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Abstract
Background: Bullying victimization is a repetitive exposure to negative actions from one or more students over time.
Bullying victim adolescents have higher levels of mental health problems, worse mental health outcomes, and lowered social status than non-victim adolescents. Literature on bullying among adolescents in Ethiopia is limited. This
study aimed to assess the magnitude of bullying victimization and its associated factors among adolescents.
Methods: A community-based cross-sectional study was carried out among 847 adolescents in Mettu town. A
Stratified sampling technique was used to select eligible Study participants from September, 1 to 30, 2020. Linear
regression analysis model was used; first bivariate analysis was performed to see the association of each independent
variable with bullying victimization. Variables with (P < 0.25) in bivariate analysis were entered into a multivariate linear
regression model to identify the association of each independent variable with bullying victimization. The statistical
significance was considered at P value < 0.05.
Results: From the total of 847 adolescents 819 were voluntarily involved in the study giving the response rate of
96.7%. The prevalence of bullying victimization in this study was 30.4%. Being male (β = 1.135, p = 0.001), physical
abuse (β = 0.622, p ≤ 0.001), emotional abuse (β = 0.512, p ≤ 0.001), current substance use (β = 1.153, p = 0.005), psychological distress (β = 0.406, p ≤ 0.001) and having medical illness (β = 3.500, p ≤ 0.001) were significantly associated
with bullying victimization.
Conclusions: Bullying victimization is quite common among adolescents and has both short- and long-term consequences. Bullying prevention treatments should focus on male adolescents and those who report being bullied.
Anti-bullying policies in schools are critical for educating teachers, parents, and students about bullying.
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Introduction
Adolescence is one of the critical transition times in life
that comes after childhood period and before adulthood,
and is characterized by an enormous pace in growth and
change that is next only to that of infancy [1]. About
85% of adolescents in the world are living in developing countries. In Sub-Saharan Africa, adolescents constitute 20–30% of the population. Several countries in
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Sub-Saharan Africa have a large and increasing adolescent population that exceeds those from other parts of
the world [2, 3]. In Ethiopia about one in four people is
adolescent [4].
During this stage, one of the serious problems in
schools that have an adverse consequence on the psychological wellbeing of adolescents is bullying. Bullying behavior has been defined as deliberate aggressive
behavior repeated over a period of time, where there is
an imbalance of power between the bullying victim and
the perpetrator [5]. Bullying victimization is a repetitive exposure to negative actions from one or more students over time. An adolescent is a bullying victim when
another adolescent says unpleasant and nasty things to
her or him, kicks, hit, threatened, sent nasty notes, locked
inside a room, and when no one ever talks with [6].
Bullying behavior tends to include verbal bullying,
physical bullying, relational bullying, and social bullying. Verbal bullying includes threatening behaviors, nasty
teasing, and name-calling. On the other hand, Physical
bullying is explained as behaviors directed at the victimized individual (physically hurt, stolen or property
damaged) [7]. Relational bullying aims to impair an individual’s friendly relationships through exclusion or tries
to break up peer relationships [8]. Similarly, social bullying aims to damage a person’s social standing, usually
through spreading nasty rumors or lies about the targeted person, activities often carried out by a third party
[8, 9].
Literature has shown that bullying between adolescents
is associated with poorer social, physical, psychological,
and academic outcomes for both the perpetrators and
victim adolescents [10, 11]. Bullying victim adolescents
have higher levels of mental health problems, worse
mental health outcomes, and lowered social status than
non-victim adolescents [12]. In addition, bullying victimization has been associated with serious health problems—for instance, recent systematic reviews indicated
strong evidence of a causal relationship between bullying
victimization and mental illness such as anxiety, depression, poor general health, and suicidal behaviors [13].
It has also been indicated that bullying victimization is
significantly associated with psychological distress and
reduced levels of psychological wellbeing [14].
Since there is a scarcity of research on bullying victimization in Sub-Saharan African countries, research on
adolescents about bullying victimization and its associated factors is critical, because recognizing and addressing young people’s mental health needs helps them
function better socially, academically, vocationally, and
develop into well-adjusted productive adults. In light of
this, it is critical in resource-constrained nations to treat
adolescents’ mental health in order to strengthen and
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expand evidence-based intervention. Evidence is needed
not only to inform policymakers, but also to raise public
awareness of teenage mental health challenges in order to
organize social support [15].
To the best of our knowledge, this is the first research
to assess bullying victimization and its associated factors among adolescents in Ethiopia. Thus, the findings
from this research could help in developing a pro-active
anti-bullying program for adolescents. It will guide various sectors such as education sectors, health sectors,
and justice sectors in developing a country-wide action
plan for the reduction of bullying victimization among
adolescents.

