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Abstract
This study aimed to (i) explore the association between perceptions of negative social relationships in childhood with sig-
nificant others, including peers, guardians and teachers, symptoms of depression and OCD, and suicide behaviors, and (ii) 
examine whether depression and OCD severity meditated the association between these perceptions and suicide experiences. 
In total, 783 individuals from the community were invited to complete self-report measures. There were strong associations 
between perceptions of adverse social relationships in childhood, severity of depression and OCD, and suicide behaviors. 
Furthermore, depression and OCD partially mediated the association between perceptions of adverse social relationships, 
especially with peers, and suicide behaviors. These results provide strong evidence for the importance of developing clini-
cal interventions that directly target negative experiences of social relationships in childhood, and for raising public and 
scientific awareness that everyday adverse social interactions with significant others can impact negatively on mental health 
including suicide behaviors.
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Introduction

Childhood maltreatment is broadly defined as the use of 
violent behaviors targeted at children and adolescents up 
until the age 18 [1]. There are five major forms of child-
hood maltreatment, namely, sexual, physical, and emotional 
abuse, and physical and emotional neglect. Within the extant 
literature, it is well established that there is a strong associa-
tion between experiences of childhood abuse and/or neglect, 
and the development and maintenance of both physical and 
mental health problems which can have long-lasting conse-
quences [2, 3]. In particular, experiences of different forms 

of childhood maltreatment can affect neurological, emo-
tional, and psychosocial functioning. Examples include dif-
ficulties with working memory [4]; having heart problems 
[5]; and having an increased probability of engaging in risk 
taking behaviors. Such behaviors may result in contracting 
sexually transmitted infections, smoking tobacco, and exces-
sive use of legal and illegal substances [6–8]. The mental 
health consequences of childhood maltreatment include 
experiencing depressed mood states which can be severe [9]; 
having a range of anxiety related mental health problems, for 
example, social phobia, obsessive-compulsive disorder, and 
post-traumatic stress disorder [10]; and experiencing suicide 
thoughts and behaviors [11].

Of note, leading contemporary psychological theories of 
suicide thoughts and behaviors have highlighted that prob-
lems with social relationships, such as perceptions of not 
belonging to communities or networks [12] and appraisals 
of social isolation, may be key components in the path-
ways leading to suicide thoughts, acts and deaths [12–14]. 
Although death by suicide is complicated, it is often prevent-
able [15]. Yet, globally, suicide fatalities account for one 
death every 40 s [16]. Experiencing abuse and/or neglect 
as a child is a high-risk factor for suicide thoughts and 
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behaviors later in life [17–19], even though the exact mech-
anisms remain under-studied. Experiences of childhood 
maltreatment, particularly within social relationships may 
be particularly salient, and can occur in different contexts, 
for example, from family members, peers, care givers and 
schools [11, 20, 21]. Furthermore, childhood maltreatment 
may be experienced on a continuum from less severe to more 
severe [22].

At the most severe end of this type of continuum, children 
may have been subjected to extreme physical, emotional and 
sexual abuse, all of which often co-occur and interact [23]. 
Childhood maltreatment and abuse may also be experienced 
in a less severe form which is, nevertheless, potentially 
highly damaging to mental health. For example, maltreat-
ment within myriad social contexts can be characterized 
by negative social interactions with one or more significant 
others, namely, peers, guardians and/or teachers [24]. These 
types of unpleasant and negative social relationships include 
experiencing unsupportive social interactions emotionally 
and physically [25]; being bullied in both face-to-face and 
on-line communities [26]; dealing with frequent pejorative 
and/or criticizing comments from friends, guardians, and 
family members [27, 28]; being belittled [29]; and feeling 
unfairly treated by significant others [30].

Negative social relationships are common, with nearly 
one out of five schoolchildren reporting experiences of being 
either bullied or cyberbullied, and feeling unsupported by 
their parents, guardians and/or teachers [31, 32]. However, 
to date there is scant evidence examining the impact of nega-
tive social relationships experienced as a child with peers 
[33, 34], guardians [35], and teachers [36] on psychologi-
cal well-being, and suicide thoughts and behaviors experi-
enced in adulthood. Hence, the first aim of the current study 
was to redress this gap. In particular and in accord with 
the extant literature, we sought to examine the frequency of 
the perceptions of adverse social relationships in childhood 
with significant others and their association with common 
mental health problems, including depression [37] and sui-
cide thoughts and behaviors [17, 18]. We also extended this 
association to include symptoms of obsessive-compulsive 
disorder for two main reasons. First, OCD is a very prevalent 
mental health problem, with an estimated lifetime preva-
lence of between 2.3 to 13% in European countries and the 
Unites States of America [38, 39]. Second, although cur-
rent evidence suggests a strong relationship between adverse 
events in childhood and obsessive-compulsive behaviors [40, 
41], this association has received mixed support within the 
extant literature [42]. Therefore, we aimed at redressing this 
important research gap.

