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Objectives: Relationships with supportive adults during adolescence may be a protective
factor that lowers the risks associated with bullying. The current study aimed to examine
the moderating role of supportive adults in the associations between bullying involvement
(in-person and cyber) and mental health problems (psychological symptoms and low life
satisfaction).

Methods: Data from 45 countries and regions taking part in the 2017/18 Health Behaviour
in School-Aged Children study (N = 230,757) were used. Multivariable Poisson regression
models were used to estimate relative risks of bullying on mental health. Effect estimates
were compared across the number of supportive adults to examine a possible cumulative
protective effect of relationships with supportive adults.

Results: Bullying involvement was consistently associated with poor mental health across
the 45 countries. Risk of mental health problems associated with bullying involvement was
greatest among students reporting relationships with multiple supportive adults. This was
true for all indicators of bullying involvement.

Conclusion: Bullying remains a prevalent and harmful experience for youth worldwide.
Merely having supportive adults is not sufficient in protecting youth from experiencing the
mental health risks associated with bullying.
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INTRODUCTION

Bullying is a form of peer aggression in which unwanted
aggressive behaviours are perpetuated by youth onto another
youth or group of youths, within a context of an observed or
perceived power imbalance [1]. Bullying can occur in different
forms, including physical, emotional, relational, and even
electronically, in the form of cyber-bullying [2]. Previous
cross-national studies have found that rates of traditional in-
person bullying and victimization vary by country across Europe
and North America, ranging from 0.3% to 30% and 0.5% to 32%,
respectively [3]. Estimates of cyber-bullying and cyber-
victimization also vary, ranging between 0.6% to 31% and 3%
to 29%, respectively [3]. Another systematic review found that the
prevalence of in-person bullying perpetration and victimization
were 34.5% [34.3%-34.8%)] and 36% [35.8%-36.2%], respectively
[4]. The same study estimated the prevalence of cyber-bullying
perpetration to be 15.5% [15.3%-15.7%] and cyber-victimization
prevalence of 152% [15.1%-15.4%] [4]. Bullying remains a
significant public health problem facing youth during a
developmental period in which mental health concerns begin
to emerge [5].

Traditional in-person bullying perpetration and victimization
are both associated with heightened risks of psychosomatic
symptoms, such as headaches, stomachaches, irritability, low
mood, sleep difficulties, and feeling of helplessness and
loneliness [6]. Traditional bullying victimization is also
significantly associated with higher risk of suicide attempts
among adolescents, as youth who experience bullying at least
one time in a month are at 3-fold higher odds of attempting
suicide compared to non-bullied adolescents [7]. While there is
extensive support for the negative consequences of bullying
victimization on adolescent mental health including, lower life
satisfaction [8], emotional and behavioural problems [9, 10], and
mental disorders in adulthood [11], there is limited evidence
regarding the associations between bullying perpetration and
mental health problems. Previous research suggests that
bullying  perpetration is both  cross-sectionally and
longitudinally associated ~with internalizing symptoms,
including depressed mood, feelings of anxiety, and sleep
problems [9]. Furthermore, cyber-bullying perpetration and
victimization are both associated with mental health problems
[12, 13] and lower life satisfaction [14]. Collectively, research
suggests that all forms of bullying take a toll on adolescent mental
health, indicating a need for effective prevention and intervention
strategies.

Research is needed to identify factors that mitigate the
negative effects of bullying involvement on adolescents’ mental
health. Examining culturally universal protective factors, such as
supportive relationships, can help identify common factors that
promote mental wellbeing among youth involved in bullying as
either a perpetrator or a victim. Specifically, having supportive
relationships with adults (e.g., parent(s), teacher(s)) may be
important in lowering the mental health risks associated with
bullying perpetration and victimization. Adolescents who report
having supportive relationships with parents and teachers are less
likely to be involved in bullying at school compared to youth with
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less adult support, [15-17]. Adults can support adolescents in
various ways, such as by demonstrating care and trust (emotional
support), spending time with youth (instrumental support),
providing information or advice (informational support), or
providing evaluative feedback (appraisal support) [18]. Specific
to bullying situations, parents and teachers can provide various
forms of support to youth involved in bullying, possibly
moderating the relationships between bullying experiences and
associated mental health outcomes. Adult intervention during
bullying situations reduces the psychological harms associated
with bullying [19, 20]. When they become aware of bullying,
parents and teachers can address youths’ concerns related to
safety, alleviate distress, and prevent future bullying incidents.
There is evidence that both teachers and parents’ actions and
support can buffer (i.e., moderate) against the mental health risks
associated with bullying victimization [21, 22] and bullying
perpetration [19].

Less is known about how parents and teachers can protect
youth against the risks associated with cyber-bullying. Adults
tend to perceive cyber-bullying as less serious than in-person
bullying [23]. Youth may also be less likely to disclose cyber-
bullying to parents and teachers compared to more traditional
forms of bullying because they perceive that adults may not take
the incident seriously or worsen the situation, or because they
perceive adults as unhelpful [24]. Furthermore, since cyber-
bullying can occur more covertly, parents and teachers may
not be as aware of cyber-bullying compared to in-person
bullying [25], and may be less likely to intervene as a result
[26, 27]. Adults may not feel technologically competent in
addressing cyber-bullying, which occurs through rapidly
evolving electronic mediums [28]. For example, teachers may
not view cyber-bullying as part of their professional mandate, as it
often occurs outside of school [23]. Thus, having supportive
adults may be less protective against the mental health risks
associated with cyber-bullying involvement compared to
traditional forms of bullying.

Research examining factors that mitigate the risks associated
with both traditional and cyber-bullying is needed because
involvement in cyber-bullying uniquely contributes to
adolescents’ mental health, over and above the effects of
involvement in traditional bullying [29, 30]. Furthermore,
existing research has primarily separately examined how either
parent-adolescent and teacher-adolescent relationships attenuate
the risks associated with bullying perpetration or victimization,
without considering the possible cumulative effects of having
supportive adults across multiple settings salient to youth (e.g.,
home and school). We could expect that there would be a
cumulative protective effect of multiple supportive adults (e.g.,
supportive parent and teacher). Understanding how the
association between bullying involvement (ie., perpetration
and victimization) and mental health problems changes as a
function of the number of supportive adults in adolescent’s lives
can inform bullying intervention efforts to foster healthy social
contexts for youth at home and school.

To address these gaps in the literature, the current study aimed
to: 1) describe cross-national patterns of in-person bullying
perpetration, in-person bullying victimization, cyber-bullying
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perpetration, and cyber-victimization; 2) describe cross-national
patterns in the associations between in-person bullying
perpetration, in-person bullying victimization, cyber-bullying
perpetration, cyber-victimization, and mental health problems
(psychological symptoms and low life satisfaction); and 3)
examine the moderating role of supportive relationships with
an adult (e.g., parent(s)/teacher(s)) in the associations between
in-person bullying perpetration, in-person bullying victimization,
cyber-bullying perpetration, cyber-victimization, and mental
health problems. We hypothesized that: 1) adolescent
experiences of in-person and online bullying and victimization
would be associated with increased risks for psychological
symptoms and low life satisfaction; 2) the potential negative
mental health effects of bullying involvement would be
mitigated by relationships with supportive adults; and 3) there
would be a dose-response relationship such that as the number of
supportive adults increased, the risk of poor mental health
associated with bullying would decrease.

