when facing bullying victimization are 

less likely to be reported with depressive symptoms.  

 The characteristics of self-compassion could explain the mediating role of 

self-compassion in the association between bullying victimization and depression. 

With its three components (i.e., self-kindness, common humanity, and mindfulness), 
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adolescents who reported higher self-compassion are more likely to take a more 

balanced approach in perceiving the bullying victimization experiences, become 

kinder to themselves after the experience, and successfully avoiding maladaptive 

coping behavior such as self-injury (Jiang et al., 2016). The characteristics of each 

component of self-compassion appeared to contribute to these benefits. 

 Neff (2003) proposed that the first component of self-compassion is self-

kindness is beneficial for well-being (as cited in Neff & Davidson, 2016). Such 

characteristic helps prevent the use of a maladaptive coping method such as self-

criticism, self-shaming, self-injury or self-blaming reports in various studies in 

relevance to those experiencing bully victimization (Graham & Juvonen, 1998; 

Greene, Britton, & Fitts, 2014; Jiang et al., 2016; Huiping Zhang et al., 2019). 

Consequently, the nature of self-compassion could act as a protective factor against 

self-judgment and comfort self during difficulties. Studies have suggested a negative 

association between self-criticism and self-compassion (Huaiyu Zhang et al., 2019). In 

addition, a study found that self-compassion mediated the relationship between self-

criticism and depression, indicating that self-compassion can reduce the negative 

impact self-criticism have on depression (Huaiyu Zhang et al., 2019). This can be 

explained that being kind to oneself during difficulties could potentially reduce the 

opposing views on oneself, such as self-blame, shame, and self-criticism. Henceforth, 

the impact of bullying victimization on depressive mood could be reduced with a 

higher self-compassion level. 

 The role that self-compassion mediates the association between bullying 

victimization and depression could be viewed from its second component, common 

humanity (Neff & Davidson, 2016). Past empirical research had suggested that bullying 

victimization could lead to a sense of loneliness and social alienation, which could, 

in turn, result in a depressive mood (Andreou, Didaskalou, & Vlachou, 2015; Cao et 
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al., 2020; Olenik-Shemesh, Heiman, & Eden, 2012; Rudolph et al., 2014). Under those 

circumstances, individuals with high self-compassion could benefit from the sense of 

common humanity to reduce isolation (Leary, Tate, Adams, Batts Allen, & Hancock, 

2007). It was explained that adolescents with a higher level of self-compassion are 

more likely to perceive bullying victimization as a commonly shared experience and 

treated themselves with more kindness (Q.-Q. Liu, Yang, Hu, & Zhang, 2020). 

 Lastly, the third component of self-compassion or mindfulness is likely to 

mediate the association between bullying victimization and depression. The act of 

being present without avoiding the experiences, mindfulness has been reported to 

help individuals gain a more balanced perspective on their situations (Neff & 

Davidson, 2016). Most importantly, self-compassion has been shown to reduce 

rumination, which plays a mediating and moderating role in the relationships 

between bullying victimization and depressive symptoms (Chu, Fan, Liu, & Zhou, 

2019; Feinstein, Bhatia, & Davila, 2014; Mathieson, Klimes-Dougan, & Crick, 2014). With 

its mindfulness component, self-compassion should help vulnerable individuals 

reduce ruminate and overwhelmed moods and negative experiences (Odou & 

Brinker, 2014).  

 The current result was consistent with the past studies, which suggested that, 

when examined together, the positive association between bullying victimization and 

depression could be explained by self-compassion (Huiping Zhang et al., 2019; 

Huiping Zhang & Wang, 2019). Furthermore, relevant studies reported similar results 

where self-compassion helps mediate the relationships between bully victimization 

and psychological maladjustment (Játiva & Cerezo, 2014) and non-suicidal self-injury 

(Jiang et al., 2016). Overall, these studies suggest that the association between 

bullying victimization and depression becomes weakened when the individuals 

experience a higher level of self-compassion.  
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3. Bullying victimization and depressive mood with resilience as a mediator  

 The result indicated that bullying victimization was positively associated with 

depressive mood through indirect resilience role. Suggesting that resilience mediated 

the relationship between the two variables indirectly through self-compassion. 

Overall, indicating that students with a high level of resilience when facing 

victimization are less likely to be reported with depressive symptoms.  

 Past findings regarding the relationships between bullying victimization and 

resilience remain inconsistent. Findings from the present study result were 

inconsistent with some past findings of direct associations between bullying 

victimization and resilience (Baldry & Farrington, 2005; McVie, 2014; Sapouna & 

Wolke, 2013). However, it is worth noting that, when it was reported, such 

associations were relatively weak (Andreou, Roussi‐Vergou, Didaskalou, & Skrzypiec, 

2020; Hinduja & Patchin, 2017; Villora, Larrañaga, Yubero, Alfaro, & Navarro, 2020). 

