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Abstract

BACKGROUND—Psychological and educational correlates of bullying have been explored 

extensively. However, little information is available about the link between bullying and sexual 

risk-taking behaviors among adolescents, though for some youth it may be that sexual risk taking 

emerges in response to bullying involvement. Associations for both heterosexual youth and those 

who identify as gay, lesbian, bisexual, transgender, or questioning (GLBTQ) should be considered, 

as should the influence of victimization exposures in other domains. Accordingly, associations 

among bullying, other victimization forms, and sexual risk-taking behaviors were examined 

among adolescents with particular consideration to sexual orientation.

METHODS—A sample of 8687 high school students completed the Dane County Youth Survey, a 

countywide survey administered high school students from 24 schools. Participants were asked 

questions about their bullying involvement and sexual risk-taking behaviors (ie, engaging in casual 

sex and having sex while under the influence of alcohol or drugs).

RESULTS—Results indicated that bullies and bully-victims were more likely to engage in casual 

sex and sex under the influence. In multivariate analyses, these findings held even after controlling 

for demographic characteristics and victimization exposures in other domains, but primarily for 

heterosexual youth.

CONCLUSIONS—Bullies and bully-victims engaged in more sexual risk-taking behaviors, 

although patterns of association varied by sexual orientation. Bullying prevention programs and 

programs aimed at reducing unhealthy sexual practices should consider a broader stress and 

coping perspective and address the possible link between the stress of bullying involvement and 

maladaptive coping responses.
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The link between health risk behaviors and bullying (ie, as a bully, victim, or bully-victim) is 

an emergent area of research, coming out of work focused primarily on educational and 

psychological correlates of bullying.1,2 To date, studies have found associations between 

bullying and alcohol/drug use,3–5 smoking,3,6 and psychosomatic problems,7 with bullies 

and bully-victims often exhibiting the highest rates of risk-taking behaviors.8,9 Furthermore, 

research suggests the association between bullying and somatic complaints might be causal.
10,11 Additional research suggests that bullying can be conceptualized as a stressor leading 

to stress-related psychosomatic problems and maladaptive coping strategies such as 

substance use.12 Sexual risk taking might reflect another potential maladaptive coping 

strategy, yet to date this has not been examined. This study addresses this gap by considering 

how bullying is associated with 2 indicators of sexual risk taking: casual sex and sex while 

under the influence of alcohol or drugs.

This study also builds on research that finds that adolescents with non–bullying-specific 

victimization histories engage in more sexual risk taking than their nonvictimized peers,13,14 

which mirrors the more extensive research documenting associations between child 

maltreatment and subsequent maladaptive coping strategies among women.15 Given that 

adolescents who report bullying in any capacity are more likely to be victims in other 

domains than their peers, it is important to assess these other victimization exposures.16 Not 

doing so may overestimate the link between bullying and sexual risk taking. Those involved 

in bullying as bullies or bully-victims might also be at greater risk for sexual risk taking 

based on research indicating that childhood physical aggression is predictive of subsequent 

sexual risk behavior17 and studies highlighting that the most at-risk adolescents engage in 

both higher levels of fighting and sexual activity than their lower-risk peers.18

Furthermore, research highlights that gay, lesbian, bisexual, transgender, and questioning 

(GLBTQ) youth experience unique stressors in the form of stigma, prejudice, and 

discrimination.19 These stressors might translate into experiences with and coping reactions 

to bullying that are distinct from heterosexual youth. Therefore, the current study considers 

sexual risk taking separately for heterosexual and GLBTQ adolescents.

In sum, this study fills critical research gaps by assessing the relation between bullying 

involvement (ie, as a bully, victim, bully-victim, or uninvolved youth) and sexual risk taking. 

The investigation also explores the degree to which bullying involvement predicts sexual 

risk-taking behaviors after accounting for other victimization forms (ie, sexual abuse, 

exposure to domestic violence, childhood physical abuse, dating violence victimization) and 

considers these associations by sexual orientation status.

METHODS

Students completed self-report surveys in 2008 as part of the Dane County Youth Survey, 

administered in all middle and high schools in 1 Midwestern county in the United States. 

