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Abstract
Bullying is a serious public health issue among children and adolescents in the United States. Existing national data sources
provide limited current information about involvement in bullying among youth. The purpose of this study was to estimate
the prevalence of parent-reported bullying victimization and perpetration among U.S. children and adolescents ages 6–17
years using nationally representative data, and to examine health-related factors associated with bullying experiences. We
conducted secondary data analysis of the 2016 National Survey of Children’s Health, and stratified the sample by age (6–11
years, 12–17 years). We performed bivariate analyses to examine prevalence of bullying experiences according to
demographic characteristics, health conditions, health behaviors, health services, and family environment. Using
multivariable logistic regressions, we assessed the association between these factors and bullying experiences. Results
showed that 22.7% of U.S. children and adolescents were bullied by others and 6.4% bullied others. The rate of bullying
victimization was slightly higher among 6–11 year olds than among 12–17 year olds (24.1 vs. 21.1%, p= 0.011). The rate of
bullying perpetration was 7.2% among children and 5.6% among adolescents but the difference between age groups was not
statistically significant (p= 0.086). Several health conditions and health services factors were associated with either bullying
victimization or perpetration, including special health care needs, internalizing problems, behavior or conduct problems,
speech or other language disorders, autism, and unmet need for mental health treatment or counseling. Bullying
victimization was also strongly associated with bullying perpetration.
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Introduction

Bullying is widely recognized as a serious public health
issue among children and adolescents in the United States
and worldwide (National Academies of Sciences, Engi-
neering, and Medicine [National Academies] 2016; U.N.
General Assembly 2016; U.N. Special Representative of the
Secretary-General on Violence against Children 2016). The
Centers for Disease Control and Prevention (CDC) defines
bullying as “unwanted aggressive behavior(s) by another
youth or group of youths… that involves an observed or
perceived power imbalance and is repeated multiple times
or is highly likely to be repeated” (Gladden et al. 2014, p.
7). It may involve direct or indirect behaviors, and may
assume different forms, including verbal, physical, and
relational bullying (Gladden et al. 2014).

Several nationally representative self-report surveys
provide insight into the prevalence and frequency with
which children and adolescents in the U.S. are involved in
bullying, although the focus has primarily been on
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adolescents. These include: (1) The School Crime Supple-
ment (SCS) to the National Crime Victimization Survey,
which is funded by the U.S. Department of Education
(Musu-Gillette et al. 2017); (2) the Youth Risk Behavior
Survey (YRBS), funded by the CDC (Kann et al. 2016); (3)
the National Survey of Children’s Exposure to Violence
(NatSCEV), funded by the U.S. Department of Justice and
the CDC (Finkelhor et al. 2015); and (4) the Health Beha-
viour in School-Aged Children survey (HBSC), funded by
the World Health Organization, the National Institute of
Child Health and Human Development, and the Health
Resources and Services Administration’s Maternal and
Child Health Bureau (HRSA MCHB) (Iannotti 2013).
Estimates reported from these surveys vary due to different
age groups sampled, sample sizes, and time intervals of
administration.

The SCS (12–18 year-olds) and YRBS (14–18 year-
olds), which provide the most current data on adolescents,
suggest that approximately 20% have been bullied at school
during the prior year (Kann et al. 2016; Musu-Gillette et al.
2017). The NatSCEV provides estimates of victimization
for wider age ranges (0–17 year olds), although the survey
questions focus on assault and relational aggression, which
do not necessarily correspond with common definitions of
bullying (Finkelhor et al.; Gladden et al. 2014). As of 2014,
16% of 0–17 year olds had experienced assault by a non-
sibling peer, 13% had experienced physical intimidation,
and 36% had experienced relational aggression in the pre-
vious year (Finkelhor et al.). Neither the SCS, the YRBS,
nor the NatSCEV provide estimates of bullying perpetra-
tion. The HBSC survey found that during the
2009–2010 school year, 28% of youth 10–16 years had
bullied another student at school at least once in the prior
couple of months, and 8% had bullied others 2–3 times a
month or more (Iannotti 2013). This survey also found that
28% of youth had been bullied at school at least once in the
previous couple of months, and 12% of youth had been
bullied 2–3 times a month or more during this time frame
(Iannotti 2013).

