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What's Known on This Subject What This Study Adds
The variations in prevalence and factors associated with bullying found in previous
studies could be caused by differences in study design, the instruments used to
measure bullying, or study scope (ie, whether only bullies, only victims, or
bullies/victims).

This study shows considerable variation in bullying between European countries using
a well-validated scale. The study also shows a clear profile of likely bullying victims and
suggests that the Kidscreen bullying scale could be useful as a screening tool.

ABSTRACT

OBJECTIVES. To analyze the prevalence of bullying victims among children and adoles-
cents aged 8 to 18 years in 11 European countries and to investigate the associated
sociodemographic, physical, and psychosocial factors.

METHODS. Being a bullying victim was measured by using the social acceptance (bul-
lying) scale from the Kidscreen-52, a health-related quality-of-life questionnaire
administered to 16 210 children and adolescents aged 8 to 18 and their parents in
postal or school-based surveys in 11 European countries. Standardized mean differ-
ences (effect size) were computed to measure the percentage of children/adolescents
scoring 1 SD below the mean on the Kidscreen bullying scale. Logistic regression
models were used to determine which sociodemographic, physical, and psychosocial
factors were associated with being bullied.

RESULTS. The percentage of children being bullied was 20.6% for the entire sample,
ranging from 10.5% in Hungary to 29.6% in the United Kingdom. In almost all
countries the factors most strongly associated with being bullied were younger age,
having probable mental health problems, having a low score on the Kidscreen-52
moods and emotions dimensions, and poor social support. Using the grand mean for
all countries as the reference category, there was an above-average likelihood of
children or adolescents reporting that they had been victims of bullying in 5 coun-
tries (Austria, Netherlands, Spain, Switzerland, and the United Kingdom), and a
below-average likelihood in 3 countries (France, Greece, Hungary).

CONCLUSIONS. This study indicated considerable variation between countries in the
prevalence of those perceiving themselves to be victims of bullying but also revealed
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a clear profile of those likely to be bullied. The study also suggests that the Kidscreen bullying scale could be useful
in identifying potential bullying victims. Pediatrics 2009;123:569-577

ACCORDING TO A widely accepted definition of bullying, a child is bullied when he or she is exposed, repeatedly
and over time, to negative actions on the part of 1 or more peers. Negative action is when a person intentionally
inflicts injury or discomfort on another individual through physical contact, through words, or in other ways.! Bullying
is a specific type of aggression in which (1) the behavior is intended to harm or disturb, (2) the behavior occurs repeatedly
over time, and (3) there is an imbalance of power, with a person or group perceived as more powerful attacking one
perceived as less powerful. This asymmetry of power may be physical or psychological, and the aggressive behavior may
be verbal, physical, or psychological.? Individuals may be bullies (perpetrators), victims, or bullies/victims.

Bullying at school is present in almost all countries but with different prevalence rates. Studies have shown rates
from 8% in Germany to 30% in Italy,>-® which reflect prevalence of the overall phenomenon (ie, when information
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on both bullies and victims is collected). Studies focused
solely on the victims of bullying have revealed variation
ranging from 5.5% for girls in Sweden'® to 41.4% for
boys in Lithuania'® and up to 57% in Australia.!!

Various factors have been associated with being a
bully, a victim, or both, including age (with bullying
being more frequent in younger individuals),2¢ having a
lower socioeconomic status, and lower parents’ educa-
tional level. Poor health status,'>"” increased health care
needs,'* mental health status,®'¢2° and physical appear-
ance'”!8 have been associated with being bullied, as have
loneliness, lack of social interaction, poor social adjust-
ment, poor academic achievement,? and sexual orienta-
tion.2!22 No substantial differences according to gender
have been observed in terms of the frequency of being
bullied.®?>24

Variations in prevalence rates and factors associated
with bullying shown in previous studies could be a result
of differences in study design and the nature of the
sample (eg, age and gender composition), the definition
of bullying used and study scope (eg, whether only
bullies, only victims, bully/victims, or all of these are
studied), as well as the frequency and time frame for the
data collected (eg, once, twice, several times, over the
previous week, previous month, previous term, etc).?
Cross-cultural differences in the way the terms used to
refer to bullying are interpreted, contextualized, and
translated could also be of considerable importance and
might lead to different prevalence rates.2627