METHODS

Sample and Procedure

This study used cross-sectional data from the 2017/2018 Health
Behaviour in School-Aged Children (HBSC) study [31]. The
HBSC is a cross-national, school-based child health promotion
survey affiliated with the World Health Organization Regional
Office for Europe, conducted every 4 years. The 2017/2018 cycle
involved 46 countries and regions across Europe, North America,
and the Middle East of which 45 were included in the present
analysis. National surveys were conducted according to a
standard international protocol with student participants
nested within schools selected to be nationally representative
of youth aged 11, 13, and 15 years [31]. Detailed information
about the HBSC study methodology have been previously
reported [31]. Internationally standardized and validated self-
report questionnaires were administered in classrooms after
instruction by a teacher or trained researcher. Adolescents’
self-report was anonymous. Active or passive consent from
parents, youth, and school administrators were obtained prior
to survey administration (following the specific requirements in
different countries). Institutional ethics approval was obtained for
each country. An amalgamated international dataset is made
available for analysis.

Measures

Bullying and Victimization

Four indicators of bullying involvement were measured (e.g., in-
person bullying perpetration, in-person bullying victimization, cyber-
bullying perpetration, cyber-victimization). In-person bullying
perpetration and victimization were assessed using a modified
version of the Olweus Bullying scale [32] with items asking how
frequently the participants bullied another student (perpetration) or
was bullied (victimization) at school in the past couple of months.
Responses to in-person bullying perpetration and victimization items
were dichotomized based on whether such behaviours occurred more
than once or twice in the last 2 months (yes or no). Perpetration and
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victimization by cyberbullying were assessed via similar items but
with responses dichotomized by presence or absence of any
engagement in such behaviours. Prior to completing the
questionnaire, participants were provided a definition of bullying
that described different forms of bullying (e.g., verbal, relational),
depicted the power differential existing in bullying dynamics, and
distinguished bullying from other forms of conflict, such as teasing.
Items that measured cyberbullying involvement provided specific
examples of bullying behaviours, including sending mean electronic
messages, and posting unflattering pictures without permission.

Mental Health

We examined two negative indicators of mental health status. Low life
satisfaction was measured via the Cantril ladder which involves
having adolescents indicate how satisfied they are with life using a
simple analog scale ranging from 0 (worst possible life) to 10 (best
possible life), with 5 or lower considered to be low [33]. Second,
psychological symptoms were measured with a 4-item scale assessing
the frequency of experiencing the following four psychological
symptoms (feeling low, irritability or bad temper, feeling nervous,
difficulty sleeping) over the past 6 months [34]. Items assessing
psychological symptoms were selected from an original 8-item
HBSC psychosomatic symptom checklist. Responses were scored
on a 5-point scale (1 = Rarely or never, 2 = About every month, 3 =
About every week, 4 = More than once a week, 5 = About every day).
Sum scores were computed to classify participants as experiencing
high psychological symptoms if they had a score of 12 or more,
equivalent to an average rating of “about every week” or more
frequent, across the four psychological symptoms.

Relationships With Supportive Adults

The presence of supportive adults in youths’ lives was assessed by
focusing on the presence of supportive parent and teacher
relationships. Parental support was assessed via the item “My
family really tries to help me” from the Multidimensional Scale of
Perceived Social Support (MSPSS; 1 = Strongly disagree to 7 =
Strongly agree) [35]. A score of 5 or greater was taken to indicate the
presence of a supportive parent. The presence of a supportive teacher
support was indicated if the student agreed with the question “I feel
that my teachers care about me as a person” [31]. Parent and teacher
support were combined into a summary indicator of relationships
with supportive adults with three levels: no supportive adults, either
parent or teacher, or both parent and teacher.

Confounders

Other variables included gender (boy, girl), age group (11, 13,
15 years), and socio-economic status measured with the Family
Affluence Scale-IIT (FAS-III). The FAS-III is a 6-item measure of
material assets in the home including number of vehicles,
bedroom sharing, computer ownership, bathrooms at home,
dishwashers at home, and family vacations [36].

Statistical Analysis

All analyses were conducted using SAS Version 9.4 [37].
Proportions of respondents reporting each of the indicators of
bullying, mental health problems, and relationships with
supportive adults were examined within and across the 45
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TABLE 1 | Frequency of bullying, cyber-bullying, high psychological symptoms, and low life satisfaction in 45 countries, by sex and age group (Health Behaviour of School

Aged Children, International, 2017-2018).

Boys Bully perpetrator Bullying victim Cyberbully Cyberbully victim High psychological symptoms Low life satisfaction
perpetrator
Med% (min-max) Med% (min-max) Med% (min-max) Med% (min-max) Med% (min-max) Med% (min-max)

Overall 6.5 (1.3-24.4) 9.6 (2.8-29.9) 10.4 (3.4-26.5) 12.2 (4.0-24.4) 21.3 (11.2-38.1) 10.0 (4.6-16.9)
Age 11 5.5 (0.4-20.6) 11.3 (6.1-29.3) 7.9 (1.8-21.2) 13.0 (3.9-26.9) 19.2 (9.5-36.5) 8.1 (2.4-16.6)
Age 13 6.6 (2.1-23.5) 10.7 (2.4-32.0) 10.5 (8.0-29.0) 12.0 (8.7-24.7) 21.4 (10.3-38.2) 9.8 (5.0-21.9)
Age 15 8.1 (1.9-29.6) 7.0 (1.6-26.1) 12.6 (3.7-31.1) 11.4 (3.2-28.7) 23.7 (11.5-39.6) 13.1 (4.7-21.8)
Girls

Overall 2.9 (0.8-13.4) 8.5 (3.1-26.1) 6.7 (1.9-17.0) 12.1 (6.6-22.8) 33.5 (16.9-52.7) 14.5 (8.3-22.4)
Age 11 2.8 (0.3-12.4) 9.7 (4.4-26.4) 5.9 (0.7-15.6) 11.5 (3.6-24.3) 23.9 (10.8-37.5) 9.8 (3.6-17.1)
Age 13 3.3 (0.5-16.8) 8.7 (2.4-30.6) 7.5 (2.4-18.7) 13.5 (5.4-26.0) 35.0 (11.9-54.7) 15.7 (7.3-24.0)
Age 15 3.2 (0.5-14.8) 6.2 (2.1-21.3) 7.3 (1.5-19.1) 12.2 (6.2-22.0) 43.3 (21.2-65.5) 18.4 (9.7-29.5)

Allvalues are weighted. Med% = Median proportion of the 45 countries. High psychological symptoms indicates a sum score of 12 or greater on a 4-item scale scored on a 5-point scale,
equivalent to experiencing symptoms “about every week” or more frequent, across the four psychological symptoms. Low life satisfaction indicates a score of 5 or lower on a Cantril ladder

ranging from O (worst possible life) to 10 (best possible life).