Experiences with bullying vary significantly according to
age. In a 2014 survey of students in grades 3–12, rates of
being bullied were highest among 3rd graders (age 9) and
decreased steadily through elementary, middle, and high
school grades (Luxenberg et al. 2015). Decreases in bully-
ing victimization with age were also observed among ado-
lescents in the SCS (Musu-Gillette et al. 2017) and the
YRBS (Kann et al. 2016), where the percentage of students
bullied on school property decreased from 23% among 9th
graders to 16% among 12th graders. Somewhat different
age patterns are observed for bullying others. In a meta-
analysis, rates of bullying others decreased between child-
hood (3–11 years) and adolescence (12–18 years), while the
likelihood of being bullied and also bullying others

(frequently referred to as bully-victims in the research lit-
erature) peaked in early adolescence (12–14 years),
although age was a weak predictor for both outcomes (Cook
et al. 2010).

Involvement in bullying has been found to be associated
with a variety of physical and mental health problems. A
robust literature indicates that youth who have been bullied
are at increased risk of internalizing problems such as
depression and anxiety (Cook et al. 2010; Copeland et al.
2013; Reijntjes et al. 2010), self-harm behaviors (Lereya
et al. 2015), suicidal thoughts and behavior (Espelage and
Holt 2013; Kowalski and Limber 2013; van Geel et al.
2014), psychotic symptoms (Cunningham et al. 2016), and
somatic symptoms (Fekkes et al. 2006; Gini and Pozzoli
2013; Herge et al. 2016). Although considerably less
research has focused on physical and mental health pro-
blems associated with bullying others (National Academies
2016), studies suggest that youth who bully others are at
increased risk of psychosomatic problems (Gini and Pozzoli
2009) and psychotic experiences (Wolke et al. 2014).
Children and adolescents involved in bullying are also at
risk for externalizing problems, although the effect size for
bullied youth is much smaller than that for bully-victims or
for youth who bully others (Cook et al. 2010). There are
limited studies examining links between health services and
bullying experiences, however, referral to psychosocial
services has been associated with both being bullied and
bullying others (Sourander et al. 2000).

A large literature has also examined individual, peer,
family, school-, and community-level factors that affect the
likelihood that a youth is involved in bullying (National
Academies 2016). Risk factors for being bullied include the
presence of certain health conditions and health behaviors.
With respect to health conditions, youth with disabilities
are at heightened risk of bullying, compared with their non-
disabled peers (Christensen et al. 2012; Rose et al. 2011a,
b), but rates of bullying vary significantly by type of dis-
ability. For example, youth with autism spectrum disorder
are more likely to be bullied than youth with intellectual
disabilities or typically developing youth (Zeedyk et al.
2014). Those with emotional disturbance or other health
impairments experience higher rates of bullying than youth
with other types of disabilities (Blake et al. 2016), and
those with noticeable disabilities such as physical handi-
caps tend to be bullied more frequently than those with less
obvious disabilities (Dawkins 1996; Swearer et al. 2012).
The extent to which youth with disabilities are involved in
bullying others also appears to be related to the nature of
the disability. For example, youth with emotional, beha-
vioral, and developmental disabilities are more likely to
bully others than their peers without disabilities, but not
youth with physical disabilities (van Cleave and Davis
(2005).
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Health-related behaviors may also increase the likelihood
of bullying involvement. For example, several aspects of
technology use have been found to be consistently asso-
ciated with higher rates of involvement in bullying (Guo
2016). Electronic aggression, also known as cyberbullying,
is bullying that “occurs through e-mail, a chat room, instant
messaging, a website (including blogs), text messaging, or
videos or pictures posted on websites or sent through cell
phones” (David-Ferdon and Hertz 2009, p. 3). Youth who
are involved in cyberbullying (as victims, perpetrators, or
both) spend more time online, report more online game use,
engage in more risky use of technology, and report expo-
sure to more media violence compared to their peers who
are not involved in cyberbullying (Baldry et al. 2015; Chen
et al. 2017; Chang et al. 2015).

Aspects of the family environment may significantly
influence the likelihood that youth are involved in bullying.
Low parental warmth and involvement, parental hostility,
inconsistent discipline, physical punishment by parents, and
lack of parental supervision are related to higher rates of
bullying among children and adolescents (Burkhart et al.
2013; Cook et al. 2010; Olweus 1993). In addition, youth
who live with both parents are less likely to be bullied than
youth living in other family arrangements (Garmy et al.
2017; Kim et al. 2004), bully others (Kim et al. 2004), or
both (Kim et al. 2004). Adolescents from “non-intact”
families bully others more often than those from two-parent
families, but involvement in bullying is attenuated when the
mother and father are involved in their lives (Flouri and
Buchanan 2003). Adverse childhood experiences (ACEs),
which include stressful or traumatic events, abuse, neglect,
household dysfunction, and witnessing domestic conflict
and violence, also increase the likelihood of involvement in
bullying (Baldry 2003; Cook et al.; Espelage and Swearer
2010; Forster et al. 2017).

