Bullying and bystander behaviour and health
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Abstract
Background Little is known about the impact of being
a bystander to bullying. This study compared health
outcomes among bullies, victims and bystanders, and
investigated actions taken by bystanders when they saw
bullying.
Method Participants included 7522 students aged 12–
18 years that completed self-report questionnaires in the
2013/2014 Health Behaviour in School-aged Children
survey. Binary logistic regression models (controlled
for bully, victim, bystander status and demographic
variables) were used to investigate the associations
between participation in bullying as a bully, victim and
bystander and health outcomes.
Results Overall, 13.3% of adolescents reported being
a bully, 25.1% reported being a victim and 30.5%
reported that they saw bullying, in the last couple of
months. Bystanders were significantly more likely to
experience psychological symptoms (OR 1.355), somatic
symptoms (OR 1.392) and low life satisfaction (OR
1.268) than those who were not bystanders. Helping
the victim was significantly associated with experiencing
psychological symptoms (OR 1.240), somatic symptoms
(OR 1.251) and low life satisfaction (OR 1.198). Being
a bully was significantly associated with experiencing
psychological symptoms (OR 1.382) and not having
excellent health (OR 1.252). Victims were significantly
more likely to experience psychological symptoms
(OR 2.437), somatic symptoms (OR 2.364), low life
satisfaction (OR 2.564) and not having excellent health
(OR 1.559).
Conclusion In Ireland, being a bystander to bullying is
more prevalent in schools than bullying perpetration or
victimisation. The impact of being a bystander to bullying
needs to be highlighted and included in intervention
development.

Introduction
Background
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Research recently conducted in Ireland suggests
that bullying and victimisation remain frequent
occurrences in Irish schools. In a survey led by the
Irish Health Behaviour in School-aged Children
(HBSC) study of children aged 10–17 years in 2014,
13% of adolescents reported that they had bullied
another student and 25% reported that they had
been bullied by another student at school.1 Bullying
is a critical health and social issue affecting many
children and adolescents worldwide2 3 and is characterised as repeated negative behaviour with the
intent to cause harm through an imbalanced power
relationship.4

The impact of bullying perpetration and victimisation on adolescents has been extensively
documented, and the negative outcomes well publicised.5–7 Bullying is associated with a range of negative outcomes including increased risk of physical
and psychological health problems,5 engaging in
health risk behaviours6 and suicide ideation.7 The
nature of bullying, in its repetition and intent to
harm, has continuing and lasting impacts on the
mental health of victims, which can also track into
adulthood.8 Victims tend to have lower self-esteem9
and are more likely to be rejected at school,10 which
can impact on their ability to make and maintain
positive social connections, thus contributing to
worse mental health indicators.
Bullying can occur in a variety of places including
in schools, on the way to and from school and in
neighbourhoods. When bullying occurs within
a school setting, it has the potential to negatively
impact the entire school population, and not only
those directly involved in bullying, making this a
school community issue. Typically, bullying occurs
in public spaces with peers present and some studies
estimate that at 88% of bullying incidents, there
are witnesses present.11 Furthermore, research
suggests that for every bullying event there are four
witnesses.12
In recent years, the perspective of the bullying
relationship has evolved from a focus on bullies
and victims, to the group, including individuals that
witness or are bystanders to bullying.10 13 Compared
with bullying perpetration and victimisation, there
have been fewer studies focused on bystanders and
their behaviour with inconsistent findings between
studies.14
How bystanders react when they see bullying can
have an important impact. Encouraging bystanders
to stand up for victims has been an effective method
of stopping or deterring bullying within schools and
has historically been included as an intervention in
antibullying programmes.15 However, research has
demonstrated that witnesses rarely intervene,11
and where they do, they often exhibit behaviours,
actively or passively, that support or encourage
bullying.16 Active bystander behaviours range from
encouraging the bully; to defending the victim and
furthermore, bystanders that do nothing or walk
away, while passively involved, may facilitate the
bully to feel that their behaviour is acceptable.17
It is not clear if the course of action taken by
bystanders differentially impacts their health and
well-being. Indeed, some research suggests that
bystanders are more impacted by bullying than the
bully or victim, although further research is required
in this area.14 Regarding health consequences for
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bystanders, a recent study has shown that witnessing bullying was
positively associated with poor mental health, including social
anxiety and depressive symptoms.18 Bystanders who reported
defending the victim were at an increased risk of psychosomatic
difficulties19 and internalising problems.20 When defending
victims, bystanders experience enormous peer pressure, as well
as risking becoming a victim of bullying themselves;18 they may
even encourage or join the bully in order to avoid becoming
a victim themselves, which has its own health implications. To
date, research on bystanders has focused on behaviours, which
include doing nothing, defending the victim and supporting or
encouraging the bullying.16–22
The majority of students within a school typically do not bully
their peers, making it important to understand the role played
by bystanders in bullying events, particularly in Ireland, where
there is a dearth of information on this group. This is important
to consider if we are to continue to encourage witnesses to
intervene in bullying events, and this study will contribute to
a better understanding of the outcomes associated with being a
bystander which could in turn help inform bullying prevention
programmes. Therefore, the aims of this paper are (i) to explore
what adolescents report doing when they witness bullying, (ii) to
analyse the associations between different bullying behaviours
and health and life satisfaction and (iii) to examine health
outcomes by reported bystander behaviour.