countries and regions using conventional descriptive statistics. A
series of multivariable Poisson regression models were used to
estimate relative risks (RRs) and associated 95% confidence
intervals (CIs) examining the associations between bullying
involvement and mental health in each country. All analyses
were stratified by gender and age group. The models adjusted for
family affluence and those examining perpetration as a predictor
were further adjusted for the equivalent victimization behaviour
and vice versa. After conducting analyses within each of the
targeted age groups, we limited presentation of findings to the
oldest group (15 years) where the patterns were most illustrative.
Clustering by school was adjusted for using Generalized
Estimating Equations [38] and all analyses were weighted. To
evaluate the consistency of effects across the 45 countries and
regions, for each model we reported the number of countries
where: 1) the RR =1 (i.e., the 95% CI included a value of 1.00); 2)
the RR >1 then 3) RR <1 (i.e., the CI did not include 1.00). Model
convergence problems occurred among girls in four countries.
Finally, we examined whether having relationships with
supportive adults moderated the associations between bullying
and mental health problems, using the interaction term approach
[39, 40]. Models were run in pooled analyses that combined data
from all 45 countries and both available genders. The models
accounted for two levels of clustering (students within schools
then countries) and were adjusted for age, sex, family affluence,
and bully victimization or perpetration depending on the model
(note: adjustment for additional social factors did not change
effect estimates). Model-based effect estimates were compared
between the three strata defined by our supportive adult variable.

RESULTS

Descriptive Results

In total, 230,757 students from 45 countries and regions were
included in the analyses. The median sample size within
participating countries was 4,520. There was a roughly equal

number of boys (49.3%) and girls (50.7%) and students in each of
the three age groups (11 years old = 33.8%; 13 years old = 34.5%;
15years old 31.8%). The smallest sample was drawn from
Greenland (N = 1,234) and the largest from Wales (N = 15,763).

Table 1 provides a description of the proportion of adolescents
who reported bullying involvement and the two indicators of
mental health problems. Proportions are presented using the
median, minimum, and maximum values across all countries and
regions. Among boys, bullying victimization and
cybervictimization were more common than perpetration, and
the prevalence of perpetration in general increased with age while
the prevalence of bullying victimization and cybervictimization
decreased. Girls on average reported less frequent bullying
perpetration and victimization, and cyberbullying perpetration
than boys, but equivalent frequencies of cybervictimization. The
prevalence of mental health problems increased with age and
were consistently worse among girls compared to boys.

The vast majority of adolescents reported the presence of one
or more supportive relationships with parents and teachers
(Table 2). The proportion of youth reporting no supportive
relationships with adults increased with age in both boys and
girls, with analogous declines reported by age in those reporting
supportive relationships with both parents and teachers.

Relationships Between Bullying
Involvement and Mental Health

Indicators of bullying involvement were consistently associated
with increased risk of mental health problems across the 45
countries, although non-significant effects were not
uncommon (Table 3). These effects are summarized visually
for bullying perpetration and high psychological symptoms in
15-year-old boys (Supplementary Figure S1) and cyberbullying
victimization and low life satisfaction in 15-year-old girls
(Supplementary Figure S2). The negative effects of these
different forms bullying involvement are clearly apparent in
these forest plots.
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TABLE 2 | Relationships with supportive adults in 45 countries, by sex and age group (Health Behaviour of School Aged Children, International, 2017-2018).

Boys No supportive
parent

No supportive
teacher

Med% (min-max) Med% (min-max)

Overall 13.9 (6.3-44.9) 36.9 (17.1-57.9)
Age 11 11.4 (4.0-41.6) 24.0 (9.9-47.9)
Age 13 14.3 (4.0-44.6) 39.9 (15.9-62.4)
Age 15 16.2 (5.8-49.1) 44.2 (20.8-61.8)
Girls

Overall 15.3 (4.5-38.8) 37.7 (16.4-60.5)
Age 11 11.6 (3.3-39.3) 21.7 (8.2-47.0)
Age 13 15.0 (3.9-42.8) 42.9 (14.9-64.7)
Age 15 18.8 (6.7-44.0) 48.4 (14.5-76.2)

All values are weighted. Med% = Median proportion of the 45 countries.

Number of supportive adults

Med% (min-max)

Parent and
teacher

Parent or
teacher

None

Med% (min-max) Med% (min-max)

6.5 (1.6-20.2) 38.5 (21.6-56.0) 53.7 (27.1-75.6)
4.0 (0.90-18.4) 31.7 (13.3-49.4) 64.0 (32.2-85.3)
6.7 (0.93-17.8) 39.3 (20.4-59.2) 52.8 (26.8-78.7)
9.2 (2.2-24.7) 43.6 (26.1-58.5) 45.6 (21.8-70.0)
7.6 (1.5-17.7) 37.0 (22.8-56.4) 53.7 (31.8-75.2)
4.0 (0.28-17.5) 30.2 (11.4-47.6) 65.7 (35.0-86.9)

9.3 (0-21.4) 40.2 (19.0-57.2) 50.5 (28.2-81.1)
11.5 (2.7-25.1) 43.8 (22.2-66.7) 41.8 (22.3-75.1)

TABLE 3 | Number of countries (Total = 45) with a statistically significant association between bullying involvement and mental health indicators in 15-year-old boys and girls

(Health Behaviour of School Aged Children, International, 2017-2018).

Predictor High psychological symptoms Low life satisfaction

Adjusted RR* Adjusted RR*
Boys - Age 15 RR>1 RR=1 RR<«1 RR>1 RR =1 RR<«1
Bully perpetrator 16 29 0 8 36 0
Bullying victim 31 14 0 21 23 0
Cyberbully perpetrator 17 28 0 10 35 0
Cyberbully victim 27 18 0 22 23 0
Girls- Age 15
Bully perpetrator 14 31 0 4 40 0
Bullying victim 36 9 0 28 15 0
Cyberbully perpetrator 13 32 0 11 34 0
Cyberbully victim 39 6 0 34 11 0

RR, relative risk. All models are adjusted for family affluence, and models examining perpetration as a predictor are adjusted for victimization and vice versa. All models are adjusted for
clustering by school and weighted depending on the country-specific approach to weighting. If the number of countries does not sum to 45 for a given predictor it is because the models
did not converge in some countries. High psychological symptoms indicates a sum score of 12 or greater on a 4-item scale scored on a 5-point scale, equivalent to experiencing symptoms
“about every week” or more frequent, across the four psychological symptoms. Low life satisfaction indicates a score of 5 or lower on a Cantril ladder ranging from O (worst possible life) to

10 (best possible life).