It is plausible that certain types of adverse social relation-
ships may be more distressing and more strongly linked with 
mental health problems experienced in adulthood than oth-
ers, in particular suicide ideation and behaviors. Although 

previous research has suggested that adverse experiences 
from peers are more strongly associated with symptoms of 
depression and OCD, followed by adverse experiences from 
guardians and teachers [24, 32], these findings need to be 
extended within different types of social contexts. Notably, 
no prior research has fully examined the differential impact 
of perceptions of different types of negative social relation-
ships formed during childhood on suicide thoughts and 
behaviors experienced as an adult. Specifically, we were 
interested in the relationships between perceptions of social 
interactions with (i) peers, (ii) guardians and (iii) teachers, 
and suicide thoughts and behaviors. Therefore, this formed 
the second aim of the current study.

Finally, although there is strong evidence that depression 
is related to suicide thoughts and behaviors [43], the evi-
dence that anxiety and obsessive-compulsive disorders is 
associated with suicide thoughts and behaviors is, currently, 
under-researched [44]. Whilst it must be acknowledged that 
anxiety and obsessive-compulsive disorders are complex 
and multi-faceted, recent meta-analytic reviews found that 
both body-dysmorphic disorder [45] and obsessive-compul-
sive disorder [46] were associated with heightened suicide 
thoughts and behaviors. Hence, obsessive-compulsive dis-
order may be an important precursor to suicide thoughts 
and behaviors in those who have experienced childhood 
maltreatment because there is evidence which indicates that 
experiences of childhood abuse may contribute to the devel-
opment of obsessive-compulsive, and related, mental health 
problems [47, 48]. Indeed, one study conducted in Northern 
Ireland found that any anxiety disorder, including obses-
sive-compulsive disorder, partially mediated the association 
between adverse childhood experiences, such as family vio-
lence, conflict, and sexual abuse, and suicide thoughts and 
behaviors [49]. It is, clearly, important to examine pathways 
to suicide thoughts and behaviors from adverse social events 
in childhood which are mediated by obsessive-compulsive 
related problems. Therefore, as adverse social events are 
frequently experienced during day-to-day interactions with 
significant others [31], the third aim of this study was to 
investigate the extent to which a range of perceptions of 
negative social relationships of differing levels of severity 
experienced during childhood predicted suicide thoughts 
and behaviors in adulthood both directly and indirectly via 
depressed mood states and OCD.

There were three key predictions. First, that self-reported 
experiences of childhood negative or adverse social events 
would be associated with mental health problems, in par-
ticular, depression, OCD and suicide thoughts and behaviors 
in adulthood.

The second prediction was related to the first which was 
that perceptions of negative social experiences in child-
hood from peers would be a stronger predictor of mental 
health problems in adulthood than perceptions of negative 
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experiences from guardians and teachers. This prediction 
was based on current evidence suggesting that individu-
als who were both bullied by their peers and maltreated 
by adults in childhood were not more adversely affected in 
adulthood than those who were bullied by peers alone [50].

The third prediction was that symptoms of both depres-
sion and OCD would mediate any associations between per-
ceptions of adverse childhood social experiences and suicide 
thoughts and behaviors in adulthood.

Method

Participants

A total of 783 adults over 18 years old took part in the study 
(93% participation rate). Participants’ mean age was 33.02 
(SD = 11.06, range: 18–73), and 31.2% of the sample were 
male. Most of the participants were born (79.2%) or resided 
(89.8%) within the United Kingdom, whereas fewer partici-
pants were either born (20.8%) or resided (10.2%) in Euro-
pean countries or in the United States of America (U.S.A.). 
Employed participants comprised 69.7% of the sample; 
university students comprised 19.0% of the sample; and 
11.2% were unemployed at the time of data collection. With 
regard to education, 88.3% of the total sample had a univer-
sity education, whereas 11.2% had secondary education and 
0.5% had not received any education. More than half of the 
participants (59.9%) reported a monthly household income 
that ranged between 500 and 2000 British pounds (which 
indicated a low or middle socioeconomic class), whereas 
the rest, i.e., 40.1% reported a monthly income higher than 
2000 British pounds (indicating a middle to high socioeco-
nomic class) [51]. Participants were recruited from the Uni-
versity of South Wales (via on-campus recruitment forums 
and through email), from the larger community within the 
United Kingdom (UK) by visiting local businesses (e.g., 
coffee places), and on-line through social media platforms, 
including Facebook, Twitter, and Instagram. Participation 
was voluntarily and anonymous. Participants had to be i) 
fluent in English and ii) over 18 years old to take part in the 
study. No other exclusion criteria were applied. The study 
was prepared in accord with the guidelines by the British 
Psychological Association and was approved by the ethics 
committee of the University of South Wales before com-
mencement (Ref number: 1.905.172.1).