Methods
Study population

This study uses data collected in the 2013/2014 Irish HBSC
survey, a cross-national research study conducted in collaboration with the WHO Regional Office for Europe. This study
focuses on 7522 adolescents aged 12–18 years attending second
level education in Ireland. Consent was sought from school
principals, parents and participants. Participation was voluntary,
anonymous and confidential.

Questionnaire

Data were collected using self-completion questionnaires in
classrooms. Participating adolescents were presented with a definition of bullying, adapted from the Olweus definition4: We say
a student is BEING BULLIED when another student, or group
of students, say or do nasty and unpleasant things to him or her.
It is also bullying when a student is teased repeatedly in a way
he or she does not like or when he or she is deliberately left out
of things. But it is NOT BULLYING when two students of about
the same strength or power argue or fight. It is also not bullying
when a student is teased in a friendly and playful way.

Victim and bully status

Students were asked 'How often have you been bullied at school
in the past couple of months?' with response options 'I have not
been bullied at school in the past couple of months'; 'only once
or twice'; 'two or three times a month'; 'about once a week';
'several times a week.' In line with previous studies,3 6 responses
were dichotomised into 'more than once' versus 'never'.
Students were then asked 'How often have you taken part
in bullying another student(s) at school in the past couple of
months?' Response options included 'I have not bullied another
student(s) at school in the past couple of months'; 'only once or
twice'; 'two or three times a month'; 'about once a week'; 'several
times a week.' Comparable to research in the area,23 responses
were dichotomised into 'more than once' versus 'never'

Bystander status

Bystanders were defined as those that saw bullying using the
question 'In the last couple of months, what did you do when
you saw bullying?'. Response options included 'I didn’t see
bullying in the last couple of months'; 'I did nothing, I stepped
away'; 'I did nothing, I just watched'; 'I helped the victim'; 'I
encouraged the attacker(s)'; 'I called an adult'; 'I did something
else'. Initially, children that reported having seen bullying were
assigned a value of 1, with those reporting not having seen
bullying assigned a value of 0. Data were then categorised based
on what children reported doing. Two categories were created;
'did nothing, stepped away' and 'did nothing, just watched' were
collapsed into the same category and 'helped the victim' and
'called an adult' were assigned to another category. Responses
were dichotomised for 'bystander'; 'did nothing'; 'helped victim.'
Those that reported that they 'encouraged the attacker(s)' (0.4%)
or 'did something else'(3.7%) were excluded, as these numbers
were too low to be presented separately.

Psychological and somatic symptoms

Psychological and somatic symptoms were assessed using the
HBSC symptom checklist (HBSC-SCL). Subjective complaints
have been measured in all HBSC surveys since 1986. The
HBSC-SCL was designed as a non-clinical measure of health
complaints and has remained unchanged since 1993. Items
within the scale have shown adequate content validity and
test–retest reliability.24 Factor analysis of the checklist favours
a model of two factors, namely psychological and somatic
symptoms, which are both distinct and related.24 25 The checklist has been used as either a one factor or two factor scale in
different studies.25 26 Psychological symptoms include feeling
low, irritable or bad tempered, nervous, dizzy or having difficulties getting to sleep. Participants were asked how often they
had experienced these within the last 6 months on the following
scale: 'about every day'; 'more than once a week'; 'about every
week'; 'about every month'; 'rarely or never.' Participants were
classified as having experienced psychological symptoms if they
reported two or more psychological symptoms more than once
a week. Similarly, participants were asked about their experience of somatic symptoms. Somatic symptoms included having
headache, stomach-ache or back ache in the last 6 months. Those
that reported two or more somatic symptoms more than once a
week in the last 6 months were classified as having experienced
somatic symptoms.

