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ABSTRACT

Objective: This study examined the links between peer victimisation, perceived social support, and social anxiety 
disorder, and assessed the mediating role of perceived social support. 

Method: A multi-stage sampling technique was employed to select 551 adolescents (45% male, 55% female) mean 
age =14.70 SD =1.76). Participants completed the Social Phobia Inventory, the Multidimensional Scale of Perceived 
Social Support, and the Multidimensional Online and Offline Peer Victimisation Scale. Structural equation modeling, 
regression analysis, independent t-tests, and one-way ANOVA were used to test the hypotheses. 

Results: A 12.9% prevalence of severe social anxiety was reported by participants. Peer victimisation significantly 
predicted social anxiety (β=0.36, t=9.30, p<0.01) and together with perceived social support, it significantly predicted 
social anxiety disorder (R=0.42, R²=0.18; F (1,543) = 19.52, p<0.01). Perceived social support did not significantly mediate 
the relationship between peer victimisation and social anxiety (β=0.003, t=0.038, 95% CI: -0.012 ~ 0.021, p>0.05). 
Female adolescents exhibited significantly higher social anxiety than males (t (551) = -4.26, p<0.01), with no significant 
differences found across adolescent age groups (F (2, 548) = 1.73, p>0.05). 

Conclusion: The findings highlight the significant impact of peer victimisation on social anxiety, with female adolescents 
being particularly vulnerable. Educational administrators and policymakers should implement programs to enhance 
social support and address peer victimisation, with attention to gender differences in social anxiety.
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INTRODUCTION

The phenomenon of social anxiety has recently been 
recognised as a pervasive issue affecting individuals 
worldwide, with varying degrees of severity observed 
across different regions1. Social anxiety disorder 
(SAD) is a condition where people experience intense 
fear or anxiety when they face social or performance 
situations that could lead to negative judgments or 
evaluations from others, according to the DSM-
52. People with social anxiety often feel extremely 
distressed in social a setting, which is not justified 
by the actual danger of the situation. Common social 
situations that trigger such anxiety usually involve 
interacting, being observed, or performing in front 
of others, such as meeting new people, joining group 
conversations, talking to authority figures, eating or 
drinking while being watched, going to school or work, 
using public restrooms, and giving presentations3. 
People with SAD are afraid that they will act in a 
way that they consider humiliating or embarrassing 
(for example, blushing, sweating, looking anxious, 
bored, or incompetent3,4,  and as a result, they tend 
to avoid or endure social situations. Avoidance and 
safety behaviours during social interaction (such as 
avoiding eye contact) are characteristic of SAD and 
keep social anxiety alive, even though they are meant 
to lower the chance of embarrassment or rejection5. 
Most of the existing data on the epidemiology of SAD 
comes from Western high-income countries . The data 
from Europe and the US have shown similar patterns 
of high SAD prevalence and comorbidity6. However, 
some have argued that SAD might be a specific 
Western phenomenon7.
 
Based on the work of Stein et al.6, data from the 
National Study of Mental Health and Wellbeing 
(NSMHW) 2002-2003 Survey Initiative indicated 
that the prevalence of SAD in Nigerian adults (18 
years and older) was 0.2%. This figure is considerably 
lower than the 4.0% global average. However, Stein 

et al.6 also highlighted that the NSMHW report 
acknowledged a scarcity of reliable mental health data 
in Nigeria. Factors such as stigma, limited awareness, 
and restricted access to mental health services likely 
lead to underreporting, suggesting the true prevalence 
of SAD in Nigeria could be higher.

Stein et al.6 further noted that SAD generally has an 
early onset worldwide. In Nigeria, the median age for 
the onset of SAD is 11 years, meaning half of those 
who will develop the disorder show symptoms by this 
age. The persistence of these symptoms was found to 
be longest in upper-middle-income nations and the 
Eastern Mediterranean region. Moreover, the study 
pointed out a consistent global link between SAD and 
various socio-demographic characteristics, including 
being younger, female, unmarried, having a lower 
level of education, and a lower income. 

Peer victimisation is a form of peer abuse in which 
someone is repeatedly assaulted in a hostile way 
by peers8. In peer victimisation, victims do not 
necessarily feel a power difference between them 
and their assailant, and they do not always sense 
that their assailant wants to hurt them, which 
distinguishes it from bullying9. The prevalence rates 
of peer victimisation can be estimated at around 25-
30%10. One investigation on the prevalence of peer 
victimisation in a Nigerian sample of adolescents, 
which is the population that is the focus of this study, 
found that 46.5% of the participants were self-reported 
victims11. Young individuals who are victimized tend 
to experience heightened levels of anxiety, negative 
emotions, feelings of loneliness and depression and 
harbour more self-deprecating thoughts compared to 
their non-victimized counterparts12. Childhood peer 
victimisation is also linked to physical health issues 
and externalizing problems in later life13.

Social support is a multifaceted concept defined as 
the assurance from others that one is valued, loved, 
respected, and part of a reciprocal support network14. 
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Within the ICF framework, social support is an 
environmental element that can influence participation. 
This support can be tangible, such as meals, money, or 
transportation to a doctor’s appointment, or it can be 
intangible, like information, emotional support, or a 
sense of community14. Social support contributes more 
than just emotional wellness. Studies have shown 
that robust social support is associated with positive 
mental health15. Social support can be categorized into 
perceived and received support. Perceived support 
refers to an individual’s belief that they have a support 
network they can rely on when needed. In contrast, 
received support refers to the actual help that an 
individual gets . While these two concepts are related, 
they represent two separate constructs. Previous 
research has indicated that perceived support is a 
stronger predictor of mental and physical health than 
received support15. Consequently, this study explores 
the interaction between peer victimisation, perceived 
social support, and social anxiety among in-school 
adolescents.
Adolescence, a critical developmental stage marked 
by significant physical, emotional, and social changes, 
is also a period of vulnerability where individuals 
are exposed to various forms of peer victimisation. 
Peer victimisation, characterized by experiences of 
bullying and aggression from peers, has been identified 
as a significant risk factor for the development of 
social anxiety in adolescents16,17. Peer victimisation 
can manifest in various forms, such as physical 
aggression, verbal bullying, or relational aggression18. 
The impact of peer victimisation on adolescents is 
profound, contributing significantly to social anxiety. 
This anxiety can have detrimental effects on an 
adolescent’s psychological well-being and overall 
quality of life18. Research has consistently shown 
that adolescents who experience peer victimisation 
are more likely to develop social anxiety19. However, 
the relationship between peer victimisation and social 
anxiety is complex and may be influenced by various 
factors. One such factor is perceived social support, 

defined as the perception and actuality that one is 
cared for, esteemed, and part of a mutually supportive 
social network21. Stressors such as victimisation 
indirectly affect mental health by reducing perceived 
social support .
The theoretical framework guiding this research is 
the Social Support Deterioration Model (SSDM).  
According to this theory, stressors such as perceived 
stigma or traumatic events negatively affect mental 
health both directly and indirectly by reducing 
perceived social support22,23. The SSDM posits that the 
loss of supportive resources worsens the difficulties 
faced by individuals experiencing stressors. This 
theory suggests that the decline in social support is an 
independent risk factor for negative health outcomes, 
such as mental illness, beyond the direct impact of 
the traumatic event itself24. According to this theory, 
stressors such as perceived stigma or traumatic 
events negatively affect mental health both directly 
and indirectly by reducing perceived social support25 

,26. The SSDM posits that the loss of supportive 
resources worsens the difficulties faced by individuals 
experiencing stressors. This theory suggests that the 
decline in social support is an independent risk factor 
for negative health outcomes, such as mental illness, 
beyond the direct impact of the traumatic event 
itself27.  Therefore, our study tests a mediation model 
directly aligned with the SSDM, hypothesizing that 
peer victimization will predict higher social anxiety, 
in part, by depleting adolescents’ perceived social 
support.

