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Bullying and health-related quality of life 
in children and adolescent Mexican students

“Bullying” e qualidade de vida relacionada com a saúde 
de crianças e adolescentes escolares mexicanos

Resumo  Pesquisas prévias informaram que ser 
vítima de “bullying” se associa à menor Quali-
dade de Vida Relacionada com a Saúde (QVRS); 
mas nenhuma foi realizada em estudantes Mexi-
canos apesar dos altos índices de “bullying” mos-
trados para o México nos rankings internacionais. 
O objetivo deste estudo foi analisar a associação 
entre ser vítima de “bullying” e QVRS. Este estudo 
transversal e de correlação incluiu 2225 crianças 
e adolescentes de 22 escolas de nível básico, médio 
básico e médio superior. A QVRS foi avaliada com 
o questionário KIDSCREEN-10 e o “bullying” 
com a dimensão de aceitação social do KIDSCRE-
EN-52. Analisaram-se as associações bivariadas, 
verificou-se confusão e interação, e utilizou-se 
regressão logística multivariável. A prevalência 
de vítimas de “bullying” foi de 17.3%. Ser vítima 
de “bullying” obteve um risco de mais do dobro 
de QVRS inferior que não ser vítima, depois de 
ajustar pela percepção de saúde, gênero e idade, 
OR 2.3 (1.7-3.1). No mesmo sentido que o referi-
do pelo Modelo de Wilson e Cleary, em estudantes 
mexicanos com características individuais como 
ser vítima de “bullying”, associam-se à QVRS, 
descoberta similar ao encontrado na literatura 
existente o que implica que o “bullying” é um fe-
nômeno global que se reflete em diferentes aspectos 
da vida em crianças e adolescentes vitimizados.
Palavras-chave  “Bullying”, Criança, Adolescente, 
Qualidade de vida, Violência

Abstract  Previous studies have reported a rela-
tionship between being a victim of bullying, but 
no studies have been carried out with Mexican 
students; notwithstanding the high scores of bul-
lying in Mexico in international rankings. The 
objective of this study was to analyze the associa-
tion between being a victim of bullying and lower 
HRQoL among schoolchildren and adolescents 
in Mexico. This cross-sectional and correlational 
study involved 2225 students from 22 elemen-
tary, middle and high schools. HRQoL was asses-
sed with the KIDSCREEN-10 questionnaire and 
bullying with the social adaptation dimension 
of KIDSCREEN-52. Bivariate associations were 
evaluated, and a multivariate logistic regression  
was utilized. The prevalence of victims of bullying 
was 17.3%. Being a victim of bullying was double 
the risk of having a lower HRQoL than not being 
a victim after adjusting for health perception, 
gender and age, OR 2.3 (1.7-3.1). As the Wilson 
and Cleary Model of Quality of Life explains, in-
dividual characteristics, such as, being a victim of 
bullying are associated with quality of life. Simi-
lar findings in the existing literature imply that 
bullying is a global phenomenon that impacts  the 
victimized child or adolescent’s life in different 
ways.
Key words  Bullying, Child, Adolescent, Quality 
of life, Violence
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Introduction

Bullying is a distinct type of aggressive con-
duct that seeks to cause damage or discomfort 
to another person and is characterized by being 
intentional, repetitive, and in which there is an 
imbalance of power1. In Mexico bullying is a ma-
jor public health problem. According to the Or-
ganization for Economic Cooperation and De-
velopment (OECD), in 2013, in primary schools 
in Mexico verbal abuse was present in 8.3% and 
physical abuse in 5.7% of schools. At the middle 
school level verbal abuse was present in 29.5% 
and physical in 10.8% of schools. At the high 
school level verbal abuse was present in 5.8% 
and physical abuse in 1.4% of schools. It is note-
worthy that comparing abuse in middle and high 
schools across all countries in the study, Mexico 
is ranked first in physical and second in verbal 
abuse2,3. Among European and North-American 
countries, bullying has been observed in male ad-
olescents more than in female adolescents, and as 
age increases, physical aggression shifts to verbal 
harassment4. 