Design

A cross-sectional design was used. This means that all 
assessments were completed only once by all participants. 
The predictor variables were symptoms of depression and 
OCD, and self-reported perceptions of social adverse events 

experienced during childhood. Furthermore, the measure 
that assessed perceptions of adverse social experiences in 
childhood was broken down into sub-scales and formed 
three predictor variables of negative social relationships 
with i. peers, ii. guardians and iii. teachers. Suicide ideation 
and behaviors were the outcome variable. In the mediational 
analyses, depression and OCD scores were used as parallel 
mediators. Age and gender were used as control variables 
based on current evidence suggesting that (i) older partici-
pants were more adversely affected by negative childhood 
experiences [17] and (ii) males reported more adverse social 
experiences than females [24].

Measures

Centre for Epidemiologic Studies Depression Scale (CES‑D) 
[52]

This is a 20-item self-report questionnaire that assesses 
the severity of depressive symptoms during the past week. 
Examples include “I felt depressed”, “I had crying spells”, 
and “I felt sad”. The measure uses a 4-point scale which 
range from 1 = rarely to 4 = most of the time. The over-
all scale has been found to have very good psychometric 
properties, with the Cronbach’s alpha index being as high as 
0.95. The alpha coefficient for the current sample was 0.95.

Obsessive‑Compulsive Inventory Revised (OCI‑R) [53]

This is an 18-item self-report scale that evaluates the OCD 
symptom clusters that have been found to be present in those 
individuals experiencing obsessive-compulsive disorder. 
These symptoms are grouped around six sub-categories, 
namely, washing (e.g., “I wash my hands more often and 
longer than necessary”), checking (e.g., “I check things 
more often than necessary”), orderliness (e.g., “I get upset 
if objects are not arranged properly”), hoarding (e.g., “I have 
saved up so many things that they get in the way”), neu-
tralizing (e.g., “I feel compelled to count while I am doing 
things”) and obsessions (e.g., “I am upset by unpleasant 
thoughts that come into my mind against my will”). The 
measure utilizes a 5-point scale to rate responses, which 
range from 1 = never to 5 = very much. The OCI-R has 
been found to be a reliable tool for measuring symptoms of 
obsessive-compulsive disorder, with the Cronbach’s alpha 
index reported to be 0.89 for the overall scale. The alpha 
coefficient for the current sample was 0.90.

Suicidal Behaviors Questionnaire Revised (SBQ‑R) [54]

This is a 4-item self-report questionnaire that measures 
levels of lifetime suicidality (item 1; e.g., “Have you ever 
thought about or attempted to kill yourself ?”), frequency 
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of suicide ideation in the past year (item 2; e.g., “How often 
have you thought about killing yourself in the past year ?”), 
communication of the intention to die by suicide (item 3; 
e.g., “Have you ever told someone that you were going to 
commit suicide, or that you might do it ?”), and the likeli-
hood of death by suicide in the future (item 4; e.g., “How 
likely is it that you will attempt suicide someday?”). Osman 
et al. (2001) reported Cronbach’s alpha indices of 0.76 and 
0.88 in non-clinical and clinical samples respectively. The 
alpha coefficient for the current sample was 0.87.

History of Social Punishment (HoSP) [40]

This is a 11-item self-report scale that assesses an individ-
ual’s perceived history of adverse social interactions during 
childhood with peers (“I have been bullied by my peers”), 
guardians, (“My parents could often be quite bossy”) and 
teachers (“My teachers usually underestimated me”). The 
HoSP employs a 5-point scale that ranges between 1 = never 
to 5 = very much. The HoSP was found to have very good to 
excellent convergent and divergent validity, test–retest reli-
ability and internal consistency [24, 40]. To further examine 
the factor-structure of the newly developed English version 
of the HoSP, we conducted a series of confirmatory factor 
analyses based on the data of the current sample. We found 
that the 11-item three-factor solution [x2(41) = 114.39, p 
< 0.001; CFI = 0.97; TLI = 0.96; RMSEA = 0.05; SRMR 
= 0.04], demonstrated a very good model fit. The alpha 
coefficient was 0.86 for the overall scale; 0.81 for the peer 
sub-scale, which comprised 4 items; 0.87 for the guardian 
sub-scale scale comprising 4 items; and 0.77 for the teacher 
sub-scale, which comprised 3 items.

Procedure

Prospective participants were asked to complete the assess-
ments for the study. After reading the Participation Infor-
mation Sheet, they signed the consent form and were sub-
sequently requested to provide their e-mail addresses to 
facilitate the logistics of future study participation if desir-
able. All data were collected online via the JISC Survey® 
platform and the order of the assessments was randomized. 
Participants were also requested to provide information 
about demographic characteristics, including, age, gender, 
occupation, and socio-economic status. All participants 
were fully debriefed regarding the full purposes of the study 
and were also provided with mental health resources that 
included contact details for Suicide Helplines (e.g., Samari-
tans, Hopeline UK, Calm), and the general emergency phone 
number for the UK (999 or 111). Furthermore, participants 
were advised to contact these services if they felt distressed 
about their participation in the study. None of the partici-
pants received money or other incentives and were debriefed 

at the end of their participation regarding the objectives of 
the study.

