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Basic Indicator Information 

 

Name of indicator: Bullying (LC-12) 

 

Brief description: Percent of 9-12th graders who reported being 

bullied on school property or electronically bullied.  

 

Indicator category: Discrimination and Segregation 

 

Indicator domain: Risk/Outcome 

 

Numerator: Number of 9th through 12th grade students (12-17 years) 

who reported having been bullied on school property or electronically 

during the past 12 months.   

 

Denominator: 9th through 12th grade student population (12-17 

years)  

 

Potential modifiers: Sex, race/ethnicity, grade level, self-reported 

academics/grades in school  

 

Data source: Youth Risk Behavior Surveillance System (YRBSS) 

 

Notes on calculation: Numerator is derived from the responses to two 

questions: During the past 12 months, have you ever been bullied on 

school property? During the past 12 months, have you ever been 

electronically bullied? (Count being bullied through e-mail, chat 

rooms, instant messaging, websites or texting.) Respondents who 

answer yes to either question are included in the numerator. Analysts 

who use the raw datasets should apply the appropriate survey 

weights to generate the final estimates.  
 

Similar measures in other indicator sets: Healthy People 2020 focus 

area IVP-35.  

 

The Life Course 
Metrics Project 
 

As MCH programs begin to develop new 

programming guided by a life course 

framework, measures are needed to 

determine the success of their 

approaches. In response to the need for 

standardized metrics for the life course 

approach, AMCHP launched a project 

designed to identify and promote a set of 

indicators that can be used to measure 

progress using the life course approach 

to improve maternal and child health.  

This project was funded with support 

from the W.K. Kellogg Foundation. 

 

Using an RFA process, AMCHP selected 

seven state teams, Florida, Iowa, 

Louisiana, Massachusetts, Michigan, 

Nebraska and North Carolina, to 

propose, screen, select and develop 

potential life course indicators across 

four domains: Capacity, Outcomes, 

Services, and Risk. The first round of 

indicators, proposed both by the teams 

and members of the public included 413 

indicators for consideration. The teams 

distilled the 413 proposed indicators 

down to 104 indicators that were written 

up according to three data and five life 

course criteria for final selection. 

 

In June of 2013, state teams selected 59 

indicators for the final set. The indicators 

were put out for public comment in July 

2013, and the final set was released in 

the Fall of 2013. 

 
 

http://www.wkkf.org/
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Life Course Criteria 

 

Introduction 

Existing literature supports that bullying on school property and electronically can impact an individual’s health and 

wellness throughout the life course. There are several disparities within the prevalence of this indicator, and bullying can 

have substantial health-related, psychosocial, and economic impacts. Adolescence also is a critical time of physical and 

mental development where bullying and associated risk factors have potential to negatively impact the life course 

trajectory. Schools are key social contexts in which important health and developmental processes unfold for adolescents, 

and an opportune environment to intervene to prevent bullying and reduce adverse health outcomes in the population. 

While childhood is a critical stage in development, there is a lack of standardized data to assess bullying nationwide. 

Tools such as the National Survey of Children’s Health rely on parent reports to measure child involvement in bullying. 

Children and youth often do not report bullying to adults; therefore self-reported measures, such as those assessed 

through the Youth Risk Behavior Surveillance System (YRBSS), are more likely to reflect true rates and experiences of 

bullying. It is for this reason that this indicator and its supporting narrative focus on the 9th-12th grade population. 

Furthermore, this narrative acknowledges that bullying has significant associations and implications for both the victim and 

the perpetrator – to date, the public health field lacks a nationwide, standardized measure of bullying perpetration, and 

therefore this indicator is limited to bullying victimization. This indicator is a reliable measure of prevalence of bullying 

among the nation’s adolescent population. Improvements in this indicator have potential to greatly improve the health of 

the adolescent population, both current and throughout life. 

 

Implications for equity 

Bullying is prevalent among school-age youth, with risk factors among groups that have implications for disparities and 

inequity in certain environments.  

 

Based on 2011 National YRBSS data, female students (22.0 percent) were more likely than male students (18.2 percent) 

to have been bullied on school property during the past 12 months [3]. The data also show females are more likely than 

males to be electronically bullied. Other studies have found males to experience higher rates of bullying, or no disparity [4-

6]. This suggests a gender disparity with this indicator that may be dependent on environment and context, which can 

have implications for public health approaches to prevent bullying. In addition, the association between bullying and 

psychosocial health varies between males and females, thus interventions should take these differences into account to 

increase effectiveness.  