Moderating Effects of Supportive Adults
Table 4 describes the proportion of youth reporting high

psychological symptoms and low life satisfaction by the
number of supportive adults in their life. As indicated by the
p-trend, we found a statistically significant linear decrease in the
proportion of students reporting mental health problems as the
number of supportive adults increased from none to two (both
parent and teacher), for boys and girls in all age groups.
Finally, Table 5 summarizes the pooled analysis examining
effect modification of the associations between bullying and
mental health by the presence of supportive adults. We found
that risks for mental health difficulties (high psychological
symptoms and low life satisfaction) associated with bullying
involvement were greatest in students reporting multiple
supportive adults. This trend was observed consistently for
each of the four indicators of bullying involvement. We
conducted additional analyses to examine the moderating

effects of supportive parents and supportive teachers
separately. Similar to the pooled analysis findings, we found
the risks of poor mental health associated with bullying
involvement were greater among youth reporting having a
supportive parent compared to no supportive parent, and
greater among youth reporting presence of a supportive
teacher versus no supportive teacher. Furthermore, when we
examined the effect modification of the associations across
gender and age-groups, we found that the moderating effect of
social support was consistent in boys and girls, and across the
different age-groups.

DISCUSSION

The current study used recent data from the cross-national HBSC
study to examine associations between bullying involvement (in-
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TABLE 4 | Description of mental health indicators in the full sample, by number of supportive adults (Health Behaviour of School Aged Children, International, 2017-2018).

High psychological symptoms p-trend
None Parent or teacher Parent and teacher
% (95% CI) % (95% CI) % (95% ClI)

Overall 50.4 (49.7-51.1) 32.5 (32.2-32.8) 21.3 (21.0-21.5) <.001
Gender

Boys 37.4 (36.4-38.5) 25.0 (24.5-25.4) 16.7 (16.4-17.1) <.001

Girls 60.7 (69.7-61.6) 39.6 (39.2-40.1) 25.6 (25.3-26.0) <.001
Age

11 39.4 (37.8-41.1) 27.0 (26.4-27.6) 18.3 (17.9-18.6) <.001

13 49.7 (48.5-51.0) 31.9 (31.3-32.5) 21.5 (21.1-21.9) <.001

15 55.7 (54.7-56.8) 37.0 (36.4-37.5) 25.3 (24.8-25.8) <.001

Low life satisfaction
None Parent or Teacher Parent and Teacher
% (95% CI) % (95% ClI) % (95% Cl)

Overall 34.0 (33.3-34.7) 14.5 (14.2-14.7) 7.4 (7.3-7.6) <.001
Gender

Boys 26.5 (25.5-27.5) 1.7 (11.4-12.0) 6.3 (6.1-6.5) <.001

Girls 39.9 (38.9-40.8) 171 (16.7-17.5) 8.5 (8.3-8.7) <.001
Age

11 28.0 (26.5-29.5) 121 (11.7-12.6) 6.1 (5.9-6.3) <.001

13 34.1 (33.0-35.3) 14.0 (13.6-14.4) 7.5 (7.2-7.8) <.001

15 36.5 (35.4-37.5) 16.6 (16.2-17.0) 9.2 (8.9-9.6) <.001

High psychological symptoms indicates a sum score of 12 or greater on a 4-item scale scored on a 5-point scale, equivalent to experiencing symptoms “about every week” or more
frequent, across the four psychological symptoms. Low life satisfaction indicates a score of 5 or lower on a Cantril ladder ranging from O (worst possible life) to 10 (best possible life).

person and cyber) and mental health problems (psychological
symptoms and low life satisfaction) in an international
representative sample of adolescents. In line with initial
hypotheses, we found that both in-person and cyber-bullying
perpetration and victimization were consistently associated with
higher levels of psychological symptoms and lower life
satisfaction across the 45 countries and regions. Both in-
person and cyber-bullying remain prevalent problems globally

that negatively affect all youth involved. Our findings highlight
that any form of bullying involvement is detrimental to youths’
mental wellbeing across various cultural contexts.

The current study also examined how supportive adults (e.g.,
parents and teachers) mitigate the mental health risks associated
with bullying involvement. We found that in general, having
supportive relationships with adults was related to better mental
health outcomes. Results indicated there was a substantial

TABLE 5 | Associations between bullying involvement and mental health indicators in the full sample by number of supportive adults (Health Behaviour of School Aged

Children, International, 2017-2018).

Predictors High psychological symptoms
None Parent or teacher Parent and teacher
RR (95% ClI) RR (95% CI) RR (95% ClI)
Bully perpetrator 1.09 (1.04-1.15) 1.21 (1.17-1.26) 1.40 (1.33-1.47)
Bullying victim 1.42 (1.37-1.47) 1.67 (1.62-1.71) 2.05 (1.98-2.12)
Cyberbully perpetrator 1.06 (1.02-1.10) 1.18 (1.15-1.22) 1.29 (1.24-1.35)
Cyberbully victim 1.37 (1.32-1.41) 1.57 (1.53-1.61) 1.84 (1.78-1.90)
Predictors Low life satisfaction
None Parent or teacher Parent and teacher
RR (95% ClI) RR (95% CI) RR (95% CI)
Bully perpetrator 0.99 (0.92-1.07) 1.18 (1.11-1.26) 1.25 (1.13-1.37)
Bullying victim 1.50 (1.43-1.58) 1.96 (1.87-2.05) 2.44 (2.29-2.61)
Cyberbully perpetrator 0.98 (0.91-1.04) 1.04 (0.98-1.10) 1.18 (1.09-1.28)
Cyberbully victim 1.42 (1.35-1.50) 1.76 (1.68-1.85) 1.99 (1.86-2.13)

RR, relative risk. All models are adjusted for sex, age group, and family affluence, and models examining perpetration as a predictor are adjusted for victimization and vice versa. All models
are adjusted for clustering by country and school, and weighted. High psychological symptoms indicates a sum score of 12 or greater on a 4-item scale scored on a 5-point scale,
equivalent to experiencing symptoms “about every week” or more frequent, across the four psychological symptoms. Low life satisfaction indicates a score of 5 or lower on a Cantril ladder

ranging from O (worst possible life) to 10 (best possible life).
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decrease in the proportion of youth experiencing high
psychological symptoms and low satisfaction as the number of
supportive adults increased from none to having both a
supportive parent and teacher. This finding is consistent with
research suggesting that having caring, supportive adults in
developmentally salient contexts (e.g., home and school) is
important in promoting positive mental health amongst
adolescents [22, 41].

While we originally hypothesized that having supportive
relationships with adults would protect youth even further
from the mental health risks associated with bullying
involvement, we found that the opposite was true. Even
though having supportive adults was associated with better
mental health in general, we found that both in-person and
online bullying perpetration and victimization were associated
with increased risks of psychological symptoms and low life
satisfaction among youth reporting more supportive adults in
their lives. This pattern followed a dose-response relationship in
the opposite direction of what was originally hypothesized.
Mental health risks associated with bullying involvement
increased as the number of supportive adults increased. This
finding is perplexing, given that previous research has found that
supportive teacher and parents mitigate the psychological harms
related to bullying victimization and perpetration [19, 21]. In
contrast, our findings suggest that having supportive adults
exacerbate the negative mental health risks associated with
both in-person and online bullying involvement.