Bullying has negative social and psychologi-
cal consequences for children and adolescents5-10 
and is a risk factor for health related quality of 
life (HRQoL) which refers to the “physical and 
mental health perceived individually or in groups 
over time”11. The relationship between bullying 
and perceived lower HRQoL was first studied 
in Australian students, who had been victims of 
bullying, perceived a lower HRQoL12. In a later 
study of 11 European countries13 being a vic-
tim of bullying was associated with sadness and 
emotional instability measured by KIDSCREEN 
52. It has also been observed that the support of 
peers and teachers influences the relationship be-
tween being a victim of bullying and satisfaction 
in life14. In Sweden15 victims of bullying reported 
lower energy and vitality, limitations in physical 
activities and scored lower in psychological well-
being compared to those that had not been bul-
lied. This Swedish study also found the number 
of affected HRQoL domains was greater among 
those who were harassed and in those of greater 
age. Lastly, in Norway16, it was found that bully-
ing explained 2.6% of the HRQoL measured with 
KIDSCREEN-10.

Another variable associated with HRQoL is 
self-perception of health17; with perception of 
health worsening in  children 12 years and old-
er18. Also having a disability was associated with 
a lower score in the physical domain of quality of 
life19 which worsens with age20. In clinical pop-

ulations, body image has been associated with 
HRQoL in women21 and men22. In school-aged 
populations body image, a variable related with 
self-perception, along with bullying, have been 
associated with lower HRQoL scores16. Females 
perceive a lower HRQoL to males in the dimen-
sions of physical and emotional well-being and 
in their relationship with their parents18. In gen-
eral, it has been observed that quality of life is 
lower at lower socioeconomic levels23.

The purpose of our study was to analyze the 
association between being a victim of bullying 
and lower HRQoL in school age Mexican chil-
dren and adolescents. This study considered the 
effects that bullying could have on HRQoL, in-
dependent from other factors, such as perceived 
heath, self-perception, disability, gender, age and 
socio-economic level.

Methods

An observational, cross-sectional study was car-
ried out with students from elementary, middle 
and high schools in mid-sized cities (50000 to 1 
million inhabitants approx.), small cities (15000 
up to 50000) and mixed and rural localities (less 
than 15,000) from the south-central region of the 
state of Jalisco, Mexico, during years 2011 and 
2012. 

A non-probabilistic convenience sample was 
administered to employ an on-line questionnaire. 
Participating schools were required to have com-
puter equipment and Internet connection. It was 
necessary to have support from the administrative 
authorities at these schools to distribute informed 
consent to parents. Students who were present the 
day of the administration of the questionnaire 
were those who participated in the study. 

Participants

The sampling frame was comprised of stu-
dents between 8 and 18 years of age attending 
fifth or sixth grade from five elementary schools 
and any grade from seven middle schools and ten 
high schools. An online, self-administered ques-
tionnaire was completed by all the students who 
were present on the day of the survey adminis-
tration with parental consent (2735). Data from 
students who failed to answer all the questions 
about HRQoL or bullying (261) or any co-vari-
ables (249) were not included in the analysis, 
which respectively represents 9.5% and 9.1% of 
the total evaluated students. From 7413 matricu-
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lated students, a total of 2225 student question-
naires (30%) were evaluated in the study.

Instruments

Aside from sociodemographic information, 
the KIDSCREEN-52 item version instrument 
was used24 adapted for use in different coun-
tries25. The Mexican version was adapted by The 
KIDSCREEN Group in May of 2011 and its psy-
chometric properties verified26. From this instru-
ment, the ten item KIDSCREEN-1027,28 was de-
veloped, and its’ reliability and validity29 has been 
established, as well as the bullying and self-per-
ception domains from the 52 item version, plus, 
the information on perceived health and disabil-
ity that the instrument collects.

Victims of bullying

The KIDSCREEN social acceptance domain 
was used as the outcome variable27,28. This scale 
considers bullying behavior as when other stu-
dent or group of students say or do nasty and un-
pleasant things to each other and this behavior is 
repeated25. This scale was utilized in two previous 
studies13,30.

The social acceptance domain includes three 
items: 1) Have you been afraid of other children? 
2) Have other children made fun of you? 3) Have 
other children threatened or mistreated you?

The response options are on a 5 point Likert-
type scale (never, hardly ever, sometimes, almost 
always, always). The three items are summed and 
weighed according to international data. The re-
call period was one week. European studies have 
reported that the scale has adequate validity and 
internal consistency31-33. In this study, the scale 
had a Cronbach’s α of .71 already stated above.