Despite ample previous studies examining risk factors
for bullying involvement among youth, these studies have
primarily been smaller-scale clinical or developmental stu-
dies with limited sample sizes and geography or have been
based on national data limited by age group, focusing
almost exclusively on adolescents. Comprehensive analyses
are needed using national samples comprised of both chil-
dren and adolescents and examining a broad array of child-
and family-level characteristics associated with bullying
experiences. For this study, we sought to build on this body
of literature by examining recent national data on both
bullying victimization and perpetration, for a wide age
range of youth, including younger ages. Specifically, the
goals were to: (1) estimate the prevalence of bullying vic-
timization and perpetration among children and adolescents
ages 6–17, using nationally representative data from par-
ents; (2) determine whether the prevalence of victimization
and perpetration differs between children (6–11 years) and

adolescents (12–17 years); and (3) examine associations
between bullying involvement and demographic factors,
health conditions, health behaviors, health services factors,
and aspects of the family environment (particularly family
structure and functioning). Based on previous findings that
parents typically report lower levels of youths’ exposure to
violence and bullying than youth themselves (Goodman
et al. 2010), we hypothesized that the rate of bullying vic-
timization would be lower than that reported by other
national youth self-report surveys, due to the parent-
reported nature of the data. We further anticipated that the
prevalence of bullying involvement would be higher among
6–11 year olds than among 12–17 year olds, partly because
this would be consistent with age-related differences
established in previous work on bullying experiences and
partly because parents are less likely to be familiar with
their child’s daily experiences as the child grows older and
more independent.

Method

Data Source

The 2016 National Survey of Children’s Health (NSCH) is
a cross-sectional survey of non-institutionalized children
and adolescents ages 0 through 17 years living in the 50 U.
S. states and the District of Columbia. The survey provides
state-level and nationally representative estimates of key
indicators of child health and well-being, including mea-
sures of physical, emotional, and behavioral health; pre-
sence and impact of special health care needs; healthcare
access, utilization, and quality; and family and community
factors that affect health. With funding and direction from
HRSA MCHB, the U.S. Census Bureau conducted the 2016
NSCH using a two-phased data collection approach. First,
an initial household screener assessed the presence, basic
demographic characteristics, and special health care need
status of all children in the home. Then one of three detailed
age-specific topical questionnaires was completed for a
randomly selected child or adolescent. Questionnaires
included slightly different topics and questions depending
on age categories (0–5 years, 6–11 years, 12–17 years).
Respondents were parents or other caregivers familiar with
the child’s health and health care needs. Children with
special health care needs and children 0 to 5 years old were
oversampled in homes with multiple children. Data collec-
tion occurred from June 2016 to February 2017. A letter
was sent to randomly selected households with an invitation
to participate in the survey via the web; non-responders
received multiple mailings, including a paper instrument to
complete and return by mail. The survey was available in
English and Spanish, and a Telephone Questionnaire
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Assistance line was available to assist respondents in
completing the survey.

The total sample for the 2016 NSCH was 50,212 chil-
dren and adolescents. The overall weighted response rate
was 40.7%. The screener completion rate (estimated pro-
portion of occupied households that completed a screener)
was 53.0% and the interview completion rate (proportion of
households with children or adolescents who completed the
detailed topical questionnaire) was 69.7%. Sampling
weights were adjusted to account for nonresponse and to
reduce the magnitude of bias. Post-stratification adjustment
was conducted to ensure that sociodemographic subgroups
were appropriately represented in the estimates. Additional
information regarding the survey’s methodology and
response rates are available elsewhere (Health Resources
and Services Administration 2017). The current study uti-
lized existing data that were publicly available, and there-
fore was exempt from Institutional Review Board review.

Measures

We assessed bullying victimization using the question:
“How well does the following phrase describe this child?
This child is bullied, picked on, or excluded by other
children.” Bullying perpetration was assessed through a
similar statement: “This child bullies others, picks on them,
or excludes them.” Response options for both items were
“Definitely true,” “Somewhat true”, and “Not true.” Both
items were parent-reported, thus the measures are a reflec-
tion of parental/caregiver awareness of their child’s bullying
experiences, not necessarily of the actual rates of bullying.
We examined the distribution of response options and found
that it was rare for parents/caregivers to endorse the
“Definitely true” response option, resulting in small sample
sizes that precluded the use of the original 3-point scale (see
Table 1 and Fig. 1). Therefore, in the reported analyses, we
combined the “Definitely true” and “Somewhat true”
responses within each question and created separate
dichotomous variables for bullying victimization and bul-
lying perpetration (yes vs. no). We elected to create
dichotomous measures because our primary motivation was
to estimate the prevalence of bullying victimization and
perpetration, rather than severity or frequency.

