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Bullying victimization in youths and mental health
problems: “‘Much ado about nothing’?
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Bullying victimization is a topic of concern for youths, parents, school staff and mental health practitioners. Children
and adolescents who are victimized by bullies show signs of distress and adjustment problems. However, it is not
clear whether bullying is the source of these difficulties. This paper reviews empirical evidence to determine whether
bullying victimization is a significant risk factor for psychopathology and should be the target of intervention and
prevention strategies. Research indicates that being the victim of bullying (1) is not a random event and can be

predicted by individual characteristics and family factors; (2) can be stable across ages; (3) is associated with severe
symptoms of mental health problems, including self-harm, violent behaviour and psychotic symptoms; (4) has long-
lasting effects that can persist until late adolescence; and (5) contributes independently to children’s mental health

problems. This body of evidence suggests that efforts aimed at reducing bullying victimization in childhood and

adolescence should be strongly supported. In addition, research on explanatory mechanisms involved in the
development of mental health problems in bullied youths is needed.
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Introduction

Researchers have recently started examining the im-
pact of being bullied on children’s lives and whether
it can be a harmful experience for their mental health.
This endeavour has been long awaited. In the past,
being the victim of bullying has been considered as an
unpleasant yet normal experience, one that is fre-
quently encountered by youngsters when they enrol in
the formal school system and widen their social net-
work beyond the family. Consequently, researchers
have not considered bullying as a stressful experience
that could jeopardize children’s well-being and a po-
tential risk factor for mental health problems (Tolan,
2004). However, cross-sectional studies have indicated
that children targeted by bullies show signs of distress
such as depression and anxiety (Hawker & Boulton,
2000). In parallel to research efforts, bullying victimi-
zation became a growing concern among children,
parents, school staff and local authorities who fear
for children’s safety (Oliver & Candappa, 2003;
Department for Children, Schools and Families, 2009).
This article reviews empirical evidence to determine
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whether being bullied can be an event that bears detri-
mental consequences for children’s mental health.
Developing a better understanding of bullying victi-
mization and its impact on children’s well-being is
needed for four main reasons. First, rigorous attempts
are being made to identify and test environmental
causes of disease in children (Rutter, 2007). If bullied
children manifest symptoms of mental health prob-
lems, we need to harness appropriate study designs
to demonstrate that being bullied can cause children’s
psychopathology and intervene rapidly to limit harm
caused to children. Second, re-victimization refers
to the persistence of victimization across time, and
poly-victimization implies a vulnerability to a range of
different types of victimization (Finkelhor et al. 2007).
If some children are persistently victimized by bullies
through the years, or if they show a vulnerability to
other forms of victimization, we need to identify fac-
tors early in children’s lives that may influence their
risk of being bullied to break the cycle of victimization
among vulnerable children. Third, interventions aimed
at preventing and reducing bullying behaviours in
schools have shown limited success (Smith et al. 2003;
Bauer et al. 2007; Vreeman & Carroll, 2007). If being
bullied is associated with severe symptoms of mental
health problems among children and adolescents, we
need to design effective intervention and prevention
programmes for reducing bullying and also for help-
ing young victims to cope with their distress. Fourth,
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children’s mental health problems often translate into
adult psychiatric disorders (Kim-Cohen et al. 2003). If
being bullied is associated with long-lasting problems
in childhood and in adolescence, when the bullying
may have stopped, society’s burden of psychiatric
disease could be reduced by limiting bullying beha-
viours at an early age, helping to prevent adult mental
health problems.

The present article reviews empirical evidence re-
lating to the association between bullying victimi-
zation and mental health problems. First, we describe
bullying and assessment methods. Second, we high-
light series of findings on bullying victimization and
mental health problems. Third, we suggest avenues
for future research. This article does not aim to review
emerging findings on bullying in adulthood nor to
review the literature on intervention programmes,
which have been thoroughly summarized already.

Bullying

Bullying involves repeated hurtful actions between
peers where an imbalance of power exists (Olweus,
19934, 1994). Bullying is distinct from other forms
of aggressive behaviours by encompassing three
elements. First, bullying occurs between individuals of
the same age group. Bullying can take place between
youths or between adults. When hurtful actions are
perpetrated by adults towards children or adolescents,
we consider this maltreatment and not bullying.
Second, the hurtful actions are repeated over time
so a pattern of interactions is established between
the bullies and a victim. One-off incidents involving
hurtful actions between individuals are not examples
of bullying behaviour. Third, the relationship between
the bullies and a victim is characterized by a power
imbalance whereby it is difficult for the victim to de-
fend him- or herself. Physical strength, popularity and
age are factors that characterize power imbalance be-
tween the bullies and their victim.

Bullying behaviours refer to verbal and physical
actions such as threatening, taunting, spreading ru-
mours, pushing and kicking, and excluding. Cyber-
bullying, a new form of bullying that has emerged
following advances in technologies, involves devices
such as mobile phones or the internet for targeting
people (Smith et al. 2008). Bullying behaviours can be
divided further into direct and indirect bullying. Di-
rect bullying refers to verbal and physical behaviours
conducted within the context of face-to-face inter-
actions. Examples of direct bullying include hitting or
threatening. Indirect bullying comprises actions that
do not necessarily require the bullies or the victim to
be present, such as spreading rumours, excluding
and manipulating friendship groups (Olweus, 19934,

1994). Girls tend to engage more frequently in indirect
bullying and less often in direct bullying compared to
boys (Bjorkqvist et al. 1992; Rivers & Smith, 1994).
Reports of bullying victimization gradually decrease
with age up to the end of secondary school (Sourander
et al. 2000; Rigby, 2002).

Three groups of individuals are directly involved
in bullying. Bullies are the perpetrators of bullying
behaviours. A study on prevalence rates of 11- to
16-year-old children involved in bullying across 25
countries reported that, on average, 10% of children
admitted bullying others in the current school term
(Nansel et al. 2004). As bullying is a criterion for DSM-
IV diagnosis of conduct problems (APA, 1994), bullies
have a behavioural profile that resembles one of chil-
dren with conduct problems. Victims are the targets
of bullying behaviours. On average, 11% of children
reported being the victims of bullying (Nansel et al.
2004). Victims tend to show increased symptoms of
anxiety and depression (Hodges & Perry, 1999), low
self-esteem and poor social skills (Egan & Perry, 1998).
Bully-victims are children who are involved in bully-
ing both as bullies and as victims. They represent a
small but distinct group of children with on average
6% reporting being both bullies and victims (Nansel
et al. 2004). Bully-victims have the highest level of
adjustment problems among all children involved in
bullying, showing symptoms of both internalizing and
externalizing problems (Nansel et al. 2001; Juvonen
et al. 2003; Veenstra et al. 2005; Arseneault et al. 2006).
Prevalence rates indicate that being a victim of bully-
ing is not as frequent as commonly believed. Indeed,
rates of bullying victimization are comparable to rates
of children possibly or definitely maltreated by adults
(15% according to Dodge et al. 1990; 12 % reported by
Jaffee et al. 2004). This review paper focuses on bully-
ing victimization, including groups of victims and
bully-victims.