The European Kidscreen project was designed to de-
velop a standardized health-related quality-of-life ques-
tionnaire for children and adolescents 8 to 18 years old
and also provided an opportunity to study bullying
cross-culturally in several European countries by using a
standard methodology. The objectives of this study were
to analyze the prevalence of children and adolescents
aged 8 to 18 years who perceived being bullied in 11
European countries and to investigate the associated
sociodemographic, physical, and psychosocial factors.

METHODS

Participants

The present study was based on the fieldwork of the
Kidscreen project, a cross-sectional study conducted in
13 European counties during 2003. In the present study,
data from Ireland and Sweden was excluded from the
analysis because of unavailability of parents’ data. The
following countries are the focus of this investigation:
Austria, Czech Republic, France, Germany, Greece,
Hungary, Poland, Spain, Switzerland, Netherlands, and
the United Kingdom. The target population was children
and adolescents 8 to 18 years old. The sample was de-
signed to be representative by age, gender, and region.

Study Design

Three approaches to sample selection and administration
were followed: (1) telephone sampling followed by a
mail survey (Austria, Switzerland, Spain, France, and
the Netherlands); (2) school sampling and administra-
tion (Greece, Hungary) or school sampling and mail
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administration (Poland); and (3) multistage random
sampling of communities and households (Czech Re-
public). In the United Kingdom, a combination of tele-
phone and school-sampling methods was used.?®

Telephone sampling was centralized in Germany and
was conducted by using a computer-assisted telephone
interview, during which an interactive front-end com-
puter system aids interviewers to ask questions over the
telephone with random-digit dialing. The sampling
frame was households with a fixed telephone line.
Households were contacted by telephone and asked to
participate by interviewers who had received study-spe-
cific training. If the contacted family member agreed to
participate, the questionnaire and other study materials
were mailed together with a stamped, addressed enve-
lope for return of the completed questionnaire. Two
reminders were sent in cases of nonresponse (after 2 and
5 weeks). In the case of school sampling, sample selec-
tion was based on school listings, and schools were ran-
domly selected in each geographical or administrative
region, except in Hungary where classrooms (not
schools) were randomly selected by region. Children
completed the questionnaires in school. Multistage
probability sampling was only used in the Czech Repub-
lic. Communities were randomly selected from all re-
gions of the country. Households within each selected
community were then randomly selected from the local
telephone directory. Trained interviewers contacted
families with potentially eligible children who had been
identified by telephone. If the family agreed to partici-
pate in the study, the interviewer provided standardized
information and left the questionnaires, which were
collected again 2 to 5 days later. All questionnaires were
self-administered.

Fieldwork was conducted between May and Septem-
ber 2003. Some data were collected on those who re-
fused to participate. All procedures were conducted
following the data-protection requirements of the Euro-
pean Parliament (Directive 95/46/EC of the European
Parliament and of the Council of October 24, 1995, on
the protection of individuals with regard to the process-
ing of personal data and on the free movement of such
data). The ethical and legal requirements in all partici-
pating countries were adhered to, and signed informed
consent was obtained from all study participants.

Assessments

Being Bullied (Bullying Scale)

Being a bullying victim was measured by using the cor-
responding scale on the Kidscreen-52 questionnaire.
This scale consists of 3 questions: “Have you been afraid
of other girls and boys?” “Have other girls and boys
made fun of you?” and “Have other girls and boys bul-
lied you?” Responses are on a 5-point Likert scale
(never, seldom, sometimes, often, always), and a 1-week
recall period is used. The bullying scale of the Kidscreen
was developed according to current international recom-
mendations and guidelines for achieving cross-cultural
equivalence in patient-reported outcomes measures.?’
The questionnaire was simultaneously developed
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through focus groups in all participant countries fol-
lowed by cognitive debriefings and forward and back
translations and harmonization across countries.*°