To facilitate interpretation of the scores, the 
KIDSCREEN around ‘social acceptance’ domain 
but not earlier suggest be consistent was trans-
formed to T-scores with a scale mean of 50 and a 
standard deviation (SD) of 10. When scaling, the 
student’s score (range: 1-5) was subtracted from 
the average of the European international group 
and divided by the SD. For example:{([individ-
ual score on bullying – average of the reference 
group on bullying] /SD of the reference group) x 
10 + 50}24. Low scores indicate a greater percep-
tion of being a victim of bullying. A categorical 
variable was created and dichotomized using the 
SD as a cut-off point according to suggestions 
from previous studies13 and “ victim of bullying” 
was coded as: no = 0 and yes = 1.

Health-related Quality of Life

The validated KIDSCREEN-10 instrument 
was used to evaluate the HRQoL29. For this study, 
Cronbach’s α was .82, above the standard of .70 
for groups34. The instrument included ten items: 
1) Have you felt well and in shape? 2) Have you felt 
full of energy 3) Have you felt sad? 4) Have you felt 
alone? 5) Have you had enough time for yourself? 
6) Have you been able to do the things that you 
wanted in your free time? 7) Have your parents 
treated you fairly? 8) Have you had fun with your 
friends? 9) Have you done well in school? 10) Have 
you been able to pay attention in class?

The instrument uses a 5-point Likert-type 
scale with response options from never to always. 
The recall period is the past week. The HRQoL 
variable was dichotomized using the first decile 
as the cut-off point as in previous reports29. For 
purposes of data interpretation, the HRQL vari-
able was coded as: better HRQoL= 0 and lower 
HRQoL = 1.

Perceived health. Perceived health was 
measured using the question from the KID-
SCREEN-52 questionnaire27,28: In general, how 
would you say your health is? This question has 
been used to measure health in previous stud-
ies18. The response options were on a 5-point 
Likert-type scale (from excellent to poor) and 
was coded as good/very good/excellent = 0 and 
poor/fair = 1.

Disability. Disability was evaluated with the 
question from the KIDSCREEN-52 question-
naire27,28 Do you have a chronic disability, illness 
or medical situation? The 5-point Likert scale was 
coded as: no = 0, yes = 1. 

Self-perception. The self-perception domain 
from the KIDSCREEN-52 questionnaire27,28 ex-
amines self-perception and includes whether 
bodily appearance is seen positive or negatively. 
The body image domain explores how sure and 
satisfied one feels with oneself and self-appear-
ance25. It includes five items: 1) Have you been 
happy with your way you are? 2) Have you been 
happy with your clothes? 3) Have you been worried 
about the way you look? 4) Have you felt jealous of 
the way other girls and boys look? 5) Would you like 
to change something about your body?

The answer options are on a 5 point Likert-
type Scale (from never to always). A higher score 
indicates a better self-perception. A Cronbach’s α 
of .70 for the scale was calculated in this study. 
The variable self-perception was dichotomized 
using 1 SD below the median as the cut-off, 
applying a stricter cut-off than the standard of 
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one-half deviation suggested24. The variable was 
coded as high = 0 and low =, 1. The self-percep-
tion scale was used due to its similarity with body 
image used in a previous study16.

Gender was coded as male = 0, female = 1. 
Exact age was obtained and coded as: 8-11 years 
= 0 and 12-18 years = 1. 

Socioeconomic level was calculated from par-
ent’s educational level and type of work and was 
classified as low, medium and high35. The vari-
able was coded as: medium and high class = 0, 
and low = 1.

Procedure

After receiving permission from school au-
thorities, parental consent was obtained. Psy-
chology students in an advanced research course 
were trained about concepts of quality of life, 
instruments characteristics, administration pro-
cedures, and how to handle questions arising 
during administration. On the day of the survey, 
the trained students were assisted by teachers at 
each school and study participants were provid-
ed access to the computer room of their school. 
Students completed the self-administered, online 
questionnaire which required approximately 30 
minutes to complete. During the survey adminis-
tration, trained staff gave support  to participants 
as needed.

Ethics

The Project was approved by the Bioethical 
Committee from the south campus (CUSUR) of 
University of Guadalajara, and carried out ac-
cording to the principles of the Declaration of 
Helsinki on the International Ethical Standards 
for Biomedical Research on Human Beings. This 
research project was considered of “minimal 
risk” according to the General Health Law of 
Mexico. Once authorization was obtained from 
school authorities to carry out the research, writ-
ten consent was asked of parents. The students 
were informed of the project and were told that 
their participation was voluntary and that the 
data would be handled confidentially and anon-
ymously. Before beginning the questionnaire, 
informed assent was obtained from the students.