Assessment of bullying victimization

Various methods have been used to assess bullying
victimization for research purposes. Direct observa-
tions of children in their day-to-day environments are
suited to assess bullying as interactions between
youths unfold on the playground or at school (Pepler
& Craig, 1995). This method necessitates recording
devices and rating scales for later coding. Sociometric
assessments involve asking pupils to nominate chil-
dren in the class who bully others or who are victims
of bullies (Boivin & Hymel, 1997). More sophisticated
assessments using peer nomination were developed
recently to measure dyadic relationships between vic-
tims and bullies by asking children to report their in-
volvement in bullying as either victims or bullies and
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to nominate other pupils as either victims or bullies in
relation to themselves (Veenstra et al. 2007). The dy-
adic approach allows an in-depth investigation of the
characteristics specific to the relationship between the
bully and the victim. Peer nomination is a method
that gathers data from several informants at once
about who is involved in bullying at school. However,
observing children or collecting peer nominations
bears some difficulties. First, these methods are prac-
tical in the context of school surveys, or for small
groups of targeted pupils, but can be difficult to co-
ordinate with large nationally representative cohort
studies. Second, information with regard to the sever-
ity or type of bullying experiences may not be avail-
able. Third, assessments should be conducted such
that negative effects for bullies and victims, who may
suspect they are being nominated during the whole-
class assessment, are minimized (Mayeux et al. 2009).
Fourth, the ‘live” assessment of youths’ interactions
requires an exhaustive coding chart according to
which behaviours are rated later on. In addition, the
presence of observers or cameras may contaminate
this natural set-up and the interactions may not be
realistic.

An alternative method for assessing bullying is the
use of questionnaires, where respondents rate their
own experiences with bullying (Mynard & Joseph,
1997; Olweus, 2007, in press). Although question-
naires represent a straightforward method for col-
lecting information on bullying, they also have their
limitations (Salmivalli & Peets, 2009). Bullying ques-
tionnaires may represent a challenge for young partici-
pants, who can have difficulties comprehending the
concept of bullying or recognizing their involvement
in bullying. Others may be reluctant to report painful
or traumatic experiences, raising ethical concerns
(Ladd & Kochenderfer-Ladd, 2002; Olweus, in press).
Alternative informants include parents, teachers and
peers. Parents are considered as a viable alternate in-
formant as young victims of bullying are more likely
to report bullying incidents to someone at home than
to a school teacher (Whitney & Smith, 1993). Parents
are largely dependent on being informed about
bullying incidents, rather than witnessing them, as
such events occur most frequently outside the home.
Teachers may have the opportunity to witness in-
stances of bullying on the playground or in the class-
room. However, they may be unaware of occurrences
of bullying in the neighbourhood, in sport activities or
in the family. Peers are likely to be aware if another
pupil is involved in bullying because they are often
present in children’s environments where bullying
takes place, such as school bathrooms, changing
rooms and locker areas. During the first few years of
primary school, peers may represent an unreliable

source of information as they may not yet have de-
veloped the cognitive abilities to distinguish bullying
experiences or remember such events. Furthermore,
more subtle forms of bullying may bypass peers’ rec-
ognition (Smith & Levan, 1995; Ladd & Kochenderfer-
Ladd, 2002). Low levels of agreement across different
informants (Ronning et al. 2009; Wienke Totura et al.
2009) may suggest that bullying victimization is set-
ting specific. Therefore, when using questionnaires
and especially with young children, researchers may
consider collecting data from multiple informants to
capture all instances of bullying victimization.

Bullying victimization and mental health problems

Bullying has long been considered as a normal pattern
of interactions between youths, and thus not harmful.
Current research is now challenging this view. We
have summarized key findings on bullying as a sig-
nificant risk factor for mental health problems into five
sections.

Individual characteristics and family factors predict
children who become targets of bullies

Victims of bullying are often told that they are victims
of bad luck by having been in the wrong place at the
wrong time. Although this message may alleviate
victims’ perceptions of being the origin of their mis-
fortune, this leaves little hope for efforts aimed at
preventing children from getting bullied in the first
place. Studies have examined whether factors relating
to the individuals and their environment have an im-
pact on children’s likelihood of being bullied. For this
review, we focus on factors that could become targets
of early intervention in order to prevent children from
becoming victims of bullying.

Research shows that being the victim of bullying
can be predicted by several factors. Longitudinal
studies showed that young children with internalizing
problems, such as withdrawal and anxiety-depression
(Hodges & Perry, 1999; Arseneault et al. 2006), low
self-regard and reduced assertiveness (Egan & Perry,
1998), have an increased risk of being bullied in
childhood. Problems on the internalizing spectrum are
not the only early individual characteristics associated
with subsequent risks of being bullied. Girls who are
bullied showed higher levels of externalizing beha-
viours prior to being bullied compared to non-bullied
girls of the same age (Arseneault et al. 2006). Early
aggressiveness was also shown to precede chronic
peer rejection and victimization in both boys and girls
assessed at four time points from age 3 to 6 years.
Toddlers who display aggressive behaviours are at
increased risk of experiencing peer victimization in the
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early school years compared to those who show no
aggression (Ladd & Troop-Gordon, 2003; Snyder et al.
2003; Barker et al. 2008b).

How internalizing and externalizing behaviours
increase children’s risk for being bullied remains un-
known. Anxious and depressed children may send
signals that they are easy targets and will not retaliate
if other children are unpleasant to them. Aggressive
children may attract hostility from other children.
Both internalizing and externalizing behaviours have
been shown to be substantially influenced by genetic
factors (Rutter ef al. 1999; Rhee & Waldman, 2002;
van der Valk ef al. 2003 ; Moffitt, 2005). The association
between such behavioural problems and the risks for
being bullied draws attention to the plausibility that
bullying victimization is heritable. One study has
shown that genetic influences accounted for over two-
thirds of individual differences in children’s bullying
victimization (Ball et al. 2008). Heritable behaviours
associated with risks for being bullied such as inter-
nalizing and externalizing problems possibly mediate
the effect of these genetic influences. Environmental
factors accounted for the remaining third of the
variance in bullying victimization, supporting other
studies that have shown that the environment also
influences children’s risk of being bullied (Brendgen
et al. 2008). Longitudinal studies have identified fac-
tors in the home that are associated with increased
rates of bullying victimization among children, such
as child maltreatment (Shields & Cicchetti, 2001),
domestic violence in the home (Baldry, 2003), parental
depression (Beran & Violato, 2004) and low socio-
economic status (Wolke ef al. 2001). Other environ-
mental factors associated with bullying victimization
include school characteristics such as overcrowding
and the number of children receiving free school
meals (Barnes et al. 2006).

Examining how family and school factors might
together influence risks for being bullied is compli-
cated by the fact that these factors are often observed
simultaneously in the same homes. For example,
socio-economic disadvantage, parental domestic viol-
ence and child adjustment problems often co-occur in
the same families (Moffitt et al. 2002b). Research using
multivariate analyses can identify environmental fac-
tors that are independently associated with children’s
risks for being bullied. One study showed that indi-
vidual characteristics including aggressiveness, iso-
lation, academic performance, prosocial behaviour
and dislikability explain the effect of social circum-
stances on pre-adolescents’ risks for being bullied
(Veenstra et al. 2005). Measures of parenting including
emotional warmth, rejection and overprotection were
not associated with victims of bullying over and above
children’s characteristics. This study suggests that

environmental factors influence children’s character-
istics, which in turn affect their risks for being bullied.
Another study found that physical maltreatment is
independently associated with being bullied later in
life, even after controlling for the effect of children’s
internalizing and externalizing problems (Bowes et al.
2009). This study also showed that schools with large
numbers of pupils were uniquely associated with
children’s risks for being bullied. Thus, factors in a
child’s family or school environment can increase their
likelihood of being bullied over and above children’s
personal characteristics.

Evidence indicates that children’s own charac-
teristics and factors in their environment influence
their risks for being bullied. Further investigations are
necessary to determine the mechanisms by which
these factors influence children’s likelihood of being
bullied. Interventions could focus on these factors to
prevent children from becoming targets of bullies.