The bullying scale showed acceptable levels of reli-
ability. Cronbach’s « values by country ranged from .73
in Greece and Hungary to .83 in the United Kingdom.
The only country in which Cronbach’s a was below the
commonly accepted threshold (.70) was France (.61).
Corrected item-total correlation coefficients ranged from
.38 to .73. The scale’s unidimensionality was confirmed
by using confirmatory factor analysis. Construct, conver-
gent, and discriminant validity were also acceptable, and
no differential item functioning was found according to
age, gender, or country.?® The scale score was standard-
ized to an arbitrary mean of 50 with an SD of 10 on the
basis of scores from the European population. Lower
scores indicate a greater perception of being bullied.

Other Measurements

Four independent groups of variables were included to
analyze their association with being bullied: sociodemo-
graphic and family factors, health status, and social sup-
port.

Sociodemographic and family data collected included
child’s age, gender, and socioeconomic status measured
by using the Family Affluence Scale (FAS) collected in 8
categories (from 0, the lowest, to 7, the highest FAS
category),”! and parental educational level was mea-
sured by using the International Standard Classification
of Education.?? Parents’ physical and mental health was
measured by using the SF-12.3

Physical health was measured by using the physical
well-being (PH) dimension of the Kidscreen-52 and by
calculating the BMI. The PH dimension of the Kid-
screen-52 contains 5 items measuring the child’s phys-
ical activity and uses a standardized mean of 50 and an
SD of 10. Higher scores mean better health. BMI was
calculated and analyzed on the basis of International
Obesity Task Force recommendations** and by using
self-reported data on weight and height.

Mental health was measured by using the Strength
and Difficulties Questionnaire (SDQ)?* and psychological
well-being (PW) and moods and emotions dimensions of
the Kidscreen-52.2¢ The SDQ contains 25 items and is
widely used as a screening instrument for mental health
status. The PW dimension of the Kidscreen-52 contains
6 items and examines positive emotions and satisfaction
with life. The moods and emotions dimension contains 7
items and analyzes whether an individual has experi-
enced depressive moods and emotions or stressful feel-
ings in general. On both of these dimensions higher
scores mean better health.

Health care needs were measured by using the chil-
dren with special health care needs (CSHCN) screener.
The CSHCN screener contains 5 questions on use or
need for health care services because of chronic condi-
tions.>®

Social support was assessed by using the Oslo Social
Support Scale.>? This scale contains 3 items relating to
sense of security and emotional and instrumental sup-
port the child receives.

The Appendix shows the source of information (child,
parent, or both) for each variable included.

Statistical Analyses

To study prevalence, we stratified children into 2 cate-
gories on the basis of their scores on the bullying dimen-
sion. Individuals scoring 1 SD below the mean (score <
40) were defined as victims of bullying, and the remain-
der (=40) were classified as nonvictims. The suitability
of this cut point was tested by examining how well it
discriminated between children responding “never” or
“seldom” on the 3 items in the bullying scale versus
those responding “sometimes” or more. We also used a
sensitivity analysis to determine if 40 was the most ap-
propriate cut point in terms of discriminating between
these 2 groups.

In the study of factors associated with being bullied,
children were classified as having special health care
needs if they had at least 1 positive response on the
CSHCN screener; the SDQ was stratified into 2 categories
(unlikely/possible case and probable case); and scores on
the Oslo scale were categorized as “poor social support”
(=6) and moderate/strong social support (>6).%”

Factors associated with being bullied were first exam-
ined in a bivariate analysis. For categorical variables, a x?
test was used, and for continuous variables, effect sizes
were calculated.’® Variables that had demonstrated col-
linearity were excluded from the analysis. Multiple lo-
gistic regression models were fitted to analyze the asso-
ciation between being bullied and sociodemographic,
health status, and social factors. The logistic regression
analyses were conducted separately for every country
and for the whole sample. For the latter, interaction
terms were included in the analysis to examine effect
modifications according to country. The data were
weighted according to Eurostat census data to correct for
nonresponse bias. A 2-tailed P value of <.05 was ac-
cepted as statistically significant.