General health

General health was measured using the standard question on
global health status: 'Would you say your health is excellent,
good, fair or poor?', which has been supported by several studies
for its validity.27 Those that reported excellent health were coded
as 0; all other values were coded as 1.

Life satisfaction

Life satisfaction was examined using the Cantril Ladder of Life,
with observed relationships with quality of life and self-reported
health within the expected range, which supports claims about
validity.27 Students were presented with a picture of a ladder
with steps numbered 0–10. They were asked what type of life
they felt they had at the moment using the question 'Here is a
picture of a ladder: The top of the ladder '10' is the best possible
life for you and the bottom '0' is the worst possible life for you.
In general, where on the ladder do you feel you stand at the
moment?'. Responses were collapsed into high life satisfaction
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In total, 31.0% of children reported that they had experienced
psychological symptoms and 11.2% reported that they experienced somatic symptoms in the last 6 months. Adolescents
that reported being a bully were significantly more likely to
report experiencing psychological symptoms (OR 1.382, 95%
CI 1.156 to 1.652, p<0.001), but not significantly more likely
to report having experienced somatic symptoms, than those
who did not report being bullied. Those that reported being a
victim of bullying were significantly more likely to report experiencing psychological (OR 2.437, 95% CI 2.133 to 2.784,
p<0.001) and somatic symptoms (OR 2.364, 95% CI 1.961 to
2.851, p<0.001) than those who did not report being a victim
of bullying. Bystanders were significantly more likely to report
experiencing psychological symptoms (OR 1.355, 95% CI 1.191
to 1.543, p<0.001) and somatic symptoms (OR 1.392, 95% CI
1.154 to 1.679, p=0.001) than those who were not bystanders.
Binary logistic regression analyses showed that those who
reported helping the victim were significantly more likely to
report experiencing psychological symptoms (OR 1.240, 95%
CI 1.057 to 1.455, p=0.008), but not significantly more likely
to report somatic symptoms (OR 1.251, 95% CI 0.999 to 1.565,
p=0.051) after controlling for age, gender, social class, being
a bully and being a victim. Reporting doing nothing was not
significantly associated with psychological (OR 1.126, 95% CI

All

Health outcomes
Psychological and somatic symptoms

Reported psychological symptoms, somatic symptoms, health and life satisfaction by bullying status % (n=7522)

A total of 7522 students aged 12–18 years were included in the
analysis. There were more females (59.3%) in the sample and
more families from the high (51.7%) and middle (37.1%) social
classes. Overall, 45.8% of students reported involvement in some
type of bullying behaviour. The prevalence for being bullied at
school among both genders was 25.1%, while 13.3% of adolescents reported that they had bullied another student at school in
the past couple of months. The prevalence for being a bystander
was 30.5% among both genders, with 11.5% reporting doing
nothing and 14.8% reporting helping the victim (table 1).

Table 1

Results

Not excellent

Prevalence of the different groups were calculated and compared
by health outcome using X2 test. Table 1 presents prevalence of
reported psychological symptoms, somatic symptoms, general
health and life satisfaction by bullying status. To test for the
possible contribution of the different bullying and bystander
behaviours to adolescent psychological symptoms, somatic
symptoms, general health and life satisfaction, binary logistic
regression analysis were computed. The survey data analysis
yields ORs with linearised SEs and CIs were computed at the
95% level. Covariates were entered using the 'enter' method.
Analyses were performed using IBM SPSS Statistics V.24 and are
presented in table 2.

Bullying status

Statistical analysis

High

Low life satisfaction

Low

Given the evidence for the role of age,28 gender,29 social class30
and involvement in other bullying behaviours,31 we controlled
for these variables. Social class categories are represented by
high, middle and low social classes, and determined by highest
reported parental occupation. Bully, victim or bystander status
was determined using the above categories.