 

2011 National YRBSS data also suggest that White students were more likely to have been bullied on school property or 

electronically during the past 12 months when compared to both Black and Hispanic students [3]. However, it is unclear 

how many youth are bullied based on their race or ethnicity. Some evidence suggests that Black or Hispanic youth who 

are bullied fare worse academically, but further research is needed to understand the implications race and ethnicity have 

on bullying and health equity.  

 

Risk for bullying victimization is higher among lesbian, gay, bisexual, or transgender (LGBT) youth and those perceived as 

LGBT than heterosexual youth [7]. Often, bullying among students involves the use of homophobic teasing and slurs [8]. 

LGBT youth struggle with rejection from parents, peers and teachers, as well as societal homophobia. This can put them 

at greater risk for depression, which compounded with frequent bullying, can lead to increased risk of self-injury or suicide. 

Indeed, rates of suicide attempts in LGBT youth are between two to seven times higher than their heterosexual peers [9]. 

Additionally, LGBT students often do not receive much protection or support from school policies or administration [7]. 

These factors contribute to disparities in bullying victimization among this population. 

 

Disparities also exist for youth with special health care needs (YSHCN), who are particularly vulnerable to bullying 

victimization. Students with disabilities are subject to more bullying than peers without disabilities, and the bullying is often 

a direct result of the disability [10]. Youth with disabilities also may have significant social skills challenges, either as a 

core trait of their disability or as a result of social isolation due to segregated environments or peer rejection. While all 

youth victims of bullying face negative emotional, educational and physical outcomes from bullying, students with 

disabilities are disproportionately impacted by the bullying.  

 

Other studies have found that victims of bullying are more likely to be from low income families, not have a happy home 

life, have frequent arguments with their parents, and feel like leaving home [6,11]. 
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Public health impact 

Bullying is a significant problem in our society that can have short and long term psychological and health implications. In 

2011, 20.1 percent of 9th through 12th grade students within the United States reported that they were bullied on school 

property and 16.2 percent reported they had been electronically bullied at some point during the past 12 months [3]. 

 

Evidence indicates bullying victims and perpetrators to have higher levels of depression, self-harm behavior, engagement 

in risky behaviors and suicidal ideation and suicide attempts. Suicide is the third leading cause of death of adolescents 

aged 15-19 years [12]; therefore bullying as a risk factor is a particular concern for public health. Youth involved in bullying 

also report lower levels of academic achievement and school attachment [13], and are more likely to report physical 

health problems, such as abdominal pains [14], and develop other common health programs, such as obesity [15]. 

 

Long-term health outcomes associated with bullying also have implications for public health. Individuals bullied as youth 

are more likely to develop generalized anxiety disorder, panic disorder, depression and suicidality as adults [16]. Further, 

research has shown those who bully as youth are more likely to have low job status at 18 years old, and use drugs, 

alcohol and cigarettes [17-18]. 

 

Reducing bullying within our schools and electronically should have a direct impact on the prevalence of these adverse 

health outcomes within the adolescent population, and potential to reduce the number of conditions that impact health as 

adults. Reducing the prevalence and impact of mental health conditions that are often lifelong and debilitating also should 

result in a reduction in health care costs. Public health policies and interventions that focus on reducing risk factors of 

bullying and promoting protective factors and resilience have the potential to lead to improved mental health outcomes, 

academic achievement, and reduce mortality in the adolescent populations. 

  

Leverage or realign resources 

While bullying is not a new issue for youth, the awareness of the harmful effects of bullying and understanding of the risk 

factors is relatively new. The Task Force on Community Preventive Services conducted a systematic review and found 

strong evidence that universal, school-based programs decrease rates of violence among school children [23]. These 

programs were delivered to all children in a particular grade or school, regardless of prior violence or risk of violence, and 

effects of the program were found at all grade levels. The Task Force on Community Preventive Services has 

recommended the implementation of universal, school-based programs to prevent violent behavior, including bullying. 

 

Expanded bullying education programs for students and staff are needed in order to address this public health issue. 

Continued research also will contribute to a better understanding and recognition of bullying risk factors, in order to 

develop effective interventions. Further school funding is needed for the implementation of programs that educate 

students and staff on bullying and the severe impacts it can have on other students. These programs also should identify 

support mechanisms for students who are currently being bullied.   

 

Health care providers often do not screen for emotional distress or provide services to address bullying [19]. There is an 

opportunity to expand health care services, and also make inroads with multiple settings – schools, communities, homes, 

etc. – in order to provide comprehensive, coordinated approaches to bullying prevention and reach more youth at risk. 