Based on the current findings, the associations shown here occurred through self-

compassion. The current results align with past reports of no relationships between 

bullying victimization and resilience (Narayanan & Betts, 2014) and mental health 

issues (Andreou et al., 2020; Narayanan & Betts, 2014).  

 That inconsistencies remain in the complex relationships between resilience 

and bullying victimization can be viewed in relation to differences in definition and 

methodological aspects among relevant studies (Sapouna & Wolke, 2013). Moreover, 

the association between resilience and bullying victimization was generally 

investigated indirectly through variables such as self-esteem, family support, and 

social connection (Malecki et al., 2008; Sapouna & Wolke, 2013). The relationship 

between resilience and self-compassion is generally not included in these 

investigations. Hence, the association was investigated in a different context than the 

current one, where self-compassion was examined concurrently, and resilience was 
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found to indirectly affect the relationship between bullying victimization and 

depressive mood via self-compassion.  

 Still, the current findings lend support, to some degree, past studies which 

reported the mediating role, albeit indirect, of resilience in the relationships between 

bullying victimization and depressive symptoms (Maidaniuc-Chirila, 2015; Zhou et al., 

2017). As previously mentioned, the role occurred through self-compassion. These 

findings resonated with past reports of a positive association between resilience and 

self-compassion in adolescents (Bluth, Mullarkey, & Lathren, 2018). Indeed, resilience 

was posited to be promoted by self-compassion (Nery-Hurwit, Yun, & Ebbeck, 2018; 

Trompetter, de Kleine, & Bohlmeijer, 2017). With mindfulness and common 

humanity, the individuals are less likely to be consumed by their negative emotions 

but become better equip during difficult situations (Nery-Hurwit et al., 2018), 

including bullying victimization. 

 Past empirical research indicated that the components of self-compassion 

facilitated resilience during adversities. For example, albeit with different sample 

characteristics, research on the individual under challenging situations such as breast 

cancer and epilepsy reported self-compassion contributed to resilience (Alizadeh, 

Khanahmadi, Vedadhir, & Barjasteh, 2018; Baker, Caswell, & Eccles, 2019). 

Furthermore, those kinder to themselves and reported less self-judgment were 

found with a higher level of resilience (Alizadeh et al., 2018; Baker et al., 2019). 

Additionally, mindfulness in self-compassion in past empirical studies was associated 

with promoting resilience (Bajaj & Pande, 2016; Zhou et al., 2017). Furthermore, 

studies had suggested that the relationship between bullying victimization and 

depressive symptoms was mediated by resilience with mindfulness as a moderator 

(Zhou et al., 2017). Hence, providing information that mindfulness could lead to a 

higher level of resilience (Bajaj & Pande, 2016). 
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 The association between self-compassion and resilience was demonstrated 

empirically in an intervention program. The 3-week self-compassion group 

intervention and 8-week mindfulness self-compassion course were shown to 

successfully enhance the participants' resilience and well-being (Bluth & Eisenlohr-

Moul, 2017; Smeets et al., 2014). The mechanism behind the relationship was 

explained that awareness and acceptance components in mindfulness potentially 

promoted the development of resilience (Bajaj & Pande, 2016). Individuals with high 

mindfulness levels could maintain a balanced attitude and worldview towards 

difficult circumstances and foster resilience (Bajaj & Pande, 2016). Therefore, past 

empirical studies suggested that there was a positive association between self-

compassion and resilience. Moreover, self-compassion could enhance resilience. The 

association could potentially explain how bullying victimization and the depressive 

mood were mediated by resilience through self-compassion.  

One key component of resilience, the perception of social support, which is 

particularly beneficial for adolescents experiencing bullying victimization (Malecki et 

al., 2008; Pouwelse et al., 2011), should be considered as another potential 

explanation for decreasing depressive mood. Social support was associated with 

lower depression in the adolescent who was facing bullying victimization (Sapouna & 

Wolke, 2013). A study found that maternal and sibling warmth plays essential roles in 

reducing stress and effective coping mechanisms for bullied children  (Bowes et al., 

2010). Additionally, a good relationship between children and parents could result in 

parents’ involvement in guiding children on coping with bullying victimization (Bowes 

et al., 2010). Another study found that facilitate parenting, peer acceptance, and the 

child’s friendliness play crucial roles in depression over time (Healy & Sanders, 2018). 

