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ABSTRACT

Bullying is an intentional, unprovoked abuse of power by one or more children in order to inflict pain or
cause distress to another child on repeated occasions. Victims of regular bullying lack confidence, have
lower self esteem, regard themselves as less competent. Studies have shown that victimization from
bullying behavior is associated with substantial adverse effects on physical and psychological health.
There is a higher prevalence of depression, school absenteeism and detioration in school performance.
Health professionals seeing children with common health symptoms should ask whether the child is being
bullied. The anti-bullying programme can be implemented with relatively simple means and without
major costs. It is primarily a question of changing attitudes, behavior and routines in school life. Our
results stress the importance of regular communication between children, parents, teachers and health care

professionals with regard to bullying incidents.
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INTRODUCTION

Bullying is an intentional,
unprovoked abuse of power by one or more
children in order to inflict pain or cause
distress to another child on repeated
occasions. Bullying among school children
is certainly a very old phenomenon.
Bullying can be considered to be a form of a
child abuse.™ Studies carried out in Finland
by Bjorkqvist and colleagues”?  have
distinguished  between direct physical
aggression (e.g., hitting, pushing, kicking),
direct verbal aggression {e.g., namecalling,
threatening), and indirect aggression (e.g.,
telling tales, spreading rumours, persuading
others not to play with the person). Here,

direct aggression refers to a face-to-face
confrontation, whereas indirect aggression
occurs via a third party (such indirect
aggressionis usually, though it need not
necessarily be, verbal rather than physical in
nature). Racial and sexual harassment are
particularly insidious form of bullying.®
Bullying is likely to be a consequence of
class or school size, competition for grades,
failure in school and differences in
appearances. In view of all these facts, it is
important to find out the prevalence of
bullying in a country like India where hardly
any work and research has been done on
bullying in schools. Whatever scarce data is
available in Indian literature on bullying is
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more often from the urban cities. It is also
important to be aware of the prevalent trends
in semi-urban or rural schools of the country
as they represent a significant proportion. To
our knowledge, very few studies have
investigated the relationship  between
bullying and specific psychosomatic health
problems in rural areas. So we planned a
prospective study of bullying in school
children and the association of common
health symptoms in a rural area like Karad.
Aims and Objectives: To estimate the
incidence of bullying and to examine the
association of common health symptoms
with bullying in school children from the
age group of 8-14 years.

MATERIALS AND METHODS

This is a retrospective study of 400
children, out of which 200 were boys and
200 were girls  from an English medium
school in Karad, of the age group between
8-14 years .The child was interviewed
alone or in presence of caretaker. A semi
structured health interview proforma based
on the Olweus Bully/Victim Questionnaire
I \was prepared which consisted of
questionnaire to be filled by the students.
This is a well documented questionnaire that
is used in many studies on bullying. **! The
students were explained about bullying in
details. All these students were also
interviewed about their experience in the
past one year. A student was considered a
victim if he or she reported being bullied “a
few times a month” or more frequently.
Measuring victimization with this 1 item and
using this cutoff point is considered a valid
way of dividing students into victims and
nonvictims. Studies have shown that this
creates 2 groups clearly differing on related
variables. Items to measure health
symptoms and anxiety were based on items
from the KIVPA, a Dutch instrument to
measure psychosocial problems among
children. The KIVPA has been validated and

Is used in the Dutch youth health care
system to screen for psychosocial problems.
Questions were asked in a definite sequence,
all important events and health problems
were recorded. Children were asked if they
experienced any health symptom and to
report the frequency of the symptoms.
Somatic symptoms like headache, pain in
abdomen and bodyache were reported as a
problem only if experienced once a week or
more often. Overall, the type of bullying
included eight variables™ and sixteen health
symptoms which were considered in the
questionnaire. The data was compiled and
analysed. All analyses were performed with
SPSS/PC. Chi-square and Fisher’s exact test
were used to analyze statistical differences
between groups. The level for a statistical
significant difference was P < 0.05.

RESULTS AND OBSERVATIONS

Out of 400 children included in the
study from various age groups a total of 136
children were bullied. The incidence of
bullying in our study being 34 %. Out of
them 77 were boys and 59 girls. Table-1
showing the age wise distribution of
students who were bullied. Bullying was
most prevalent in the age group of 14-15
years (46 %) followed by the age group of
12-13 year (40.5 %). Boys (19 %) reported
a higher incidence of bullying than girls (14
%)

Table 1. Age wise distribution of students who were bullied

Age Total no. of | Students bulled

students

BOYS GIRLS TOTAL

8-9 94 13 11 24 (25.5%)
10-11 102 12 12 24 (23.5%
12-13 84 20 14 34 (40.5%)
14-15 70 18 14 32 (46%)
16-17 50 14 8 22 (34%)
Total 400 77(19 %) 59 (14 %)

The numbers of boys and girls experiencing
each of the eight types of bullying are shown
in Table 2. Sex differences in the likelihood
of experiencing different types of bullying
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were analysed. Overall direct physical
aggression such as being physically hurt
was most common (60%) followed by
keeping names, abusing by using bad words
and spreading rumours. Boys were largely
responsible for direct physical aggression
(78%). Although it was not found to differ
significantly between the sexes overall.(p=

0.9 ).Girls reported a higher incidence of
indirect bullying such as keeping names (59
%) but the sex difference was not
statistically significant (p= 0.07 ) .The least
used technique of bullying in these children
was threatening (5.8 %) which is a form of
direct verbal aggression.