Data analysis

Descriptive statistics were carried out with 
means, standard deviations, medians, percentiles 
and percentages. To analyze the percentage differ-

ences a chi-squared test or Fisher’s exact was used. 
HRQoL did not have a normal distribution. The 
bullying variable was dichotomized using one 
standard deviation as coded in accordance with 
previous studies13 and coded: no = 0 and yes = 1. 

To analyze the relationship between victims 
of bullying and HRQoL both a simple and multi-
ple logistic regressions were used and odds ratios 
(OR) and 95% confidence intervals (CI 95%) 
were obtained. Interactions and confounding ef-
fects with the victims of bullying variable were 
verified with each of the covariates: perceived 
health, disability, negative self-perception, gen-
der, age and socioeconomic level. Multiple lo-
gistic regression models were carried out with 
the backward elimination method. Categorical 
variables were coded and entered as 1 when the 
condition was the worst and 0 if the situation 
was better. For example, the code 1 signified be-
ing a victim of bullying, having a lower HRQoL 
or having fair/poor health. Multicollinearity was 
valued with the variance of inflation factor (con-
sidering 10 acceptable) and acceptable (consider-
ing less than 0.1 as a serious problem and 0.2 as 
a potential problem). A Hosmer-Lemeshow test 
was used to evaluate goodness-of-fit. The value p 
< 0.05 was considered as statistically significant. 
The statistic software SPSS V20 (SPSS Inc., Chi-
cago, IL, USA) was used to conduct the analysis.

Results

Participants in the study were 248 children 8 to 
11 years of age (11.1%) and 1977 (88.9%) stu-
dents old 12 to 18 years. All students were from 
22 schools in the state of Jalisco, 50% were from 
mid-sized cities, 31.8% from small cities and 
18% from towns. The total number of students 
by school (S) were as follows: S1 (N = 67), S2 (N 
= 442), S3 (N = 390), S4 (N = 164), S5 (N = 282), 
S6 (N = 254), S7 (N = 177), S8 (N = 1117), S9 
(N = 1218), S10 (N = 450), S11 (N = 142), S12 
(N = 344), S13 (N = 357), S14 (N = 132), S15 
(N = 1852), S16 (N = 363), S17 (N = 766), S18 
(N = 632), S19 (N = 488), S20 (N = 410), S21 (N 
= 502), S22 (459). The student participants with 
complete data were 52.9% females and 47.1% 
males; 11.2% were between 8 and 11 years, 41.4% 
12 to 15 years, and 47.4% 16 to 18 years of age.

Seventeen percent (17.3%) of students were 
victims of bullying. The majority of students per-
ceived their health as good or very good and had a 
high score of self-perception, 7.4% reported some 
disability; with similar male and female propor-
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tions. AThe predominant age was 12 to 18 years 
and medium socioeconomic strata (Table 1). 

In the bivariate analysis (Table 1), being a vic-
tim of bullying increased the risk of having low-
er HRQoL by 2.5 times, and increased the risk 
by 4.3 times of the perception of having fair to 
poor health. In females the possibility of a lower 
HRQoL increased by 1.6 to 1.9 times in adoles-
cents ages 12 to 18. The remainder of the covari-
ates did not demonstrate statistical significance. 

In the multivariate analysis (Table 2) being a 
victim of bullying significantly increased the risk 
of having a lower HRQoL by 2.3 times, percep-
tion of having fair to poor health increased by 3.5 
times, and for females the risk was increased by 
1.5 times. The Hosmer-Lemeshow test did not 
show significant differences in the expected and 
observed values, indicating an adequate adjust-
ment in the model. 

According to the R2 values, the model ex-
plains 4% and 9% of the variance, respective-
ly, for those corresponding to Cox and Snell or 
Nagelkerke. Collinearity was not present: toler-
ance 0.98 VIF = 1.02.

Discussion

The main result of the study indicates that being 
a victim of bullying increased the possibility of 
having lower HRQoL in a model that also includ-
ed perceived health, gender and age. In Mexico 
this relationship has not been studied before and 
it is important to examine how being a victim of 
bullying is related to the general aspects of stu-
dent life.

Prevalence of bullying

The overall prevalence of victims of bullying 
was 17.3% which is lower than for Mexican stu-
dents from elementary36 and similar to middle 
schools36-38 and within range found in European 
studies (11.7% to 29.6%)13, using the KINDL-10 
instrument. 

Differences between countries in the preva-
lence of victims of bullying have also been found 
in studies. It has been argued that these differenc-
es may be attributed to cultural and social dif-
ferences and distinct implementation of policies 
and programs related to bullying prevention4.