%

Covariates
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Table 2 Models of logistic regression predicting psychological symptoms, somatic symptoms, health and life satisfaction by bullying status
(n=7522)
Experiencing psychological
symptoms

Experiencing somatic symptoms

Not excellent health

Low life satisfaction

Model 1

Model 2

Model 3

Model 4

OR

95% CI

OR

95% CI

OR

95% CI

OR

95% CI

 Never

1

–

1

–

1

–

1

–

 Bully

1.382**

1.156 to 1.652

0.971 (−)

0.743 to 1.269

1.252

1.038 to 1.510

1.070

0.888 to 1.288

Bully status

Victim status
 Never

1

–

1

–

1

–

1

–

 Victim

2.437**

2.133 to 2.784

2.364**

1.961 to 2.851

1.559**

1.348 to 1.804

2.564**

2.236 to 2.940

 Never

1

–

1

–

1

–

1

–

 Bystander

1.355**

1.191 to 1.543

1.392**

1.154 to 1.679

0.992 (−)

0.870 to 1.130

1.268**

1.110 to 1.450

Witnessed bullying

Bystander behaviour
 Never

1

–

1

–

1

–

1

–

 Did nothing

1.126

0.936 to 1.354

1.289

0.990 to 1.678

1.098

0.912 to 1.323

1.120

0.927 to 1.354

 Helped victim

1.240

1.057 to 1.455

1.251

0.999 to 1.565

0.888 (−)

0.755 to 1.045

1.198

1.017 to 1.411

*p≤0.05, **p≤0.001.
a
Analyses are controlled for age, gender, social class, being a bully, being a victim and being a bystander.

0.936 to 1.354, p=0.209) or somatic symptoms (OR 1.289,
95% CI 0.990 to 1.678, p=0.059).

General health and life satisfaction

Overall, 69.7% of adolescents reported not having excellent
health while 29.4% reported low life satisfaction. Those that
reported being a bully were significantly more likely to report
not having excellent health (OR 1.252, 95% CI 1.038 to 1.510,
p=0.019), but not significantly more likely to low life satisfaction
(OR 1.070, 95% CI 0.888 to 1.288, p=0.476) when compared
with those who were not bullies. Those that reported being a
victim of bullying were significantly more likely to report low
life satisfaction (OR 2.564, 95% CI 2.236 to 2.940, p<0.001)
and not having excellent health (OR 1.559, 95% CI 1.348 to
1.804, p<0.001) than those that were not victims of bullying.
Compared with those that did not witness bullying, bystanders
were not significantly more likely to report not having excellent health (OR 0.992, 95% CI 0.870 to 1.130, p=0.900) but
were significantly more likely to report low life satisfaction (OR
1.268, 95% CI 1.110 to 1.450, p<0.001). In terms of witness
behaviours, helping the victim was significantly associated with
a lower life satisfaction (OR 1.198, 95% CI 1.017 to 1.411,
p=0.031) but was not significantly associated with not having
excellent health (OR 0.888, 95% CI 0.755 to 1.045, p=0.153)
(table 2).

Discussion

To our knowledge, this is the first study to give a nationally
representative overview of bullying and bystander behaviour in
Ireland. Prior research in this area has demonstrated the fickle
nature of prevalence rates in Ireland, due to the variance of
factors such as data collection methods, answer scales, inclusion
of a bullying definition and study time frame.32 Our results show
that bullying behaviours and witnessing bullying are common
occurrences in Irish second level schools, with 25.1% of students
reporting being bullied, 13.3% of students reporting bullying
others and 30.5% of students reporting witnessing bullying in the
last couple of months. In relation to observing bullying, a study