Data Analyses Strategy

All statistical analyses were conducted using Stata 15® 
(StataCorp LP, USA). First, all the variables to be ana-
lyzed were tested for univariate normality using the mvtest 
normality command. If the data was not normally distrib-
uted, to examine the relationship between the overall per-
ceptions of adverse social relationships in childhood, the 
perceptions of adverse social events as experienced from 
peers, guardians, and teachers, the symptoms of depres-
sion, OCD, and suicide thoughts and behaviors, we used 
Spearman correlation coefficients. Conversely, if the 
data was normally distributed we used Pearson’s Prod-
uct Moment correlation coefficients to evaluate associa-
tions between key variables. To examine the frequency of 
perceptions of different adverse social experiences in our 
sample, we calculated the percentages of these experiences 
based on the participants’ scores on each individual item 
of the HoSP scale. To examine differences between the 
correlation coefficients, we calculated Fisher’s z scores 
[55]. We conducted two hierarchical regression analy-
ses with 5,000 bootstrapped iterations, which corrects 
biased standard errors, to test whether social adversities 
were associated with suicide ideation and behaviors after 
accounting for age, gender, depression and OCD. In the 
first regression model, age and gender was entered into 
step 1, symptoms of OCD and depression were entered 
into step 2, and overall perceptions of social adversities 
were entered into step 3. In the second regression model, 
the variables entered into steps 1 and 2 were the same as 
for model 1, but the components of social adversities i.e., 
adversity from (i) peers, (ii) guardians, and (iii) teachers 
were entered into step 3. To identify whether perceptions 
of adverse social events as experienced in childhood con-
tributed to pathways to suicide thoughts/behaviors directly, 
indirectly via symptoms of depression and OCD, and/or 
both, we ran bootstrapped mediational analyses with 5000 
iterations. The overall perceptions of adverse social rela-
tionships in childhood served as the predictor variable, 
depression and obsessive-compulsive scores were the par-
allel mediating variables, and suicide thoughts and behav-
iors were the outcome variable whilst controlling for age 
and gender differences [56, 57]. Subsequently, a second set 
of 5000 bootstrapped mediational analyses were conducted 
using the perceptions of adverse social events experienced 
from each of peers, guardians, or teachers as the predict-
ing variables, depression and obsessive–compulsive scores 
were parallel mediating variables, and suicide thoughts 
and behaviors was the outcome variable whilst controlling 
for both age and gender. Finally, we ran an a priori power 
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analysis to determine the minimum sample size for per-
forming multiple linear regression analyses with at least 
4 covariates, a small effect size (R-squared = 0.1) and an 
alpha of 0.05.

Results

The results from the power analysis showed that a total 
number of 113 participants was required to achieve a 
power of 0.80. However, we greatly increased our sample 
to include a representative community sample (see Par-
ticipants section).

Experiences of Adverse Social Relationships

As detailed in Table 1, perceptions of adverse social interac-
tions in childhood with peers were disclosed from between 
21.1% and 33.1% of the sample who reported that they either 
agreed or strongly agreed with the items assessing adverse 
experiences from peers sub-scale of the HoSP. The most 
common experience was having received negative comments 
concerning a person’s face or body part (33.1%), followed 
by experiences of being bullied (29.0%). Between 13.67% 
and 27.2% of the sample reported having received adverse 
experiences from their guardians. Having bossy/authoritar-
ian parental figures was the most frequent experience. Only 
a small proportion of the sample ranging between 4.6% and 
10.5% either agreed or strongly agreed with having experi-
enced adverse events from their teachers. The most common 

experience was perceptions of being underestimated by their 
teachers.

The Association Between Perceptions of Adverse 
Social Relationships with Significant Others 
in Childhood, and Depression, OCD, and Suicide 
Thoughts and Behavior in Adulthood

The first prediction was that overall perceptions of adverse 
social experiences in childhood would be associated with 
depression, OCD and suicide thoughts and behaviors in 
adulthood. In accord with this prediction, there were sig-
nificant positive, strong, correlations between perceptions of 
adverse social experiences, symptoms of depression, OCD, 
and suicide thoughts and behaviors (see Table 2). Percep-
tions of overall social adversities were most strongly associ-
ated with depression, followed by suicide ideation/behaviors 
and then OCD. Whilst the correlation coefficient between 
adversities and depression was significantly stronger than 
that between adversities and OCD (zDifference = 2.77, p = 
0.01), the correlation coefficient between adversities and sui-
cide ideation/behaviors was not significantly different than 
that between adversities and depression (zDifference = 1.06, p 
= 0.15) nor between adversities and OCD (zDifference = 1.20, 
p = 0.12).