One possible explanation of our findings is that perhaps
adolescents perceive adults in their lives to be unhelpful in
addressing bullying and cyber-bullying. Rigby and Bagshaw
[42] found that less than 50% of adolescents perceived their
teachers as helpful in addressing bullying and about 20% actually
felt that interventions by teachers made the bullying worse. Other
studies have found that different adult responses to bullying are
perceived to be helpful to varying degrees [43, 44]. Despite
reporting having supportive adults, it is possible that youth
may perceive adults to be ineffective in addressing the bullying
situation. Youths’ distress may be exacerbated if there are
multiple adults unsuccessfully trying to intervene or if multiple
adults provide unhelpful emotional support.

Second, it is possible that while youth report having supportive
teachers and parents, youth do not seek help from them about
bullying. When youth perceive that adults are unhelpful in
addressing bullying, they are less likely to seek help [45].
Furthermore, as youth enter adolescence, seeking help from
adults about bullying tends to decrease partly because youth
perceive help-seeking to have detrimental consequences for their
social standing and sense of autonomy [24]. Forming friendships
that are mutually close and supportive is a central developmental
task during adolescence [46]. Feedback and recognition from
peers are particularly important at this developmental stage. As
such, adolescents are more likely to seek support from their peers
for bullying compared to adults [47]. One study found that when
comparing peer support and family support, only peer support
attenuated the negative effects of cyber-victimization on mental
health [48]. Thus, despite having supportive adults in their lives,
adolescents may not receive any help from adults because the
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bullying remains hidden or only known amongst peer groups.
Perhaps youth with more supportive adults who are unaware of
the bullying experience more distress because of increased
feelings of helplessness and hopelessness in addressing the
bullying dynamics.

Third, our findings may suggest that merely having supportive
adults at home and school is not sufficient in protecting youth
from experiencing the harms of bullying involvement. It is
possible that even if adolescents do seek help from teachers
and parents for their bullying experiences, these adults do not
mitigate the risks associated with bullying. While help-seeking
likely increases the likelihood that adults intervene in bullying
situations, how adults intervene, and how adults support youth
may be more relevant in mitigating the distress associated with
bullying involvement. Troop-Gordon and Quenette [49] found
that when teachers advocated for avoidance, independent coping,
or assertion, peer victimization was associated with higher levels
of internalizing problems. Dismissive or unhelpful advice from
adults may increase feelings of helplessness and perpetuate self-
blame among youth. Our findings highlight that just having
relationships with more supportive adults do not necessarily
protect youth from bullying-related distress. Rather, the
presence of more supportive adults may exacerbate youths’
distress if bullying is not effectively addressed or if adults do
not provide emotional support for youth experiencing bullying.

Study Limitations and Future Directions
The current study was limited to measuring both teacher and
parent support broadly using a single item for each adult because
these specific items were consistently administered across all
countries and regions. Our measure may not have been
sensitive enough to assess how youth are supported specifically
for issues related to bullying or cyber-bullying. Our measures did
not assess whether adults were aware of the bullying and whether
they have intervened in the past. Merely having a supportive
parent or teacher may not be sufficient in addressing the complex
emotional and psychological needs of youth who are involved in
bullying. Future studies should measure how youth receive support
from adults related to bullying, from a multidimensional
framework that accounts for the different types of support that
youth can receive (e.g., emotional support, instrumental support).
Future studies should also examine how specific forms of support
and adult responses to bullying moderate the relationship between
bullying involvement and negative mental health. Studies should
examine differences in adult support across developmental stages
to provide clarity on adults who can protect youth involved in
bullying throughout development.

The cross-sectional nature of this research also limits the
interpretation of the directionality of the associations between
bullying involvement and mental health indicators. Bullying
involvement and mental health difficulties are related
bidirectionally [9, 50]. There is a need to examine how
supportive adults moderate the relationship between bullying
involvement and mental health indicators longitudinally.
Furthermore, level of adult support may be confounded with
bullying severity. Adults may be more likely to get involved in
more serious bullying situations and support the affected students
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[51]. Hence, our finding that more supportive adults exacerbate
the adverse mental health problems related to bullying
involvement could be attributed to the fact that high adult
support is associated with more severe and more harmful
bullying experiences. Longitudinal research is needed to
untangle the relationship between bullying severity, adult
support, and mental health problems. Future research can also
clarify how supportive adults may prevent youth experiencing
mental health difficulties from negative peer interactions that
further perpetuate harm onto their mental wellbeing.

More research examining other protective factors that mitigate
the mental health risks of bullying involvement is needed. In
particular, the presence of supportive peers may be relevant in
coping with bullying-related distress across cultural contexts.
While parent and teacher support may be important during
childhood, supportive peer relationships may be more relevant
for adolescents, as peers become more salient in shaping youths’
attitudes and behaviours, and as youth develop heightened
sensitivity to peer feedback [52]. As adolescents seek more
autonomy from adults in their lives, peers may become
increasingly more important as sources of emotional support.
For adolescents, having supportive peers and being defended by
peers during bullying situations may be particularly protective.
Cross-cultural research examining how supportive peers
may mitigate mental health difficulties related to bullying is needed.

The current research highlights both bullying and cyber-bullying
to be prevalent experiences of adolescents worldwide. Involvement in
bullying and cyber-bullying are related to low life satisfaction and
higher levels of psychological symptoms. Contrary to our expectations,
having supportive adults exacerbated the mental health risks
associated with bullying involvement. Longitudinal studies are
needed to examine how the impact of bullying involvement on
youths’ mental health changes as a function of adult support.

ETHICS STATEMENT

Consent procedures required by ethical authorities were
followed by each individual country. Institutional ethical
consent was gained according to requirements in each
participating country, with adolescents, parents, schools each
providing informed consent or assent, either active or passive,
according to local requirements. For example, in Canada ethics
approval was granted by the Public Health Agency of Canada
and Queen’s University Research Ethics Board. Only
adolescents who provided assent and whose parents provided
written informed consent to their participation were included in
the current study.

AUTHOR CONTRIBUTIONS

WC, NK, and WP conceived the present manuscript. SK
conducted the literature review and drafted the manuscript.
SK, WC, NK, and WP contributed to the writing and data
analysis. LB, AC, MM, GQ, MG, LA, and KS reviewed the
manuscript and provided feedback.

Bullying, Mental Health, and Relatonships

FUNDING

Grant funding for the researchers involved in this cross-national
manuscript was provided by the: 1) Public Health Agency of
Canada; 2) Canadian Institutes of Health Research (operating
grant MOP341188). HBSC Ireland was funded by the Health
Promotion Policy Unit, Department of Health, Ireland.

CONFLICT OF INTEREST

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that
could be construed as a potential conflict of interest.