Method and materials
Study setting and period

The study was conducted in Mettu town. Mettu town
is the administrative town of Illu Abba Bor zone, which
is found in Oromia regional state, Ethiopia. The town is
located 600 km far apart from the capital city of Ethiopia,
Addis Ababa. The town has three administrative kebeles.
According to the data from the town administration, the
number of households located in the town was approximately 22,682 and the overall adolescent population of
the Mettu town was 21,844 (21.4% of the overall population of Mettu town). The study was carried out from September, 1 to 30, 2020.
Study design and population

A community-based cross-sectional study was conducted
among all sampled adolescents in Mettu town. Individuals who were acutely ill during the data collection period
were excluded from the study.
Sample size and sampling technique

The sample size was calculated using single population
proportion formula n = Z α2

2

p(1−p)
d2

by considering;

the proportion of bullying victimization as 50% since
there are no published studies in the study area, confidence interval of 95%, 5% margin of error, and design
effect of 2.0 were used. Then, adding a non-response rate
of 10%. Thus, the total sample size required was 847.
For selecting study participants a stratified sampling
technique was used. Before data collection, a preliminary
survey was carried out to number households containing adolescents in the town. Accordingly, 4250, 4112, and
4191households (HHS) were identified and numbered
from Kebele 1, kebele 2, and kebele 3 respectively. Then
the calculated sample size was proportionally allocated
for the three kebeles based on the number of households containing adolescents in kebeles. Finally, a simple
random sampling technique was utilized to select HHs
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containing adolescents. At the time when more than one
eligible adolescents were faced in the select household,
a kish table was used to decide which adolescent was
interviewed.
Variables of the study

The dependent variable was bullying victimization. Independent variables included were socio-demographic
related variables (age, sex, ethnicity, level of education,
family size, parents living status, educational status of the
father, educational status of the mother, occupation of
the father, occupation of the mother, parental marital status); psycho-social factors (number close friends, social
support, parental substance use, and satisfaction on relationship with close friends); health-related factors (family
history of mental illness, having known medical illness,
and psychological distress); current substance use and
childhood trauma history.
Data collection instruments
Forms of bullying scale (FBS)

The FBS is a self-report measure of adolescents’ exposure
to bullying behavior. FBS has a victimization version and
perpetration version. It was measured on a 5-point Likert
scale ("This did not happen to me"; "once or twice"; "every
few weeks"; "about once a week"; and "several times a
week or more"). For the current study, FBS victimization
version was used, which encompasses ten items that were
used to assess bullying victimization (e.g., “I was teased
in nasty ways”, “secrets were told about me to others to
hurt me”). The sum of FBS victimization version scores
can range from 10 to 50. In this study participants who
scored above mean on FBS were considered as having
bullying victimization. In the current study, the internal
consistency (Cronbach alpha) of FBS was (α = 0.90).
Childhood trauma questionnaire (CTQ)

The CTQ is a self-reported instrument that can be used
to screen for a history of childhood neglect and abuse.
It is appropriate for adolescents [16]. The self-report
includes 28 items in which participants are asked to rank
the frequency (0- never true to 5- very often true) of
abuse and neglect experiences they encountered as children [17].
Childhood trauma questionnaire assesses childhood trauma in five categories: emotional abuse,
physical abuse, sexual abuse, emotional neglect, and
physical neglect. Responses are graded on a 5-point
scale (1 = never true, 2 = rarely true, 3 = sometimes true,
4 = frequently true, 5 = very often true). Each subscale
is represented by five questions, with a possible score
ranging from 5 to 25 [17]. Childhood trauma questionnaire also has a minimization/denial scale (3 items),
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that screens for the likelihood of underreporting trauma
experiences.
Oslo 3‑items social support scale

Social support was measured by using Oslo social support questionnaires which has a score range from 3 to 14
that was interpreted as 3–8 is poor support, 9–11 is moderate support, and 12–14 is strong support [18].
Kessler psychological distress scale (K10)

To assess psychological distress, K10, a self-report instrument composed of ten items intended to provide a global
assessment of distress based on questions about anxiety and depressive symptoms encountered in the past
30 days, was used. The items are scored using a fivepoint ordinal scale [19]. Each respondent’s overall K10
score was derived by summing all ten elements, and
scores ranged from 10 to 50 [19]. In this study, the scores
were divided into two categories: those who scored < 20
(absence of psychological distress), and those who
scored ≥ 20 (presence of psychological distress) [20].
Data collection procedures and data quality control