The second, and related prediction, was that negative 
social experiences in childhood from peers would be 
stronger predictors of depression, OCD, and suicide idea-
tion and behaviors than the negative social events expe-
rienced in childhood from guardians and teachers. Our 
results showed that, indeed, perceptions of adverse social 
interactions in childhood with peers were correlated more 

Table 1   Percentages of participants’ responses on the individual items of the HoSP scale (N = 783)

Items per Sub-scale Totally disagree Somewhat agree Moderately 
agree

Agree Strongly agree

Peers
 Experienced negative comments concerning 

body/face characteristics
25.5 27.7 13.7 17.4 15.7

 Had been bullied by peers 36.0 25.4 9.6 15.3 13.7
 Had been ridiculed in public 41.1 27.3 10.5 13.4 7.7
 Had been subject to mockery 28.9 28.8 17.2 14.7 10.4

Guardians
 Parents were bossy 27.1 30.1 15.6 16.0 11.2
 Parents did not forgive mistakes 52.6 20.5 9.6 9.5 7.8
 Parents were punitive 50.4 25.9 10.1 6.1 7.5
 Parents used to reprimand 36.9 28.8 13.0 12.4 8.9

Teachers
 Relationship with teachers were bad 70.0 18.9 6.5 3.3 1.3
 Had been underestimated by their teachers 41.3 26.6 11.6 13.0 7.5
 Had being rebuked by their teachers 67.0 18.8 7.3 3.8 3.1
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strongly with depression, OCD, and suicide experiences 
than adverse social interactions with guardians (zDifference 
= 5.91, p < 0.001; zDifference = 4.23, p < 0.001; zDifference = 
4.66, p < 0.001), and teachers (zDifference = 4.67, p < 0.001; 
zDifference = 3.34, p < 0.001; zDifference = 4.27, p < 0.001). 
No significant differences in the correlation coefficients 
were identified between perceptions of adverse social 
interactions in childhood from guardians, and depression, 
OCD and suicide experiences, and between perceptions 
of adverse social interactions in childhood from teachers, 
and depression, OCD and suicide experiences (zDifference 

= -1.04, p = 0.15; zDifference = -0.26, p = 0.40; zDifference = 
-0.76, p = 0.22).

As detailed in Table 3, the contribution of the percep-
tions of adverse social experiences in childhood on suicide 
ideation and behaviors was further explored by running two 
hierarchical regression analyses. In model 1, age and gen-
der, which were control variables, were entered at step 1, 
symptoms of OCD and depression were entered at Step 2, 
and perceptions of overall adverse social experiences were 
entered at Step 3. Overall, adverse social experiences in 
childhood made a unique contribution to the prediction of 

Table 2   Means, Standard 
deviations, ranges, and zero-
order correlation coefficients for 
variables in the study (N = 783)

All correlations were significant at the alpha level of p < 0.001

Mean SD Range 2 3 4 5 6 7

1. Perceptions of overall adversities 23.78 8.97 11–55 0.84 0.78 0.62 0.42 0.50 0.47
2. Perceptions of adversities from peers 9.79 4.41 3–20 0.43 0.40 0.41 0.50 0.46
3. Perceptions of adversities from guardians 8.76 4.39 4–20 0.33 0.26 0.29 0.30
4. Perceptions of adversities from teachers 5.23 2.65 3–15 0.28 0.34 0.31
5. OCD severity 34.90 12.37 18–84 0.56 0.42
6. Depression severity 43.36 14.16 21–81 0.56
7. Suicide ideation/behaviors 7.17 4.08 4–23

Table 3   Results from the 
bootstrapped hierarchical 
regression analyses adjusted 
for gender, depression and 
OCD severity, examining the 
perceptions of adverse social 
experiences as predictors of 
suicide ideation and behaviors 
(N =783)

Peers = Perceptions of adverse experiences from peers, Guardians = Perceptions of adverse experiences 
from guardians, Teachers = Perceptions of adverse experiences from teachers, SE = standard error

Step Variables b (SE) P value Total R2(f2) P value ΔR2(f2) P value

1 Age − 0.00 (0.01) 0.53
Gender 0.08 (0.32) 0.79 0.00 (0.00) 0.93 – –

2 Age − 0.00 (0.01) 0.53
Gender − 0.59 (0.26) 0.02
OCD 0.05 (0.01) < 0.001
Depression 0.14 (0.01) < 0.001 0.35 (0.54) < 0.001 0.35 (0.54) < 0.001

3 Age − 0.00 (0.01) 0.69
Gender − 0.55 (0.25) 0.03
OCD 0.04 (0.01) < 0.001
Depression 0.12 (0.01) < 0.001
Overall adversities 0.08 (0.02) < 0.001 0.38 (0.61) < 0.001 0.02 (0.03) < 0.001

1 Age − 0.00 (0.01) 0.93
Gender 0.08 (0.32) 0.79 0.00 (0.00) 0.96 – –

2 Age − 0.00 (0.01) 0.48
Gender − 0.59 (0.26) 0.02
OCD 0.05 (0.01) < 0.001
Depression 0.14 (0.01) < 0.001 0.35(0.54) < 0.001 0.35(0.54) < 0.001

3 Age − 0.00 (0.01) 0.53
Gender − 0.54 (0.25) 0.03
OCD 0.04 (0.01) < 0.001
Depression 0.12 (0.01) < 0.001
Peers 0.15 (0.03) < 0.001
Guardians 0.05 (0.03) 0.10
Teachers 0.04 (0.05) 0.45 0.38 (0.61) < 0.001 0.03 (0.04) < 0.001
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suicide ideation and experiences (b = 0.08, t(777) = 5.42, p 
< 0.001) and explained a significant proportion of variance 
in suicide experiences, R2 = 0.38, F (5, 777) = 93.32, p < 
0.001.