The county is geographically diverse, ranging from rural to urban communities. The 

response rate ranged from 90% to 95% across schools. A waiver of active consent was used, 

and children provided written assent. The study obtained approval through the participating 

school district’s and the University of Illinois’s institutional review boards.
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Participants

The initial sample included 9921 students from 24 high schools; 1231 respondents were 

excluded from analyses because they did not entirely complete the bullying involvement 

measure and thus could not be classified into bullying subgroups. Three respondents were 

excluded because they reported not ever having sex but also reported risky sexual behavior. 

The final sample consisted of 8687 high school students (46.6%boys). High school grade 

levels were proportionately represented (25.9% 9th, 25.8% 10th, 23.8% 11th, 23.8% 12th), 

and the mean age was 15.81 (SD = 1.22). The sample was primarily white, non-Hispanic 

(81.7%, n = 7091), with the remaining participants self-identifying as African American 

(3.7%, n = 322), Asian (3.6%, n = 314), Hispanic (3.0%, n = 257), Native American (0.9%, 

n = 77), mixed race/ethnicity (5.5%, n = 478), and other (1.6%, n = 136). Twelve students 

did not report their race/ethnicity. With respect to sexual orientation, students were asked to 

indicate whether they identified as heterosexual (not transgendered), gay, lesbian, bisexual, 

transgendered, or questioning (GLBTQ). On the basis of this question, 94.7% (n = 7849) of 

the students who reported their sexual orientation indicated that they were heterosexual and 

not transgendered, and 5.3% (n = 443) of the students reported that they were GLBTQ. The 

final sample of students did not differ from those who did not complete the bullying 

involvement measure on gender, grade level, age, race/ethnicity, or sexual orientation.

Measures

Students completed the surveys electronically in school computer laboratories during 

proctored sessions. Details about the relevant survey components for this study are as 

follows.

Sexual Risk Behaviors—Students were provided with a definition of sex (ie, oral, anal, 

or vaginal) and then were asked about their sexual activity, including 2 sexual risk-taking 

questions that were used in analyses for this article: “How many people have you had sex 

with that you just met or didn’t know very well?” and “Have you ever had sex with someone 

under the influence of alcohol, marijuana, or other drugs?” Participants were considered to 

have engaged in casual sex if they indicated that they had ever had sex with ≥1 person they 

had just met or did not know well. Respondents were considered to have engaged in sex 

under the influence if they reported this occurred at least once during their lifetime.

Victimization Exposure—To assess exposure to domestic violence, respondents were 

asked the extent to which they agreed with the following: “My parents physically fight with 

one another.” Responses options were strongly agree, agree, disagree, and strongly disagree. 

Adolescents who responded “strongly agree” or “agree” were considered to have witnessed 

domestic violence.

With respect to physical abuse, students were asked: “When was the last time a parent 

kicked you or hit you with their hand/fist or with an object, leaving bruises or bumps?” 

Response options were past 30 days, not past 30 days but past 12 months, more than 12 

months ago, never. Adolescents who reported experiencing these behaviors at any time were 

considered to have been physically abused.
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Sexual abuse was assessed through the item: “When was the last time any adult touched you 

in a sexual way or forced you to touch them in a sexual way that made you feel unsafe or 

hurt you in any way?” Response options mirrored those for physical abuse. Adolescents who 

reported experiencing these behaviors at any time were considered to have been sexually 

abused.

To measure physical victimization in dating relationships, students responded to the item: 

“Has a boyfriend or girlfriend ever hit, slapped, or physically hurt you on purpose?” 

Response options were yes, no, and don’t know. Youth who responded “yes” to this item 

were considered to have experienced dating violence victimization.

The 4 dichotomous victimization exposure variables that were created were then used in 

subsequent bivariate and multivariate analyses.

Bullying Involvement—The Bullying and Victimization sub-scales from the University 

of Illinois Aggression Scales20 were used to assess bullying perpetration and victimization. 

For all items, students were asked how often in the past 30 days they had engaged in a 

specified behavior. Response options included 0 (never), 1 (1 or 2 times), 2 (3 or 4 times), 3 

(5 or 6 times), and 4 (≥7 times).

The bullying subscale contains 9 items assessing teasing, upsetting other students for the fun 

of it, harassing, excluding socially, name-calling, rumor spreading, and encouraging fights. 