Face-to-face interviews were used to collect the data. The
data collection process was supervised by two BSc. Psychiatry nurses and collected by five BSc. Clinical nurses.
The questionnaire consisted of structured questions that
can be subdivided into five different categories: sociodemographic and family-related characteristics, bullying
victimization scale, substance use, childhood trauma history, psychological distress, psycho-social, and healthrelated factors, and Oslo 3-items social support scale.
The questionnaires were pretested one week before
actual data collection at Gore town on 5% (n = 43) of the
total sample size that was not included in the main study.
Based on the pretest, vague and ambiguous questions
were revised and adjusted. Data collectors and supervisors were trained for one day by the principal investigator
on the questionnaires, parent consent, maintaining the
privacy of adolescents, and infection prevention mechanism related to COVID 19. For eligible participants who
were not found on the day of data collection, data collectors have revisited the households three times at different
time intervals and counted them as non-response. Data
collectors’ were supervised daily and the filled questionaries’ were checked daily by the supervisor and principal
investigator. The questionnaire was developed in English
and then translated into the local language Afan Oromo
and Amharic and back-translated into English by language experts to ensure its consistency. The Afan Oromo
and Amharic versions of the questionnaire were used to
collect the data.
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Data processing and analysis

Data were checked for completeness and coded. Data
were entered using Epi-data manager version 4.6 and
exported to SPSS Version 26.0 for analysis. Descriptive statistics such as frequency, percentage, mean, and
standard deviation were computed and presented using
tables and charts. The linear regression analysis model
was used; first bivariate analysis was done to see the
association of each independent variable with bullying
victimization. Variables with (P < 0.25) in bivariate analysis were entered into a multivariate logistic regression
model to identify the association of each independent
variable with bullying victimization. The statistical significance was considered at P value < 0.05.

Results
Socio‑demographic variables

From the total of eight hundred forty-seven (847) study
participants, eight hundred nineteen (819) were voluntarily involved in the study giving the response rate
of 96.7%. Out of these study participants, 420(51.3%)
were female and 390(48.7) were males. The age range
of the respondents was ranged from 10 to 19 years with
a mean of 14.9 (SD = 2.798) year. The modal age group
was 15–19 years; this age group accounted for 454 participants. The majority of participants 614 (75%) were
Oromo ethnic group, and 309 (37.7%) were Orthodox
religious followers. Four hundred twenty-three (51.6%)
were primary school students (Table 1).
Substance use history of respondents

The study has shown that 276 (33.7%) of the study participants were using substances currently. Of these,
129(15.8%) of study participants were khat users,
49(6.0%) cigarette users, and 82(10.0%) alcohol users
(Table 2).
Childhood trauma related characteristics of respondents

According to the study, almost one-fifth of the study
participants, 168 (20.5%), were emotionally abused, and
371 (45.3%) were emotionally neglected. (Fig. 1).
Psychosocial factors and health‑related characteristics
of respondents

Concerning friendship, the majority 726 (88.6%) of the
respondents have at least one close friend. The finding
of this study shows that 54 (6.6%) of the respondents
have family members with a history of mental illness.
About one-fourth 201(24.5%) of the respondents had
reported that at least one of their parents had used
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Table 1 Socio-demographic characteristics of adolescents in
Mettu town, September 2020
Variables

Frequency (n)

Percentage (%)

Age
10–14

365

44.6

15–19

454

55.4

Gender
Male

399

48.7

Female

420

51.3

Ethnicity
Tigrawi

67

8.2

Oromo

614

75.0

Gurage

18

2.2

Amhara

100

12.2

Others*

20

2.4

Level of education
Primary education

423

51.6

Secondary education

345

42.2

No formal education

51

6.2

Family size
  ≥ 4

632

77.2

  < 4

187

22.8

Parents living status
Both alive

713

87.1

Both not alive

22

2.7

Only one parent alive

84

10.3

Educational level of the father
No formal education

153

18.7

Primary school

310

37.9

Secondary school and above

356

43.5

Parental marital status
Married/live together

690

84.2

Divorced/separated/single

73

8.9

Widowed

56

6.8

Educational level of the mother
No formal education

188

22.9

Primary school

361

44.1

Secondary school and above

270

33.0

Mother occupational status
Unemployed

47

5.7

Employed

772

94.3

Father occupational status
Unemployed

46

5.6

Employed

773

94.4

*Wolaita, Silte, and Kaffa

substances in the last three months. More than half
432(52.7%) of the respondents have moderate social
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Table 2 Bivariate linear regression of factors associated with bullying victimization among adolescents in Mettu town, September
2020 N = 819
Predictor variables

Unstandardized β
coefficient

SE

t-value

P value

95%CI

Low bound

Upper bound

Gender
Male

0.769

0.396

1.941

0.053

0.009

1.547

Female (Reference)