Being bullied can be stable over time

Bullies seem to be peers who transit in their victims’
lives as youths go through the school system. Given
that bullies are not closely related to their victims,
such as parents or siblings, it could be that being
the victim of bullying is a transient event that will
stop when bullies leave a child’s environment. This
would suggest that removing the victim from the set-
ting in which they are bullied might stop instances
of bullying victimization. Studies have examined
whether being the victim of bullying can be stable over
time.

Evidence suggests that, for a substantial number of
children, being the victim of bullying can last for pro-
longed periods of time despite decreasing rates of
bullying victimization as children grow older. A total
of 43 % of age-11 victims were still victims 4 years later
whereas 51 % were no longer involved in bullying and
6% became bullies (Scholte et al. 2007). Of the children
who were not involved in bullying at the first assess-
ment, only 7% became victims later on. Being bullied
at an earlier age is also moderately stable, with 15% of
8-year-old victims still being victimized by bullies at
age 12 (Kumpulainen et al. 1999). During the pre-
school years, a pattern of moderate short-term stability
of peer victimization has also been identified over a
1-month interval in children aged between 3 and
5 years (Crick et al. 1999). The probability of remaining
involved in bullying was higher for boys and for chil-
dren from low socio-economic status households.
Victims who were being bullied chronically were
more disliked, had fewer friends and were shyer than
either victims who were bullied only during child-
hood or children who were never bullied. Children
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who were bullied only in childhood did not differ
in adolescence from the children who were never
bullied, in terms of being disliked or having fewer
friends, stressing the importance of distinguishing
between stable and transient peer victimization.

Developmental trajectories of bullying victimiza-
tion have been identified across ages. Trajectory
analyses use repeated assessments to provide a de-
scription of developmental profiles of stability and
change over time. This statistical method enables the
identification of subgroups of individuals following
different profiles defined by the absolute level and
pattern of change over time. During the adolescent
years, three bullying victimization trajectories were
identified: low/stable (85% of the sample), high/
decreasing (10%) and high/increasing (5%) (Barker
et al. 2008a). The results did not indicate a trajectory of
high/chronic bullying victimization. During the pre-
school years, three trajectories of peer victimization
were also identified using data collected at four time
points when children were aged between 3 and
6 years: the majority of children followed a low/
increasing trajectory of peer victimization, but 25%
followed a moderate/increasing trajectory and 4%
followed a high/chronic trajectory (Barker et al.
2008b). Children following high and increasing trajec-
tories of peer victimization in pre-school showed el-
evated levels of peer victimization when they entered
school. These analyses indicate that, for a small pro-
portion of children, and especially for young children,
victimization by peers can be stable across several
years.

Studies show that children who are chronically
victimized by their peers may be qualitatively differ-
ent from those who are occasionally victimized, both
in terms of risk factors and outcomes. High levels of
harsh and reactive parenting were found to be specific
to groups of children showing high and chronic levels
of peer victimization as opposed to other pre-school
trajectories (Barker et al. 2008b). In addition, in-
sufficient parental income and physical aggression
predicted high/chronic and moderate/increasing tra-
jectories of peer victimization. Pre-school chronic vic-
tims are most at risk of sustained peer victimization
into primary school. In adolescence, chronic bully-
victims (following high/increasing trajectories on both
bullying victimization and bullying behaviour) had
the highest delinquency scores in mid-adolescence.
Girls who followed the chronic bully-victims trajec-
tory had the highest levels of self-harm in mid-
adolescence. The different trajectories of bullying
victimization were therefore associated with distinct
outcomes, with children chronically victimized being
most at risk of developing harmful outcomes. Further-
more, chronic victims by early adolescence had an

elevated risk of becoming bully-victims (Barker et al.
20084).

Being bullied is not a situational event and can last
for several years. Altogether, these studies highlight
the importance of considering not only the stability of
victimization but also the pattern of change over time
to predict which children are most likely to develop
difficulties as a result of their experience of being
bullied. Prospective, longitudinal studies following
children into adulthood are needed to determine
whether childhood bullying influences bullying vic-
timization in adulthood.

Bullied children show severe symptoms of mental
health problems

Concerns with bullying relate to the assumption that
being bullied could impact various mental health
problems. Bullied children manifest signs of psycho-
logical distress such as worry, sadness or nightmares.
These could be normal and temporary reactions to a
stressful event. Therefore, symptoms of distress mani-
fested by victims of bullying would be normative and
may not require intervention. We summarize findings
from studies that have examined whether being the
victim of bullying is associated with severe symptoms
of mental health problems. Evidence on the indepen-
dent impact of bullying victimization on mental health
problems is reviewed later.

Findings indicate that problems experienced by
victims of bullying are not merely minor difficulties
but include a wide range of serious mental health
problems. Studies have found that victims of bullying
show not only elevated levels of social isolation,
depression and anxiety (Forero et al. 1999; Hawker &
Boulton, 2000; Kaltiala-Heino et al. 2000; Nansel et al.
2001; Wolke et al. 2001 ; Karatzias ef al. 2002 ; Veenstra
et al. 2005) but also, especially girls and bully-victims,
increased self-harm behaviours and suicidal ideations
(Baldry & Winkel, 2003; van der Wal et al. 2003; Kim
et al. 2005; Barker et al. 2008a; Herba et al. 2008;
Klomek et al. 2009). Suicidal ideations among victims
seem to be exacerbated by feelings of rejection at
home and also by having parents with internalizing
problems (Herba et al. 2008). Being bullied in child-
hood predicted suicide attempts up to the age of 25
years among females, over and above early symptoms
of conduct problems and depression (Klomek et al.
2009).

The impact of being bullied is not only limited to
behaviours that are harmful to the self (i.e. internaliz-
ing problems) but also extends to behaviours harmful
towards others (i.e. externalizing problems). Both vic-
tims of bullying and bully-victims show externalizing
problems such as violent behaviours and carrying
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a weapon (Nansel et al. 2003; Arseneault et al. 2006;
Kim et al. 2006; Liang et al. 2007). Adolescents who
are chronic victims of bullying also show increased
risks of bullying others (Barker et al. 20084). In ad-
dition, children victims of bullying and bully-victims
show increased rates of psychotic symptoms later on
(Bebbington et al. 2004; Janssen et al. 2004; Kelleher
et al. 2008; Schreier et al. 2009). Furthermore, studies
have observed a dose-response relationship between
the frequency of bullying victimization and levels of
psychotic symptoms (Lataster ef al. 2006; Campbell &
Morrison, 2007). These findings suggest that detri-
mental effects of bullying upon individuals’ mental
health may extend to delusions, auditory and visual
hallucinations.

Studies have demonstrated that the effects of
bullying victimization go beyond the development
of depression, anxiety and social exclusion. Problems
experienced by victims are not merely minor diffi-
culties but include severe problems such as psychotic
symptoms and suicidal ideations. More work is need-
ed to further develop our knowledge on the victimiz-
ation risk associated with psychotic symptoms.

The impact of being bullied on mental health
problems can be long-lasting

The majority of evidence supporting an association
between experiences of being bullied and mental
health problems is either concurrent or within a short
time-span. This raises the possibility that symptoms
of mental health problems are temporary and dis-
appear when the bullying stops. If this is the case,
the focus of interventions should be on stopping
bullying rather than on reducing distress in young
victims, as symptoms will disappear once the bullying
has stopped. Studies have examined the long-term
outcomes of being bullied in childhood and ado-
lescence.