Selection of covariates was informed by data availability
and previous literature indicating associations with bully-
ing. Variables include demographic characteristics, current
health conditions, health behaviors, health services, and
family structure/functioning factors. Demographic char-
acteristics include sex, race/ethnicity, and household federal
poverty level (FPL). Current health conditions included
special health care needs status, based on the Children with
Special Health Care Needs Screener (Bethell et al. 2002),
internalizing problems (combining anxiety and/or

depression), behavioral or conduct problems, develop-
mental delay, speech or other language disorder, learning
disability, autism, and attention deficit/hyperactivity dis-
order (ADHD).

Health behaviors included adequate sleep, time spent
watching television/videos or playing video games, and
time spent using recreational computers/cell phones/hand-
held video games. We derived adequate sleep based on the
American Academy of Sleep Medicine’s recommendations
for sleep among pediatric populations (Paruthi et al. 2016).
Given the paucity of data on the link between health ser-
vices and bullying, we also examined having a usual source
of care for preventive services, receipt of treatment/coun-
seling from a mental health professional in the past year,
current receipt of services under a special education or early
intervention plan, and number of emergency department
(ED) visits in the past year.

Family-related factors included family structure, parent/
child rapport, and number of ACEs in child’s lifetime.
Parent/child rapport was based on the question “How well
can you and this child share ideas or talk about things that
really matter?” We categorized responses into “Very well,”
“Somewhat well,” and “Not very well/Not at all.” ACEs
included parent/guardian death, parent/guardian time in jail,
witnessing interpersonal violence, witnessing/victim of
neighborhood violence, living with someone mentally ill,
suicidal, or severely depressed, living with someone with
alcohol/drug problem, and unfair treatment/judgment
because of race/ethnicity.

Data Analyses

We estimated the prevalence of bullying victimization and
perpetration among U.S. children and adolescents aged 6
through 17 years, by individual year of age and then stra-
tified by age group (6–11 years, 12–17 years). We selected
these two age strata to roughly correspond to elementary vs.
middle/high school age cohorts. Although the NSCH uses
three age-specific topical questionnaires to address devel-
opmentally appropriate conditions, the core content is
shared across each age range, and the bullying questions are
included in both the 6–11 and 12–17 year questionnaires.

We performed bivariate analyses to examine the unad-
justed rates of bullying experiences within each age group
by the characteristics of interest, which provide descriptive
percentages of reported bullying experiences. We con-
ducted chi-square tests of independence with design-based
F statistics for all covariates, and then used multivariable
logistic regression models to assess the independent rela-
tionship between the outcome variables, (a) bullying victi-
mization and (b) bullying perpetration, and the various
correlates, which provide adjusted relative prevalence rates
to understand the likelihood that children with
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characteristics of interest will be involved in bullying rela-
tive to children in meaningful reference groups while
holding other correlates constant. Separate models were
conducted for children 6–11 years, and adolescents 12–17
years to account for different significant associations for
each age group identified in the bivariate analyses. Esti-
mates are reported as adjusted prevalence rate ratios and
95% confidence intervals comparing the association
between each covariate and the bullying measures.

The following demographic variables were imputed for
the purpose of raking during weighting procedures: sex
(0.10% missing), race (0.32%), ethnicity (0.57%), and FPL
(18.57%). The demographic variables were imputed using
hot-deck imputation while FPL was multiply imputed using
regression imputation; a multiple imputation file containing
six FPL implicates was used to calculate estimates with
correct standard errors. For all other variables, we dropped
observations with missing or unknown data from the ana-
lyses, resulting in an overall sample of 15,010 6–11 year
olds and 20,708 12–17 year olds. All analyses were
weighted based on the survey’s sampling design to produce
estimates that were representative of children and adoles-
cents nationally, and were conducted using StataSE 15.

Results

Bullying Victimization

Overall, 22.7% of children and adolescents aged 6–17 years
were reported to be bullied by others (range: 15.9–27.2%,
Fig. 1). The highest rates occurred among middle childhood
ages, however substantial bullying victimization was
reported even for the youngest ages, including 17.9% of 6-
year-olds. After stratifying by age group, the prevalence of
bullying victimization was 24.1% among children and
21.2% among adolescents (Table 2).