In model 2, we repeated the first three steps of model 
1 and entered the perceptions of adverse social events as 
experienced independently from peers, guardians, and teach-
ers at step 3. Adverse social events from peers significantly 
predicted suicide ideation and behaviors (b = 0.15, t(775) = 
4.41, p < 0.001) which was in accord with our predictions, 
and also explained a significant proportion of variance in 
suicide experiences, R2 = 0.38, F (7, 775) = 67.54, p < 
0.001 (Fig. 1).

The Direct and Indirect Effects of the Perceptions 
of Adverse Social Relationships in Childhood 
with Significant Others on Suicide Ideation 
and Behaviors in Adulthood

The third prediction was that symptoms of both depres-
sion and OCD would mediate any links between adverse 
social experiences in childhood and suicide thoughts and 
behaviors. The results of the first set of the analyses, which 
are presented in Table 4, demonstrated that perceptions of 
overall adverse social experiences in childhood were sig-
nificantly associated with suicide thoughts/behaviors both 
directly and indirectly, via symptoms of depression and 
OCD. This means that symptoms of both depression and 
OCD partially mediated the relationship between percep-
tions of overall adverse social experiences in childhood, 
and suicide ideation and behaviors in adulthood. Further-
more, the results of the second set of the analyses showed 
that although perceptions of negative social relationships 
in childhood with peers were both directly and indirectly 
linked with suicide thoughts and behaviors, via depres-
sion and OCD, the perceptions of adverse social events in 
childhood from guardians and teachers were only linked 
with suicide experiences in adulthood through an indirect 
pathway via symptoms of depression or OCD, but not via 
a direct pathway. Although depression and OCD partially 
mediated the relationship between perceptions of adverse 
social events from peers and suicide ideation and behav-
iors, they fully mediated the relationships between percep-
tions of adverse social events from guardians or teachers, 
and suicide experiences.

Note. All coefficients were significant at the alpha level of p < 0.001, except where noted; * p < 0.05
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Fig. 1   Results from the independent mediator models demonstrating 
the indirect effects of the perceptions of adverse social experiences 
on suicide experiences via symptoms of depression and OCD. Coef-
ficients are depicted for each independent pathway

Table 4   Summary of mediational analyses with the perceptions of adverse social experiences serving as predictors, OCD and depression scores 
as parallel mediators, and suicide ideation and behaviors as the outcome variable (N = 783)

All coefficients were significant at the alpha level of p < 0.001, except where noted; * p < 0.05; † = non-significant
IV Independent variable, MV Mediating variable, DV dependent variable, CES-D Centre for Epidemiologic Studies Depression Scale, OCI-R 
Obsessive-Compulsive Inventory-Revised, Peers = Adverse experiences from peers, Guardians = Adverse experiences from guardians, Teachers 
= Adverse experiences from teachers, SE = Standard Error

Model IV MV Effects from IV 
on MV (a)

Effects from MV 
on DV (b)

Direct effect (c′) Indirect effect 
(a*b)

Total effects R2

1 Overall adversi-
ties

OCD 0.62 (SE = 0.05) 0.12 (SE = 0.01) 0.08 (SE = 0.02) 0.12 (SE = 0.02) 0.20 (SE = 0.02) 0.40
Depression 0.81 (SE = 0.05) 0.04 (SE = 0.01)

2 Peers OCD 0.91 (SE = 0.11) 0.11 (SE = 0.01) 0.14 (SE = 0.03) 0.19 (SE = 0.03) 0.33 (SE = 0.04) 0.43
Depression 1.29 (SE = 0.12) 0.04 (SE = 0.01)

Guardians OCD 0.26 (SE = 0.11)* 0.11 (SE = 0.01) 0.05 (SE = 
0.04)†

0.04 (SE = 0.02)* 0.09 (SE = 0.04) 0.43

Depression 0.28 (SE = 0.12)* 0.04 (SE = 0.01)
Teachers OCD 0.75 (SE = 0.19) 0.11 (SE = 0.01) 0.04 (SE = 

0.06)†
0.13 (SE = 0.03) 0.17 (SE = 0.06) 0.43

Depression 0.86 (SE = 0.20) 0.04 (SE = 0.01)
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Discussion