RESULTS

The population sample consisted of 16 210 children 8 to
18 years old and their parents. The response rate for
child-parent pairs ranged from 24.2% to 72.0%, with an
overall response rate of 35.7%. Table 1 shows the sam-
ple characteristics. The percentage of children being bul-
lied was 20.6% for the entire sample and ranged from
10.5% in Hungary to 29.6% in the United Kingdom.

Table 2 shows the percentage of children/adolescents
being bullied stratified according to sociodemographic,
health status, and social factors. In general, percentages
of children being bullied were higher in the younger age
group, those with a lower economic status and low
parental level of education, and in those in the poorest
categories of health status and social support.

Logistic regression models showed that in almost all
countries the factors most strongly associated with being
bullied were younger age (odds ratios [OR] from 2.32 in
the United Kingdom to 7.28 in France) (Table 3), having
probable mental health problems as measured by the
SDQ (ORs from 1.81 in the Netherlands to 3.20 in Po-
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TABLE1 Socio-demographic Characteristics of the Sample and Percentage of Children/Adolescents Scoring <1 SD in Being Bullied
(Weighted Data), Kidscreen 2003
Variable Total Country, n (%)
(N =16210),
n (%)2 AU cz FR DE ELP HU NL PL ES CH UK

Gender

Male 8308 (51.3) 731(51.0) 819(51.5)520(51.1) 882(51.3) 600 (51.4) 999 (51.0) 947 (51.2) 854 (51.2)447 (51.4) 866 (51.4) 640 (51.3)

Female 7901 (48.7) 703 (49.0) 773 (48.5) 497 (48.9) 837 (48.7) 567 (48.6) 960 (49.0) 903 (48.8) 816 (48.8) 423 (48.6) 819 (48.6) 607 (48.7)
Age,y

8-11 5584 (34.4) 526 (36.7) 557 (35.0)360 (35.4) 596 (34.7) NA 690 (35.2) 696 (37.6) 536(32.1) 295 (34.0) 622 (36.9) 468 (37.5)

12-15 6982 (43.1) 601 (41.9) 599 (37.7) 436 (42.9) 723 (42.0) 804 (68.9) 818(41.8) 761 (41.1) 703 (42.1) 367 (42.2) 728 (43.2) 557 (44.7)

16-18 3643 (22.5) 308 (21.5) 435(27.3)221(21.7) 400(23.3) 363 (31.1) 450(23.0) 393(21.3) 431(25.8) 207 (23.8) 335(19.9) 222 (17.8)
FAS score

Low 2762 (17.4) 199 (14.0) 778 (49.0) 83(8.3) 198(11.6) 399 (36.8) 591(30.7) 182(9.9) 617(37.4)174(20.4) 183(11.1)111(9.2)
Medium 7258 (45.7) 708 (50.0) 659 (41.5) 437 (44.0) 821(48.2) 489 (45.1) 909 (47.2) 898 (49.0) 805 (48.8) 427 (50.0) 761 (46.0) 461 (38.3)
High 5876 (37.0) 509 (35.9) 149(9.4) 474(47.7) 683(40.1) 197 (18.1) 426(22.1) 754 (41.1) 226(13.7) 253 (29.6) 710 (42.9) 632 (52.5)
Parental level of
education

Low 3204 (20.0) 64(4.5) 22(1.4) 251(24.7) 250(14.7) 251(24.7) 460(23.7) 202(11.2) 440 (26.5)385(44.8) 103 (6.3) 125(10.1)
Medium 6484 (40.5) 1060 (74.0) 1060 (66.7) 214 (21.1) 945 (55.8) 364 (35.8) 807 (41.6) 935(51.8) 832(50.1) 200 (23.2) 814 (49.8) 395 (32.1)
High 6323 (39.5) 309 (21.5) 507 (31.9) 549 (54.2) 500 (29.6) 400 (39.5) 672 (34.7) 668 (37.0) 390 (23.5)275(32.0) 719(43.9) 712 (57.8)
PCS 49.65 49.85 49.39 50.31 50.23 47.87 49.44 49.02 48.46 49.77 50.11 49.50
MCS 50.58 52.38 51.49 47.73 51.35 50.43 50.10 52.90 50.61 52.20 52.71 50.52
Bullying