Low support from parents and teachers, a diminished 
sense of school belonging, and high levels of peer 
victimisation are significant predictors of anxiety, 
regardless of gender28. Victimisation experiences 
influence students' perceptions of support from 
classmates and close friends, and in turn, these 
perceptions affect reports of social anxiety20. Despite 
the extensive research in Western societies, the extent 
to which these findings apply to the Nigerian context, 
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where cultural norms (such as extended family 
structures and communal living), social practices 
(like the strong influence of traditional leaders 
and community events), and educational systems 
(including disparities in access to quality education 
and the prevalence of informal learning environments) 
differ significantly, remains largely unexplored. In 
Ogun State, Nigeria, there is a high prevalence of 
adolescent issues29. However, comprehensive research 
examining the role of peer victimisation, social 
anxiety, and perceived social support among in-school 
adolescents in this region is lacking. 

This research seeks to address these gaps by examining 
the interaction between peer victimisation, perceived 
social support, and social anxiety among in-school 
adolescents in Ogun State, Nigeria. The study aims to 
achieve the following objectives:
1.	 To identify the prevalence and pattern of social 

anxiety among in-school adolescents in Obafemi-
Owode LGA.

2.	 To investigate the extent to which peer victimisation 
and perceived social support predict social anxiety 
among in-school adolescents.

3.	 To examine whether perceived social support 
mediates the relationship between peer 
victimisation and social anxiety among in-school 
adolescents.

4.	 To examine the influence of gender on social 
anxiety among in-school adolescents.

5.	 To analyze how early, middle, and late stages of 
adolescence differ in their levels of social anxiety 
among in-school adolescents.

Based on these objectives and a review of the relevant 
literature, the following research hypotheses were 
tested:
1.	 Peer victimisation and perceived social support 

will significantly and jointly predict social anxiety 
among in-school adolescents in Obafemi-Owode 
LGA.

2.	 Perceived social support will significantly mediate 
the relationship between peer victimisation and 

social anxiety among in-school adolescents in 
Obafemi-Owode LGA.

3.	 Female students will have significantly higher 
levels of social anxiety when compared to male 
students among in-school adolescents in Obafemi-
Owode LGA.

4.	 Early adolescents will exhibit significantly higher 
levels of social anxiety compared to middle and 
older adolescents among in-school students in 
Obafemi-Owode LGA.

METHOD

Design
For this study, a cross-sectional research design 
was utilized.  The survey method included self-
administered questionnaires and psychological tests. 

Participants
Sample size determination
The total population of secondary school students in 
Obafemi-Owode Local Government Area (LGA) of 
Ogun State was 52,558, according to the Department 
of Planning Research and Statistics, Ministry of 
Education Science and Technology in Abeokuta. 
This population comprised 27,300 junior secondary 
students (12,194 in public schools and 15,106 in 
private schools) and 25,258 senior secondary students 
(9,444 in public schools and 15,814 in private schools).

To determine the minimum required sample size, 
Yamane’s (1967) formula was used:

Where:
n is the sample size.
N is the population size.
e is the margin of error (0.05 for a 5% margin of error).
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The calculated minimum sample size was 
approximately 397 in-school adolescents. To 
account for potential attrition and to enhance the 
generalizability of the findings, 600 questionnaires 
were distributed.

While Yamane’s formula confirmed the adequacy of 
the sample for survey precision, a power analysis was 
also conducted to ensure the sample size was sufficient 
for the primary inferential analyses. Using G*Power 
3.1, a priori calculations were performed with standard 
parameters of α=0.05 and a desired power of 0.80. To 
detect a conventional medium effect size, the required 
sample was N=128 for the independent samples t-test 
(Cohen’s d =0.50), N=159 for the one-way ANOVA 
with three groups (Cohen’s f =0.25), and N=77 for 
the hierarchical regression analysis detecting an R2 
increase from a single predictor (effect size f2 =0.15). 
Furthermore, for the structural equation model, 
the achieved sample of N=551 greatly exceeds the 
common recommendation of N >200 for stable model 
estimation  and provides a high ratio of cases per 
estimated parameter. Therefore, the final sample of 
600 participants was considered more than adequate, 
providing high statistical power (well over 0.99 for 
medium effects) for all planned hypothesis tests.

Sampling

A multi-stage sampling procedure was adopted for 
this study. In the first stage, the population of 337 
secondary schools in the Obafemi-Owode LGAwas 
stratified into two groups based on school type: public 
schools (N=23) and private schools (N=314).
In the second stage, schools were selected from these 
strata using a disproportionate stratified random 
sampling method. Specifically, three public schools 
and three private schools were randomly selected 
using the random sampling function in SPSS. This 
disproportionate approach was intentionally chosen 
to ensure that the public-school sector, despite being 
smaller, was adequately represented in the sample of 
selected institutions.
In the third stage, the total number of student 

participants was allocated across the six selected 
schools. A proportionate sampling technique was used 
to determine the number of respondents from each 
school based on its student population size. Finally, 
in the fourth stage, individual participants within each 
school were selected from class lists using a simple 
random sampling technique. Data were collected 
between June 24th and July 2024.
Ethics committee approval was obtained from 
Redeemers’ University Directorate of Research 
Innovations and Partnerships on 30.06.2024 with the 
decision number of RUN/REC/2024/212.

Research instruments

The research instruments used in this study included 
a socio-demographic questionnaire and three 
standardized psychological scales.

Socio-demographic questionnaire

A self-designed section of the questionnaire was used 
to collect participants' demographic and background 
information. This section included items assessing 
age (in years), gender (male/female), class level 
from Junior Secondary school One (JSS1) to Senior 
Secondary School Three (SSS3), student status (day or 
boarding), parental marital status (e.g., married, single, 
widowed), current living arrangement (e.g., with both 
parents, with mother only), family type (monogamous 
or polygamous), family size, and parental occupation 
(father's and mother’s).