The peer victimization subscale contains 4 items measuring similar dimensions. Cronbach α 
coefficients were 0.87 for the bullying subscale and 0.84 for the victimization subscale. The 

scale’s validity has also been demonstrated through findings that self-reports of bullying 

involvement based on subscales are positively associated with peer nominations of bullying 

involvement.21

Students were classified into 1 of 4 groups based on their responses to the bullying and 

victimization subscales. Youth whose totals cores on the bullying perpetration subscale were 

≥1 SD above the mean for this subscale but who did not have elevated scores on the 

victimization subscale were classified as “bullies” (n = 486; 5.6%). Conversely, youth whose 

total scores on the victimization subscale were 1 SD above the mean but who did not have 

elevated scores on the bullying subscale were classified as “victims” (n = 745; 8.6%). 

Respondents whose scores were ≥1 SD above the mean on both the bullying and 

victimization subscales were considered “bully-victims” (n = 486, 5.6%). Finally, the 

“uninvolved” group consisted of individuals whose scores were not 1 SD above the mean on 

either the bullying or victimization subscales (n = 6970, 80.2%).

RESULTS

Preliminary Analysis

As indicated in Table 1, there were differences in bullying involvement by sex, with a higher 

percentage of girls than boys in the uninvolved group and fewer girls in the bully, victim, 

and bully-victim groups. Among GLBTQ youth, 60.4% were in the uninvolved group 
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compared with 80.4% of heterosexual youth, and accordingly a higher percentage of 

GLBTQ youth were classified as bullies, victims, and bully-victims.

Next, χ2 analyses were conducted to determine the relation between sexual risk taking and 

bullying involvement. Each of these analyses was computed 2 additional times as 3-way χ2 

so that the influence of sex and sexual orientation could be considered. With respect to 

casual sex, youth in the uninvolved group engaged in less than their peers in the bully and 

bully-victim groups but had somewhat comparable rates to adolescents in the victim group. 

Fewer female than male adolescents in the uninvolved and bully groups reported engaging in 

casual sex, whereas the converse was true for the victim and bully-victim groups. Regardless 

of bullying categorization, GLBTQ youth were more likely to report casual sex than 

heterosexual youth, with particularly high rates for GLBTQ bullies and bully-victims.

Similar patterns emerged when assessing rates of sex while under the influence. Specifically, 

youth in the uninvolved group were less likely to report sex while under the influence than 

individuals from the bully and bully-victim groups. Rates of sex under the influence for the 

victim group were roughly comparable to the uninvolved group. Girls in all groups were 

more likely to report engaging in sex under the influence than boys. Similarly, compared 

with heterosexual youth, GLBTQ youth in all bullying involvement categories reported more 

sex under the influence.

Table 1 demonstrates differences across bullying involvement groups with respect to other 

forms of victimization. For the overall sample, involvement in bullying was associated with 

higher rates of dating violence victimization, physical abuse by an adult, sexual abuse by an 

adult, and domestic violence exposure. Within nearly all bullying involvement groups, 

female respondents reported more victimization experiences in other domains than male 

respondents, and GLBTQ youth reported more victimization in other domains than 

heterosexual youth.

Logistic Regression Findings

Logistic regression analyses were computed to determine whether membership in the bully, 

victim, or bully-victim group predicted casual sex and sex under the influence above and 

beyond other victimization forms. Models were run separately for heterosexual and GLBTQ 

youth to determine if different predictors of sexual risk taking emerged. In all models, 

demographic characteristics (age, gender, race/ethnicity) were included as controls.

Results indicated that for heterosexual youth, membership in the bully and bully-victim 

groups was associated with greater odds of participating in casual sex after taking into 

account demographic characteristics and victimization in other domains (see Table 2). In 

contrast, for GLBTQ adolescents, only bully-victim status was predictive of engaging in 

casual sex once demographic characteristics and other victimization forms were considered. 

With respect to sex under the influence, bully and bully-victim group membership remained 

significant predictors even after controlling for demographic characteristics and other 

victimization forms (see Table 3) for heterosexual youth. Conversely, bullying was not 

significantly related to engaging in sex under the influence for GLBTQ youth.
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Taken together, results highlighted that for both forms of sexual risk taking among 

heterosexual youth odds ratios were considerably higher for bully-victims than victims. 

Furthermore, in all analyses, victims were not at greater risk for sexual risk taking than 

uninvolved youth.