1

1

1

1

1

1

0.097

0.071

1.370

0.171

− 0.042

0.236

Age
Level of education
No formal educational
Primary school
High school and above
Family average monthly income

− 0.254

− 0.195

0.822
0.397

− 0.310

− 0.491

0.757
0.624

− 1.867

− 0.975

− 0.529

1.359
0.585

0.261

0.402

0.648

0.517

0.528

0.411

1.283

0.200

0.279

1.335

1.050

0.377

0.471

0.801

0.424

0.548

1.302

Occupation status of the mother
Employed(Reference)
Unemployed
Occupation status of the father
Employed (Reference)

1

1

1

1

1

1

Unemployed

0.446

0.509

0.876

0.381

0.554

1.446

Number of close friends
No close friend

0.653

0.288

2.270

0.023

0.088

1.217

  ≥ 1 (Reference)

1

1

1

1

1

1

Having medical illness
No(Reference)

1

1

1

1

1

1

Yes

4.256

0.603

7.064

≤ 0.001

3.074

5.439

Family history of mental illness
No(Reference)

1

1

1

1

1

1

Yes

0.093

0.117

0.791

0.284

− 0.137

0.323

Have your parents used substances in the past 3 months?
No(Reference)

1

1

1

1

1

1

Yes

0.034

0.444

0.076

0.939

− .839

.906

1

Current substance use
No(Reference)

1

1

1

1

Yes

2.290

.334

6.857

≤ 0.001

Social support

0.067

0.092

0.728

0.467

Physical neglect

0.751

0.041

18.15

0.032

1
1.634

− 0.113

0.670

0.247
0.832

Emotional neglect

0.086

0.031

2.77

0.026

0.025

0.147

Physical abuse

0.201

0.058

3.44

0.001

0.087

0.316

Emotional abuse

0.313

0.042

7.456

Sexual abuse

0.092

0.129

0.415

0.210

≤ 0.001

Psychological distress

0.419

0.023

17.830

≤ 0.001

0.230

0.395

− 0.107

0.285

0.373

0.465

Dependent variable: bullying victimization

support. In this study, 358(43.7%) of the respondents
had psychological distress.
Prevalence of bullying victimization

The prevalence of bullying victimization in this study was
249(30.4%) with 95% CI (26.9, 34.2). Among these 118
(14.4%) were males and 131(16.0%) were females.

Factors associated with bullying victimization

To identify factors associated with bullying victimization, bivariate and multivariable linear regression analyses were performed. At p < 0.25, the bivariate analysis
revealed that sex, age, number of close friends, having
a medical problem, current substance use history, having a family history of mental illness, physical neglect,
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Childhood trauma history
90.00%

84.00%

79.50%

80.00%

69.80%

64.70%

70.00%
54.70%

60.00%

45.30%

50.00%

35.30%

40.00%
30.00%

Has childhood abuse or neglect

30.20%

20.50%

Has no childhood abuse or neglect
16.00%

20.00%
10.00%
0.00%

Childhood Childhood Childhood Childhood
emo onal emo onal physical
physical
abuse
neglect
abuse
neglect

Sexual
abuse

Fig. 1 Prevalence of different types of childhood trauma among adolescents in Mettu town, Ethiopia, September 2020, (N = 819)

emotional neglect, physical abuse, emotional abuse,
sexual abuse, and psychological distress and current substance use were all associated with bullying victimization
(Table 2).
All the predictor variables with p < 0.25 in the bivariate
analysis were entered into the multivariable linear regression analysis to identify factors associated with bullying
victimization. Male sex, current substance use, emotional
abuse, physical abuse, psychological distress, and having
a medical illness were found to be significantly associated
with bullying victimization in the study (Table 3).
Accordingly, Being male increases bullying victimization by 1.135 times than females (β = 1.135, p = 0.001).

Emotional abuse is significantly and positively associated is bullying victimization (β = 0.512, p ≤ 0.001). The
interpretation is a one-unit increase in emotional abuse
leads to an average of 0.512 unit increase in bullying victimization. The result also showed that physical abuse is
significantly and positively associated with bullying victimization (β = 0.622, p ≤ 0.001). It means that a one-unit
increase in physical abuse results in an average of 0.622
unit increases in bullying victimization.
One unit increase in the psychological distress score
results in 0.406 units increases in bullying victimization
(β = 0.406, p ≤ 0.001). The chance of developing bullying
victimization increase by 3.5 times in adolescents with

Table 3 multivariate linear regression analysis of bullying victimization and its associated factors among adolescents in Mettu town,
September, (n = 819)
Predictor variables