Table 2. Types of bullying according to sex differences.

NO | TYPE OF BULLYING BOYS GIRLS TOTAL
(n=77) (n=59)

1 BAD WORDS 44 (57 %) 7(12 %) 51 (37.5 %)
2 TEASING 24 (31 %) 6 (10 %) 30 (22 %)
3 THREATENED 6 (8 %) 2 (3%) 8 (5.8 %)

4 ISOLATED 5 (6 %) 14 (23 %) 19 (14 %)
5 B EING PHYSICALLY HURT 60(78 %) 28 (47 %) 82 (60%)

6 KEEPING NAMES 25 (32 %) 35(59%) 70 (51 %)
7 SPREADING RUMOURS ABOUT YOU | 14 (18 %) 24 (40 %) 38 (28%)

8 ANY OTHER WAY OF BULLYING 6 (8%) 8 (14 %) 14(10.2 %)

Common health symptoms reported among bullied students were pain in abdomen (24 %),
depression (23 %), headache (20 %) and frequently absent from school(18 % ). Table-3 shows
the various health associated symptoms in bullied students. Headache (23%) was the most
symptoms observed in boys but the sex —difference amongst the boys and girls was not
statistically significant. (p=0.5 ).Depression was more commonly reported amongst girls(32 %)
and the difference was also not statistically significant. The various other health symptoms that
were reported by these children have been shown in table 3.

Table 3. Incidence of Health Symptoms Among Children Who Were Bullied according to their gender.

Number | Symptoms Symptoms present in

Boys Girls Total

(n=77) (n=59) (n=136)
1 Headache 18 (23%) 10 (17%) 28 (20%)
2 Pain in abdomen 17 (22%) 15 (25 %) 32 (24 %)
3 Bodyache 6 (8 %) 8 (14%) 14 (10%)
4 Vomiting 2 (3 %) 4 (7%) 6 (4%)
5 Disturbance in sleep 5 (6 %) 3 (5%) 8 (6%)
6 Bed wetting 2 (3 %) 0 (0%) 2 (1.5%)
7 Frequently absent in school 11 (14 %) 14 (24 %) 25 (18%)
8 Prefers to stay alone 4 (5 %) 1 (0. 1%) 5 (4%)
9 Can’t concentrate in studies 2 (3 %) 2 (3%) 4 (3%)
10 Depression 12 (16 %) 19 (32 %) 31 (23%)
11 Nightmares 5 (6 %) 7 (2%) 12 (8%)
12 Has failed 11 (14 %) 7 (12%) 18 (13%)
13 Fear of going to school 9 (12 %) 5 (8%) 14 (10%)
14 Bites nails 1 (1 %) 4 (7%) 5 (3%)
15 Frequent physical trauma 10 (13 %) 2 (3% 12 (8%)
16 Poor appetite 9 (12 %) 15 (25%) 24 (17%)

Out of the 136 children who were bullied only 33 (24 %) of them told their teacher or parent that
bullying took place .Girls (55 %)reported such incidents more frequently than boys (45 %). Out
of the 33 children who reported about bullying, bullying was stopped by the teacher or parent in
25 of them and bullying continued in 8 of the cases in spite of reporting. The difference was

statistically significant in them (p=0.02).
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Table 4 The number of bullied children who reported to their teacher or parents about bullying .

Total bullied | Students who informed to Bullying stopped Bulling continued
(n=136) teachers or parents (n=33) (n=25) (n=8)

Boys | 77 15 (45 %) 12 3

Girls | 59 18 (55 %) 13 5

Total | 136 33 25 8

DISCUSSION

While bullying is a universal concern
it is acute in India. The results of this study
show that bullying is still prevalent in Indian
schools. Almost 34 % of the children
participating in this study reported being
bullied on a regular basis during the past one
year. This was much higher than the
incidence of bullying in a study done by
Fekkes et al which was 16 %. [ Our data on
self-reported general bullying behaviour was
supported by other studies in different
countries and some of these studies found
lower levels of bullying behavior among the
same age group. Studies in several countries
indicate a prevalence of 8-46% for regularly
bullied children. ®>#%° Numbers vary
depending on country and definition:
Traditionally, it has been argued that boys
are bullied more than girls In our study
there was a higher incidence of bullying
amongst boys than girls .Our findings were
dissimilar to the study by Fekkes et al. [
They observed that there was no significant
difference in being bullied between boys and
girls in their study. According to several
authors, ™2 the prevalence of buIIyin%
decreases with age. River and Smith et al [**
demonstrated that bullying was reported less
by secondary than primary age pupils. This
was dissimilar to our findings as we noticed
an increasing incidence of bullying with age.
In the study the most common types of
bullying in boys was direct physical
aggression whereas girls were more
subjected to indirect bullying. Most of the
other authors have found this gender
difference. B8 The preference for
physical kinds of bullying in boys may
reflect (on average) greater. physical