Yes (score < 1SD) 3293 (20.6) 343(25.1) 320(20.2) 117 (11.7) 297 (17.7) 143(12.4) 206 (10.5) 485 (26.6) 382 (23.0) 202 (23.7) 365 (22.0) 367 (29.6)
No 12698 (79.4) 1027 (74.9) 1263 (79.8) 884 (88.3) 1384 (82.3) 1018 (87.6) 1748 (89.5) 1341 (73.4) 1281 (77.0) 650 (76.3) 1298 (78.0) 874 (70.4)

PCS indicates physical component summary score of SF-12 collected from the parent; MCS, mental component summary score of SF-12 of the parent; AU, Austria; CZ, Czech Republic; FR,
France; DE, Germany; EL, Greece; HU, Hungary; NL, Netherlands; PL, Poland; ES, Spain; CH, Switzerland; UK, United Kingdom.
a Missing values: FAS = 314 (1.9%); International Standard Classification of Education = 199 (1.2%); bullying = 219 (1.4%).

b Did not collect data on 8- to 11-year-old children.

land), having a low score on the Kidscreen-52 moods
and emotions dimension, which corresponds to sadness
and emotional instability (ORs from 0.89 in the United
Kingdom to 0.95 in Greece), and having poor social
support (ORs of 1.44 in Germany and 3.20 in Greece).

The logistic regression model (Table 4) for the whole
sample confirmed that the most important factors were
age, educational level of the parents, BMI, moods and
emotion dimension scores on the Kidscreen-52, SDQ
score, and poor social support. When using the grand
mean for all countries as the reference category, 5 coun-
tries had an OR of >1 (Austria, the Netherlands, Spain,
Switzerland, and the United Kingdom), and 3 countries
(France, Greece, and Hungary) had an OR of <I. There
were no statistically significant interactions between
countries and sociodemographic variables.

DISCUSSION
In this large, representative sample of children and ad-
olescents from 11 European countries, we found sub-
stantial variation according to country in the percentage
of those who reported being a victim of bullying but
considerable similarities between countries in the factors
associated with being bullied. Being younger, having a
low level of parental education, being overweight/obese,
having psychological/mental problems, and having a
lack of social support were consistently associated with a
perception of being bullied.

These results should be interpreted cautiously given
the study’s main limitations such as its cross-sectional
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design, the relatively low response rate in some coun-
tries, and the fact that not all potentially relevant vari-
ables were included. Although the associations observed
in the multivariate models were consistent and quite
strong across several of the countries, the cross-sectional
design means it is not possible to determine the direc-
tionality of the association. The low response rates in
some countries might also have led to a response bias.
However, a comparison of the final samples with Euro-
stat data showed no statistically significant differences in
terms of age and gender, which suggests that nonre-
sponse is not likely to have had a strong effect on study
results. A comparison of subsamples of responders and
nonresponders also showed few differences between the
2 on major characteristics. Moreover, nonresponse bias
was corrected by weighting data to restart proportions of
gender and age groups according to census data for all
countries. A low risk of selection bias is expected, be-
cause the models were adjusted for socioeconomic and
health-related factors. Nevertheless, results from coun-
tries with relatively low response rates should be treated
with caution. A more detailed description of the meth-
ods and representativeness of the Kidscreen study is
presented elsewhere.*® Finally, although the list of vari-
ables tested in the multivariate models was extensive, it
was not exhaustive, and factors such as ethnic back-
ground* and sexual orientation2!22 were not included,
although they have been shown to be associated with
bullying and should be included in future studies.