Unstandardized β
coefficient

SE

t-value

1.135

0.341

Current substance use

1.153

0.405

Physical abuse

0.622

0.049

Emotional abuse

0.512

0.040

12.919

Psychological distress score

0.406

0.019

21.360

3.500

0.715

4.892

P value

95%CI

Low bound

Upper bound

0.001

0.466

1.803

2.844

0.005

0.357

1.948

12.590

≤ 0.001

0.525

0.719

≤ 0.001

0.434

0.590

≤ 0.001

0.369

0.444

≤ 0.001

2.096

4.904

Sex
Male

3.332

Female (Reference)

Having medical illness
Yes
No (Reference)
Dependent variable: bullying victimization
For the final model, adjusted R2 = 0.664, P ≤ .001
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medical illness than in healthy adolescents (β = 3.500,
p ≤ 0.001). Current substance use increases bullying victimization by 1.153 times that of non-users (β = 1.153,
p ≤ 0.001).

Discussion
This study aimed to assess the prevalence and associated
factors of bullying victimization among adolescents in
Mettu town. The overall prevalence of bullying victimization among adolescents in Mettu town was estimated as
30.4%, 95% CI (26.9, 34.2). This finding is in line with a
study conducted in Kuwait [21] where 30.2% of the study
participants were found to be the victim of bullying.
This may be related to similarities in age range of study
participants.
However, this study finding is lower than the findings of studies done in Korea [22], and Egypt [23] with
the prevalence rate of 63.4%, and 57.8% respectively. The
difference between Korea study and our study is that, in
the Korea study a self-administered questionnaire about
self-perceptions of bullying victimization was used,
whereas in our study interviewer administered questionnaire was used. Moreover, in Korea two questions were
used to define the bullying victimization while in the current study Forms of Bullying scale (FBS) was used. Furthermore, the difference might related to sample size in
which they have collected data from 2936 participants
and whereas our study was conducted on 819 adolescents. Additionally, variation between the Egypt study
and our study might also be explained by difference in
data collection tool used, which they used short version
of aggression and victimization version to assess bullying victimization. In addition the Egypt study used selfadministered questionnaire.
Moreover, this finding is much higher than that
reported in India [24], North India [25], Korea [26],
and Malaysia [27] 15.3%, 25.6%, 8.2%, and16.2% respectively. This discrepancy could be due to the variation in
the study population, in which their studies were school
based, whereas our study was community based. Moreover, the difference could be due to partially covered adolescence age range (14–19 years) in their studies, while
the current study was covered the whole adolescent age
range (10–19 years).
Our study found more male adolescents are getting
involved in bullying victimization (15%) than female adolescents (11.9%), which is consistent with the findings
from other studies. A multi-country study of 40 countries reported that boys’ bullying (from 8.6 to 45.2%) was
higher than girls’ (4.8–35.8%) [28]. Another cross-sectional study from India shows that boys are more likely
to be bullied than girls [29]. The possible explanation for
their association might be due to the gender disparities in
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which boys are more prone to be both bullies and victims
of bullying, especially in its physical expression, since
girls are more likely to engage in situations of indirect
bullying, such as teasing or gossip about peers [30].
In this study, both childhood emotional abuse and
physical abuse were significantly associated with bullying victimization among adolescents. This is consistent
with studies done in Lebanese [31] and China [32]. Emotional abuse generates parental attachment problems and
communication difficulty with colleagues [33]. Likewise,
childhood physical neglect escalates the risk of bullying
victimization. Childhood parental abuse has a detrimental effect on adolescent-parent relationships and distorts
victims’ perceptions of stressful situations [34]. Individuals who have been subjected to childhood parental abuse
also experience sentiments of disgrace and suffer from
interpersonal difficulties including being bullied by others [34, 35].
According to the findings of this study, bullying victimization in adolescents was significantly associated with
higher rates of psychological distress. This is supported
by research from Mekele High School [20] and Norway
[36]. Bullying victimization is widely associated with a
mental health problem in public debate, presuming a
causal relationship between being bullied and becoming
distressed. Losses, abuse, and persistent conflicts or frustrations may moderate or mediate the onset and recurrence of mental health problems, and traumatic events,
such as victimization to violence, predispose children
and adolescents to mental health problems [37, 38]. Bullying victimization is likely to reflect abuse, conflict, and
frustration. Trauma associated with peer interactions,
such as being bullied, can create a trauma severe enough
to contribute to psychological distress, especially during adolescent growth, when peer relationships are of
the biggest importance [39]. Following bullying victimization, increased emotional dysregulation and reduced
self-esteem may act as mediators between being bullied
and mental health problem such as psychological distress
[40]. This could imply that prior mental problems moderate the link between psychological distress and victimization. On the other side, mental health problems may
distort the processing of social information: a distressed
adolescent with negative self-perception may expect others to respond in a rejective or hostile manner and experience this in social encounters that others intend to be
neutral or even positive [41, 42]. Finally, it is likely that
adolescents with psychological distress development of
social skills and ability to defend themselves are hampered, making them easy targets for bullies. Adolescent
mental health problem is known to affect social skills.
Bullying victims have been described as submissive and
powerless, less popular among peers, and having low
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self-esteem, all of which may predispose individuals to
victimization but may also be precursors to psychological
distress [40–42].
The finding of this study showed that having a medical
illness is associated with bullying victimization. This finding is consistent with a study done in Kuwait [21]. Peers
may perceive them as different due to disease symptoms
or treatment regimens. Children with facial disfigurement, for example, may not meet their peer group’s
beauty standards. Furthermore, children with physical
illnesses may be perceived as physically weaker, making
them susceptible to bullying victimization [43, 44]. Following that, young people with chronic illnesses are more
likely to have poor social functioning (social and communication skills) and academic performance, which may
elicit negative reactions from their peers [45].
Our finding showed a significant association between
the current substance use and bullying victimization.
This finding is consistent with previous studies [27, 46].
Bullying can cause significant physical, social, psychological, and emotional discomfort in adolescents. Bullying victims frequently acquire progressive behavioral
illnesses (e.g., depression and anxiety) as a result of being
harassed. When combined with a victim’s low selfesteem, these circumstances may lead to substance use as
a means to cope with how helpless being bullied makes
them feel [47].
The following are some of the study’s potential limitations that should be noted when interpreting the results:
The study’s cross-sectional design limits the ability to
conclude causality or relationship directions. Some of the
tools employed in this study required historical recollection, which could lead to recall bias. Underreporting of
sensitive issues such as emotional abuse, physical abuse,
physical neglect and emotional neglect within the family,
and sexual abuse is possible. We attempted to mitigate
this by training interviewers to explain the purpose of the
study to participants, interviewing them in an isolated
area to protect their privacy, and informing them that
their response was anonymous. Some characteristics,
such as family history of mental illness and substance
abuse, were examined solely through self-report.