Existing evidence is limited to very few studies,
some based on retrospective reports of experiences
with bullying. Overall, these studies tend to show that
individuals who were bullied in childhood show ad-
justment problems in late adolescence and in adult-
hood. Participants from two large cohort studies were
retrospectively asked whether they had been bullied
in childhood. The results from a Scandinavian cohort
of men indicated that those who reported being bull-
ied in childhood had an increased risk for depression
between the ages of 31 and 51 years, over and above
the effect of possible confounders such as parental
mental illness or socio-economic status (Lund ef al.
2009). Findings from the British National Survey
of Psychiatric Morbidity indicated that male and
female participants who reported probable or definite

psychosis also reported elevated bullying victimiza-
tion experiences during their school years (Bebbington
et al. 2004). The risk was reduced when controlling for
depression but it remained strong and significant.
Despite the use of retrospective measures of bullying
victimization, these two cohort studies suggest that
being bullied in childhood is associated with psychi-
atric outcomes in adulthood.

Only a few longitudinal studies into late ado-
lescence collected prospective data on bullying
victimization in childhood. One study examined psy-
chiatric outcomes in a small group of boys who grew
up in the early 1970s in Sweden (Olweus, 1993b). The
results indicated that, by the age of 23, those who re-
ported being bullied when they were 16 had increased
levels of depression and poor self-esteem. These long-
term consequences are further supported by the find-
ings from a large population-based 1981 birth cohort
from Finland. Information about bullying was col-
lected from mothers, teachers and the participants
themselves in childhood. Psychiatric outcomes in late
adolescence were recorded from official sources in
addition to reports from mothers, teachers and parti-
cipants. The findings indicated that, compared to
children who had not been bullied at 8 years, victims
of bullying and bully-victims had more internalizing
and externalizing problems when the participants
were age 15 (Kumpulainen & Résédnen, 2000) and they
had a 3.5 increased risk of being referred for psycho-
logical services (Sourander et al. 2000). Considering
being bullied frequently in childhood helped to iden-
tify approximately 28% of individuals with psychi-
atric disorders between the ages of 18 and 23 years
(Sourander et al. 2007a). Another study examined
criminal offences according to the national police
register (Sourander et al. 2007b). The results showed
that boys who were bully-victims in childhood had an
increased risk of committing repeated criminal of-
fences between the ages of 16 and 20, whether or not
they also had psychiatric symptoms in childhood.
Young victims had an increased risk of committing
criminal offences only if they also had psychiatric
symptoms in childhood.

Cohort studies suggest that young victims of bully-
ing continue to have adjustment difficulties in late
adolescence and early adulthood. The strength of
these longitudinal studies lies in their use of prospec-
tive measures of bullying victimization and psychi-
atric outcomes, their use of multiple informants and a
minimum time-span of 7 years between bullying
and outcome measures. However, more prospective
studies following participants from early childhood to
adulthood are needed to confidently conclude that
being bullied has long-lasting effects across the life-
span.
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Being bullied contributes uniquely to mental
health problems

Bullying victimization is relevant to research and
clinical practice if it contributes independently to the
development of mental health problems. If mental
health problems among victims of bullying can be ex-
plained by other factors, such as symptoms of mental
health problems prior to being bullied, genetic back-
ground and family factors, then intervention strategies
should focus on these factors instead of bullying per se.
Studies have examined the independent contribution
of being bullied to mental health problems while con-
trolling for various confounders.

Temporal priority is the foremost criterion for test-
ing causal effects. Again, evidence is limited to a few
studies that controlled for psychiatric symptoms at
baseline to test that it is in fact being bullied that leads
to mental health problems, and not the reverse. Two
studies of secondary school students prospectively
assessed bullying and psychiatric outcomes twice in
the same year. The first study indicated that being
bullied at age 13 was associated with the incidence of
symptoms of anxiety and depression the following
year, even after controlling for social relationships
and demographic factors (Bond et al. 2001). The second
study showed that, compared to children not involved
in bullying, victims of bullying had more social prob-
lems and bully-victims had more aggression and ex-
ternalizing problems, over and above controls for
problems at the start of the school year (Kim ef al.
2006).

A UK-representative cohort study on young chil-
dren prospectively collected data on bullying victim-
ization during the first 2 years of schooling and data
on adjustment problems 2 years later. The results in-
dicated that victims of bullying, and especially bully-
victims, had more internalizing problems and
unhappiness at school compared to children not in-
volved in bullying (Arseneault et al. 2006). These ef-
fects remained strong and significant after controlling
for symptoms prior to experiencing bullying, sug-
gesting that being bullied contributes to adjustment
problems in childhood. Data from a cohort study of
twins allowed further control for other potential con-
founders by examining a subsample of monozygotic
(MZ) twin pairs (Arseneault et al. 2008). Because MZ
twins are genetically identical, variation in the out-
come cannot result from genetic variation between the
two twins. In addition, because some environmental
experiences shared by two twins are necessarily con-
stant within a pair, shared environmental factors such
as poverty, domestic violence or maternal depression
cannot account for the differences in the outcome
variable either. The findings from this study indicated

that the variation in the experience of being bullied was
significantly associated with variation in children’s
internalizing problems at age 10. More specifically,
MZ twins who had been bullied had close to half a
standard deviation more internalizing problems com-
pared to their co-twins who had not been bullied. This
difference remained significant even after controlling
for internalizing problems assessed when the twins
were age 5 years, prior to being bullied. This study
provides strong support for a causal effect of bullying
victimization on children’s internalizing problems.
First, the longitudinal analysis showed that the unique
effect of being bullied remained significant after con-
trolling for prior internalizing problems, demonstrat-
ing temporal priority between the exposure and the
outcome variables. Second, the results indicate that
the effect of being bullied on children’s internalizing
problems cannot be accounted for by a wide range
of potentially confounding variables such as genetic
make-up or family background.

Studies show that over and above early mental
health problems and a range of confounding factors,
being bullied contributes to children’s symptoms of
distress. Research has shown that bullying victimiza-
tion in childhood leads to mental health problems in
late childhood or adolescence, over and above symp-
toms prior to experiencing bullying victimization,
genetic and family factors shared by members of a
family. More work is needed to test whether being
bullied contributes to other psychiatric outcomes in
adulthood.

Potential mechanisms for explaining mental
health problems among bullied children

If bullying is an environmentally mediated causal risk
factor for children’s mental health problems, future
research needs to investigate processes that might
explain why bullied children manifest early signs of
psychopathology. We present here three such me-
chanisms: physiological response to stress, cognitive
distortion and emotion processing.

It has been suggested that physiological changes
in biological stress response systems such as the
hypothalamic—pituitary-adrenal (HPA) axis mediate
the association between early adverse experiences (e.g.
parental abuse) and anxiety disorders (Heim et al.
2000). Individual variability in stress reactivity may
indicate that victims of bullying become hyper- or
hyposensitive to stress and this in turn might explain
why they develop early-onset mental health problems.
In addition, the experience of bullying at a young
age could lead to distortion in the way children in-
terpret their interpersonal environment. Children
may wrongly attribute causes of negative events to
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themselves or believe that these causes influence a
wide range of situations in their lives (Kinderman &
Bentall, 1996). Attributional bias, the tendency to ex-
plain significant events and their causes in a specific
way, might account for psychopathology among bull-
ied children. Finally, facial displays of emotions such
as anger can be an indicator of threats. Recognition of
social cues such as facial expression is an important
ability for establishing good and friendly relationships
during childhood (Pollak & Sinha, 2002). However,
oversensitivity to social cues can pose a risk for de-
veloping psychopathology. Research has shown that
physically abused children were better than non-
abused children at discriminating angry facial ex-
pressions (Pollak, 2003). It might be that bullied
children detect more accurately and more rapidly
angry facial expressions and this interpretation of
environmental cues influences social interactions and
their behaviours.