The multidimensional scale of perceived social 
support (MSPSS) 

The Multidimensional Scale of Perceived Social 
Support (MSPSS)20. MSPSS measures perceived 
social support from family, friends, and significant 
others. It contains 12 items rated on a 7-point Likert 
scale. The scale is divided into three subscales, each 
assessing support from one of the three sources.  
Psychometric evaluations have shown high reliability 
and validity, with Cronbach's alpha coefficients of 0.88 
for the total scale, 0.91 for the family subscale, 0.87 
for the friend subscale, and 0.85 for the significant 
others subscale. Higher perceived social support 
correlates with better mental health outcomes, such as 
lower depression and anxiety levels. The MSPSS has 
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been validated in various cultural contexts, including 
Nigeria. Studies like Bello et al.31, have confirmed its 
reliability and validity among Nigerian populations, 
reporting Cronbach's alpha of 0.93. The MSPSS’s 
utility in psychological and social research within 
Nigeria is reinforced by its significant correlations 
with measures of mental health. For scoring, a total 
score is computed by aggregating responses to the 
12 items. For descriptive reporting in this study, total 
scores were categorized into three levels based on 
the sample’s distribution: Low (scores >1 standard 
deviation below the mean), moderate (scores within 
±1 standard deviation of the mean), and Hhigh (scores 
>1 standard deviation above the mean).

The multidimensional offline and online peer 
victimisation scale (MOOPV)

The Multidimensional Offline and Online Peer 
Victimisation Scale (MOOPV)32, assesses peer 
victimisation among adolescents both offline and 
online. It includes subscales for direct and indirect 
victimisation in both contexts: five direct and five 
indirect offline items and five direct and five indirect 
online items. Students rate their victimisation 
experiences over the past six months on a six-point scale 
ranging from “never” to “almost every day”. Authors 
affirm that MOOPV demonstrated adequate internal 
reliability with Cronbach’s alpha estimates above 
0.80, and that its validity was supported by significant 
negative relationships between peer victimisation and 
psychosocial well-being24. The Subscales of MOOPV 
was reduced to five items each, ensuring the measure 
remains relevant as internet platforms evolve. A total 
score is computed by aggregating responses across 
all items. In this study, scores were categorized for 
descriptive purposes into the same Low, Moderate, 
and High levels using the sample mean and standard 
deviation.

The social phobia inventory (SPIN)

The Social Phobia Inventory (SPIN), developed 
by Connor et al.33, is a 17-item self-assessment tool 
used to measure the severity of SAD. It covers three 
dimensions: fear, avoidance, and physical symptoms 
(e.g., trembling, blushing, heart palpitations, sweating). 

Each item is rated from 0 (not bothered at all) to 4 
(extremely bothered), with a total score range of 0 to 
68. According to the scale manual²⁶, these scores are 
interpreted as follows: 0-10 indicates an absence of 
symptoms; 11-20 suggests borderline or very mild 
social anxiety; 21-30 indicates mild social anxiety; 
31-40 corresponds to moderate social anxiety; 41-50 
suggests severe social anxiety; and scores of 51 and 
above indicate very severe social anxiety. Internal 
consistency of α=0.87-0.94 was reported26, 34. The SPIN 
is a reliable and valid tool for assessing social anxiety 
severity, providing insights into fear, avoidance, and 
physical symptoms associated with the disorder. 

Data analysis

All statistical analyses were conducted using IBM 
SPSS version 27 and AMOS version 28. The 
significance level (alpha) for all statistical tests was 
set at 0.05, results that met the more stringent level 
of p<0.01 were specifically highlighted to denote a 
higher level of statistical confidence
 To test the first hypothesis regarding gender differences 
in social anxiety, an independent samples t-test was 
conducted. The second hypothesis, which examined 
differences in social anxiety across early, middle, and 
late adolescent age groups, was tested using a one-
way analysis of variance (ANOVA). 

To test the third hypothesis on the predictive power of 
the main variables, a hierarchical multiple regression 
was conducted. The dependent variable for this 
analysis was the total social anxiety score from the 
SPIN. The predictor variables were entered in a three-
step, theory-driven process to determine the unique 
contribution of each block of variables. In Step 1, the 
demographic variables of sex and age were entered to 
serve as controls. In Step 2, the three subscales of the 
Multidimensional Scale of Perceived Social Support 
(family, friends, and significant others) were entered to 
assess the predictive power of social support. Finally, 
in Step 3, the total score from the Multidimensional 
Offline and Online Peer Victimisation Scale was 
entered. This final step was designed to test whether 
peer victimisation could explain a significant amount 
of additional variance in social anxiety after accounting 
for the effects of demographics and social support. 
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To test the final mediation hypothesis, a structural 
equation model was specified and tested using 
AMOS28. The model consisted of three latent 
variables: Peer victimisation (independent variable), 
perceived social support (mediator), and social anxiety 
(dependent variable). An item parcelling approach 
was adopted, where the subscales of each instrument 
served as the observed indicators for their respective 
latent construct. Specifically, the Peer Victimisation 
latent variable was indicated by the four subscales 
of the MOOPV: offline direct, offline indirect, 
online direct, and online indirect victimisation. The 
Perceived Social Support latent variable was indicated 
by the three subscales of the MSPSS: support from 
family, friends, and significant others. Finally, the 
social anxiety latent variable was indicated by the 
three dimensions of the SPIN: fear, avoidance, and 
physiological symptoms. Model fit was assessed 
using multiple indices, including the comparative fit 
index (CFI), the Tucker-Lewis index (TLI), and the 
root mean square error of approximation (RMSEA). 
The significance of the indirect mediation effect was 
tested using a bootstrapping procedure with 5,000 
samples and 95% confidence intervals. Consistent with 
modern recommendations, this approach directly tests 
the indirect effect and does not require the constituent 
paths or the total effect to be statistically significant 
as a precondition for analysis. An indirect effect is 
considered statistically significant if its confidence 
interval does not contain zero.  
Prior to this analysis, the assumption of normality was 
considered; given the large sample size of the study 
(N=600), the t-test is considered robust to violations 
of this assumption due to the Central Limit Theorem, 
making it an appropriate test for this analysis. The 
random sampling function within SPSS was utilized 
for school selection. The AMOS software was used 
for computing the structural equation model and its 
fit  indices.

RESULTS
Socio-demographic data of respondents

The result of the demographic characteristics of the 
participants by sex showed that male was 248 (45%) 

while female was 303 (55%). Ages ranged from 10 
to 20 years and the mean age of the participants was 
14.70±1.76 years of age. Class distribution was: JSS1 
(2.7%), JSS2 (9.3%), JSS3 (5.8%), SSS1 (32.5%), 
SSS2 (49.4%), and SSS3 (0.4%). Most (71.5%) 
were day students, with 28.5% boarders. Parental 
marital status was predominantly married (86.8%), 
followed by single (8%), widowed (2.5%), separated 
(2%), and divorced (0.7%). The majority (72.1%) 
lived with both parents, while 10.2% lived with their 
mother only, 15.2% with their father only, and 2.5% 
with other family/friends. Most participants (92.7%) 
were from monogamous families, and 7.3% from 
polygamous families, and family size ranged from 1 
to 19 (M=5.51, SD=1.55).