ACKNOWLEDGMENTS

HBSC is an international study carried out in collaboration with
WHO/EURO. The International Coordinator was Jo Inchley
(University of Glasgow) for the 2017/18 survey. The Data Bank
Manager was Professor Oddrun Samdal (University of Bergen). The
2017/18 survey included in this study were conducted by the
following Principal Investigators in the 47 countries and regions:
Albania (Gentiana Qirjako), Armenia (Sergey G. Sargsyan), Austria
(Rosemarie Felder-Puig), Azerbaijan (Gahraman Hagverdiyev),
Flemish Belgium (Bart De Clercq), French Belgium (Katia
Castetbon), Canada (WP, WC, [the late] John Freeman], Croatia
(Ivana Pavic Simetin), Czech Republic (Michal Kalman), Denmark
(Mette Rasmussen), England (Fiona Broks, Ellen Klemera), Estonia
(Leila Oja, Katrin Aasvee), Finland (Jorma Tynjild), France
(Emmanuelle Godeau), Georgia (Lela Shengelia), Germany
(Matthias Richter), Greece (Anna Kokkevi), Greenland (Birgit
Niclasen), Hungary (Agnes Németh), Iceland (Arsaell M.
Arnarsson), Ireland (Saoirse Nic Gabhainn), Israel (Yossi Harel-
Fisch), Italy (Franco Cavallo), Kazakhstan (Shynar
Abdrakhmanova, Valikhan Akhmetov), Kyrgyzstan (Gulzat
Maimerova), Lithuania (Kastytis Smigelskas), Latvia (Iveta
Padule), Luxembourg (Helmut Willems), Malta (Charmaine
Gauci), Netherlands (Gonneke Stevens, Saskia van Dorsselaer),
North Macedonia (Lina Kostarova Unkovska), Norway (Oddrun
Samdal), Poland (Joanna Mazur and Agnieszka Matkowska-
Szkutnik), Portugal (Margarida Gaspar de Matos), Republic of
Moldova (Galina Lesco), Romania (Adriana Baban), Russian
Federation (Anna Matochkina), Scotland (Jo Inchley), Serbia
(Jelena Rakic), Slovakia (Andrea Madarasova Geckova), Slovenia
(Helena Jericek), Spain (Carmen Moreno), Sweden (Petra Lofstedt),
Switzerland (Marina Delgrande-Jordan, Hervé Kuendig), Turkey
(Oya Ercan), Ukraine (Olga Balakireva), Uzbekistan (Dilorom
Akhmedova), Wales (Chris Roberts).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at:
https://www.ssph-journal.org/articles/10.3389/ijph.2022.1604264/
full#supplementary-material

Int J Public Health | Owned by SSPH+ | Published by Frontiers

March 2022 | Volume 67 | Article 1604264


https://www.ssph-journal.org/articles/10.3389/ijph.2022.1604264/full#supplementary-material
https://www.ssph-journal.org/articles/10.3389/ijph.2022.1604264/full#supplementary-material

Kim et al.

REFERENCES

10.

11.

12.

13.

14.

15.

16.

17.

18.

. Olweus D. Bullying at School: What We Know and what We Can Do. Oxford,

UK: Blackwell (1993).

. Bradshaw CP, Waasdorp TE, Johnson SL. Overlapping Verbal, Relational,

Physical, and Electronic Forms of Bullying in Adolescence: Influence of School
Context. J Clin Child Adolesc Psychol (2015) 44 (3):494-508. doi:10.1080/
15374416.2014.893516

. Inchley J, Currie D, Budisavljevic S, Torsheim T, Jastad A, Cosma A.

Spotlight on Adolescent Health and Well-Being. Findings from the 2017/
2018 Health Behaviour in School-Aged Children (HBSC) Survey in Europe
and Canada. (2020). Available from: https://apps.who.int/iris/bitstream/
handle/10665/332091/9789289055000-eng.pdf (Accessed 25 February
2020).

. Modecki KL, Minchin J, Harbaugh AG, Guerra NG, Runions KC. Bullying

Prevalence Across Contexts: A Meta-Analysis Measuring Cyber and
Traditional Bullying. J Adolesc Health (2014) 55 (5):602-11. doi:10.1016/j.
jadohealth.2014.06.007

. Kieling C, Baker-Henningham H, Belfer M, Conti G, Ertem I, Omigbodun O,

et al. Child and Adolescent Mental Health Worldwide: Evidence for Action.
Lancet (2011) 378 (9801):1515-25. doi:10.1016/s0140-6736(11)60827-1

. Due P, Holstein BE, Lynch J, Diderichsen F, Gabhain SN, Scheidt P, et al.

Bullying and Symptoms Among School-Aged Children: International
Comparative Cross Sectional Study in 28 Countries. Eur | Public Health
(2005) 15 (2):128-32. doi:10.1093/eurpub/ckil05

. Koyanagi A, Oh H, Carvalho AF, Smith L, Haro JM, Vancampfort D, et al.

Bullying Victimization and Suicide Attempt Among Adolescents Aged 12-
15 Years From 48 Countries. ] Am Acad Child Adolesc Psychiatry (2019) 58 (9):
907-18. doi:10.1016/j.jaac.2018.10.018

. Sumter SR, Baumgartner SE, Valkenburg PM, Peter J. Developmental

Trajectories of Peer Victimization: Off-Line and Online Experiences
During Adolescence. ] Adolesc Health (2012) 50 (6):607-613. doi:10.1016/j.
jadohealth.2011.10.251

. Azevedo Da Silva M, Gonzalez JC, Person GL, Martins SS. Bidirectional

Association Between Bullying Perpetration and Internalizing Problems
Among Youth. J Adolesc Health (2020) 66 (3):315-322. doi:10.1016/j.
jadohealth.2019.09.022

Casper DM, Card NA. Overt and Relational Victimization: A Meta-Analytic
Review of Their Overlap and Associations With Social-Psychological
Adjustment. Child Dev (2016) 88 (2):466-83. doi:10.1111/cdev.12621
Takizawa R, Maughan B, Arseneault L. Adult Health Outcomes of Childhood
Bullying Victimization: Evidence from a Five-Decade Longitudinal British
Birth Cohort. Am ] Psychiatry (2014) 171 (7):777-784. doi:10.1176/appi.ajp.
2014.13101401

Audrin C, Blaya C. Psychological Well-Being in a Connected World: The
Impact of Cybervictimization in Children’s and Young People’s Life in France.
Front Psychol (2020) 11:1427. doi:10.3389/fpsyg.2020.01427

Fahy AE, Stansfeld SA, Smuk M, Smith NR, Cummins S, Clark C. Longitudinal
Associations between Cyberbullying Involvement and Adolescent Mental
Health. ] Adolesc Health (2016) 59 (5):502-9. doi:10.1016/j.jadohealth.2016.
06.006

Arnarsson A, Nygren ], Nyholm M, Torsheim T, Augustine L, Bjereld Y, et al.
Cyberbullying and Traditional Bullying Among Nordic Adolescents and Their
Impact on Life Satisfaction. Scand J Public Health (2020) 48 (5):502-10. doi:10.
1177/1403494818817411

Cornell D., Shukla K., Konold T. Peer Victimization and Authoritative School
Climate: A Multilevel Approach. J Educ Psychol (2015) 107 (4), 1186-201.
doi:10.1037/edu0000038

Gregory A, Cornell D, Fan X, Sheras P, Shih T-H, Huang F. Authoritative
School Discipline: High School Practices Associated with Lower Bullying and
Victimization. J Educ Psychol (2010) 102 (2):483-96. doi:10.1037/a0018562
Smigelskas K, Vai¢iinas T, Lukogevi¢iité J, Malinowska-Cieslik M,
Melkumova M, Movsesyan E, et al. Sufficient Social Support as a Possible
Preventive Factor Against Fighting and Bullying in School Children. Int
] Environ Res Public Health (2018) 15 (5):870-85.