Bullying prevention also can be addressed through general youth violence prevention efforts and efforts to promote 

mental health and well-being among youth and families in clinical and nonclinical settings. Additionally, school anti-

bullying policies are an important step to preventing bullying. Policies that include specific protections for at-risk groups 

(i.e. LGBT) can reduce bullying and also have protective effects for the mental health of students in those populations [7]. 

 

The potential to leverage and realign resources to impact bullying is great as efforts to reduce youth violence and promote 

mental health address many of the same factors to improve the mental and physical health of young people. 

 

Predict an individual’s health and wellness and/or that of their offspring 

Being bullied on school property or electronically over time can affect the life course trajectory of children and adolescents 

as well as their long-term health.  

 

Adolescence is a pivotal point in development that involves complex endocrine, neural, and social changes that can make 

adolescents very susceptible to psychological, physical, and emotional challenges, as well as risky behavior [20-21]. The 
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link between bullying and a multitude of adverse psychosocial health outcomes indicates that intervening during this 

critical time can have a positive impact on an individual’s life course.  

 

Bullying victims have shown increased internalizing behaviors (such as depression, anxiety, withdrawal, and avoidance), 

negative attitudes towards self, and lower social skills. Those who bully have shown higher externalizing behaviors (such 

as defiant or disruptive behaviors), academic challenges and negative self-cognitions [22]. Public health and other 

professionals may be able to positively affect the life course of adolescents through integrated approaches that aim to 

stop and prevent risk factors associated with bullying, as well as increase coping skills, family and school social support 

and supportive school environments. Such approaches can help ensure youth have skills and support to navigate the 

circumstances and complexities later in life and transition to young adulthood successfully. 

 

Data Criteria 

 

Data availability 

The prevalence of having been bullied on school property or electronically during the past 12 months is calculated every 

two years based on data collected through the YRBSS. The YRBSS monitors priority health-risk behaviors and the 

prevalence of obesity and asthma among youth and young adults. The YRBSS includes a national school-based survey 

conducted by the Centers for Disease Control and Prevention (CDC), state, territorial, and local education and health 

agencies and tribal governments. YRBSS monitors six categories of priority health-risk behaviors among youth and young 

adults, including behaviors that contribute to unintentional injuries and violence; sexual behaviors that contribute to 

unintended pregnancy and sexually transmitted diseases, including HIV infection; alcohol and other drug use; tobacco 

use; unhealthy dietary behaviors; and inadequate physical activity. In addition, YRBSS monitors the prevalence of obesity 

and asthma. 

 

The YRBSS is administered every other year (odd years), generally in the spring semester in schools via a pencil and 

paper mode. The YRBSS survey contains no skip patterns. In the even-numbered years, CDC leads a process of 

examining and revising the questionnaire, using both expert opinion and votes from the YRBSS coordinators in states. 

The final result is a standard questionnaire that can be modified by states to meet their needs, but modifications must be 

within certain parameters.: 1) the modified questionnaire must contain at least two-thirds of the original standard 

questionnaire, 2) questions that are added are limited to 8 mutually exclusive response options, 3)the questionnaire may 

not have skip patterns or fill in the blanks, and 4) the questionnaire may not exceed 99 questions, and the state must 

retain the height and weight questions. The 2011 YRBSS included a national school-based survey conducted by CDC and 

47 state surveys, six territory surveys, two tribal government surveys, and 22 local surveys conducted among students in 

grades 9-12 during October 2010-February 2012. Data collected by CDC represent both public and private schools with 

students in grades 9 through 12; data collected by states, territories, tribes, and localities represents primarily public 

school students. 

 

The YRBSS question related to this measure is part of the standard high school YRBSS questionnaire. These data are 

collected every two years at the national level and within approximately 90 percent of all states. Territorial, tribal, and local 

surveys also are conducted on a non-routine basis. The data for each jurisdiction (nation, state, territory, tribe, and local) 

are weighted by CDC so that the prevalence estimates based on these data are representative of the 9th through 12th 

grade student populations (12-17 years) within each jurisdiction. Jurisdiction-specific YRBSS prevalence estimates 

(overall and by potential modifiers) can be found on the Youth Online data exploration system 

(http://apps.nccd.cdc.gov/youthonline). These prevalence estimates also can be obtained by visiting state-specific YRBSS 

websites. For those who would like to analyze the data on their own, national YRBSS datasets and documentation files 

can be downloaded from the YRBSS Data Files & Methods website 

(http://www.cdc.gov/healthyyouth/yrbs/data/index.htm). Those interested in getting access to state, territory, tribe, or local 

survey data are required to submit the YRBSS Data Request Form 

(http://www.cdc.gov/healthyyouth/yrbs/requestdata.htm). YRBSS data collected within one calendar year are usually 

available to the public by the middle of the next calendar year. 