One of the strengths of the present study was the use
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TABLE2 Percentages of Children/Adolescents Scoring < 1 SD in Being Bullied by Country and by Sociodemographic, Physical,

Psychosocial Variables

Variable Total AU cz FR DE EL HU NL PL ES CH UK
Socio-demographic
Gender
Male 20.3 25.2 19.6 10.9 18.4 13.7 11.6 26.9 221 26.2 24.12 28.9
Female 20.9 24.7 209 12.9 17.0 10.9 10.3 26.0 241 221 19.2 339
Age, 3y
8-11 26.72 3252 24.92 14.42 24.32 NAtbP 13.72 30.92 30.62 34.22 27.92 34.92
12-15 19.9 23.6 219 121 16.6 13.4 10.5 24.7 249 20.5 21.0 27.7
16-18 125 14.3 12.0 6.80 9.80 10.2 49 22.4 11.1 14.6 12.0 23.0
FAS score
Low 24.22 225 23.52 12.5 221 12.7 13.52 34.42 27.32 255 26.8 393
Medium 20.0 24.7 17.7 12.1 17.2 11.6 10.3 26.2 21.4 23.5 21.6 321
High 19.3 26.0 20.2 11.5 16.7 11.5 7.8 24.5 17.8 244 19.6 29.2
Parental level of
education
Low 22.52 283 40.92 13.6 26.52 14.2 13.4 35.02 26.42 23.8 28.62 33.6
Medium 21.2 23.6 21.8 12.9 17.5 9.0 9.4 27.0 23.2 25.5 23.8 329
High 18.9 28.8 15.9 10.8 14.3 12.5 10.7 22.9 19.3 22.7 18.1 29.5
PCSe 0.01 0.02 0.08 —0.09 0.06 0.18 0.09 0.04 —0.03 —0.04 0.05 —0.04
MCS¢ 0.142 0.11 0.282 0.34° 0.22 —0.06 —0.02 0.09 0.182 0.14 0.172 0.152
Physical/mental
BMI
Normal 17.92 23.02 18.72 10.22 16.82 10.52 9.72 24.22 22.32 21.62 20.02 27.2
Overweight/obese  26.5 36.7 28.2 18.4 24.6 16.8 17.6 32.8 31.0 333 30.2 29.3
CSHCN screener
Yes 27.52 36.12 32.52 18.92 27.02 26.52 12.0 35.92 24.5 51.12 34.42 41.82
No 19.5 24.5 18.3 10.0 16.3 11.2 10.6 24.9 23.0 23.2 20.3 29.8
Chronic condition
Yes 23.72 29.42 29.42 13.8 21.92 14.7 121 30.02 25.72 25.8 25.02 341
No 19.0 23.1 15.7 10.5 15.1 10.8 10.1 24.7 21.3 229 20.3 29.7
PH< 0.212 0.272 0.452 0.232 0.272 0.14 0.242 0.242 0.202 0.15 0.142 0.282
PWe 0.34° 0.422 0.392 0.422 0.342 0.342 0.302 0.582 0.272 0.352 0.282 0.402
Moods/emotions© 0.712 0.572 0.632 0.722 0.612 0.582 0.652 0.792 0.652 0.642 0.592 0.792
sDQ
Unlikely/possible 18.82 24.12 17.92 9.72 15.72 11.02 10.12 24.22 21.52 22.12 20.02 30.12
Probable 437 39.4 44.7 341 46.2 20.4 21.2 533 47.2 52.0 51.9 554
Social
Oslo Social Support
Scale
Poor 34.22 42.72 35.72 21.62 3332 25.22 23.42 50.42 34.12 35.62 43.92 47.02
Moderate/strong 19.0 222 16.4 8.6 15.3 8.8 8.8 24.5 20.1 220 18.2 28.0

PCS indicates SF-12 physical component summary; MCS, SF-12 mental component summary; AU, Austria; CZ, Czech Republic; FR, France; DE, Germany; EL, Greece; HU, Hungary; NL,

Netherlands; PL, Poland; ES, Spain; CH, Switzerland; UK, United Kingdom.
ap<.05.
b Greece did not collect information on children aged 8 to 11 years.