COMMENT

Results of this study showed an association between bullying and sexual risk-taking 

behaviors (maladaptive coping behaviors) among adolescents. Specifically, at the bivariate 

level, bullies and bully-victims reported more casual sex and sex under the influence than 

victims and students who were not involved in bullying. For victims, it might be that lower 

levels of sexual risk taking reflect a reduced likelihood of being in dating relationships,22 

which in turn allows for fewer opportunities to engage in sexual risk-taking behaviors. It 

also could be that this finding is suggestive of broader tendencies among victims to avoid 

risk-taking behaviors in general. Moreover, for heterosexual youth, associations with sexual 

risk taking held even after controlling for other victimization forms. This is consistent with 

previous research documenting effects of bullying involvement on psychological distress 

above and beyond other victimization exposures.16 However, findings differed for GLBTQ 

youth in that bully-victim status predicted casual sex in multivariate models, but no other 

bullying variables emerged as significant predictors of sexual risk taking. To that end, it 

appears that stressors other than bullying may predict sexual risk taking among GLBTQ 

youth.

Given that the relation to sexual risk taking was found only for bullies and bully-victims in 

multivariate analyses, bullying perpetration may be conceptualized as a maladaptive coping 

response to stressors not captured in the current study (eg, harsh parenting). Given that both 

bullies and bully-victims engage in aggressive behavior, problem behavior theory might 

offer an alternative explanation for this association.23 This theory asserts that problem 

behaviors tend to co-occur. It has been applied to understanding early sexual initiation24 and 

problem behaviors at school,25 although to date it has not been explored as a way in which 

to understand the link between sexual risk taking and bullying. It is possible that there are 

stressors that predict 2 potential maladaptive coping strategies (ie, bullying perpetration and 

sexual risk taking) creating an overlap between youth who perpetrate bullying and who 

engage in sexual risk taking behaviors. Accordingly, by addressing these underlying factors 

both behaviors may be reduced.

This study’s findings also add to the literature on associations among bullying involvement, 

demographic variables, and other victimization experiences. Consistent with previous 

research, girls were less likely to be involved with bullying than boys.20,26 Although some 

research has found that relational aggression is more common among girls,27,28 given that 

the bullying instrument used here includes 1 question directly related to relational 

aggression, it is not surprising that this result emerged. Similarly, in line with past research,
29,30 GLBTQ youth were more likely to be involved in all types of bullying than 

heterosexual youth, with striking discrepancies in the bully-victim and victim subgroups. 

This highlights the need to consider the unique experiences of GLBTQ youth in school-
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based prevention programs and to create school cultures that do not implicitly or explicitly 

foster harassment of sexual minority youth.

Finally, this study adds to existing literature on the link between bullying involvement and 

other victimization forms16; youth involved in bullying were more likely than uninvolved 

youth to report dating violence victimization, physical and sexual abuse by an adult, and 

exposure to domestic violence. This suggests that prevention efforts need to attend not only 

to bullying but also to the other stressors that are operating within the lives of youth that may 

lead to a host of maladaptive coping responses. Although not assessed in the current study, 

future research on this topic should also clarify the extent to which forced sex is a 

component of sexual risk-taking behaviors, given that this would be consistent with this 

study’s findings on other victimizations.

From a broader prevention perspective, this study’s findings have implications for both 

bullying prevention programs and programs aimed at reducing maladaptive coping behaviors 

such as sexual risk taking. In addressing appropriate coping strategies and interpersonal 

problem-solving skills, bullying prevention programs might offer youth proactive, healthy 

ways of dealing with bullying. Similarly, programs aimed at teaching adolescents healthy 

sexual practices (eg, communication between partners) could address bullying as 1 factor 

that might feed into making unhealthy choices. Furthermore, given that bullies and bully-

victims might be at greater risk for unintended pregnancies and sexually transmitted 

infections, it would be important to include education around these topics in intervention 

programs. The notion of covering a range of issues affecting youth in a singular program is 

in line with calls from the field to create more comprehensive prevention programs that 

address multiple stressors and maladaptive coping strategies,31 based on research that finds 

considerable overlap in risk factors for youth as well as evidence indicating that effective 

prevention programs tend to share common elements.