It was found that facilitating parents with warmth and supporting good peer 

relationships predicted lower depression over time (Healy & Sanders, 2018). Overall, 
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it was suggested that perception of social support, a component of resilience, 

contributed to reducing depressive mood.   

 Another component of resilience that could contribute to lower depression 

was internalizing strength (Grotberg, 1995), such as self-esteem. Studies have found 

that despite being bullied by peers, students with high self-esteem reported lower 

depression when comparing with those with less self-esteem (Sapouna & Wolke, 

2013). Overall, suggesting that components of resilience do act as a mediating role 

for bullying victimization on depressive mood.  

Limitations  

Similar to other studies, cautions should be exercised in viewing the current 

findings. One of the limitations was related to participants’ characteristics. The 

majority of the participants were predominantly males (i.e., 74.1%). Based on past 

reports, gender role could potentially influence the association between bullying 

victimization and depression (Klomek et al., 2007). Thus, the findings in the current 

study could be limited in generalization.  

Secondly, the present study relied on cross-sectional data, and a conclusion 

could not be drawn from the results. Additionally, data collection occurred during 

the pandemic COVID-19; this could impact the circumstances of the participants’ 

social interactions, relationships, and thus experiences of bully victimization. The 

subsequent lockdown and school closure due to the pandemic could impact the 

participants’ well-being and moods (Duan et al., 2020; Y. Liu et al., 2021). 

Furthermore, it is feasible that cyberbullying could be a more common occurrence 

than other types of bullying during the lockdown. However, the revised OBVQ 

questionnaire for bullying victimization focuses on face-to-face bullying (i.e., physical, 

verbal, and relational) more than cyberbullying. Hence, it is not feasible to rule out 

that this circumstantial factor could interfere with the current findings. 
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Future directions and Implications 

 Future studies could address the limitations of the current study by 

considering gender proportion during the data collection process and replicate 

similar processes during a non-pandemic situation. Additionally, the findings that 

resilience mediates the association of bullying victimization and depressive mood 

through self-compassion help pave the way for further investigation of relevant 

constructs. Mechanisms in which the relevant concepts (e.g., schema and information 

that could explain the association between bullying victimization and depressive 

mood, social support and internalizing strengths inherent in resilience) could be 

further investigated in future studies.  

 The current findings highlight the importance of self-compassion. The 

construct is first instrumental in directly reducing the negative impact of bullying 

victimization on depressive mood. Secondly, the indirect effect on depressive mood 

via resilience was evident. The three components of self-compassion allow feelings 

of self-acceptance and self-kindness which should lead to less self-criticism and self-

judgment (Neff & McGehee, 2010). Hence, therapeutic planning, self-compassion 

should not be overlooked.  

Self-compassion-related intervention program has been shown to effectively 

reduce depression mood (Neff & Germer, 2013; Wilson et al., 2019). Studies have 

shown that individuals who are more kind to themselves during adversities have a 

higher level of resilience and showed fewer symptoms of anxiety and depression 

(Alizadeh et al., 2018). As such, intervention promoting self-compassion, such as 

writing about a difficult situation in a self-compassionate way, could be beneficial 

(Odou & Brinker, 2014). Furthermore, writing in a self-compassionate attitude allows 

the individual to acknowledge it is a commonly shared experience, and the process 

promoted mindfulness as well (Odou & Brinker, 2014). Hence, intervention such as 
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writing or group program that allows the individual to be kind to themselves, 

acknowledge common shared experienced, and promoted mindfulness could be 

beneficial in increasing resilience in adolescents, which could reduce the negative 

impact on bullying victimization on adolescents adolescent psychological well-being. 

However, these interventions are yet to involve adolescents bullying victimization 

and are still understudy directly. Therefore, potentially future studies could examine 

and apply relevant intervention for adolescents bullied by their peers.  

Conclusion  

In conclusion, the present study objective was to explore and tested the 

proposed theoretical model for the impact of bullying victimization on depressive 

mood with self-compassion and resilience as mediators among Thai junior high 

school students. The study's result partially consisted of past empirical studies 

suggesting that self-compassion and resilience together mediated the relationship 

between bullying victimization and depressive mood. Therefore, self-compassion and 

resilience together could potentially act as protective factors against the negative 

impact bullying victimization has on depressive mood. Therefore, a future 

intervention targeting to increase self-compassion and resilience, particularly the 

former, could benefit adolescents.  
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Table  11: The Revised Olweus Bully/Victim Questionnaire and its psychometric 
properties 
 

Items 
Pilot study 1 (n = 70) The study (n = 371) 