 

Data quality 

From the available YRBSS documentation, the 2011 national YRBSS school response rate was 81 percent; the student 

response rate was 87 percent; and the overall response rate was 71 percent. Comparisons between estimates for states 

and districts from the national data collection effort and the surveys collected by states, territories, tribes, and localities 

http://apps.nccd.cdc.gov/youthonline
http://www.cdc.gov/healthyyouth/yrbs/data/index.htm
http://www.cdc.gov/healthyyouth/yrbs/requestdata.htm
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can be found on the CDC YRBSS website. Each jurisdiction reached a minimum site response rate of 60 percent and 

therefore had weighted data for that year. Weighted data allows a jurisdiction to make statements from the data that 

generalize to all high school students in that jurisdiction.  

 

Studies by CDC and others indicate that data about risk behaviors can be gathered as credibly from adolescents as from 

adults. YRBSS performs internal reliability checks to help identify the small percentage of students who falsify their 

answers. To obtain truthful answers, students must perceive the survey as important and know procedures have been 

developed to protect their privacy and allow for anonymous participation.  

 

A test-retest study of the 1999 version of the questionnaire [1] found that 47 percent of items had at least “substantial” 

reliability, with kappa statistics of agreement of 61 percent or greater, and 93 percent of items had at least “moderate” 

reliability, with kappas of 41 percent or greater. The study found no differences in reliability by gender, grade, or 

race/ethnicity. The study found that items related to tobacco use, alcohol and other drug use, and sexual behavior had the 

highest reliability. By comparison, items asking about dietary behaviors, physical activity, and other health-related topics 

were less reliable. A study of mode and setting using the YRBSS questions [2] determined that students were more likely 

to report risk behaviors when they took the survey at school compared with taking the survey at home. 

 

YRBSS prevalence estimates are based on self-reported responses from a random sample of the 9th through 12th grade 

student population (12-17 years) and thus are subject to some reporting bias that may lead to underreporting or over 

reporting for some behaviors. Furthermore, the YRBSS only captures information from the youth population that attends 

school, and therefore, is not 100 percent representative of this age group. CDC uses the most currently available 

demographic estimates for their weighting procedures. While no validity studies have been conducted on YRBSS 

questions, the YRBSS bullying on school property indicator is at least of substantial reliability.    

 

Simplicity of indicator 

The level of complexity in calculating and explaining the bullying on school property or electronically indicator is low. This 

indicator is based on two YRBSS questions with simple “Yes” or “No” response options. The numerator and denominator 

are simple and the meaning of this indicator can be easily explained to professionals and the public. This measure does 

not require the linkage of datasets. CDC calculates and provides the weighting variables necessary for the proper analysis 

of this indicator. The data analyses for all YRBSS indicators require the use of statistical software programs that can 

analyze data from complex sample designs (e.g., SUDAAN, SAS, SPSS, STATA, and R). 

 

References 

 

1. Brener ND, Kann L, McManus TL, Kinchen S, Sundberg EC, Ross JG. Reliability of the 1999 Youth Risk Behavior Survey Questionnaire. Journal of 

Adolescent Health 2002;31:336–342 

2. Brener ND; Eaton DK, Kann L, et al. The Association of Survey Setting and Mode with Self-Reported Health Risk Behaviors Among High School 

Students. Public Opinion Quarterly 2006;70:354–374 

3. Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance - United States. MMWR, 2011;61(SS-04): 1-162. 

4. Gofin R, Avitzour M. Traditional Versus Internet Bullying in Junior High School Students. Matern Child Health J. 2012;16:1625-1635. 

5. Craig W, Harel-Fisch Y, Fogel-Grinwald H, et al. A cross-national profile of bullying and victimization among adolescents in 40 countries. Int J of 

Public Health. 2009;54(Suppl 2):216-224. 

6. Lemstra ME, Nielsen G, Rogers MR, Thompson AT, Moraros JS. Risk indicators and outcomes associated with bullying in youth aged 9-15 years. 

Can J Public Health. 2012;103(1):9-13. 