Discussion

Bullying: is it “‘much ado about nothing?’ Not ac-
cording to the body of evidence reviewed in this arti-
cle. A substantial proportion of youths are victimized
by their peers at some point during their school years
and, for some, chronically from an early age. Not all
children experience bullying and those who do fare
detrimentally in comparison to those who do not.
Contrary to common belief, empirical evidence in-
dicates that being bullied could be more harmful than
previously thought and that actions could be taken to
buffer the severity of these effects. Research shows that
children’s risk of becoming the targets of bullies can be
predicted from individual characteristics and factors
from the children’s immediate environment. For a
small group of children, and especially for those who
are victimized by their peers before school entry,
bullying victimization is a stable occurrence in their
lives. Being bullied is associated with severe symp-
toms of mental health problems, which can be long-
lasting. Emerging evidence suggests that being bullied
has a direct contributory effect on mental health
problems.

Studies indicate that bullying victimization affects
not only teenagers at school but also young children
before school entry. This conclusion has two import-
ant implications. First, research and intervention pro-
grammes need to focus on young children before or
at school entry. Parallels with research on antisocial
behaviour can be easily drawn. Early studies on anti-
social behaviour were mostly conducted on groups of
adolescents during the age period when it seemed to
be most prevalent, until evidence suggested that these
behaviours found their roots in childhood (Robins,

1978). Longitudinal research since then has repeatedly
demonstrated that individuals showing antisocial be-
haviour in early childhood are most likely to live a life
marked by criminality and adversity (Moffitt, 1993;
Moffitt et al. 2002a). The findings reported here sug-
gest that pre-school children who are victimized by
their peers display a tendency for being victimized
also after entry into formal schooling and to show
early signs of mental health problems. They are at risk
of experiencing a life marked by further victimization
and mental health problems. As young victims of
bullying get older, they may be subjected to more
bullying at work and domestic violence at home.
Furthermore, most adult mental health problems find
their roots in childhood (Kim-Cohen et al. 2003) and
some possibly as a result of early bullying victimiza-
tion. This draws attention to investigate further factors
that could influence children’s risk for being victim-
ized in early life, including the family environment
and possibly children’s genetic make-up. Thus, identi-
fying children at risk of being bullied and preventing
such occurrences early in life could reduce further
victimization and limit the direct and long-term harm
associated with being bullied.

Second, the focus of bullying research and inter-
vention would benefit from extending their target to
include families. The majority of bullying occurs in
schools, where children and adolescents spend a large
proportion of their time. Schools have therefore taken
onboard the responsibility of dealing with bullying
(Smith & Shu, 2000). Many school-based anti-bullying
programmes have been developed, with some coun-
tries legally requiring schools to have an anti-bullying
policy (Ananiadou & Smith, 2002). Whole-school
based programmes, such as the Olweus bullying pro-
gramme (Olweus, 1991), include multiple components
operating simultaneously at different levels in the
school community. Such programmes have been
shown to have greater success at reducing levels of
bullying than single-level interventions (Vreeman &
Carroll, 2007). However, research reported here has
highlighted the important role played by families
in preventing children getting involved in bullying
and in helping them cope with the harmful effects
of being bullied. Involving families in school anti-
bullying programmes may increase success by reduc-
ing the number of children who are bullied. Indeed, in
a meta-analysis of the key elements of anti-bullying
programmes effective at reducing bullying and vic-
timization, several family factors were highlighted,
including parent training and informing parents about
bullying (Ttofi & Farrington, 2009). Parents may also
help in stopping bullying behaviours and in support-
ing victims coping with the stress of being targets of
bullies. The capacity of families to buffer children from
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the impact of stressful life events is well documented
(Masten & Shaffer, 2006). Positive parenting, particu-
larly warm and supportive parental relationships, is
linked to children’s social and emotional well-being
even in the context of exposure to adversity (Egeland
et al. 1990; Kim-Cohen et al. 2004). The positive effect
of families extends to situations where children are
bullied. Children experiencing victimization at home
and in school are especially vulnerable. Those experi-
encing violence at home are at increased risk for
mental health problems such as depression and anxi-
ety (Jaffee et al. 2002). These problems can be further
triggered by exposure to other abusive situations in
the school environment. Identifying the mechanisms
by which violence at home influences children’s risk of
being bullied and developing targeted interventions
are crucial for breaking the cycle of violence at home
and in school for these vulnerable children.

Bullying victimization has been shown to be more
prevalent among boys than girls, although girls tend
to be more engaged in indirect bullying. However,
findings indicate that risk factors operate the same
way for both genders. This is again in line with re-
search on antisocial behaviour. Studies have shown
that the same risk factors predict antisocial behaviour
among both boys and girls despite higher prevalence
rates of antisocial behaviours among boys than girls
(Moffitt et al. 2001). However, boys are exposed to
greater levels of individual and social risks for anti-
social behaviour. Similarly, boys may have high levels
of bullying victimization, possibly because they are
more exposed to a range of individual and social risk
factors for bullying victimization, compared to girls.
More research on risk factors for bullying victimiza-
tion is needed to test this hypothesis.

Research indicates that victims of bullying con-
stitute two distinct groups of children. On the one
hand, pure victims are solely targets of bullies, and
on the other hand, bully-victims are both victims of
bullying and bully others. Findings show that these
two groups have distinct risk factors and outcomes,
with bully-victims being exposed to more risk factors
than victims and showing worst mental health out-
comes in childhood. The combination of being bullied
and bullying others is not common and still not well
explained. Emerging evidence suggests that bully-
ing others may be, for some children, a response to
being bullied, rather than bullies becoming targets
of other bullies. One possibility is that some victims
of bullying from deprived backgrounds, or victims
with symptoms of mental health problems prior to
being bullied, have fewer resources to cope with the
stressful situation and respond by bullying others.
Bully-victims should be prime targets for intervention
efforts.

Future research

To further our understanding of bullying victimiza-
tion and its role in the development of psychopatho-
logy, more research is needed in seven domains.
First, we need to develop methods that reliably assess
victimization in very young children. Early peer
victimization is associated with chronic victimization
and with harmful outcomes, making it an important
risk factor to be targeted for research and interven-
tions. Young children are shown to be reliable in-
formants about their own behaviour and experiences
(Arseneault et al. 2005) but it is necessary to develop
age-appropriate methods for assessing peer victimi-
zation with pre-school children. Alternatively, the
identification of other sources of information will be
helpful to assess bullying experiences in young chil-
dren. Second, we need to study the long-lasting effects
of being bullied in childhood by data collected from
longitudinal studies. Intervention strategies may be
tailored differently if bullying victimization is as-
sociated with childhood-limited problems rather than
long-lasting difficulties that span age periods. Third,
we need to investigate in multivariate models various
types of victimization across settings. Children who
are victimized by an adult at home and by their peers
at school may represent a particularly vulnerable
subgroup that shows the most problematic beha-
vioural and emotional profiles among all victimized
children. Fourth, we need to look at the contribution of
genetic factors, in addition to environmental influ-
ences, on bullying victimization and their impact
on the development of mental health problems using
genetically informative studies. For example, candi-
date genes may moderate the association between
bullying victimization and mental health symptoms
so that children with specific genetic variations are
more susceptible to the negative impacts of being
bullied. A better understanding of the contribution of
genetic and environmental factors will not only help
people to understand how genes may be involved
when ‘stress gets under the skin’ but also guide
and inform intervention strategies. Fifth, we need to
examine the stability of bullying victimization across
age periods. Longitudinal epidemiological studies will
help to determine whether bullying victimization is
stable across the transitional period between primary
and secondary school and also between teenage years
and adulthood. This is especially important given the
major changes in the social environment during these
key transition periods. This will also help to determine
whether bullying status is predominantly influenced
by the environment or by the individual. Sixth, we
need to identify factors that may help children over-
come the experience of being bullied. Not all bullied
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children develop mental health problems and some
victims fare well despite experiencing this stressful
event. Research on resilience and protective factors
will help not only to tailor intervention programmes
but also to understand how being bullied can con-
tribute to children’s mental health problems. Seventh,
we need to understand the mechanisms by which
bullied children develop mental health problems.
Potential mechanisms could involve stress responses
or cognitive distortion.