bullied. Anti-bullying policies in schools are critical for
educating teachers, parents, and students about bullying.

Conclusion
Bully victimization is common among adolescents and is
associated with male gender, current substance use, physical abuse, emotional abuse, having a medical illness, and
psychological distress. The result may suggest school health
programs should focus on those at risk of bullying victimization. Moreover, Bullying prevention treatments should
focus on male adolescents and those who report being

Author details
1
Department of Psychiatry, College of Health Sciences, Mettu University,
Mettu, Ethiopia. 2 Department of Psychiatry, College of Health and Medical
Sciences, Haramaya University, Harar, Ethiopia.

Abbreviations
BSc.: Bachelor of sciences; CTQ: Childhood trauma questionnaire; FBS: Forms
of bullying scale; K10: Kessler psychological distress scale 10; SPSS: Statistical
package for social sciences; USA: United State America; WHO: World Health
Organization.
Acknowledgements
We would like to thank the Jimma University faculty of Medical Sciences for
providing research funding. We would like to thank all of the data collectors,
supervisors, and study participants for their valuable contributions to this
work.
Author contributions
HT conceived the study design, collected, analyzed, interpreted data, and
drafted the manuscript for important intellectual content; TB, YA, and DT
conceived the study design, interpreted data, and review the manuscript
for important intellectual content. All authors read and approved the final
manuscript.
Funding
This research was funded by Jimma University. The funder had no role in the
design of the study, collection, analysis, and interpretation of data, and in the
writing manuscript.
Availability of data and materials
The datasets used and analyzed during the current study are available from
the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The ethical clearance was obtained from the institutional review board of
Jimma University with the reference number of IRB 000275/2012. Permission
to conduct the study was also obtained from the Mettu town administration.
All adolescents were informed of the purpose and procedures of the study.
Study participants were informed that their information will be kept confidential. The interviews took place in an isolated area to maintain their privacy.
All adolescents aged 18 and above were given information about the study,
and they were requested for their voluntary participation. Written informed
consent was obtained from all individual participants included in the study.
For adolescents under 18 years old, written informed consent was sought and
obtained from their parents or guardian.
All procedures performed in this study were in accordance with the ethical
standards of the institutional and/or national research committee and with
the 1964 Helsinki declaration and its later amendments or comparable ethical
standards.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Received: 11 April 2022 Accepted: 29 October 2022