There were three major findings from the current study 
which have important clinical implications. First, our 
results confirmed the predicted strong associations 
between perceptions of common-place adverse social 
relationships in childhood with significant others and 
symptoms of depression, OCD, and suicide thoughts and 
behaviors in adult life. It is worth noting that studies exam-
ining the association between OCD and myriad adverse 
childhood events, including experiences of abuse and/or 
neglect, has been limited and inconclusive [58]. However, 
our findings suggested a moderate to strong association 
between perceptions of negative social experiences and 
OCD corroborating recent evidence suggesting that indi-
viduals who had experienced adversities during childhood 
may develop symptoms of OCD in adulthood [24, 40, 59]. 
Second, the pattern of results demonstrated that percep-
tions of adverse social interactions in childhood with peers 
were more strongly associated with depression, OCD, 
and suicide experiences compared to the perceptions of 
adverse social interactions from guardians and teachers. 
Consistent with this, perceptions of adverse social rela-
tionships with guardians and teachers did not predict sui-
cide thoughts and behaviors above and beyond adverse 
social relationships with peers. Overall, these findings are 
important for two key reasons. First, perceptions of such 
‘common-place’ adverse social experiences (e.g., criticism 
of someone’s face or body, bullying) may serve as risk 
factors for experiencing harsher forms of maltreatment 
[60]. Second, these results build upon a limited but grow-
ing literature indicating that peer victimization, which 
includes experiences of physical, emotional/verbal abuse 
and/or social isolation, may lead to mental health prob-
lems, such as depression [61, 62] and OCD [63], suicide 
experiences, and deaths by suicide [64]. Of note, the cur-
rent study expands upon this line of research by investi-
gating the impact of the perceptions of adverse childhood 
relationships with the significant others, including peers, 
guardians, and teachers and confirmed that perceptions 
of such unpleasant and negative social relationships have 
pernicious consequences on mental health [50]. Our find-
ings are also consistent with recent meta-analyses which 
have shown that core forms of childhood maltreatment by 
adults, especially sexual and physical abuse, is strongly 
linked with mental health problems, involving mood, 
anxiety, substance use [65, 66], suicide experiences [17, 
18], and non-suicide self-harm [67]. However, it must be 
stressed that current evidence suggests that experiences 
of peer victimization may have worse long-term effects 
on mental health in adulthood than having experienced 

any forms of abuse and/or neglect in childhood by adults, 
which is in accord with our findings [50].

One of the main objectives of this study was to examine 
whether symptoms of depression and OCD comprised key 
mediators in the pathways to suicide ideation and behav-
iors in those reporting adverse social relationships with sig-
nificant others in childhood. In accord with our prediction, 
the third important finding of this study, again from both 
theoretical and clinical perspectives, was that perceptions of 
adverse social relationships in childhood, particularly with 
peers, were associated with suicide ideation and behaviors, 
both directly but also indirectly, and partially mediated by 
depression and OCD. However, it should be noted that per-
ceptions of adverse relationships with both guardians and 
teachers were fully mediated by depression and OCD. This 
means that although such adverse events were not directly 
linked with suicide experiences, they were associated with 
common mental health problems, which, in turn, were asso-
ciated with suicide ideation and behaviors. This finding cor-
roborates a recent study showing that a number of mental 
health problems mediated associations between childhood 
maltreatment and suicide acts [49]. It is also consistent with 
a broad literature indicating that adverse parental and/or 
school practices in childhood may result in mental health 
problems in adult life [68–71]. Interestingly, this is the first 
study to link the perceptions of adverse social interactions 
in childhood from peers, guardians and teachers which are 
common-place (e.g., negative comments about people’s bod-
ies; bullying) to suicide thoughts and behaviors experienced 
as an adult, via depression and OCD also experienced as an 
adult.

Although we speculate that these effects may be accentu-
ated if similar models are tested within those with a clini-
cally diagnosed mental health problems who most likely 
have experienced more pronounced adverse social childhood 
interactions and manifest more severe symptoms of psycho-
logical mental health problems [72], the important point is 
that mental health professionals should explore with their 
clients experiences of less extreme childhood social adver-
sities and the consequences of these types of adversities on 
depression, different types of anxiety, and suicide experi-
ences. Recent studies have proposed a myriad of factors, 
some of which are somewhat general, that may be important 
in understanding suicide experiences and could, therefore, 
influence the association between childhood adversities, 
mental health problems and suicide thoughts and behaviors. 
These factors include socio-economic deprivation [73], gene 
alterations [74]; neuropsychiatric problems in late-life [75]; 
functional impairment in older age [76]; less adaptive cop-
ing strategies [77]; emotional dysregulation [78], impaired 
decision making [79] and, relatedly, low social support 
[80]. To progress, it is essential to develop testable biopsy-
chosocial models of the specific pathways arising from a 
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continuum of negative adverse social interactions in child-
hood which affect the development of suicide thoughts and 
behaviors experienced as a consequence of those adversi-
ties. Currently, contemporary psychological models of the 
psychosocial pathways to suicide thoughts, plans and acts 
do not focus specifically on the different roles that a diverse 
range of adverse social interactions in childhood may have 
on the development and amplification of suicide experi-
ences [81–84]. The work presented in the current study was 
quantitative in nature and cross-sectional. We encourage 
future work to use convergent methodologies to examine 
such pathways with cross-sectional [85], prospective [62], 
micro-longitudinal (e.g., experience sampling, diaries) [86], 
qualitative [87], and mixed methods designs [88].