A descriptive analysis was conducted to examine the 
patterns of peer victimisation and perceived social 
support among the participants. As shown in Table 1, 
the scores were categorized into low, moderate, and 
high levels based on the sample's distribution. For 
peer victimisation, 17.2% of adolescents reported low 
levels, while 17.1% reported high levels. Regarding 
perceived social support, 14.5% reported low levels 
and 15.1% reported high levels.

Result of the prevalence and pattern of social anxiety 
among the participants show that 15.2% reported 
absence of social anxiety symptoms, 16.7% had 
borderline social anxiety scores while 24.3% had 
mild social anxiety score. Furthermore, 18.3% 
reported social anxiety scores while 12.5 and 12.9% 
reported severe and very severe social anxiety scores 
respectively. 
As shown in Table 2 an independent sample t-test 
was used to test the hypothesis which says that 
female adolescents will have higher levels of social 
anxiety when compared to males. Gender was made 
up of 248 male and 303 female participants. The 
result summarized in Table 2 indicated that sex had 
a significant influence on social anxiety [t (551) 
=-4.26, p<0.01]. This was such that female students 
(M=31.84, SD=16.71) displayed higher forms of 
social anxiety compared to their male counterparts 
(M=25.87, SD=15.92).	
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Table 2. Independent samples t-test of gender differences in scores on the social phobia inventory (SPIN)

Dependent 
factors

Gender N Mean SD df t p

Social anxiety
Male 248 25.87 15.92 549

-4.26
<0.01

Female 303 31.84 16.71

SD: Standart deviation

Table 1. Frequency distribution of participant scores on the multidimensional scale of perceived social support (MSPSS) and the 
Multidimensional Offline And Online Peer Victimisation Scale (MOOPV)

Prevalence

Low Moderate High

N Mean SD F % F % F %

The multidimensional offline and online peer victimisation 
scale (MOOPV)

551 45.90 19.80 95 17.2 362 65.7 94 17.1

The multidimensional scale of perceived social support 
(MSPSS)

551 65.60 13.25 80 14.5 388 70.4 83 15.1

Categories were defined based on the sample distribution. Low = score < (mean - 1 SD); Moderate = score between (mean - 1 SD) 
and (mean + 1 SD); High = score > (mean + 1 SD).

A one-way ANOVA was performed to test the 
hypothesis, which stated that early adolescents would 
exhibit significantly higher levels of social anxiety 
compared to middle and older adolescents. The 
adolescents were grouped into three stages: early 
adolescence (N=121, M=28.02, SD=15.81); middle 
adolescence (N=400, M=29.11, SD=16.72); and 

late adolescence (N=30, M=34.30, SD=16.99). The 
analysis summarized in Table 3 revealed that there 
was no statistically significant difference in social 
anxiety levels among the three stages of adolescence, 
F (2,548) =1.73, p>0.05. This suggests that the stage 
of adolescence does not significantly influence the 
level of social anxiety among in-school adolescents.

Table 3. One-way analysis of variance (ANOVA) of social phobia inventory (SPIN) scores across adolescent age groups

Adolescent stage N Mean SD

Early (10-14 yrs) 121 28.02 15.81

Middle (15-17 yrs) 400 29.11 16.72

Late (18-21 yrs) 30 34.30 16.99

ANOVA Summary: F(2, 548)=1.73, p>0.05  

SD: Standart deviation, yrs: Years
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Assessing the interactions between the variables

Figure 1 depicts the complex interplay between 
various forms of peer victimisation, perceived social 
support and components of social anxiety. The direct 
effects of offline and online victimisation (both direct 
and indirect) were investigated and perceived social 
support on three key dimensions of social anxiety: 
fear, avoidance, and physiological symptoms.
The analysis revealed a nuanced pattern of relationships 
between the predictor variables and social anxiety 
outcomes:

Perceived social support demonstrated non-significant 
associations with all three components of social 
anxiety: fear (β=-0.01, p>0.05), avoidance (β=-0.01, 
p>0.05), and physiological symptoms (β=-0.01, 
p>0.05). Furthermore, perceived social support had 
a non-significant prediction on overall social anxiety 
(β=-0.02, p>0.05). These results suggest that, in 
this particular model, perceived social support may 
not play a direct role in mitigating social anxiety 
symptoms.

Regarding offline victimisation, our analysis revealed 
divergent patterns between direct and indirect forms. 
Direct offline victimisation showed non-significant 
relationships with fear (β=0.05, p>0.05), avoidance 

(β=0.02, p>0.05), and physiological symptoms 
(β=0.01, p>0.05) of social anxiety. Direct offline 
victimisation had a non-significant prediction on 
overall social anxiety (β=0.80, p>0.05). In contrast, 
indirect offline victimisation exhibited significant 
positive predictions across all three social anxiety 
components: fear (β=0.12, p<0.01), avoidance 
(β=0.15, p<0.01), and physiological symptoms 
(β=0.08, p<0.01). Indirect offline victimisation also 
had a significant positive prediction on overall social 
anxiety (β=0.35, p<0.01). 

Online victimisation demonstrated varied effects 
across the components of social anxiety. Direct online 
victimisation showed a significant positive effect on 
fear (β=0.14, p<0.01) and physiological symptoms 
(β=0.13, p<0.01), but a non-significant prediction on 
avoidance (β=0.06, p>0.05). Overall, direct online 
victimisation had a significant positive prediction 
on social anxiety (β=0.32, p<0.01). Indirect online 
victimisation exhibited significant positive predictions 
across all three social anxiety components: fear 
(β=0.11, p<0.05), avoidance (β=0.20, p<0.01), and 
physiological symptoms (β=0.08, p<0.05). Notably, 
indirect online victimisation had a positive prediction 
on overall social anxiety (β=0.39, p<0.01).

Figure 1. Model Illustration showing the association among the variables
Note: *p<0.05, **p<0.01.
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Table 4. Hierarchical multiple regression analysis predicting social anxiety (SPIN) from perceived social support (MSPSS) and 
peer victimisation (MOOPV)