Among children (6–11 years), bivariate analyses indicated
that most factors were significantly associated with bullying
victimization in the expected directions (Table 2). After
including all covariates in the model, children from families
<100% FPL had 49% increased prevalence of being bullied
by others, and children from families 100–199% FPL had
28% increased prevalence, compared with children from
families ≥ 400% FPL (Table 3). Children with special health
care needs had 28% increased prevalence of being bullied by
others, children with internalizing problems had 47%
increased prevalence, children with behavioral or conduct
problems had 41% increased prevalence, and children with
speech or other language disorders had 65% increased pre-
valence, compared with children who did not have those
health conditions. Children with greater than 3 h of technol-
ogy usage had 37% increased prevalence of being bullied by
others, compared with children with 1 h or less usage.
Regarding health services factors, children who needed but
did not receive any mental health treatment or counseling in
the past year had 104% increased prevalence (or 2.04 times
greater) of being bullied by others compared with children
who did not need or receive treatment, and children with 2 or
more emergency department visits in the past year had 72%
increased prevalence of being bullied by others, compared
with children with no visits. Compared with children from
families who share ideas or talk ‘very well’, there was a 23%
increased prevalence for children from families who share
ideas or talk ‘somewhat well’, but no increased prevalence for
children from families who share ideas or talk ‘not very well/
not at all’. Compared with children with no adverse childhood
experiences, those with 1 and those with 2 or more had a 41
and 46% greater prevalence, respectively, of being bullied by
others.

Among adolescents (12–17 years), bivariate analyses
indicated that many factors were associated with bullying
victimization in the expected directions (Table 2). After
adjusting for all covariates, female adolescents had 20%
increased prevalence of being bullied by others compared
with male adolescents (Table 3). Non-Hispanic Black ado-
lescents had 40% decreased prevalence of being bullied by
others compared with non-Hispanic White adolescents.
Compared with adolescents from families ≥400% FPL,
adolescents 200–399% FPL had 24% increased prevalence
of being bullied by others, whereas adolescents from
families in other poverty levels had similar prevalence.
Similar to the results observed in children, compared with
adolescents who did not have the following health condi-
tions, adolescents with special health care needs had 38%
increased prevalence of being bullied by others, adolescents
with internalizing problems had 52% increased prevalence,
and adolescents with behavioral or conduct problems had
69% increased prevalence. Unlike children, adolescents
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Fig. 1 Bullying victimization: proportion of children and adolescents
bullied by others, ages 6–17 years. Source: 2016 National Survey of
Children’s Health
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Table 3 Adjusted prevalence rate ratios for bullying victimization and bullying perpetration by demographic, health-related, and family
characteristics, stratified by age group

Children (6–11 years) Adolescents (12–17 years)

Bullying
victimization (N=
13,509)

Bullying perpetration
(N= 13,462)

Bullying
victimization (N=
18,613)

Bullying perpetration
(N= 18,556)

PRR 95% CI PRR 95% CI PRR 95% CI PRR 95% CI

Demographics

Sex (ref: Male)

Female 1.11 0.94–1.29 1.14 0.73–1.56 1.20 1.04–1.37 0.65 0.43–0.87

Race/Ethnicity (ref: Non-
Hispanic White)

Hispanic/Latino 1.04 0.83–1.26 0.82 0.42–1.22 0.83 0.65–1.02 1.51 0.77–2.25

Non-Hispanic Black 0.87 0.65–1.10 1.06 0.51–1.60 0.60 0.45–0.75 1.42 0.81–2.03

Non-Hispanic Other 1.01 0.80–1.22 1.32 0.68–1.96 0.89 0.71–1.07 1.37 0.88–1.87

Federal poverty level (ref: ≥
400%)

<100% 1.49 1.15–1.82 0.88 0.38–1.37 1.13 0.86–1.41 1.19 0.511.87

100–199% 1.28 1.01–1.55 0.94 0.44–1.44 1.14 0.93–1.36 0.97 0.52–1.41

200–399% 1.09 0.91–1.28 0.81 0.45–1.18 1.24 1.05–1.42 0.97 0.62–1.33

Health conditions

Special Health Care Needs (ref:
No)

1.28 1.02–1.54 1.19 0.60–1.77 1.38 1.15–1.61 0.75 0.47–1.03

Internalizing problems, current
(anxiety or depression) (ref: No)

1.47 1.00–1.94 1.19 0.51–1.86 1.52 1.22–1.82 0.79 0.41–1.16

Behavioral or conduct
problems, current (ref: No)

1.41 1.05–1.77 5.40 2.75–8.05 1.69 1.28–2.11 4.22 1.66–6.78

Developmental delay, current
(ref: No)

1.10 0.71–1.49 1.22 0.56–1.88 1.39 0.88–1.90 0.38 0.07–0.70

Speech or other language
disorder, current (ref: No)

1.65 1.25–2.05 0.57 0.23–0.92 1.00 0.60–1.40 1.08 0.33–1.82

Learning disability, current (ref:
No)

1.05 0.71–1.40 0.63 0.34–0.93 1.18 0.82–1.54 1.53 0.49–2.57

Autism, current (ref: No) 1.01 0.60–1.43 0.74 0.21–1.26 1.56 1.08–2.04 0.54 0.17–0.91