Malecki CK, Demaray MK. What Type of Support Do They Need?
Investigating Student Adjustment as Related to Emotional, Informational,

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.
38.

39.

Bullying, Mental Health, and Relatonships

Appraisal, and Instrumental Support. School Psychol Quart (2003) 18 (3):
231-252. doi:10.1521/scpq.18.3.231.22576

Walters GD, Kremser J, Runell L. Moderating the Bullying Perpetration-
Delinquency Relationship with Parental Support and Knowledge: A
Prospective Analysis of Middle School Students. Aggr Behav (2020) 46 (3):
244-53. doi:10.1002/ab.21885

Stadler C, Feifel ], Rohrmann S, Vermeiren R, Poustka F. Peer-Victimization
and Mental Health Problems in Adolescents: Are Parental and School Support
Protective? Child Psychiatry Hum Dev (2010) 41 (4):371-86. doi:10.1007/
510578-010-0174-5

Miranda R, Oriol X, Amutio A, Ortuzar H. Adolescent Bullying Victimization and
Life Satisfaction: Can Family and School Adult Support Figures Mitigate This Effect?
Rev de Psicodiddct (2019) 24 (1):39-45. doi:10.1016/j.psicoe.2018.07.001

Yeung R, Leadbeater B. Adults Make a Difference: The Protective Effects of
Parent and Teacher Emotional Support on Emotional and Behavioral
Problems of Peer-Victimized Adolescents. ] Commun Psychol (2010) 38
(1):80-98. doi:10.1002/jcop.20353

Boulton MJ, Hardcastle K, Down J, Fowles J, Simmonds JA. A Comparison of
Preservice Teachers’ Responses to Cyber Versus Traditional Bullying
Scenarios. J Teach Educ (2014) 65 (2):145-55. doi:10.1177/0022487113511496
Boulton MJ, Boulton L, Down J, Sanders J, Craddock H. Perceived Barriers that
Prevent High School Students Seeking Help from Teachers for Bullying and
Their Effects on Disclosure Intentions. ] Adolesc (2017) 56:40-51. doi:10.1016/
j.adolescence.2016.11.009

Mishna F, Sanders JE, McNeil S, Fearing G, Kalenteridis K. “If Somebody Is
Different”: A Critical Analysis of Parent, Teacher and Student Perspectives on
Bullying and Cyberbullying. Child Youth Serv Rev (2020) 118:105366. doi:10.
1016/j.childyouth.2020.105366

Stauffer S, Heath MA, Coyne SM, Ferrin S. High School Teachers’ Perceptions
of Cyberbullying Prevention and Intervention Strategies. Psychol Schs (2012)
49 (4):352-67. doi:10.1002/pits.21603

Young R, Tully M. ‘Nobody Wants the Parents Involved’: Social Norms in
Parent and Adolescent Responses to Cyberbullying. J Youth Stud (2019) 22 (6):
856-72. doi:10.1080/13676261.2018.1546838

Monks CP, Mahdavi J, Rix K. The Emergence of Cyberbullying in Childhood:
Parent and Teacher Perspectives. Psicologia Educativa (2016) 22 (1):39-48.
doi:10.1016/j.pse.2016.02.002

Bonanno RA, Hymel S. Cyber Bullying and Internalizing Difficulties: above
and beyond the Impact of Traditional Forms of Bullying. J Youth Adolescence
(2013) 42 (5):685-97. d0i:10.1007/s10964-013-9937-1

Messias E, Kindrick K, Castro J. School Bullying, Cyberbullying, or Both:
Correlates of Teen Suicidality in the 2011 CDC Youth Risk Behavior Survey.
Compr Psychiatry (2014) 55 (5):1063-8. doi:10.1016/j.comppsych.2014.02.005
Inchley J, Currie D, Cosma A, Samdal O. Health Behaviour in School-Aged
Children (HBSC) Study Protocol: Background, Methodology and Mandatory
Items for the 2017/18 Survey. St. Andrews: CAHRU (2018).

Olweus D. The Revised Olweus Bully/Victim Questionnaire. Mimeo. Bergen,
Norway: Research Center for Health Promotion (HEMIL Center), University
of Bergen (1996).

Mazur J, Szkultecka-Debek M, Dzielska A, Drozd M, Malkowska-Szkutnik A.
What Does the Cantril Ladder Measure in Adolescence? (2018) aoms 1 (1):
182-9. doi:10.5114/a0ms.2016.60718

Gariepy G, McKinnon B, Sentenac M, Elgar FJ. Validity and Reliability of a
Brief Symptom Checklist to Measure Psychological Health in School-Aged
Children. Child Ind Res (2016) 9 (2):471-84. d0i:10.1007/s12187-015-9326-2
Zimet GD, Dahlem NW, Zimet SG, Farley GK. The Multidimensional Scale of
Perceived Social Support. J Personal Assess (1988) 52 (1):30-41. doi:10.1207/
§15327752jpa5201_2

Torsheim T, Cavallo F, Cavallo F, Levin KA, Schnohr C, Mazur J, et al.
Psychometric Validation of the Revised Family Affluence Scale: A Latent
Variable Approach. Child Ind Res (2016) 9 (3):771-84. doi:10.1007/s12187-
015-9339-x

SAS. Cary, NC: SAS Institute.

Hanley JA, Negassa A, Edwardes MD, Forrester JE. Statistical Analysis of
Correlated Data Using Generalized Estimating Equations: An Orientation. Am
] Epidemiol (2003) 157 (4):364-75. doi:10.1093/aje/kwf215

Van Ness PH, Allore HG. Using SAS® to Investigate Effect Modification. New
Haven, CT: Yale University School of Medicine.