strength of boys. This is most obvious after
puberty, and this explanation is thus
concordant with the greater ratio in favour
of boys' physical bullying. On the other
hand, boys tend to have larger and more
diffuse social networks than girls, who
prefer smaller, more intimate, and intense
friendships. ™ Thus, indirect bullying
might be less effective for boys; girls can
perhaps hurt someone more effectively by
social isolation and by rumour-mongering.
Adolescence is a period of changes and
challenges especially concerning control
over behaviour, psychological orientation
and social interaction. This period of
development is strongly influenced by
relations to parents and family, and as they
grow older to an increasing extent by peer
relationships and their acceptance and
positive feedback. M®*"1 Adolescents may
therefore be especially susceptible to the
health effects of negative social interactions.
(1 Exposure to bullying at this stage of the
life course may influence health through a
variety of pathways. Studies showing
victimisation tracks over time 8% suggests
that bullying has not only wide
contemporary effects for the victims, but
may also have serious long-term effects on
health and well-being later in life. ™ Under
question is also whether these health
symptoms precede the victimization % or
whether victimization precedes the onset of
these health problems. ! We found that
children who were bullied expressed more
somatic symptoms such as stomache,
headache than psychological symptoms such
as depression, anxiety or not going to
school. A recent longitudinal study found a
clearer effect of bullying on mental health
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among girls. ¥ Our study has supported the
suspicion that depression or anxiety could
follow an episode of bullying ?? especially
in girls. Depression and difficulty in forming
relationships in adult life are some of the
long term effects of bullying at school.
Extreme cases of bullying have resulted in
self harm, suicide and occasionally
homicide. '¥! No student should be afraid of
going to school for the fear of being bullied.
It is argued that it is a fundamental
democratic right for a child to be spared of
the oppression and repeated intentional
humiliation implied in bullying in school
and society at large. ™ To ignore bullying is
to condemn children to further misery and
may prejudice their academic achievements
and adjustments in adult life. Almost half of
the bullied children did not tell their teacher
that they were being bullied, something also
noted in other studies. 2 This finding
suggests that teachers should create an
environment in  which children are
encouraged to talk more about their bullying
experiences. Bullying was significantly
stopped in most of the cases that were
reported either by the teacher or the parent.
It also stresses the importance of regular
communication  between parents and
teachers on the subject of bullying. Our
findings might have implications for future
research and intervention  strategies.
Intervention programmes have been seen to
diminish  bullying within the school
environment. The most important tool for
diminishing bullying is addressing the
school environment. It is recommended that
the problem be highlighted for teachers and
pupils by special work sessions and that it be
made harder to actually perform the
behaviour by increasing inspection in breaks
and at other occasions, when bullying is
likely to occur. ™Y It is also important to
include anti-bullying strategies and a whole
school approach. A wholes school approach
is aimed at actively involving the whole-

school community. ' Many general
practitioners, pediatricians, and other health
care professionals see children who have
been bullied or who display psychosomatic
symptoms. So, it is important for these
practitioners to know which symptoms
create a higher risk for children to become
bullied and which symptoms result from
being bullied. %! Doctors and other health
care professionals may take an active
approach in working together with schools
to assist schools with the implementation of
antibully policies. Cooperation between
schools and health care professionals could
also help with the identification of children
who are being bullied. In some European
countries, like the Netherlands, municipal
child health services (eg, school doctors and
school nurses) have a legally assigned task
to assist schools with their health policies.”*”!

CONCLUSION

The linear association found between
risk of health symptoms and increasing
frequency of bullying suggests a ‘dose
effect’, strengthening the argument that this
is a causal relation. We cannot however
exclude possibility that the risk of reporting
being bullied and reporting other symptoms
are both manifestations of some other
underlying problem. Health professionals
seeing children with common health
symptoms should ask whether the child is
being bullied .If bullying is reported,
whether or not it is causally related to the
presenting complaint, it should be taken
seriously with the suitable intervention
programme, it is definitely possible to
dramatically reduce bullying problems in
school and related behavioural problems.
The anti-bullying programme can be
implemented with relatively simple means
and without major costs. It is primarily a
question of changing attitudes, behavior and
routines in school life.
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