ADHD, current (ref: No) 1.26 0.96–1.56 0.53 0.25–0.81 1.10 0.84–1.35 1.00 0.52–1.48

Health behaviors

Adequate sleep (ref: Yes)

No 1.09 0.91–1.27 1.04 0.67–1.42 1.00 0.86–1.15 1.46 0.96–1.95

TV, Videos, Video Games,
average weekday (ref: ≤ 1 h)

2 h 1.08 0.88–1.29 0.62 0.38–0.87 1.02 0.86–1.18 1.24 0.78–1.70

≥3 h 0.97 0.73–1.21 0.96 0.55–1.37 1.20 0.99–1.41 1.00 0.57–1.43

Recreational computers, cell
phones, handheld video games,
average weekday (ref: ≤ 1 h)

2 h 1.18 0.96–1.40 0.90 0.46–1.34 0.93 0.77–1.10 0.83 0.48–1.18

≥3 h 1.37 1.02–1.73 1.28 0.73–1.83 0.95 0.78–1.12 1.43 0.85–2.01

Bullied by others (ref: No)

Yes – – 6.67 4.34–9.00 – – 8.06 4.79–11.32

Health services
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with autism had 56% increased prevalence of being bullied
by others and adolescents with speech or other language
disorders had similar prevalence of being bullied by others,
compared with adolescents who did not have those condi-
tions, respectively. Regarding health services factors, mental
health treatment or counseling was associated with bullying
victimization: specifically, compared with adolescents who
did not need treatment, those who needed but did not receive
any treatment in the past year had 67% increased prevalence
and those who received treatment had 37% increased pre-
valence of being bullied by others. Lastly, adverse childhood
experiences were the only family-related factor associated
with bullying victimization. Compared with children with no

adverse childhood experiences, those with 1 and those with
2 or more had 44% and 53%, respectively, increased pre-
valence of being bullied by others.

Bullying Perpetration

Overall, 6.4% of children and adolescents aged 6–17 years
were reported to bully others (range: 4.3–8.9%, Fig. 2).
Older adolescents (15–17 years) were the least likely to
bully others. After stratifying by age group, the prevalence
of bullying perpetration did not significantly differ between
children and adolescents (p= 0.086) (Table 1). Total pre-
valence of bullying perpetration was 7.2% among children

Table 3 (continued)

Children (6–11 years) Adolescents (12–17 years)

Bullying
victimization (N=
13,509)

Bullying perpetration
(N= 13,462)

Bullying
victimization (N=
18,613)

Bullying perpetration
(N= 18,556)

PRR 95% CI PRR 95% CI PRR 95% CI PRR 95% CI

Usual source of care for
preventive care (ref: Yes)

No 1.35 0.93–1.77 1.72 0.74–2.69 1.29 0.97–1.60 1.14 0.49–1.78

Any mental treatment or
counseling, past year (ref: No,
child did not need)

Yes 1.34 0.99–1.68 0.91 0.40–1.42 1.37 1.08–1.67 1.57 0.86–2.28

No, but child needed 2.04 1.45–2.62 1.38 0.51–2.25 1.67 1.06–2.28 1.40 0.38–2.42

Receiving services under
special education or early
intervention plan, current (ref:
No)

Yes 0.88 0.63–1.13 1.07 0.49–1.64 1.18 0.89–1.47 0.88 0.42–1.34

Number of emergency
department visits, past year (ref:
No visits)

1 visit 1.17 0.95–1.40 1.08 0.60–1.55 1.18 0.95–1.41 1.40 0.88–1.93

2+ visits 1.72 1.03–2.41 1.95 0.38–3.53 1.09 0.73–1.44 1.21 0.22–2.20

Family structure/Functioning

Family Structure (ref: 2–Parent
Family)

Single mother 1.09 0.84–1.34 0.84 0.47–1.21 1.14 0.92–1.36 1.10 0.63–1.56

Other 1.01 0.77–1.24 1.12 0.69–1.55 1.07 0.88–1.26 1.22 0.76–1.67

Parent and child share ideas or
talk (ref: Very well)

Somewhat well 1.23 1.03–1.43 1.40 0.91–1.89 1.14 0.98–1.31 1.24 0.82–1.66

Not very well/Not at all 0.99 0.59–1.38 1.37 0.52–2.22 1.34 0.94–1.74 2.10 1.01–3.19

Number of adverse childhood
experiences, ever (ref: None)

2 or more 1.46 1.11–1.81 1.88 1.08–2.67 1.53 1.25–1.81 1.14 0.71–1.56

1 1.41 1.12–1.70 0.68 0.42–0.95 1.44 1.18–1.70 0.58 0.34–0.81

PRR prevalence rate ratio, CI confidence interval. Bold values means the results are statistically significant

Source: 2016 National Survey of Children’s Health
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and 5.6% among adolescents (Table 2). The percentage of
bully-victims was 5.1% among children and 4.0% among
adolescents (Table 1).