carried out in the UK, in 2009, found that 30.4% of students
reported that they witnessed bullying,14 which is comparable to
our results.
We found that those engaging in bullying and bystander
behaviour reported higher levels of psychological and somatic
symptoms, low life satisfaction and not having excellent health
than those not involved in bullying or bystander behaviour. It is
difficult to say for certain why this is the case but one suggestion
is that by participating as a bully, victim or bystander, adolescents are taking part in aggressive behaviour either through
choice or compulsion. Victims targeted by bullies often lack the
self-esteem9 to defend themselves and witnesses typically do not
intervene,11 which may result in victims feeling rejected by their
peers.
We found that those that reported doing nothing or helping
the victim reported more psychological and somatic symptoms.
This is in line with a study on the mental health implications
of observing bullying, which found that witnessing victimisation
has a significant negative impact on multiple indicators of mental
health.18 There are several potential explanations for this finding.
It is possible that bystanders experience empathy towards the
victim,14 which could in turn manifest as subjective health symptoms. When witnessing bullying, bystanders face peer pressure18
and risk a decrease in their social standing if they choose to intervene and help the victim. They also risk becoming a victim of
bullying themselves. In choosing to do nothing, bystanders may
feel guilty that they did not stand up for their peers, which could
also account for these differences. However, further investigation into this is needed.
Bystander behaviour differs with 14.8% of students in this
study reporting that they helped the victim and 11.5% doing
nothing. Doing nothing has the potential to suggest that bullying
behaviour is tolerated and may be perceived as encouragement
for the bully to continue.22 Research has found that bystander
behaviour is influenced by whether a student has been a bully
themselves.22 Those that have been a bully themselves are more
likely to support bullying behaviour, either doing nothing or
encouraging the bully. However, there is no evident pattern in
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victimisation, in that those that report being victims of bullying,
are not more likely to directly intervene on behalf of the victim
when they witness bullying, perhaps due to a fear that they will be
targeted by the bully.22 However, when compared with non-victims of bullying, victims are more likely to call a teacher,22 which
would help the victim.
A recent study found that victim defending behaviours were
associated with more anger, psychosomatic and academic difficulties among bystanders.19 In our study, helping the victim
was associated with increased risk of psychological and somatic
symptoms and low life satisfaction. When choosing to help
victims, bystanders are taking part in aggressive behaviour that
could have implications on their health. We found that reporting
doing nothing was not associated with a significant increase in
any of the health outcomes examined in this study. This group
is made up of those that watched and those that stepped away,
which may have impacted on these results since the grouping
may have masked some of the health effects. Helping or doing
nothing to help the victim could be equally negative. Without
further research into this complex relationship, it is difficult to
explain which contextual factors are likely at play.

What is already known on this subject
►► Bystanders are a powerful group in bullying prevention.
►► The impacts of witnessing bullying are thought to be worse

for bystanders than those directly involved as perpetrators or
victims.

What this study adds
►► This study explores bystanders using a nationally

representative sample in Ireland.

►► Bystanders were significantly more likely to report

psychological and somatic symptoms and low life satisfaction
than those who were not bystanders.
►► Victims of bullying were over two times more likely to
experience psychological and somatic symptoms, one and
a half times more likely to experience not having excellent
health and two and half times more likely to experience low
life satisfaction than non-victims.

Implications

Our study shows that involvement in bullying and bystander
behaviours impacts on the health and life satisfaction of adolescents. Our findings indicate that there is a need for school principals, teachers and parents to be aware of the impact bullying
has on bystanders. Bystanders are not as obvious as bullies and
victims making them difficult to identify. Results suggest that,
depending on the role played by students in bullying, there are
differing impacts on health and life satisfaction. Out of all the
groups under investigation, victims are significantly more at
risk of poorer outcomes than the other groups investigated in
this study. In terms of witness behaviours, helping the victim
was associated with increased risk of psychological symptoms,
lower life satisfaction and not having excellent health. This
finding highlights the importance of considering the impact on
bystanders when encouraging intervention within schools and
suggests that perhaps students should not intervene directly
when they witness bullying and that they should be encouraged
to do something else, like tell a teacher or call an adult.

Strengths and limitations

Strengths of this study include the use of data from a nationally
representative sample of adolescents aged 12–18 years. Limitations include the use of self-report questionnaires where young
people tend to underestimate their roles in active bullying. The
data used in this survey are also cross-sectional and therefore
cannot be used to prove causation.

Conclusion

This study adds to the literature in that it enhances our understanding of the roles played by young people in bullying and
describes what bystanders do. This study is the first, to our
knowledge, to compare the health outcomes of bystanders,
bullies and victims in Ireland and to examine if course of action
taken by bystanders is associated with better or worse health
outcomes. Further research is required to understand the gender
differences in bystander behaviour and what the predictors of
bystander behaviour are. Furthermore, examining exposure to
bullying in other settings, such as in families, and among siblings,
to assess if this increases vulnerability of bystanders in schools is
warranted.
420
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