Predictors Step 1 Step 2 Step 3

β t Β t β t

Sex 0.19 4.57** 0.19 4.42** 0.22 5.53**

Age 0.11 2.52 0.10 2.38 0.11 2.64

Significant other -0.04 -0.68 -0.03 -.48

Family -0.03 -0.69 -0.03 -.57

Friend 0.01 0.26 0.05 1.10

Peer victimisation 0.36 9.30**

R 0.21 0.22 0.42

R2 0.04 0.05 0.18

ΔR2 - 0.04 0.17

Df 2, 548 3, 545 1, 544

F 12.36** 5.30** 19.52**

ΔF - 0.62 86.45**

Note: *p<0.05, **p<0.01

As summarized in Table 4, a three-step hierarchical 
regression model was conducted with personal 
characteristics kept under control in the first step. 
These covariates were selected based on extensive 
previous research demonstrating their association with 
social anxiety in adolescents. This initial step allows 
for the effects of the primary predictors to be assessed 
after accounting for these fundamental demographic 
influences. It was indicated that sex (β=0.19, t=4.57, 
p<0.01) significantly predicted social anxiety while 
age (β=0.11, t=2.52, p>0.05) did not. The personal 
factors contributed a significant variance of 4% to 
observed changes in social anxiety among individuals 
[R=0.21, R²=.04; F (2, 548) =12.36, p<0.01]. In the 
second step of the hierarchy, perceived social support 

was added. The results showed that social anxiety 
was not predicted by perceived social support from 
significant others (β=-0.04, t=-0.59, p>0.05), family 
(β=-0.03, t=-0.75, p>0.05), or friends (β=0.01, t=0.16, 
p>0.05). Thus, there was no significant contribution 
in step 2 [R²=0.05, ΔR²=0.04; ΔF=0.62, p>0.05]. In 
step 3, peer victimisation was added. It was noted 
that social anxiety increased significantly with peer 
victimisation (β=0.36, t=9.30, p<0.01). Jointly, the 
variables contributed a significant variance of 18% 
to the observed variance in social anxiety [R=0.42, 
R²=0.18; F (1, 543) =19.52, p<0.01]. This meant that 
peer victimisation accounted for 17% of the variance 
in social anxiety [R²=0.18, ΔR²=0.17; ΔF=86.45, 
p<0.01].

Table 5 is a summary of mediation analysis performed 
to assess the mediating role of Perceived Social Support 
in the relationship between Peer Victimisation and 
social anxiety. The bootstrapping method with 5,000 
bootstrap samples was used, as suggested by Preacher 
and Hayes35, to assess the size of the effect and to 
obtain confidence intervals and significance levels for 
paths. The results revealed that without the inclusion of 

the mediator, the effect of peer victimisation on social 
anxiety was significant (β=0.46, t=8.17, p<0.001). 
Peer victimisation had a significant positive prediction 
on social anxiety, which implies that an increase in 
peer victimisation will cause a significant increase 
in social anxiety among in-school adolescents. The 
total effect of peer victimisation on social anxiety 
was significant (β=0.46, t=7.67, p<0.01). There was 
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Table 5. Mediation analysis of the indirect effect of peer victimisation (MOOPV) on social anxiety (SPIN) via perceived social 
support (MSPSS)

Relationships Direct effect Indirect effect Confidence interval p-value Conclusion

Low High

PV->PSS >SA 0.46 (8.17) 0.003 (0.038) -0.012 0.021 0.72 No mediation

Model fit statistics: χ2=111.400, df=32, p<0.001, CFI=0.96, IFI=0.96, GFI=0.96, TLI=0.95, RMSEA =0.06 SRMR =0.34

Note: PV: Peer victimisation, SA: Social anxiety, PSS: Perceived social support, Unstandardized coefficients reported. Values in 
parentheses are t-values. CI represents the 95% confidence interval for the indirect effect.

no significant indirect effect of peer victimisation on 
social anxiety (β=0.003, t=0.038, p>0.05). This shows 
that perceived social support does not mediate the 

relationship between peer victimisation and social 
anxiety.

Figure 2.   Path diagram showing the relationships between peer victimisation, perceived social support, and social anxiety
PV: Peer victimisation, PSS: Perceived social support, SA: Social anxiety
Path a (PV → PSS) is significant, indicating that peer victimisation significantly and negatively affects perceived social support.
Path b (PSS → SA) is non-significant, suggesting that perceived social support does not have a significant effect on social anxiety.
Paths c (total effect) and c′ (direct effect) are equal, indicating that the indirect effect is not significant; thus, full mediation is not supported.

A simple mediation analysis was conducted using 
structural equation modelling to test the hypothesized 
mediation model. In this study, the latent variables 
were peer victimisation, perceived social support, 
and social anxiety. For peer victimisation, the four 
subscales of the MOOPV were deemed as observable 
variables; for perceived social support, they were the 

three subscales of the MSPSS; for social anxiety, they 
were the three subscales of the SPIN.
The diagram illustrates that peer victimisation has a 
significant direct effect on social anxiety (c'=0.46**). 
It also shows that peer victimisation negatively 
impacts perceived social support (a=- 0.14**), while 
perceived social support has a non-significant effect 
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on social anxiety (b=-0.02). The total effect of peer 
victimisation on social anxiety remains significant 
(c=0.46**).

A good fitting model is accepted if the value of CMIN/
DF is ≤5 it indicates a reasonable fit   the goodness of fit 
indices (GFI) indices37, the TLI38, the CFI30,39  is >0.90. 
In addition, an adequate fitting model was accepted 
if the AMOS computed value of the standardized 
root mean square residual (SRMR) <0.05, and the 
RMSEA30 is between 0.05 and 0.08 the fit indices for 
the model shown in Table 4 fell within the acceptable 
range CMIN/df =3.48, GFI =0.961, TLI =0.955, CFI 
=0.968 SRMR =0.034 and RMSEA =0.067.

DISCUSSION

Peer victimisation and perceived social support 
jointly predicted social anxiety, aligning with 
previous research. Spence et al.21, found that among 
3,392 adolescents, peer victimisation, low parental 
and teacher support, and poor school belonging 
significantly predicted anxiety, even when social 
support was present. Similarly, Coyle et al.20, showed 
that both traditional and cyber-victimisation were 
linked to reduced classmate support and increased 
social anxiety among 669 students. Victimized 
adolescents may internalize negative messages, 
heightening their fear of social interactions and 
reducing opportunities to build social skills. This 
dynamic is particularly pronounced in adolescence, 
where peer interactions are critical. 

The final predictive model, incorporating socio-
demographics, peer victimisation and perceived 
social support accounted for 18% of the variance in 
adolescent social anxiety symptoms. While modest in 
absolute terms, this level of explained variance is highly 
consistent with findings from other large-scale studies 
of adolescent psychopathology. For instance, recent 
predictive models using the comprehensive Adolescent 
Brain and Cognitive Development (ABCD) dataset 
explained approximately 15.6% of the variance in 
concurrent depression symptoms40. Similarly, a model 

predicting social anxiety in adolescents using a range 
of contextual factors reported an explained variance 
of 21%41. Our finding of thus falls squarely within the 
expected and scientifically meaningful range for this 
complex and multifactorial outcome. The fact that 
82% of the variance remains unexplained underscores 
the profound multifactorial nature of social anxiety. 
This unexplained portion is likely attributable to 
factors not included in the present study, such as 
genetic predispositions, specific cognitive biases like 
self-focused attention42, neurobiological variables43, 
or complex gene-environment interactions that are 
notoriously difficult to measure. Future research 
should aim to build upon the current findings by 
integrating the predictors from our model with these 
other domains to construct even more comprehensive 
etiological models of adolescent social anxiety.