Limitations

These findings should be interpreted within the context of 
four main limitations. First, all data were collected concur-
rently, at one time point. This prohibits us from drawing 
causal conclusions or those based on temporal relationships 
because it was not possible to test whether adverse social 
relationships were formed before the development of the 
symptoms of depression, OCD or engagement in suicide 
ideation and behaviors. Although it seems plausible for 
experiences of childhood adversities to have preceded the 
development of mental health problems and suicide idea-
tion and behaviors, this should be investigated explicitly. 
Qualitative work which explores people’s experiences of 
suicide thoughts, plans and acts in relation to perceptions of 
childhood adverse social interactions seem particularly ger-
mane. Indeed, qualitative work with those who have suicide 
experiences can be particularly insightful, from pragmatic, 
clinical and theoretical perspectives [89–91]. Second, and 
based on the argument that suicide may be depicted as a con-
tinuum, albeit a dynamic one, ranging from suicide ideation, 
to urges, plans and attempts, and then suicide fatalities [92], 
the overall scores of the suicide behaviors’ questionnaire-
revised (SBQ-R) were utilized. Future work should focus 
on disentangling distinct modes of suicide experiences, for 
example, thoughts, plans, urges, attempts, frequency and 
severity, in relation to the effects of childhood adverse social 
interactions on these different types of suicide experiences. 
Third, our sample size was well powered. However, it was 
not well balanced in terms of demographic characteristics 
such as the nuances of gender identity and sexual orientation 
[93]. Issues concerning gender identity and sexual orienta-
tion have been associated with mental health problems and 
suicide experiences arising from experiences of harassment 
and bullying from parents or carers, peers, and schools [94]. 
We recommend that future studies attempt to characterize 
gender identity and sexual orientation using terms chosen 
by participants themselves. A fourth limitation relates to a 

potential recall bias which refers to the lack of accuracy or 
correctness of the recollections of the participants’ adverse 
social relationships in childhood. However, there is evidence 
suggesting that recall biases do not significantly affect the 
links between self-reporting childhood experiences and 
mental health problems [95].

There were two key strengths of this study with associ-
ated important clinical implications. First, based on recent 
findings that people from the general population residing in 
the community can be severely affected by experiences of 
childhood abuse and/or neglect [17, 18], we endeavored to 
examine the association of the perceptions of adverse social 
relationships in childhood with suicide experiences in a 
large, representative, community sample. Participants were 
not selectively recruited who were under the care of mental 
health professionals. Our findings, that social adversities in 
childhood were, indeed, associated with suicide thoughts 
and acts in adulthood in such a diverse sample may be help-
ful in encouraging the development of efficient interventions 
targeted at those who are not under the care of mental health 
services. Second, we conducted two separate mediational 
analyses, which are considered to be powerful multivari-
ate techniques [49], to examine the direct and indirect path-
ways to suicide experiences from perceived childhood social 
adversities. We focused on depression and OCD. Depression 
and OCD are both common mental health problems which 
affect people across society [96, 97]. However, the associa-
tion between OCD and suicide experiences is under-studied 
[46]. Therefore, that OCD was found to be a mediator in the 
relationship between childhood social adversities and suicide 
experiences highlights the importance of examining the role 
of a range of anxiety problems in the pathways to suicide 
thoughts and behaviors.

Clinically, these results emphasize the need for targeted 
suicide prevention priorities with a particular focus on ame-
liorating the negative impact of adverse everyday social rela-
tionships with significant others, including peers, guardians 
and teachers experienced as a child. Furthermore, and in 
accord with the extant literature [17, 18, 98], our findings 
suggest that addressing depression and OCD, especially in 
those who have experienced social disapproval, criticism 
and/or lack of social support, constitutes an important step 
in an effort to prevent and/or attenuate suicide ideation and 
behaviors.

Summary

This is the first study to examine the link between percep-
tions of adverse social relationships in childhood with sig-
nificant others, and common mental health conditions and 
suicide experiences in later life. Our analyses demonstrated 
that there were direct, strong associations between the per-
ceptions of overall adverse social relationships, especially 
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with peers, and suicide thoughts and behaviors, which also 
linked indirectly, via depression and obsessive-compulsive 
disorder, to suicide experiences. These findings have impor-
tant implications for clinical practice, the development of 
appropriate interventions, as well as for raising public and 
scientific awareness regarding the negative outcomes of 
experiencing distressing social relationships with significant 
others as a child.
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