7. Hatzenbuehler ML, Keyes KM. Inclusive Anti-bullying Policies and Reduced Risk of Suicide Attempts in Lesbian and Gay Youth. J Adol Health. 

2013;53:S21-26. 

8. Poteat VP, Rivers I. The use of homophobic language across bullying roles during adolescence. J Appl Dev Psych. 2010;31(2):166-172. 

9. Haas AP, Eliason M, Mays VM, et al. Suicide and suicide risk in lesbian, gay, bisexual, and transgender populations: Review and 

recommendations. J Homosex. 2011;58:10-51. 

10. Carter BB, Spencer VG. The Fear Factor: Bullying and Students with Disabilities. Int J of Spec Educ. 2006;21(1):11-23. Available from: 



 

 
 

6 

 

Life Course Indicator: Bullying (LC-12) 

http://www.forockids.org/PDF%20Docs/Bullying.pdf.  

11. Due P, Merlo J, Harel-Fisch Y, Damsgaard MT, et al. Socioeconomic inequality in exposure to bullying during adolescence: a comparative, cross-

sectional, multilevel study in 35 counties. Amer J Public Health. 2009;99(5):907-914. 

12. Heron M. Deathers: Leading Causes for 2009. National Vital Statistics Reports, 61(7). Hyattsville, MD: National Center for Health Statistics, 2012. 

Available from: http://www.cdc.gov/nchs/data/nvsr/nvsr61/nvsr61_07.pdf.  

13. Kessel Schneider S, O’Donnell L, Stueve A, Coulter RWS. Cyberbullying, school bullying, and psychological distress: a regional census on high 

school students. Amer J Public Health. 2012;102(1):171-77. 

14. Fekkes M, Pijper F, Fredricks AM, et al. Do bullied children get ill or do ill children get bullied? A prospective cohort study on the relationship 

between bullying and health-related symptoms. Pediatrics. 2006;117:1568-74. 

15. Rigby K. Consequences of bullying in schools. Canadian J Psychiatry. 2003;48(9):583-590. 

16. Copeland WE, Wolke D, Angold A, Costello EJ. Adult psychiatric outcomes of bullying and being bullied by peers in childhood and adolescence. 

JAMA Psychiatry. 2013;70:419-26. 

17. Farrington DP, Ttofi MM. Bullying as a predictor of offending, violence and later life outcomes. Crim Behav Men Health. 2011;21:90-98. 

18. Nansel TR, Overpeck M, Pilla M, et al. Bullying behavior among U.S. Youth: Prevalence and association with psychosocial adjustment. JAMA. 

2001;285:2094-100. 

19. Wagman Borowsky I, Taliaferro LA, McMorris BJ. Suicidal Thinking and Behavior Among Youth Involved in Verbal and Social Bullying: Risk and 

Protective Factors. J Adol Health. 2013;53:S4-S12. 

20. National Research Council and Institute of Medicine. (2007). Challenges in Adolescent Health Care: Workshop Report. Committee on Adolescent 

Health Care Services and Models of Care for Treatment, Prevention, and Healthy Development, Board on Children, Youth and Families. Division of 

Behavioral and Social Sciences and Education. Washington, DC: National Academies Press. 

21. Patton GC, Viner R. Pubertal transitions in health. Lancet. 2007;369(9567):1130-39. 

22. Cook CR, Williams KR, Guerra NC, et al. Predictors of bullying and victimization in childhood and adolescence: A meta-analytic investigation. Sch 

Psychol Q. 2010;25:65-83. 

23. The Guide to Community Preventive Services. School-based Violence Prevention Programs. 

http://www.thecommunityguide.org/violence/RRschoolbased.html Accessed 10/15/2013. 

 

 

 

 

 

 

 

 

 

This publication was supported by a grant from the W.K. Kellogg Foundation. Its contents are solely the responsibility of 

the author and do not necessarily represent the official views of the W.K. Kellogg Foundation.  

To learn more, please contact Caroline Stampfel, Senior Epidemiologist at cstampfel@amchp.org or (202) 775-0436. 

 

Association of Maternal & Child Health Programs 

2030 M Street, NW, Suite 350 

Washington, DC 20036 

(202) 775-0436 ▪ www.amchp.org 

http://www.forockids.org/PDF%20Docs/Bullying.pdf
http://www.cdc.gov/nchs/data/nvsr/nvsr61/nvsr61_07.pdf
http://www.thecommunityguide.org/violence/RRschoolbased.html
mailto:cstampfel@amchp.org
http://www.amchp.org/