Perceived social support did not significantly mediate 
the relationship between peer victimisation and 
SAD. Previous studies have demonstrated that social 
support can mitigate the impact of peer victimisation 
on social anxiety. For instance, a study by Coyle et 
al.20, found that peer victimisation affects social 
anxiety indirectly through reduced perceived social 
support. However, some research aligns with the 
current study's findings. For example, a study by 
Thoits44  suggested that the perceived quality of social 
support might vary, and its effectiveness in buffering 
stressors like peer victimisation can be inconsistent. It 
posited that the perceived adequacy and availability 
of social support play crucial roles, which might not 
have been effectively captured in the current study. 
Additionally, research by Prinstein et al.45,  pointed 
out that the complex dynamics of social interactions 
in adolescence, including the presence of supportive 
but ineffective or inadequate social networks, could 
explain why social support did not function as a 
significant mediator. The relationship between peer 
victimisation, social support, and social anxiety might 
involve other mediating or moderating variables not 
accounted for in this study. Factors such as resilience, 
coping strategies, and individual differences could 
play significant roles in this complex interaction. 
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The instruments used to measure perceived social 
support, peer victimisation, and social anxiety 
might have limitations in capturing the true extent 
of these constructs within this specific population. 
Specifically, while the MSPSS has documented 
validation in Nigeria, the MOOPV was used without 
specific Nigerian adaptation and validation studies 
being cited. Similarly, for the SPIN, although a pilot 
study within this research indicated good reliability, a 
comprehensive cultural adaptation and validation for 
Nigerian adolescents may not have been established 
prior to its use. This lack of specific adaptation and 
validation for the MOOPV and SPIN in the Nigerian 
context should be considered a limitation, as cultural 
nuances could influence how items are interpreted 
and responded to. It’s possible that the scales used 
did not fully reflect the participants’ experiences and 
perceptions.

There was a significant influence of sex on social 
anxiety among students. Female in-school adolescents 
reported a higher level of social anxiety than 
males. The result is consistent with prior research 
demonstrating a connection between gender and social 
anxiety. One study by Zentner et al.46, investigated 
the underlying mechanisms that produce culture and 
gender differences in social anxiety. The study found 
that females reported higher social anxiety than males. 
Females tend to report higher social anxiety levels 
than males, which could be attributed to societal 
expectations and gender roles. Societal norms often 
place greater emphasis on women’s appearance, 
behaviour, and social interactions, leading to increased 
pressure and self-consciousness. These expectations 
can contribute to higher levels of social anxiety 
among females. Additionally, the study suggests that 
gender role identification plays a role in social anxiety. 
Individuals who strongly identify with a masculine 
gender role may feel pressured to conform to societal 
expectations of confidence and assertiveness. This 
pressure can lead to increased anxiety in social 
situations, particularly if they perceive a mismatch 
between their behaviour and societal expectations.
There was not a statistically significant difference 

in social anxiety levels among early, middle, and 
late adolescents. Previous studies have shown that 
social anxiety tends to be higher in early adolescence 
compared to middle and late adolescence. For instance, 
research by Westenberg et al.47, indicated that social 
anxiety typically peaks during early adolescence due 
to heightened self-consciousness and social evaluation 
sensitivity during this period. This discrepancy could 
be due to contextual factors unique to the Nigerian 
sample. A study by La Greca and Lopez48  found that 
social anxiety symptoms decreased as adolescents 
aged, aligning with the developmental model where 
early adolescents are more prone to social anxiety. 
However, some research aligns with the current 
study’s findings. For example, a study by Storch et 
al.49, found no significant age-related differences in 
social anxiety levels among adolescents. This suggests 
that social anxiety may not follow a straightforward 
developmental trajectory and could be influenced by 
various factors, including individual differences and 
environmental contexts. 

Additionally, McLaughlin and King50  reported that 
the differences in social anxiety levels across different 
stages of adolescence might not be as pronounced 
as previously thought, emphasizing the role of other 
moderating factors such as peer relationships and 
family dynamics. The lack of significant difference 
in social anxiety levels among the three age groups 
could be due to Nigerian socio-cultural context. 
Cultural norms might encourage adolescents to mask 
or internalize their anxiety, resulting in uniformly 
reported levels across different stages of adolescence. 
Moreover, cultural attitudes towards mental health 
might influence how social anxiety is perceived and 
reported, potentially minimizing perceived differences 
among age groups.

Indirect forms of victimization, both offline (e.g., 
social exclusion, rumor spreading) and online, 
demonstrated significant positive predictions 
across all three components of social anxiety: fear, 
avoidance, and physiological symptoms. Offline 
indirect victimization, primarily manifesting as social 
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exclusion and rumor spreading, involves deliberate 
social manipulation that can profoundly impact an 
individual's psychological well-being. The often-
covert nature of these aggressions can be particularly 
insidious. Victims may internalize blame or feel 
helpless because the aggression is not overt and easily 
identifiable, making it difficult to seek support or 
redress51. The perception that peers are intentionally 
trying to harm one's social standing can be deeply 
damaging to self-worth and trust in others, fostering 
hypervigilance for social threats and a constant state of 
anticipating negative evaluation52. This psychological 
toll directly feeds into all three components of 
social anxiety. This suggests that the pervasive and 
often ambiguous nature of indirect aggression may 
foster a broad spectrum of social anxiety responses, 
possibly due to the victim’s difficulty in predicting or 
controlling these social attacks, leading to heightened 
vigilance, a desire to avoid social situations, and more 
pronounced physical stress reactions.

In contrast, direct forms of victimization presented a 
more varied pattern. Direct offline victimization did 
not show significant relationships with any of the social 
anxiety components in this model, which is an intriguing 
finding. This could imply that perhaps isolated incidents 
of direct offline acts are less chronically impactful on 
these specific anxiety manifestations compared to the 
relentless nature of indirect victimization, or their 
effects might be captured differently. Meanwhile, 
direct online victimization significantly predicted an 
increase in fear and physiological symptoms, but not 
avoidance. The immediate and often confrontational 
nature of direct online attacks might strongly trigger 
fear and physiological distress; however, the lack 
of association with avoidance could reflect different 
coping mechanisms or perceived control in online 
versus offline social contexts, where disengagement 
might be an easier initial strategy than overt avoidance 
of all online social interaction. These differential 
impacts underscore the importance of considering the 
specific forms and contexts of peer victimization when 
assessing its link to various facets of social anxiety.

Limitations

This study's findings should be interpreted with 
consideration for several limitations. Firstly, the 
generalizability may be affected by the sampling 
procedure; stratifying at the school level within the 
local government, rather than initially at a broader 
zonal level, might not have fully captured population 
diversity, potentially leading to underrepresentation of 
some groups. Secondly, data collection logistics were 
influenced by requirements from some public schools 
for compensatory materials (e.g., books, chairs) prior 
to questionnaire distribution. Additionally, the reliance 
on self-reported measures for peer victimisation, 
perceived social support, and social anxiety carries a 
risk of response biases, such as social desirability or 
recall inaccuracies, which could impact data validity. 
Finally, the study’s cross-sectional design elucidates 
associations between variables but cannot establish 
causal relationships due to the simultaneous nature of 
data collection. Another limitation involves the scope 
of the covariates used in the regression model. While 
age and sex were controlled for, other potentially 
confounding sociodemographic variables mentioned 
in the literature, such as socioeconomic status, parental 
education, or family structure, were not included in 
the analysis. The exclusion of these variables means 
that their potential influence on social anxiety was not 
accounted for, and future research could benefit from 
incorporating a broader range of social and economic 
factors to build a more comprehensive predictive 
model.