Among children, all health conditions, health behavior,
health services, and family factors were significantly asso-
ciated with bullying perpetration in the expected directions
(Table 2). After adjusting for all covariates, compared with
children who did not have the following conditions, chil-
dren with speech or other language disorders had 43%
decreased prevalence of bullying others, children with
learning disabilities had 37% decreased prevalence, and
children with ADHD had 47% decreased prevalence. In
contrast, children with behavioral or conduct problems had
440% increased prevalence (or 5.40 times greater) of bul-
lying others (Table 3). Children with 2 h of TV in an
average weekday had 38% decreased prevalence of bullying
others compared with those with 1 h or less of TV. For
bullying perpetration, the model also included bullying
victimization as a covariate: children who were bullied by
others had 567% increased prevalence of bullying others (or
6.67 times greater), compared with those who were not
bullied. The only family factor associated with bullying
perpetration was the number of adverse childhood experi-
ences: compared with children who had no adverse
experiences, those with 1 adverse childhood experience had
32% decreased prevalence of bullying others, whereas those
with 2 or more adverse childhood experiences had 88%
increased prevalence of bullying others.

Among adolescents, many factors were significantly
associated with bullying perpetration in the expected
direction (Table 2). After adjusting for all covariates, sev-
eral factors were no longer associated with bullying per-
petration (Table 3). Female adolescents had 35% decreased
prevalence of bullying others compared with male adoles-
cents. Compared with adolescents without the following
conditions, adolescents with developmental delays had 62%
decreased prevalence of bullying others and adolescents
with autism had 46% decreased prevalence. Adolescents
with behavioral or conduct problems had 322% increased

prevalence of bullying others (or 4.22 times greater) com-
pared with adolescents without such problems. The perpe-
tration model included bullying victimization as a covariate:
compared with adolescents who were not bullied by others,
those who were bullied by others had 706% increased
prevalence of bullying others (or 8.06 times greater).
Compared with adolescents from families who share ideas
or talk ‘very well’, those from families who share ideas or
talk ‘not very well/not at all’ had 110% increased pre-
valence (or 2.10 times greater) of bullying others. Lastly,
compared with adolescents who had no adverse childhood
experiences, adolescents with 1 adverse experience had
42% decreased prevalence of bullying others; contrary to
the findings among children, adolescents with 2 or more
adverse experiences had similar prevalence of bullying
others.

Discussion

Among U.S. children and adolescents aged 6–17 years,
22.7% were reported to be bullied by others and 6.4% were
reported to bully others. The rate of bullying victimization
was slightly but statistically significantly higher among
6–11 year olds (24.1%) than among 12–17 year olds
(21.1%). The rate of bullying perpetration was also slightly
higher among children than adolescents (7.2% vs. 5.6%)
although the difference was not statistically significant. The
lower rates of bullying perpetration vs. victimization may
indicate that children and adolescents who bully others may
be less likely to report this behavior to their parents, while
children who are bullied may be more likely to report the
experiences to their parents. Alternatively, the differential
rates of perpetration and victimization may reflect that
youth who bully others have multiple targets. The differ-
ence in rates found our study is consistent with other data
from youth self-reporting on bullying in U.S. schools
(Luxenberg et al. 2015).

We expected to find that parent-reported rates of bullying
victimization would be lower than youth self-reported rates,
based on the assumption that parents may be less familiar
with their child’s daily experiences at school, especially as
the child gets older. Moreover, because the wording in the
NSCH questions likely reflects parents’ awareness of the
extent to which their child is currently being bullied
(whereas other self-report measures assess the frequency of
being bullied within the past year or past school year) we
anticipated lower rates to be reflected in the NSCH com-
pared with the SCS or YRBS. However, we found that the
parent-reported NSCH estimate for bullying victimization
among adolescents (21.1%) was similar to the YRBS
(20.2%; Kann et al. 2016) and the SCS (20.8%; Musu-
Gillette et al. 2017). Current national estimates for younger
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Fig. 2 Bullying perpetration: proportion of children and adolescents
who bully others, ages 6–17 years. Source: 2016 National Survey of
Children’s Health
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children are not available, and thus our finding that 24.1%
of children 6–11 years were bullied by others, with sub-
stantial early manifestation, provides an important extension
to previous literature.