< Continuous variables. Figures indicate standardized mean differences (effect sizes and 95% confidence interval) in bullying between those who scored high and low in that variable.

of a scale to measure bullying from a well-validated
instrument with demonstrated reliability.#! Cross-cul-
tural differences in the way key terms are interpreted
between countries, the use of different terms, or subtle
nuances introduced through translation could also lead
to differences in prevalence rates.! Nevertheless, the fact
that all of the scales in the Kidscreen questionnaire were
also tested for the presence of differential item function-
ing according to gender, age, and country and were
found to be cross-culturally comparable helps to guard
against such differences to a large extent.?> Most of the
scales and ad hoc items used to measure bullying have
not been subjected to this type of rigorous testing.
Likewise, the use of a 1-SD cut point on the measure

23
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is quite a strict definition of being bullied, but it ensured
a high level of sensitivity. It is higher than the 0.8 SD
from the mean, which is generally accepted as represent-
ing a large change in patient-reported outcome mea-
sures.443

The results of this study confirm the findings of at
least 1 previous large international study, which showed
substantial intercountry variability in being bullied. Due
et al'* examined rates of being bullied in children/ado-
lescents aged 11, 13, and 15 years by using a single item
with a Likert-type scale and 5 answer categories. The
recall period was the last term, so there are some meth-
odologic differences between the 2 studies. Nevertheless,
a country-by-country comparison of the results shows
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TABLE4 Logistic Regression Model of Being Bullied for the
Whole Sample, Kidscreen 2003

Sociodemographic Variable OR 95% Cl
Sociodemographic
Age,y
8-11 4.86 4.15-5.69
12-15 239 2.06-2.77
16-182 1.00 1.00
Parental level of education
Low 1.44 1.24-1.66
Medium 1.14 1.01-1.29
High? 1.00 1.00
Physical/mental
BMI
Normal? 1.00 1.00
Overweight/obese 1.43 1.24-1.66
Moods/emotions 0.92 0.91-0.93
sbDQ
Unlikely/possible? 1.00 1.00
Probable 2.16 1.82-2.57
Oslo Social Support Scale
Poor? 1.54 1.35-1.75
Moderate/strong 1.00 1.00
Countries
Austria 1.68 1.29-2.02
Czech Republic 0.92 0.72-1.17
France 0.67 0.55-0.83
Germany 0.97 0.84-1.09
Greece 0.50 0.34-0.75
Hungary 0.40 0.30-0.55
Netherlands 1.68 1.38-2.01
Poland 1.13 0.99-1.29
Spain 1.22 1.04-1.42
Switzerland 1.40 1.00-1.65
United Kingdom 1.42 1.22-1.65

Clindicates confidence interval.
aIn the case of countries, the grand mean for all countries was used as a reference
category.

that the prevalence rates in both studies are quite simi-
lar, and the overall prevalence rates for being bullied
were similar (18.4% in the Due et al study compared
with 20.6% in our study). An exception was the United
Kingdom, a country in which a lot of antibullying work
has been conducted and which had a considerable
higher prevalence rate in our study. We have no clear
explanation for this difference, although it may be be-
cause of some factors including a heightened awareness
of bullying, which could encompass “new” forms of
bullying such as “cyberbullying,” and/or methodologic
aspects related to the sampling methods used in the
present study in the United Kingdom (combination of
telephone and school sampling). These results should be
confirmed in future studies.

Differences found between countries in the present
study are, perhaps, more reliably attributable to struc-
tural factors such as differences in health, social, and
school policy and social environment, among others. For
example, in Sweden and Ireland (not included in the
present analysis), the proportion of children who re-
ported being bullied was 11.8% and 26.1%, respectively.
The low prevalence rate, particularly in Sweden, might

reflect the successful antibullying campaign that has
been conducted in that country over the past years.

The factors most strongly associated with being a
bullying victim were younger age, having a probable
mental health problem, and having poor social support.
Previous studies have indicated younger ages as more
susceptible to being victimized. For example, Nansel et
al?> reported ~50% of children being bullied in the 6th
grade in US schools compared with ~30% in the 10th
grade. The higher prevalences found in that study might
be a result of the longer recall period used (1 term).
Another study reported that children and adolescents
with psychological and mental problems experienced
bullying to a greater extent than their “healthy” coun-
terparts.** Previous longitudinal studies have also re-
vealed that the association between having mental
health problems and being bullied can be bidirectional;
in other words, mental health problems and being bul-
lied could be either the cause or the consequence of one
another or both.?