Conclusions

Empirical evidence suggests that bullying victimiza-
tion can be an important risk factor for childhood and
adolescent psychopathology. Research is needed to
understand this type of victimization experience and
how it contributes to the development of mental
health problems. Intervention and prevention strate-
gies warrant increased focus for reducing bullying
behaviours in schools and in the community. Recent
findings also highlight the need for mental health
practitioners to consider the range of difficulties ex-
perienced by children who report being bullied. These
children are at risk of experiencing other forms of
victimization, dealing with other risk factors and de-
veloping mental health symptoms.

Acknowledgements

We are grateful to B. Maughan for her insightful
comments on previous versions of this paper.
Dr L. Arseneault is supported by a Career Scientist
Award from the Department of Health, UK. L. Bowes
is supported by the Economic and Social Research
Council. S. Shakoor is supported by the Medical
Research Council.

Declaration of Interest

None.

References

Ananiadou K, Smith PK (2002). Legal requirements and
nationally circulated materials against school bullying in
European countries. Criminal Justice 2, 471-491.

APA (1994). Diagnostic and Statistical Manual of Mental
Disorders, 4th edn. American Psychiatric Association:
Washington, DC.

Arseneault L, Kim-Cohen J, Taylor A, Caspi A, Moffitt TE
(2005). Psychometric evaluation of 5- and 7-year-old
children’s self-reports of conduct problems. Journal of
Abnormal Child Psychology 33, 537-550.

Arseneault L, Walsh E, Trzesniewski K, Newcombe R,
Caspi A, Moffitt TE (2006). Bullying victimization

uniquely contributes to adjustment problems in young
children: a nationally representative cohort study.
Pediatrics 118, 130-138.

Arseneault L, Milne BJ, Taylor A, Adams F, Delgado K,
Caspi A, Moffitt TE (2008). Being bullied as an
environmentally mediated contributing factor to children’s
internalizing problems. Archives of Pediatrics and Adolescent
Medicine 162, 145-150.

Baldry AC (2003). Bullying in schools and exposure to
domestic violence. Child Abuse and Neglect 27, 713-732.

Baldry AC, Winkel FW (2003). Direct and vicarious
victimization at school and at home as risk factors for
suicide cognition among Italian adolescents. Journal of
Adolescence 26, 703-716.

Ball H, Arseneault L, Taylor A, Maughan B, Caspi A,
Moffitt TE (2008). Genetic and environmental influences
on victims, bullies and bully-victims in childhood. Journal
of Child Psychology and Psychiatry 49, 104-112.

Barker ED, Arseneault L, Brendgen M, Fontaine N,
Maughan B (20084). Joint development of bullying and
victimization in adolescence: relation to delinquency and
self-harm. Journal of the American Academy of Child and
Adolescent Psychiatry 47, 1030-1038.

Barker ED, Boivin M, Brendgen M, Fontaine N,
Arseneault L, Vitaro F, Bissonnette C, Tremblay RE
(2008b). The predictive validity and early predictors of
peer victimization trajectories in preschool. Archives of
General Psychiatry 65, 1185-1192.

Barnes J, Belsky J, Broomfield K, Melhuish E, the NESS
Research Team (2006). Neighbourhood deprivation,
school disorder and academic achievement in primary
schools in deprived communities in England. International
Journal of Behavioral Development 30, 127-136.

Bauer NS, Lozano P, Rivara FP (2007). The effectiveness of
the Olweus Bullying Prevention Program in public middle
schools: a controlled trial. Journal of Adolescent Health 40,
266-274.

Bebbington PE, Bhugra D, Brugha T, Singleton N,

Farrell M, Jenkins R, Lewis G, Meltzer H (2004).
Psychosis, victimisation and childhood disadvantage:
evidence from the second British National Survey of
Psychiatric Morbidity. British Journal of Psychiatry 185,
220-226.

Beran TN, Violato C (2004). A model of childhood perceived
peer harassment: analyses of the Canadian National
Longitudinal Survey of Children and Youth Data. Journal of
Psychology 138, 129-147.

Brendgen M, Boivin M, Vitaro F, Girard A, Dionne G,
Pérusse D (2008). Gene—environment interaction between
peer victimization and child aggression. Development and
Psychopathology 20, 455-471.

Bjorkqvist K, Lagerspetz KM]J, Kaukiainen A (1992).

Do girls manipulate and boys fight? Developmental
trends in regard to direct and indirect aggression.
Aggressive Behavior 18, 117-127.

Boivin M, Hymel S (1997). Peer experiences and social
self-perception: a sequential model. Developmental
Psychology 33, 135-145.

Bond L, Carlin JB, Thomas L, Rubin K, Patton G (2001).
Does bullying cause emotional problems? A prospective



Bullying victimization in youths and mental health problems 727

study of young teenagers. British Medical Journal 323,
480-484.

Bowes L, Arseneault L, Maughan B, Taylor A, Caspi A,
Moffitt TE (2009). School, neighborhood and family factors
are associated with children’s bullying involvement:

a nationally-representative longitudinal study. Journal of
the American Academy of Child and Adolescent Psychiatry 48,
545-553.

Campbell ML, Morrison AP (2007). The relationship
between bullying, psychotic-like experiences and
appraisals in 14-16-year olds. Behavior Research and Therapy
45, 1579-1591.

Crick NR, Casas JF, Ku HC (1999). Relational and physical
forms of peer victimization in preschool. Developmental
Psychology 35, 376-385.

Department for Children, Schools and Families (2009).

Safe from Bullying : Guidance for Local Authorities and Other
Strategic Leaders on Reducing Bullying in the Community.
Department for Children, Schools and Families:
Nottingham.

Dodge KA, Bates JE, Pettit GS (1990). Mechanisms in the
cycle of violence. Science 250, 1678-1683.

Egan SK, Perry DG (1998). Does low self-regard invite
victimization ? Developmental Psychology 34, 299-309.

Egeland B, Kalkoske M, Gottesman N, Erickson MF (1990).
Preschool behavior problems: stability and factors
accounting for change. Journal of Child Psychology and
Psychiatry 31, 891-909.

Finkelhor D, Ormrod RK, Turner HA (2007).
Re-victimization patterns in a national longitudinal sample
of children and youth. Child Abuse and Neglect 31, 479-502.

Forero R, McLellan L, Rissel C, Bauman A (1999). Bullying
behaviour and psychosocial health among school students
in New South Wales, Australia: cross sectional survey.
British Medical Journal 319, 344-348.

Hawker DS, Boulton MJ (2000). Twenty years’ research on
peer victimization and psychosocial maladjustment:

a meta-analytic review of cross-sectional studies. Journal of
Child Psychology and Psychiatry 41, 441-455.

Heim C, Newport DJ, Heit S, Graham YP, Wilcox M,
Bonsall R, Miller AH, Nemeroff CB (2000).
Pituitary-adrenal and autonomic responses to stress
in women after sexual and physical abuse in childhood.
Journal of the American Medical Association 284, 593-597.

Herba CM, Ferdinand RF, Stijnen T, Veenstra R,
Oldehinkel AJ, Omel J, Verhulst FC (2008). Victimization
and suicide ideation in the TRAILS study: specific
vulnerabilities of victims. Journal of Child Psychology and
Psychiatry 49, 867-876.