This study had a number of limitations that should be kept in mind when interpreting 

findings. First, students who did and did not complete the bullying measure might be 

qualitatively different from one another, which could have skewed findings. Second, the 

investigation was cross-sectional, and thus findings do not speak to the directionality of the 

association between bullying and sexual risk taking nor imply that the relation is casual in 

nature. Third, the survey did not assess additional stressors (eg, emotional dating violence, 

parental characteristics) that might be relevant to both bullying and sexual risk taking. Fifth, 

the respondents lived in 1 state, limiting generalizability to students residing elsewhere. 

Finally, all data relied on youth self-reports; collecting data from multiple sources would 

have bolstered support for findings.

CONCLUSIONS

Despite limitations, this study adds to the literature by extending our understanding of the 

relationship between bullying and sexual risk taking, a potential maladaptive coping 

response, and describing how associations differ between GLBTQ and heterosexual youth. 

In particular, findings highlight the complex nature of sexual risk taking among youth and 

suggest that bullying involvement might be a more salient predictor of sexual risk taking for 
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heterosexual adolescents. Future studies could address mediators and moderators of the 

association between bullying and sexual risk taking and clarify how pathways might differ 

based on demographic characteristics and sexual orientation.
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WHAT’S KNOWN ON THIS SUBJECT

Bullying involvement is associated with deleterious psychological, educational, and 

health effects. However, little is known about relations between bullying involvement and 

sexual risk-taking behaviors or whether similar patterns hold for heterosexual and gay, 

lesbian, bisexual, transgendered, or questioning adolescents.

WHAT THIS STUDY ADDS

Among adolescents, bullies and bully-victims engaged in more casual sex and sex under 

the influence than their peers. Controlling for demographic characteristics and other 

victimization exposures, bully and bully-victim status predicted sexual risk taking but 

primarily for heterosexual adolescents.
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TABLE 2

Logistic Regression Predicting Casual Sex by Bully or Victim Status, Controlling for Age, Gender, Race/

Ethnicity, and Other Victimization Exposures

Heterosexual GLBTQ

Odds Ratio (95% CI) Odds Ratio (95% CI)

Age 1.57 (1.45–1.69) 1.71 (1.26–2.32)

Female gender 0.70 (0.56–0.85) 1.10 (0.62–1.96)

Racial/ethnic minority 1.26 (0.98–1.60) 1.25 (0.68–2.30)

Physical dating violence victimization 2.29 (1.95–2.69) 2.45 (1.22–4.95)

Child maltreatment victimization 2.18 (1.66–2.86) 1.69 (0.92–3.12)

Exposure to domestic violence 1.29 (0.69–2.41) 0.62 (0.14–2.86)

Sexual abuse victimization 2.15 (1.53–3.00) 1.67 (0.87–3.20)

Bully group 3.44 (2.92–4.06) 2.04 (0.81–5.13)

Victim group 0.79 (0.56–1.10) 1.40 (0.86–2.28)

Bully-victim group 2.19 (1.58–3.04) 2.15 (1.22–3.78)

CI, confidence interval.
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TABLE 3

Logistic Regression Predicting Sex Under the Influence of Alcohol or Drugs by Bully or Victim Status, 

Controlling for Age, Gender, Race/Ethnicity, and Other Victimization Exposures

Heterosexual GLBTQ

Odds Ratio (95% CI) Odds Ratio (95% CI)

Age 2.02 (1.83–2.22) 1.93 (1.35–2.74)

Female gender 1.18 (1.04–133) 1.54 (0.96–2.48)

Racial/ethnic minority 0.93 (0.77–1.13) 0.38 (0.17–0.83)

Physical dating violence victimization 3.77 (2.93–4.87)  7.57 (4.64–12.37)

Child maltreatment victimization 2.11 (1.63–2.75) 1.92 (1.11–3.33)

Exposure to domestic violence 1.23 (0.74–2.06) 0.23 (0.06–0.85)

Sexual abuse victimization 2.07 (1.45–2.97) 2.85 (1.34–6.05)

Bully group 3.72 (3.00–4.60) 1.43 (0.45–4.56)

Victim group 0.73 (0.54–1.00) 0.79 (0.43–1.48)

Bully-victim group 1.93 (1.40–2.67) 0.61 (0.27–1.40)

CI, confidence interval.
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