A further limitation relates to the instrumentation used. 
While the MSPSS has been validated among Nigerian 
populations, two of the other key instruments, the 
MOOPV and the SPIN, have not undergone formal 
psychometric validation for Nigerian adolescents. The 
absence of specific cultural adaptation and validation 
for these scales means that cultural nuances may have 
influenced how participants interpreted and responded 
to the items. This could potentially affect the validity 
of the findings related to peer victimisation and social 
anxiety, and the results should be interpreted with this 
consideration in mind.
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These limitations underscore the need for cautious 
interpretation of the results and highlight avenues for 
future research, including longitudinal designs and 
broader sampling strategies, to enhance the robustness 
and applicability of findings concerning adolescent 
social anxiety.

CONCLUSION

In conclusion, this study found a high prevalence of 
social anxiety among Nigerian in-school adolescents, 
with peer victimisation emerging as a significant 
predictor of social anxiety. While perceived social 
support did not emerge as a significant mediator in 
this model, it remains an important area of focus. This 
non-significant finding may be due to the omission 
of other key variables that could also play a role, as 
reflected in the model's modest explained variance. 
It is also possible that the nature of social support is 
more complex than measured, with support from peers 
versus family potentially having different mediating 
effects. Additionally, female adolescents reported 
higher levels of social anxiety compared to males, 
although no significant differences were observed 
across the stages of adolescence. These findings 
suggest that schools could consider implementing anti-
bullying programs and strengthening support systems, 
including gender-specific interventions. Given the 
association between victimisation and anxiety, raising 
awareness and promoting early identification strategies 
are also essential. Such measures may help to foster 
a healthier, more supportive school environment for 
all students. Future research should build on these 
findings by addressing this study's limitations. A 
longitudinal design is needed to establish the causal 
pathways between peer victimisation, social support, 
and social anxiety over time. Furthermore, future 
studies should incorporate a broader range of potential 
mediators and covariates, such as self-esteem, coping 
mechanisms, and socioeconomic status, to develop a 
more comprehensive model.    

ACKNOWLEDGEMENT

Ethical Declaration: Ethics committee approval was 
obtained from Redeemers’ University Directorate of 
Research Innovations and Partnerships on 30.06.2024 
with the decision number of RUN/REC/2024/212.

Author Contribution: Concept: OA and BA, Design: 
OA, OO, Supervising: BA, Financing and equipment: 
OA, BA, EA, OO, Data collection and entry: OA, 
Analysis and interpretation: OA, BA, Literature 
search: OO, EA, OA, BA, Writing: OA, BA,  Critical 
review: BA

Conflict of Interest: The authors report no declarations 
of interest. 

Financial Support: No support has been received for 
this study.

REFERENCES

1.	 Jefferies P, Ungar M. Social anxiety in young people: 
a prevalence study in seven countries. PLoS One 
2020;15(9):e0239133.

2.	 American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 5th ed. Arlington, VA: 
American Psychiatric Publishing; 2013.

3.	 National Collaborating Centre for Mental Health (UK). 
Social Anxiety Disorder: Recognition, Assessment and 
Treatment. Leicester (UK): The British Psychological 
Society; 2013. Available from: https://www.ncbi.nlm.nih.
gov/books/NBK327674

4.	 Leigh E, Clark DM. Understanding social anxiety disorder 
in adolescents and improving treatment outcomes: applying 
the cognitive model of Clark and Wells (1995). Clin Child 
Fam Psychol Rev 2018;21(3):388-414.

5.	 Gray E, Beierl ET, Clark DM. Sub-types of safety behaviours 
and their effects on social anxiety disorder. PLoS One 
2019;14(10):e0223165.

6.	 Stein DJ, Lim CCW, Roest AM, de Jonge P, Aguilar-Gaxiola 
S, Al-Hamzawi A, et al. The cross-national epidemiology of 
social anxiety disorder: data from the World Mental Health 
Survey Initiative. BMC Med 2017;15(1):1-21.

7.	 Dowbiggin IR. High anxieties: the social construction of 
anxiety disorders. Can J Psychiatry 2009;54(7):429-436.

The mediating role of perceived social support

288



8.	 Marsh HW, Guo J, Parker PD, et al. Peer victimisation: 
an integrative review and cross-national test of a tripartite 
model. Educ Psychol Rev 2023;35:46.

9.	 Arseneault L. Annual research review: the persistent 
and pervasive impact of being bullied in childhood and 
adolescence: implications for policy and practice. J Child 
Psychol Psychiatry 2017;59(4):405-421.

10.	 González-Cabrera J, Montiel I, Ortega-Barón J, Calvete 
E, Orue I, Machimbarrena JM. Epidemiology of peer 
victimisation and its impact on health-related quality of 
life in adolescents: a longitudinal study. Sch Ment Health 
2021;13(2):338-346.

11.	 Akpunne BC, Kumuyi DO, Ogunsemi JO, Ojo S. Peer 
victimisation, social maladjustment and psychological 
distress among Nigerian adolescents. Eur Sci J 
2020;16(3):31-39.

12.	 Balluerka N, Aliri J, Goñi-Balentziaga O, Gorostiaga A. 
Association between bullying victimisation, anxiety and 
depression in childhood and adolescence: the mediating 
effect of self-esteem. Rev Psicol Educ 2023;28:1-14.

13.	 Herge WM, La Greca AM, Chan SF. Adolescent peer 
victimisation and physical health problems. J Pediatr 
Psychol 2015;41(1):15-27.

14.	 Holt-Lunstad J, Uchino BN. Social support and health. In: 
Glanz K, Rimer BK, Viswanath K, editors. Health Behavior: 
Theory, Research, and Practice. San Francisco, CA: Jossey-
Bass; 2015. p.183-204.

15.	 Acoba EF. Social support and mental health: the mediating 
role of perceived stress. Front Psychol 2024;15:1330720.

16.	 Eagle D, Hybels C, Proeschold-Bell RJ. Perceived social 
support, received social support, and depression among 
clergy. J Soc Pers Relat 2018;36(7):2055-2073.

17.	 Reijntjes A, Kamphuis JH, Prinzie P, Boele PA, van der 
Schoot M, Telch MJ. Prospective linkages between peer 
victimisation and externalizing problems in children: a 
meta-analysis. Aggress Behav 2011;37(3):215-222.

18.	 Zhou J, Wang L, Zhu D, et al. Social anxiety and peer 
victimisation and aggression: examining reciprocal trait-
state effects among early adolescents. J Youth Adolesc 
2023;53:701-717.