Hodges EV, Perry DG (1999). Personal and interpersonal
antecedents and consequences of victimization by peers.
Journal of Personality and Social Psychology 76, 677—685.

Jaffee SR, Caspi A, Moffitt TE, Taylor A (2004). Physical
maltreatment victim to antisocial child: evidence of an
environmentally mediated process. Journal of Abnormal
Psychology 113, 44-55.

Jaffee SR, Moffitt TE, Caspi A, Taylor A, Arseneault L
(2002). Influence of adult domestic violence on children’s
internalizing and externalizing problems: an
environmentally informative twin study. Journal of the

American Academy of Child and Adolescent Psychiatry 41,
1095-1103.

Janssen I, Krabbendam L, Bak M, Hanssen M, Vollebergh
W, de Graaf R, van Os J (2004). Childhood abuse as a risk
factor for psychotic experiences. Acta Psychiatrica
Scandinavica 109, 38-45.

Juvonen J, Graham S, Schuster MA (2003). Bullying among
young adolescents: the strong, the weak, and the troubled.
Pediatrics 112, 1231-1237.

Kaltiala-Heino R, Rimpela M, Rantanen P, Rimpela A
(2000). Bullying at school — an indicator of adolescents
at risk for mental disorders. Journal of Adolescence 23,
661-674.

Karatzias A, Power KG, Swanson V (2002). Bullying and
victimisation in Scottish secondary schools: same or
separate entities ? Aggressive Behavior 28, 45-61.

Kelleher I, Harley M, Lynch F, Arseneault L, Fitzpatrick C,
Cannon M (2008). Associations between childhood
trauma, bullying and psychotic symptoms among a
school-based adolescent sample. British Journal of Psychiatry
193, 378-382.

Kim YS, Koh Y], Leventhal B (2005). School bullying and
suicidal risk in Korean middle school students. Pediatrics
115, 357-363.

Kim YS, Leventhal BL, Koh Y], Hubbard A, Boyce WT
(2006). School bullying and youth violence: causes or
consequences of psychopathologic behavior? Archives of
General Psychiatry 63, 1035-1041.

Kim-Cohen J, Caspi A, Moffitt TE, Harrington H, Milne BJ,
Poulton R (2003). Prior juvenile diagnoses in adults with
mental disorder: developmental follow-back of a
prospective-longitudinal cohort. Archives of General
Psychiatry 60, 709-717.

Kim-Cohen J, Moffitt TE, Caspi A, Taylor A (2004). Genetic
and environmental processes in young children’s resilience
and vulnerability to socioeconomic deprivation. Child
Development 75, 651-668.

Kinderman P, Bentall RP (1996). A new measure of causal
locus: the internal, personal and situational attributions
questionnaire. Personality and Individual Differences 20,
261-264.

Klomek AB, Sourander A, Niemela S, Kumpulainen K,
Piha J, Tamminen T, Almqvist F, Gould MS (2009).
Childhood bullying behaviors as a risk for suicide attempts
and completed suicides: a population-based birth cohort
study. Journal of the American Academy of Child and
Adolescent Psychiatry 48, 254-261.

Kumpulainen K, Risdnen E (2000). Children involved in
bullying at elementary school age: their psychiatric
symptoms and deviance in adolescence: an
epidemiological sample. Child Abuse and Neglect 24,
1567-1577.

Kumpulainen K, Risidnen E, Henttonen I (1999). Children
involved in bullying: psychological disturbance and the
persistence of the involvement. Child Abuse and Neglect 23,
1253-1262.

Ladd G, Kochenderfer-Ladd B (2002). Identifying victims of
peer aggression from early to middle childhood : analysis
of cross-informant data for concordance, estimation of
relational adjustment, prevalence of victimization and



728 L. Arseneault et al.

characteristics of identified victims. Psychological
Assessment 14, 74-96.

Ladd GW, Troop-Gordon W (2003). The role of chronic peer
difficulties in the development of children’s psychological
adjustment problems. Child Development 74, 1344-1367.

Lataster T, van Os ], Drukker M, Henquet C, Feron F,
Gunther N, Myin-Germeys I (2006). Childhood
victimisation and development expression of non-clinical
delusional ideation and hallucinatory experiences:
victimisation and non-clinical psychotic experiences.
Social Psychiatry and Psychiatric Epidemiology 41, 423-428.

Liang H, Flisher AJ, Lombard CJ (2007). Bullying, violence,
and risk behaviour in South African school students.
Child Abuse and Neglect 31, 161-171.

Lund R, Nielsen KK, Hansen DH, Kriegbaum M, Molbo D,
Due P, Christensen U (2009). Exposure to bullying at
school and depression in adulthood: a study of Danish
men born in 1953. European Journal of Public Health 19,
111-116.

Masten AS, Shaffer A (2006). How families matter in child
development: reflection from research on risk and
resilience. In Families Count: Effects on Child and Adolescent
Development (ed. A. Clarke-Stewart and J. Dunn), pp. 5-25.
Cambridge University Press: New York.

Mayeux L, Underwood MK, Risser SD (2009). Perspectives
on the ethics of sociometric research with children: how
children, peers, and teachers help to inform the debate.
Merrill-Palmer Quarterly 53, 53-78.

Mynard H, Joseph S (1997). Bully/victim problems and
their association with Eysenck’s personality dimensions
in 8-13 year olds. British Journal of Educational Psychology 67,
51-54.

Moffitt TE (1993). ‘ Life-course-persistent” and ‘adolescence-
limited " antisocial behavior: a developmental taxonomy.
Psychological Review 100, 674-701.

Moffitt TE (2005). The new look of behavioral genetics in
developmental psychopathology: gene—environment
interplay in antisocial behaviors. Psychological Bulletin 4,
533-544.

Moffitt TE, Caspi A, Harrington H, Milne BJ (20024). Males
on the life-course-persistent and adolescence-limited
antisocial pathways: follow-up at age 26 years.
Development and Psychopathology 14, 179-207.

Moffitt TE, Caspi A, Rutter M, Silva PA (2001). Sex
Differences in Antisocial Behaviour: Conduct Disorder,
Delinquency, and Violence in the Dunedin Longitudinal Study.
Cambridge University Press: Cambridge.

Moffitt TE, E-Risk Study Team (2002b). Teen-aged mothers
in contemporary Britain. Journal of Child Psychology and
Psychiatry 43, 727-742.

Nansel TR, Craig W, Overpeck MD, Saluja G, Ruan W],
Health Behaviour in School-aged Children Bullying
Analyses Working Group (2004). Cross-national
consistency in the relationship between bullying behaviors
and psychosocial adjustment. Archives of Pediatric and
Adolescent Medicine 158, 730-736.

Nansel TR, Overpeck MD, Haynie DL, Ruan W],

Scheidt PC (2003). Relationships between bullying and
violence among US youth. Archives of Pediatrics and
Adolescent Medicine 157, 348-353.

Nansel TR, Overpeck M, Pilla RS, Ruan W],
Simons-Morton B, Scheidt P (2001). Bullying behaviors
among US youth: prevalence and association with
psychosocial adjustment. Journal of the American Medical
Association 285, 2094-2100.

Oliver C, Candappa M (2003). Tackling Bullying: Listening
to the Views of Children and Young People. Department for
Education and Skills: Nottingham.

Olweus D (1991). Bully/victim problems among school
children: basic facts and effects of a school-based
intervention program. In The Development and Treatment of
Childhood Aggression (ed. D. J. Pepler and K. H. Rubin),
pp- 411-448. Lawrence Erlbaum: New Jersey.