Tarafa et al. BMC Psychology

(2022) 10:260

References
1. World health Organization. Maternal, newborn, child and adolescent
health. 2017.
2. PRB. World‟s Youth Data Sheet Washington, D.C. 2008.
3. UNICEF. Adolescent demographics-UNICEF DATA [Internet]. 2019. Available from: https://data.unocef.org/topic/adolescents/demographics/
4. PMA2020/Ethiopia. Adolescents and young women health brief:
PMA2016/Ethiopia-R4. 2016.
5. Olweus D. The revised Olweus Bully/Victim Questionnaire. Bergen,
Norway: Research Centre for Health Promotion, University of Bergen;
1996.
6. Smith PK, Sharp S, editors. School bullying: insights and perspectives.
London: Routledge; 1994.
7. Slonje R, Smith PK. Cyberbullying: Another main type of bullying?
Scand J Psychol. 2008;49(2):147–54.
8. Monks CP, Smith PK. Definitions of bullying: age differences in understanding of the term, and the role of experience. Br J Dev Psychol.
2006;24(4):801–21.
9. Underwood MK. Sticks and stones and social exclusion: aggression
among girls and boys. In: Smith PK, Hart CH, editors. Blackwell handbook of childhood social development. Malden, MA: Blackwell; 2002. p.
533–48.
10. Card NA, Hodges EVE. Peer victimization among schoolchildren: correlations, causes, consequences, and considerations in assessment and
intervention. Sch Psychol Q. 2008;23(4):451–61.
11. Arseneault L, Bowes L, Shakoor S. Bullying victimization in youths and
mental health problems: Much ado about nothing? Psychol Med.
2010;40(5):717–29.
12. Kaltiala-Heino R, Rimpelä R. Bullying at school--an indicator of adolescents at risk for mental disorders. 2000.
13. Moore SE, Norman RE, Suetani S, Thomas HJ, Sly PDSJ. Consequences
of bullying victimization in childhood and adolescence: a systematic
review and meta-analysis. World J Psychiatry. 2017;7:60–76.
14. Thomas HJ, Chan GC, Scott JG, Connor JP, Kelly ABWJ. Association of
diferent forms of bullying victimisation with adolescents’ psychological distress and reduced emotional wellbeing. Aust N Z J Psychiatry.
2016;50:371–9.
15. WHO. Mental health status of adolescents in South-East Asia: evidence
for action [Internet]. 2017; p. 1.
16. Wade R, Shea JA, Rubin D, Wood J. Adverse childhood experiences of
low-income urban youth. Am Acad Pediatr. 2014;134(1):e13.
17. Bernstein D, Fink L. Childhood trauma questionnaire: a retrospective
self-report manual. TXPsychological Corp; 1998.
18. Abiola T, Udofia OZM. Psychometric properties of the 3-item oslo social
support scale among clinical students of Bayero University Kano. Niger
Malays J Psychiatry. 2013;22(2):32–41.
19. Slade T, Grove R, Burgess P. Kessler psychological distress scale:
normative data from the 2007 Kessler psychological distress scale :
normative data from the 2007. Aust Natl Surv Ment Health Wellbeing.
2011;45:308.
20. Gebremedhin HT, Bifftu BB, Lebessa MT, Weldeyes AZ, Gebru TT,
Petrucka P. Prevalence and associated factors of psychological distress
among secondary school students in Mekelle City, Tigray Region,
Ethiopia: cross-sectional study. Psychol Res Behav Manag. 2020;13:473.
21. Abdulsalam AJ, Al Daihani AE, Francis K. Prevalence and associated
factors of peer victimization (bullying) among grades 7 and 8 middle
school students in Kuwait. Int J Pediatr. 2017;2017:1–8.
22. Kwon S-J, Park T-W, Park S-H, Yang J-C, Chung Y-C, Chung S-K.
Prevalence of school bullying and related psychopathology in
children and adolescents. J Korean Acad Child Adolesc Psychiatry.
2012;23(3):143–53.
23. Galal YS, Emadeldin M, Mwafy MA. Prevalence and correlates of bullying and victimization among school students in rural Egypt. J Egypt
Public Health Assoc. 2019. https://doi.org/10.1186/s42506-019-0019-4.
24. Kodapally B, Mathews E, Kodali PB, Thankappan KR. Bullying victimization and its associated factors among adolescents in Kozhikode
district, Kerala, India: a mixed-methods study. Wellcome Open Res.
2021;6:223.
25. Rana M, Gupta M, Malhi P, Grover S, Kaur M. Prevalence and correlates of bullying perpetration and victimization among school-going

Page 9 of 10

26.
27.

28.
29.
30.

31.

32.

33.
34.

35.
36.

37.
38.

39.
40.
41.