19.	 Pickering L, Hadwin JA, Kovshoff H. The role of peers 
in the development of social anxiety in adolescent girls: a 
systematic review. Adolesc Res Rev 2019;4:1-15.

20.	 Zimet GD, Dahlem NW, Zimet SG, Farley GK. The 
Multidimensional Scale of Perceived Social Support. J Pers 
Assess 1988;52(1):30-41.

21.	 Coyle S, Malecki CK, Emmons J. Keep your friends close: 
exploring the associations of bullying, peer social support, 
and social anxiety. Contemp Sch Psychol 2019;23:1-12.

22.	 Norris F, Kaniasty K. Received and perceived social support 

in times of stress: a test of the social support deterioration 
deterrence model. J Pers Soc Psychol 1996;71:498-511.

23.	 Prati G, Pietrantoni L. An application of the social support 
deterioration deterrence model to rescue workers. J 
Community Psychol 2010;38:901-917.

24.	 Shiba K, Yazawa A, Kino S, Kondo K, Aida J, Kawachi I. 
Depressive symptoms in the aftermath of major disaster: 
empirical test of the social support deterioration model using 
natural experiment. Wellbeing Space Soc 2020;1:100006.

25.	 Norris F, Kaniasty K. Received and perceived social support 
in times of stress: a test of the social support deterioration 
deterrence model. J Pers Soc Psychol 1996;71:498-511.

26.	 Prati G, Pietrantoni L. An application of the social support 
deterioration deterrence model to rescue workers. J 
Community Psychol 2010;38:901-917.

27.	 Shiba K, Yazawa A, Kino S, Kondo K, Aida J, Kawachi I. 
Depressive symptoms in the aftermath of major disaster: 
empirical test of the social support deterioration model using 
natural experiment. Wellbeing Space Soc 2020;1:100006.

28.	 Spence SH, Lawrence D, Zubrick SR. Anxiety trajectories 
in adolescents and the impact of social support and peer 
victimisation. Res Child Adolesc Psychopathol 2022;50:795-
807.

29.	 Aderanti R. Socio-personalogical factors as determinants of 
antisocial behaviours among adolescents in Ikenne, Ogun 
State. Eur Sci J 2015;11(3):1-10.

30.	 Kline RB. Principles and Practice of Structural Equation 
Modeling. 4th ed. New York: The Guilford Press; 2016.

31.	 Bello IB, Akinnawo EO, Akpunne BC, Onisile DF. Validation 
of the Multidimensional Scale of Perceived Social Support 
on Nigerian female undergraduates. J Educ Soc Behav Sci 
2022;35:19-26.

32.	 Sumter SR, Valkenburg PM, Baumgartner SE, Peter J, van der 
Hof S. Development and validation of the multidimensional 
offline and online peer victimisation scale. Comput Hum 
Behav 2015;46:114-122.

33.	 Connor KM, Davidson JRT, Churchill E, Sherwood A, Foa 
EB, Weisler RH. Psychometric properties of the Social 
Phobia Inventory (SPIN). Br J Psychiatry 2000;176:279-
286.

34.	 Chen JT, Lin CC, Wang SC, Liao SC, Chen JY, Liu CY, 
Lee MB. Finding social phobia patients from the internet. 
Psychiatry Res 2011;190:121-125.

35.	 Preacher KJ, Hayes AF. Asymptotic and resampling strategies 
for assessing and comparing indirect effects in multiple 
mediator models. Behav Res Methods 2008;40(3):879-891.

36.	 Marsh HW, Hocevar D. Application of confirmatory factor 
analysis to the study of self-concept: first- and higher order 
factor models and their invariance across groups. Psychol 
Bull 1985;97(3):562-582.

Adeyemo OD, et al. 

289



37.	 Hair JF, Black WC, Babin BJ, Anderson RE. Multivariate 
Data Analysis: A Global Perspective. 7th ed. Upper Saddle 
River, NJ: Pearson Education; 2010.

38.	 Tucker LR, Lewis C. A reliability coefficient for maximum 
likelihood factor analysis. Psychometrika 1973;38(1):1-10.

39.	 Bentler PM. Comparative fit indexes in structural models. 
Psychol Bull 1990;107(2):238-246.

40.	 Ho TC, Shah R, Mishra J, May AC, Tapert SF. Multi-level 
predictors of depression symptoms in the Adolescent Brain 
Cognitive Development (ABCD) study. J Child Psychol 
Psychiatry 2022;63:1523-1533.

41.	 Caqueo-Urízar A, Atencio-Quevedo D, Ponce-Correa 
F, Mena-Chamorro P, Urzúa A, Flores J. Pre and post 
pandemic depressive and anxious symptoms in children and 
adolescents in Northern Chile. J Clin Med 2023;12:1601.

42.	 Chiu K, Clark DM, Leigh E. Cognitive predictors of 
adolescent social anxiety. Behav Res Ther 2020;137:103801.

43.	 Caldiroli A, Capuzzi E, Affaticati L, Surace T, Di Forti C, 
Dakanalis A, Clerici M, Buoli M. Candidate biological 
markers for social anxiety disorder: a systematic review. Int 
J Mol Sci 2023;24:835.

44.	 Thoits PA. Mechanisms linking social ties and support 
to physical and mental health. J Health Soc Behav 
2011;52(2):145-161.

45.	 Prinstein MJ, Boergers J, Vernberg EM. Overt and 
relational aggression in adolescents: social-psychological 
adjustment of aggressors and victims. J Clin Child Psychol 
2001;30(4):479-491.

46.	 Zentner KE, Lee H, Dueck BS, Masuda T. Cultural and 
gender differences in social anxiety: the mediating role of 
self-construals and gender role identification. Curr Psychol 
2022;41:3824-3838.

47.	 Westenberg PM, Drewes MJ, Goedhart AW, Siebelink BM, 
Treffers PDA. A developmental analysis of self-reported 
fears in late childhood through mid-adolescence: social-
evaluative fears on the rise? J Child Psychol Psychiatry 
2004;45(3):481-495.

48.	 La Greca AM, Lopez N. Social anxiety among adolescents: 
linkages with peer relations and friendships. J Abnorm Child 
Psychol 1998;26(2):83-94.

49.	 Storch EA, Masia-Warner C, Brassard MR. The relationship 
of peer victimisation to social anxiety and loneliness in 
adolescence. Child Study J 2004;34(1):1-18.

50.	 McLaughlin KA, King K. Developmental trajectories of 
anxiety and depression in early adolescence. J Abnorm 
Child Psychol 2015;43(2):311-323.

51.	 Boulton MJ. Associations between adults’ recalled childhood 
bullying victimization, current social anxiety, coping, and 
self-blame: evidence for moderation and indirect effects. 
Anxiety Stress Coping 2013;26(3):270-292.

52.	 Levinson CA, Langer JK, Rodebaugh TL. Reactivity to 
exclusion prospectively predicts social anxiety symptoms in 
young adults. Behav Ther 2013;44(3):470-478.

The mediating role of perceived social support

290