Discrimination CITC Discrimination CITC 

1 ✓ .545 ✓ .619 
2 ✓ .726 ✓ .551 
3 ✓ .545 ✓ .396 
4 ✓ .617 ✓ .417 
5 ✓ .432 ✓ .429 
6 ✓ .353 ✓ .413 
7 ✓ .653 ✓ .449 
8 ✓ .588 ✓ .521 
9 ✓ .667 ✓ .372 
10 ✓ .699 ✓ .492 
11 ✓ .396 ✓ .433 

𝛼  .87  .80 
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Table  12: Self-compassion Scale Short Form and its psychometric properties 
 

Items 
Pilot study 1 (n = 70) Pilot study 2 (n = 110) The study (n = 371) 
Discrimination CITC Discrimination CITC Discrimination CITC 

1 ✓ .352 ✓ .490 ✓ .280 
2  -.186 ✓ .160 ✓ -.053 
3 ✓ .515 ✓ .316 ✓ .336 
4 ✓ .442 ✓ .306 ✓ .266 
5 ✓ .508 ✓ .520 ✓ .300 
6 ✓ .440 ✓ .422 ✓ .236 
7 ✓ .255 ✓ .427 ✓ .241 
8 ✓ .641 ✓ .193 ✓ .485 
9 ✓ .636 ✓ .170 ✓ .467 
10  -.031 ✓ .586 ✓ .119 
11 ✓ .188 ✓ .638 ✓ .386 
12 ✓ .457 ✓ .396 ✓ .258 

𝛼  .72  .75  .63 
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Table  13: State Resilience Scale and its psychometric properties 
 

Items 
Pilot study 1 (n = 70 ) Pilot study 2 (n = 110) The study (n = 371) 
Discrimination CITC Discrimination CITC Discrimination CITC 

1 ✓ .296 ✓ .283 ✓ .183 
2 ✓ .440 ✓ .471 ✓ .486 
3 ✓ .252 ✓ .268 ✓ .561 
4 ✓ .515 ✓ .716 ✓ .574 
5  .055 ✓ .322 ✓ .499 
6 ✓ .636 ✓ .591 ✓ .581 
7 ✓ .572 ✓ .574 ✓ .549 
8 ✓ .431 ✓ .373 ✓ .600 
9 ✓ .667 ✓ .566 ✓ .562 
10 ✓ .453 ✓ .425 ✓ .531 
11 ✓ .518 ✓ .513 ✓ .533 
12 ✓ .694 ✓ .602 ✓ .540 
13 ✓ .379 ✓ .443 ✓ .487 
14 ✓ .316 ✓ .290 ✓ .408 

𝛼  .81  .83  .85 
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Table  14: The Children’s Depression Inventory and its psychometric properties 

Items 
Pilot study 1 (n = 70) Pilot study 2 (n = 110) The study (n = 371) 

Discrimination CITC Discrimination CITC Discrimination CITC 
1 ✓ .686 ✓ .644 ✓ .550 
2 ✓ .574 ✓ .489 ✓ .345 
3 ✓ .717 ✓ .575 ✓ .488 
4 ✓ .406 ✓ .600 ✓ .452 
5 ✓ .481 ✓ .519 ✓ .357 
6 ✓ .472 ✓ .507 ✓ .459 
7 ✓ .663 ✓ .633 ✓ .610 
8 ✓ .441 ✓ .527 ✓ .231 
9 ✓ .468 ✓ .658 ✓ .501 
10 ✓ .588 ✓ .668 ✓ .352 
11 ✓ .621 ✓ .552 ✓ .518 
12 ✓ .321 ✓ .406 ✓ .419 
13 ✓ .285 ✓ .348 ✓ .345 
14 ✓ .416 ✓ .591 ✓ .376 
15 ✓ .237 ✓ .529 ✓ .276 
16 ✓ .366 ✓ .588 ✓ .405 
17 ✓ .620 ✓ .648 ✓ .519 
18 ✓ .463 ✓ .418 ✓ .360 
19 ✓ .427 ✓ .321 ✓ .325 
20 ✓ .553 ✓ .534 ✓ .514 
21 ✓ .296 ✓ .368 ✓ .424 
22 ✓ .362 ✓ .389 ✓ .374 
23 ✓ .203 ✓ .426 ✓ .375 
24 ✓ .517 ✓ .592 ✓ .436 
25 ✓ .507 ✓ .571 ✓ .479 
26 ✓ .245 ✓ .135 ✓ .302 
27 ✓ .686 ✓ .283 ✓ .429 

𝛼  .89  .91  .87 
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The Revised Olweus Bully/Victim Questionnaire 
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Self-compassion Scale Short Form (SCS-SF)  
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State Resilience Scale (SRC)  
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Children’s Depression Inventory (CDI) 
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