CONCLUSIONS

This study showed considerable variation in bullying
between European countries. Future studies should ex-
amine possible factors associated with this variation,
such as structural factors, implementation of initiatives
to prevent and counter bullying, and the social environ-
ment in general. The present study also reveals a clear
profile of likely bullying victims and suggests that the
Kidscreen bullying scale could play a part in identifying
potential bullying victims in high-risk groups.
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APPENDIX Summary of Independent Variables Used in the Study and Source of Information

Variables Categories Source

Sociodemographic and socioeconomic dimension

Age,y 8-11/12-15/16-18 C/A

Gender Male/female C/A

FAS score Low/medium/high C/A

International Standard Classification of Education score Low/medium/high P
Physical and mental health dimension

BMI Normal, overweight/obese C/A

SF-12 Physical Continuous variable P

SF-12 Mental Continuous variable P

CSHCN screener Yes/no P

PH Continuous variable C/A

PW Continuous variable C/A

Chronic condition Yes/no C/A

SDQ Low/borderline/noticeable C/A/P

Mood/emotions Continuous variable C/A
Social support dimension

Oslo Social Support Scale Low/high C/A

C/A indicates child/adolescent; P, parent.

PEDIATRICS Volume 123 Number 2, February 2009 577

Downloaded from pediatrics.aappublications.org by guest on September 25, 2012


http://pediatrics.aappublications.org/

Being Bullied: Associated Factorsin Children and Adolescents 8 to 18 YearsOld
in 11 European Countries
Filippos Analitis, Mariska Klein Velderman, Ulrike Ravens-Sieberer, Symone
Detmar, Michael Erhart, Mike Herdman, Silvina Berra, Jordi Alonso and Luis Rajmil
Pediatrics 2009;123;569
DOI: 10.1542/peds. 2008-0323

Updated Information & including high resolution figures, can be found at:

Services http://pediatrics.aappublications.org/content/123/2/569.full.ht
ml

References This article cites 34 articles, 9 of which can be accessed free
at:
http://pediatrics.aappublications.org/content/123/2/569.full.ht
mi#ref-list-1

Citations This article has been cited by 2 HighWire-hosted articles:
http://pediatrics.aappublications.org/content/123/2/569.full .ht
mi#related-urls

Subspecialty Collections This article, aong with others on similar topics, appearsin

the following collection(s):

Office Practice
http://pediatrics.aappublications.org/cgi/collection/office_pra
ctice

Permissions & Licensing Information about reproducing this article in parts (figures,
tables) or in its entirety can be found online at:
http://pediatrics.aappublications.org/site/misc/Permissions.xht
ml

Reprints Information about ordering reprints can be found online:
http://pediatrics.aappublications.org/site/misc/reprints.xhtml

PEDIATRICS isthe official journal of the American Academy of Pediatrics. A monthly
publication, it has been published continuously since 1948. PEDIATRICS is owned, published,
and trademarked by the American Academy of Pediatrics, 141 Northwest Point Boulevard, Elk
Grove Village, Illinois, 60007. Copyright © 2009 by the American Academy of Pediatrics. All
rights reserved. Print ISSN: 0031-4005. Online ISSN: 1098-4275.

American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN"™

Downloaded from pediatrics.aappublications.org by guest on September 25, 2012



http://pediatrics.aappublications.org/content/123/2/569.full.html
http://pediatrics.aappublications.org/content/123/2/569.full.html#ref-list-1
http://pediatrics.aappublications.org/content/123/2/569.full.html#related-urls
http://pediatrics.aappublications.org/cgi/collection/office_practice
http://pediatrics.aappublications.org/site/misc/Permissions.xhtml
http://pediatrics.aappublications.org/site/misc/reprints.xhtml
http://pediatrics.aappublications.org/