42.
43.
44.
45.
46.

adolescents in Chandigarh, North India. Indian J Psychiatry.
2020;62(5):531–9.
Yu J, Cha S. Factors associated with sexually transmitted infections
among Korean adolescents. J Korean Acad Commun Heal Nurs.
2017;28(4):431–9.
Tan LA, Ganapathy SS, Sooryanarayana R, Hasim MH, Saminathan TA,
Mohamad Anuar MF, et al. Bullying victimization among school-going
adolescents in Malaysia: prevalence and associated factors. Asia-Pacific
J Public Heal. 2019;31(8_suppl):18S-29S.
Craig W, Harel-Fisch Y, Fogel-Grinvald H, et al. A cross-national profile
of bullying and victimization among adolescents in 40 countries. Int J
Public Heal. 2009;54(2):216–24.
Malhi P, Bharti BSM. Aggression in schools: psychosocial outcomes of bullying among Indian adolescents. Indian J Pediatr.
2014;81(11):1171–6.
Carbone-Lopez K, Esbensen F-A, Brick BT. Correlates and consequences
of peer victimization: gender differences in direct and indirect forms of
bullying. Youth Violence Juv Justice. 2010;8(4):332–50. https://doi.org/
10.1177/1541204010362954.
Malaeb D, Awad E, Haddad C, Salameh P, Sacre H, Akel M, et al. Bullying
victimization among Lebanese adolescents: the role of child abuse,
Internet addiction, social phobia and depression and validation of the
Illinois Bully Scale. BMC Pediatr. 2020;20(1):1–11.
Wang GF, Jiang L, Wang LH, Hu GY, Fang Y, Yuan SS, et al. Examining
childhood maltreatment and school bullying among adolescents: a
cross-sectional study from Anhui Province in China. J Interpers Violence. 2019;34(5):980–99.
National Research Council. New directions in child abuse and neglect
research. London: National Academies Press; 2014.
Annerbäck E-M, Sahlqvist L, Svedin CG, Wingren GGP. Child physical abuse and concurrence of other types of child abuse in Sweden—associations with health and risk behaviors. Child Abus Negl.
2012;36(7–8):585–95.
Gilbert PAB. Shame: interpersonal behavior, psychopathology, and
culture. London: Oxford Univ Press Demand; 1998.
Myklestad I, Røysamb E, Tambs K. Risk and protective factors for
psychological distress among adolescents : a family study in the NordTrøndelag health study risk and protective factors for psychological
distress among adolescents : a family study in the Nord-Trøndelag
health study. Soc Psychiatry Psychiatr Epidemiol. 2011. https://doi.org/
10.1007/s00127-011-0380-x.
Laugharne J, Lillee AJA. Role of psychological trauma in the cause and
treatment of anxiety and depressive disorders. Curr Opin Psychiatry.
2010;23:25–9.
Birmaher B, Brent D. AACAP work group on quality issues practice
parameter for the assessment and treatment of children and adolescents with depressive disorders. J Am Acad Child Adolesc Psychiatry.
2007;46:1503–26.
Larson RRM. Daily companionship in late childhood and early adolescence: changing developmental contexts. Child Dev. 1991;62:284–300.
Turner H, Finkelhor DOR. The effects of adolescent victimization on
self-concept and depressive symptoms. Child Maltreat. 2010;15:76–90.
Prinstein M, Cheah CGA. Peer victimization, cue interpretation, and
internalizing symptoms: preliminary concurrent and longitudinal
findings for children and adolescents. J Clin Child Adolesc Psychol.
2005;34:11–24.
Crick NR, Dodge KA. A review and reformulation of social informationprocessing mechanisms in children’s social adjustment. Psychol Bull.
1994;115(1):74–101. https://doi.org/10.1037/0033-2909.115.1.74.
Saia D, Macias MM, Taylor LA, Spratt E, Twyman KA, Saylor SF. Bullying
and ostracism experiences in children with special health care needs. J
Dev Behav Pediatr. 2010;31:1–8.
Nadeau L, Tessier R. Social adjustment of children with cerebral
palsy in mainstream classes: peer perception. Dev Med Child Neurol.
2006;48:331–6.
Pinquart MTD. Academic, physical, and social functioning of children
and adolescents with chronic physical illness: a meta-analysis. J Pediatr
Psychol. 2012;37:376–89.
Lou KM, Parke B, Jokinen N, Stones M, Renaud D. Demographic differences in the correlates of adolescent bullying at school. J Sch Health.
2007;77(9):623–30.

Tarafa et al. BMC Psychology

(2022) 10:260

Page 10 of 10

47. Renzoni C. Bullying and substance abuse are more connected than
you think. In: The recovery village Umatilla drug and alcohol rehab
[Internet]. 2020. Available from: https://www.therecover yvillage.com/
drug-addiction/related-topics/bullying/

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