In adjusted analyses, several health conditions were
associated with bullying victimization: in both children and
adolescents, special health care needs, internalizing pro-
blems, and behavior or conduct problems were associated
with higher relative prevalence of being bullied by others.
Children with speech or other language disorders and ado-
lescents with autism also had increased prevalence. These
findings are consistent with previous research that found
that youth with internalizing problems (Cook et al. 2010;
Copeland et al. 2013) are more likely to be bullied, as are
youth with a variety of special health care needs and dis-
abilities (Blake et al. 2016; Christensen et al. 2012; Rose
et al. 2011a, b), including autism (Zeedyk et al. 2014) and
speech impairment (Blood et al. 2011). Children with
greater recreational computer or cell phone use also had
increased prevalence, consistent with previous findings that
youth who are cyberbullied report more time online (Baldry
et al. 2015; Chen et al. 2017; Guo 2016). In addition, in
both age groups, unmet need for mental health treatment or
counseling was also independently associated with bullying
victimization even when other health services factors were
no longer statistically significant.

Behavioral or conduct problems and bullying victimi-
zation were strongly associated with bullying perpetration.
The adjusted prevalence of bullying others was five times
higher among children with behavioral or conduct pro-
blems, and four times higher among adolescents. These
findings are consistent with past research that has found
strong associations between externalizing behavior and
bullying perpetration, and weaker associations between
externalizing behavior and bullying victimization (Cook
et al. 2010). In addition, children who were bullied by
others had over six times the prevalence of bullying others,
and adolescents bullied by others had over eight times the
prevalence. However, the proportion of youth who were
bully-victims was small (5 and 4%, respectively), consistent
with other studies that have found this is typically a small
group (Yang and Salmivalli 2013).

Limitations and Future Research

There are several limitations to consider for this study. First,
the cross-sectional nature of the survey does not allow for
inference about causal relationships between certain health
conditions, health behaviors, or health services factors and
bullying behaviors. In addition, there may be some response
bias especially around bullying perpetration due to the
question wording. In past iterations of the NSCH, a similar
question was used but it was asked in the context of “the

past month”. For the 2016 NSCH, this reference to the past
month was dropped, resulting in the possible perception by
parents that they are making permanent character statements
about their child through their responses. Parents may have
been more reluctant to describe their child as a bully, as
opposed to reporting bullying behavior within a limited
time period. Furthermore, due to small sample sizes in
“Definitely true” responses for the bullying measures, we
combined these with the “Somewhat true” responses,
resulting in some loss of information. We were also limited
in our ability to examine bully-victims due to small sample
sizes. However, new NSCH data will be available annually
starting in 2017 so in the future it may be possible to
combine multiple years of data to increase sample size and
conduct detailed analyses on particular subgroups, includ-
ing more nuanced comparisons of “Definitely true” vs.
“Somewhat true” responses and investigations about bully-
victims. Future studies could also explore interaction or
additive terms, to examine whether the specific independent
covariates included in the current study have different
effects on bullying experiences when considered in com-
bination. Finally, the NSCH did not collect information to
provide additional context surrounding the bullying
experiences, such as the type (e.g., physical harm, threats,
name-calling/insults), location (e.g., school property, play-
ground, cyberbullying), or frequency.

Notwithstanding these limitations, the current study has
provided the first nationally representative estimates of both
bullying victimization and perpetration across a wide age
range of U.S. children and adolescents, based on parental
reports, along with associated demographic, health condi-
tion, health behavior, health services, and family factors.
Bullying experiences are common among both age groups:
1 in 4 children and 1 in 5 adolescents are bullied by others.
In addition, 7% of children and 5.5% of adolescents bully
others. Several health conditions and health services factors
are associated with either bullying victimization or perpe-
tration, including special health care needs, internalizing
problems, behavior or conduct problems, speech or other
language disorders, autism, and unmet need for mental
health treatment or counseling. Bullying victimization is
also strongly associated with bullying perpetration.

This study is consistent with others (National Academies
2016) in highlighting the need for universal prevention
efforts and targeted services for children and adolescents to
address bullying, Findings from this study suggest that such
efforts should begin at young ages and address the needs of
those who are at greatest risk of being bullied, including
those with special health care needs, internalizing problems,
behavioral and conduct problems, autism, and speech or
other language disorders. Results also reveal opportunities
to improve access to mental health services for youth
experiencing bullying. Efforts should be made to target
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bullying prevention strategies where children and adoles-
cents at higher risk are served, such as during health care
visits and mental health visits. Parents, educators, speech
and occupational therapists, coaches, and other adults who
are in frequent contact with children and adolescents,
should be offered training on bullying, who is at the greatest
risk, and prevention and intervention strategies.
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