Olweus D (1993a). Bullying at School. Blackwell: Cambridge.
Olweus D (1993b). Victimization by peers: antecedents and
long-term outcomes. In Social Withdrawal, Inhibition and
Shyness in Childhood (ed. K. H. Rubin and J. B. Asendorpf),

pp- 315-342. Lawrence Erlbaum Associates: New Jersey.

Olweus D (1994). Bullying at school: basic facts and effects
of a school based intervention program. Journal of Child
Psychology and Psychiatry 35, 1171-1190.

Olweus D (2007). The Olweus Bullying Questionnaire.
Hazelden: Center City, MN.

Olweus D (in press). Understanding and researching
bullying: some critical issues. In The International Handbook
of School Bullying (ed. S. R. Jimerson, S. M. Swearer and
D. L. Espelage. Routledge: New York.

Pepler DJ, Craig WM (1995). A peek behind the fence:
naturalistic observations of aggressive children with
remote audiovisual recording. Developmental Psychology 31,
548-553.

Pollak SD (2003). Experience-dependent affective learning
and risk for psychopathology in children. Annals of the New
York Academy of Sciences 1008, 102-111.

Pollak SD, Sinha P (2002). Effects of early experience on
children’s recognition of facial displays of emotion.
Developmental Psychology 38, 784-791.

Rhee SH, Waldman ID (2002). Genetic and environmental
influences on antisocial behaviour: a meta-analysis of twin
and adoption studies. Psychological Bulletin 128, 490-529.

Rigby K (2002). New Perspectives on Bullying. Jessica Kingsley
Publishers: London.

Rivers I, Smith PK (1994). Types of bullying behaviour and
their correlates. Aggressive Behavior 20, 359-368.

Robins LN (1978). Sturdy childhood predictors of adult
antisocial behaviour: replications from longitudinal
studies. Psychological Medicine 8, 611-622.

Ronning JA, Sourander A, Kumpulainen K, Tamminen T,
Niemela S, Moilanen I, Helenius H, Piha J, Almqvist F
(2009). Cross-informant agreement about bullying and
victimization among eight-year-olds: whose information
best predicts psychiatric caseness 10-15 years later?

Social Psychiatry and Psychiatric Epidemiology 44, 15-22.

Rutter M (2007). Identifying the environmental causes of
disease: how should we decide what to believe and when
to take action? [Report] Academy of Medical Sciences:
London.

Rutter M, Silberg J, O’Connor T, Simonoff E (1999).
Genetics and child psychiatry. II. Empirical research
findings. Journal of Child Psychology and Psychiatry 40, 19-55.



Bullying victimization in youths and mental health problems 729

Salmivalli C, Peets K (2009). Bullies, victims, and
bully-victim relationships in middle childhood and early
adolescence. In Handbook of Peer Interactions, Relationships,
and Groups (ed. K. H. Rubin, W. M. Bukowski and B.
Laurens), pp. 322-340. Guilford Press: New York.

Scholte RH, Engels RC, Overbeek G, de Kemp RA,
Haselager GJ (2007). Stability in bullying and victimization
and its association with social adjustment in childhood
and adolescence. Journal of Abnormal Child Psychology 35,
217-228.

Schreier A, Wolke D, Thomas K, Horwood J, Hollis C,
Gunnell D, Lewis G, Thompson A, Zammit S, Duffy L,
Salvi G, Harrison G (2009). Prospective study of peer
victimization in childhood and psychotic symptoms in a
nonclinical population at age 12 years. Archives of General
Psychiatry 66, 527-536.

Shields A, Cicchetti D (2001). Parental maltreatment and
emotion dysregulation as risk factors for bullying and
victimization in middle childhood. Journal of Clinical Child
and Adolescent Psychology 30, 349-363.

Smith PK, Levan S (1995). Perceptions and experiences of
bullying in younger pupils. British Journal of Educational
Psychology 65, 489-500.

Smith PK, Ananiadou K, Cowie H (2003). Interventions
to reduce school bullying. Canadian Journal of Psychiatry 48,
591-599.

Smith PK, Mahdavi J, Carvalho M, Fisher S, Russell S,
Tippett N (2008). Cyberbullying: its nature and impact in
secondary schools. Journal of Child Psychology and Psychiatry
49, 376-385.

Smith PK, Shu S (2000). What good schools can do about
bullying: findings from a survey in English schools after a
decade of research and action. Childhood 7, 193-212.

Snyder J, Booker E, Patrick MR, Snyder AZ, Schrepferman
L, Stoolmiller M (2003). Observed peer victimization
during elementary school: continuity, growth, and relation
to risk for child antisocial and depressive behavior.

Child Development 74, 1881-1898.

Sourander A, Helstela L, Helenius H, Piha J (2000).
Persistence of bullying from childhood to adolescence:

a longitudinal 8-year follow-up study. Child Abuse and
Neglect 24, 873-881.

Sourander A, Jensen P, Ronning JA, Niemela S, Helenius
H, Sillanmaki L, Kumpulainen K, Piha J, Tamminen T,
Moilanen I, Almqvist F (20074). What is the early
adulthood outcome of boys who bully or are bullied in

childhood ? The Finnish ‘From a Boy to a Man’ study.
Pediatrics 120, 397-404.

Sourander A, Jensen P, Ronning JA, Elonheimo H,
Niemela S, Helenius H, Kumpulainen K, Piha J,
Tamminen T, Moilanen I, Almqvist F (2007b). Childhood
bullies and victims and their risk of criminality in late
adolescence: the Finnish From a Boy to a Man study.
Archives of Pediatrics and Adolescent Medicine 161, 546-552.

Tolan PH (2004). International trends in bullying and
children’s health: giving them due consideration. Archives
of Pediatrics and Adolescent Medicine 158, 831-832.

Ttofi MM, Farrington DP (2009). What works in preventing
bullying ? Effective elements of anti-bullying programmes.
Journal of Aggression, Conflict and Peace Research 1, 13-24.

van der Valk JC, van den Oord EJ, Verhulst FC, Boomsma
DI (2003). Genetic and environmental contributions to
stability and change in children’s internalizing and
externalizing problems. Journal of the American Academy of
Child and Adolescent Psychiatry 42, 1212-1220.

van der Wal MF, de Wit CAM, Hirasing RA (2003).
Psychosocial health among young victims and offenders
of direct and indirect bullying. Pediatrics 111, 1312-1317.

Veenstra R, Lindenberg S, Oldehinkel AJ, De Winter AF,
Verhulst FC, Ormel J (2005). Bullying and victimization
in elementary schools: a comparison of bullies, victims,
bully/victims, and uninvolved preadolescents.
Developmental Psychology 41, 672-682.

Veenstra R, Lindenberg S, Zijlstra BJ, De Winter AF,
Verhulst FC, Ormel J (2007). The dyadic nature of bullying
and victimization: testing a dual-perspective theory.

Child Development 78, 1843-1854.

Vreeman RC, Carroll AE (2007). A systematic review of
school based interventions to prevent bullying. Archives of
Pediatrics and Adolescent Medicine 161, 78-88.

Whitney I, Smith PK (1993). A survey of the nature and
extent of bullying in junior/middle and secondary schools.
Education Research 35, 3-25.

Wienke Totura CM, Green AE, Karver MS, Gesten EL
(2009). Multiple informants in the assessment of
psychological, behavioral, and academic correlates of
bullying and victimization in middle school. Journal of
Adolescence 32, 193-211.

Wolke D, Woods S, Stanford K, Schulz H (2001). Bullying
and victimization of primary school children in England
and Germany : prevalence and school factors. British
Journal of Psychology 92, 673-696.