Int J Public Health | Owned by SSPH+ | Published by Frontiers

March 2022 | Volume 67 | Article 1604264


https://doi.org/10.1080/15374416.2014.893516
https://doi.org/10.1080/15374416.2014.893516
https://apps.who.int/iris/bitstream/handle/10665/332091/9789289055000-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/332091/9789289055000-eng.pdf
https://doi.org/10.1016/j.jadohealth.2014.06.007
https://doi.org/10.1016/j.jadohealth.2014.06.007
https://doi.org/10.1016/s0140-6736(11)60827-1
https://doi.org/10.1093/eurpub/cki105
https://doi.org/10.1016/j.jaac.2018.10.018
https://doi.org/10.1016/j.jadohealth.2011.10.251
https://doi.org/10.1016/j.jadohealth.2011.10.251
https://doi.org/10.1016/j.jadohealth.2019.09.022
https://doi.org/10.1016/j.jadohealth.2019.09.022
https://doi.org/10.1111/cdev.12621
https://doi.org/10.1176/appi.ajp.2014.13101401
https://doi.org/10.1176/appi.ajp.2014.13101401
https://doi.org/10.3389/fpsyg.2020.01427
https://doi.org/10.1016/j.jadohealth.2016.06.006
https://doi.org/10.1016/j.jadohealth.2016.06.006
https://doi.org/10.1177/1403494818817411
https://doi.org/10.1177/1403494818817411
https://doi.org/10.1037/edu0000038
https://doi.org/10.1037/a0018562
https://doi.org/10.1521/scpq.18.3.231.22576
https://doi.org/10.1002/ab.21885
https://doi.org/10.1007/s10578-010-0174-5
https://doi.org/10.1007/s10578-010-0174-5
https://doi.org/10.1016/j.psicoe.2018.07.001
https://doi.org/10.1002/jcop.20353
https://doi.org/10.1177/0022487113511496
https://doi.org/10.1016/j.adolescence.2016.11.009
https://doi.org/10.1016/j.adolescence.2016.11.009
https://doi.org/10.1016/j.childyouth.2020.105366
https://doi.org/10.1016/j.childyouth.2020.105366
https://doi.org/10.1002/pits.21603
https://doi.org/10.1080/13676261.2018.1546838
https://doi.org/10.1016/j.pse.2016.02.002
https://doi.org/10.1007/s10964-013-9937-1
https://doi.org/10.1016/j.comppsych.2014.02.005
https://doi.org/10.5114/aoms.2016.60718
https://doi.org/10.1007/s12187-015-9326-2
https://doi.org/10.1207/s15327752jpa5201_2
https://doi.org/10.1207/s15327752jpa5201_2
https://doi.org/10.1007/s12187-015-9339-x
https://doi.org/10.1007/s12187-015-9339-x
https://doi.org/10.1093/aje/kwf215

Kim et al.

40.

41.

42.

43.

44,

45.

46.

47.

Pasta D. Using and Understanding LSMEANS and LSMESTIMATE. San
Francisco, CA: ICON Clinical Research (2010).

Wang C, La Salle T, Wu C, Liu JL. Do Parental Involvement and Adult Support
Matter for Students’ Suicidal Thoughts and Behavior in High School? Sch
Psychol Rev (2021) 0 (0):1-14. doi:10.1080/2372966x.2021.1873058

Rigby K, Bagshaw D. Prospects of Adolescent Students Collaborating
with Teachers in Addressing Issues of Bullying and Conflict in
Schools.  Educ  Psychol (2003) 23 (5):535-46. doi:10.1080/
0144341032000123787

Bjereld Y, Daneback K, Mishna F. Adults’ Responses to Bullying: the
Victimized Youth’s Perspectives. Res Pap Educ (2019):1-18.

Wachs S, Bilz L, Niproschke S, Schubarth W. Bullying Intervention in Schools:
A Multilevel Analysis of Teachers’ Success in Handling Bullying from the
Students’ Perspective. | Early Adolesc (2019) 39 (5):642-68. doi:10.1177/
0272431618780423

Aceves MJ, Hinshaw SP, Mendoza-Denton R, Page-Gould E. Seek Help from
Teachers or Fight Back? Student Perceptions of Teachers’ Actions during
Conflicts and Responses to Peer Victimization. ] Youth Adolesc (2010) 39 (6):
658-69. doi:10.1007/s10964-009-9441-9

Steinberg L, Morris AS. Adolescent Development. Annu Rev Psychol (2001) 52:
83-110. doi:10.1146/annurev.psych.52.1.83

Hunter SC, Boyle JME, Warden D. Help Seeking Amongst Child and
Adolescent Victims of Peer-Aggression and Bullying: The Influence of
School-Stage, Gender, Victimisation, Appraisal, and Emotion. Br J Educ
Psychol (2004) 74 (3):375-90. doi:10.1348/0007099041552378

48.

49.

50.

51.

52.

Bullying, Mental Health, and Relatonships

Worsley JD, McIntyre JC, Corcoran R. Cyberbullying Victimisation and
Mental Distress: Testing the Moderating Role of Attachment Security,
Social Support, and Coping Styles. Emotional Behav Difficulties (2019) 24
(1):20-35. doi:10.1080/13632752.2018.1530497

Wendy Troop-Gordon W, Andrea Quenette A. Children’s Perceptions of
Their Teacher’s Responses to Students’ Peer Harassment: Moderators of
Victimization-Adjustment Linkages. Merrill-Palmer Q (2010) 56 (3),
333-60. doi:10.1353/mpq.0.0056

Vaillancourt T, Brittain HL, McDougall P, Duku E. Longitudinal Links
between Childhood Peer Victimization, Internalizing and Externalizing
Problems, and Academic Functioning: Developmental Cascades. ] Abnorm
Child Psychol (2013) 41 (8):1203-15. doi:10.1007/s10802-013-9781-5
Bauman S, Del Rio A. Preservice Teachers’ Responses to Bullying Scenarios:
Comparing Physical, Verbal, and Relational Bullying. ] Educ Psychol (2006) 98
(1):219-31. doi:10.1037/0022-0663.98.1.219

Albert D, Chein J, Steinberg L. The Teenage Brain. Curr Dir Psychol Sci (2013)
22 (2):114-20. doi:10.1177/0963721412471347

Copyright © 2022 Kim, Craig, King, Bilz, Cosma, Molcho, Qirjako, Gaspar De
Matos, Augustine, Smigelskas and Pickett. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.

Int J Public Health | Owned by SSPH+ | Published by Frontiers

10

March 2022 | Volume 67 | Article 1604264


https://doi.org/10.1080/2372966x.2021.1873058
https://doi.org/10.1080/0144341032000123787
https://doi.org/10.1080/0144341032000123787
https://doi.org/10.1177/0272431618780423
https://doi.org/10.1177/0272431618780423
https://doi.org/10.1007/s10964-009-9441-9
https://doi.org/10.1146/annurev.psych.52.1.83
https://doi.org/10.1348/0007099041552378
https://doi.org/10.1080/13632752.2018.1530497
https://doi.org/10.1353/mpq.0.0056
https://doi.org/10.1007/s10802-013-9781-5
https://doi.org/10.1037/0022-0663.98.1.219
https://doi.org/10.1177/0963721412471347
https://creativecommons.org/licenses/by/4.0/

	Bullying, Mental Health, and the Moderating Role of Supportive Adults: A Cross-National Analysis of Adolescents in 45 Countries
	Introduction
	Methods
	Sample and Procedure
	Measures
	Bullying and Victimization
	Mental Health
	Relationships With Supportive Adults
	Confounders

	Statistical Analysis

	Results
	Descriptive Results
	Relationships Between Bullying Involvement and Mental Health
	Moderating Effects of Supportive Adults

	Discussion
	Study Limitations and Future Directions

	Ethics Statement
	Author Contributions
	Funding
	Conflict of Interest
	Acknowledgments
	Supplementary Material
	References