Table 1. Simple Logistic Regression Between Being a Victim 
of Bullying, Covariates and HRQoL in Mexican Children 
and Adolescents (N = 2225).

Predictor variables
HRQoL 

N (%) OR
crude

95% CI

Victim of bullying

No 1840 (82.7) 1

Yes 385 (17.3) 2.54 1.85-3.50***

Perceived health

Good/very good/
excellent 

1970 (88.5) 1

Poor/fair 255 (11.5) 4.32 3.09-6.04***

Disability

No 2060 (92.6) 1

Yes 165 (7.4) 1.29 0.77-2.14

Self-perception

High 1821 (73.6) 1

Low 653 (26.4) 0.86 0.62-1.21

Gender

Male 1047 (47.1) 1

Female 1178 (52.9) 1.62 1.20-2.19**

Age

8-11 years 248 (11.1) 1

12-18 years 1977 (88.9) 1.87 1.07-3.27*

Socioeconomic level

High and medium 1984 (89.2) 1

Low 241(10.8) 1.49 0.97-2.29
OR, odds ratio; CI, confidence interval. HRQoL: Health-Related 
Quality of life, – cutoff point corresponds to the first decile               
(0 = higher HRQoL: T score ≥ 36.5, 1 = lower HRQoL: score                   
T < 36.5). * p < 0.05, ** p < 0.01 y *** p < 0.001.

Relation between being a victim 
of bullying and HRQoL

Adolescents that experience bullying scored 
lower in HRQoL than those that did not. This 
relationship is independent from gender, age 
and perceived health effect. Previous studies have 
found this association12-16. The use of different 
instruments and methods of analysis complicate 
comparisons between studies. Nevertheless, it is 
worth noting that, in various studies12,14,15 lower 
scores from different domains of quality of life 
are associated with being a victim of bullying, 
and, with the KIDSCREEN-52 instrument, the 
“moods and emotions” domain appears most 
frequently in logistic regression models (7 of 11 
countries).

The study findings contribute to the body of 
evidence that bullying is a risk factor of HRQoL 
and reinforces previous findings of the presence 
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of negative symptomatology in victims of bully-
ing6. 

Some theoretical models of HRQoL and life 
satisfaction may help explain these results. The 
Wilson and Cleary model39 states that the char-
acteristics of the individual influence the general 
perception of health and quality of life. In our 
results, being a victim of bullying and gender, 
as well as a lower perception of health, influence 
quality of life. Contrastingly, following Ferrans et 
al.40, individual factors exist that affect the quality 
of life; like biological, environmental, and social 
characteristics, such as socioeconomic levels. It is 
worth noting that disability, an individual char-
acteristic related to a person’s functional state de-
scribed in Ferrans et al. model40, did not play a 
role in the multiple regression models examined 
in this study. This finding could be explained by 
the variability in the types of disability reported 
by students, the attention they were receiving 
for their disability at the time they answered the 
questionnaire or the opportunities to help miti-
gate their limitations offered by the school. Addi-
tionally, we expected self-perception to be part of 

the HRQoL model, considering a previous study 
on body image16; however, this was not the case. 
Another surprising finding was that socioeco-
nomic level was not part of the HRQoL model. 
Type of occupation, level of education and in-
come have previously been shown to be predic-
tors of HRQoL, and income has been identified 
as the strongest predictor of the HRQoL23. The 
socioeconomic-level measure that we used was 
developed to include occupation and level of ed-
ucation, and therefore, an income variable was 
not incorporated in the model. In the study men-
tioned, there were differences in quality of life 
depending on the age of the child, whereby, for 
example, the level of education of the parents im-
pact has more of an impact on children HRQoL 
compared to adolescents.

It is possible that low HRQoL is a contribut-
ing risk factor for bullying, as a reflection of ex-
posure to frustrations and unpleasant situations 
as explained by theories of aggression and frus-
tration-aggression41. This explanation, though, 
may be more linked to the harasser than the vic-
tim to whom our study was directed.

Previous research has found that bullying has 
a negative impact on individuals and in this study 
evidence found a similar impact on HRQoL in 
Mexican students. Considering the life course 
model42 it is possible that in bullying victims, the 
lack of social abilities, or having a weak family 
or negative peers networks, or a lack of personal 
resources or having experienced influencing life 
events, like the act of being intimidated or ha-
rassed, can have an impact on hedonistic expe-
riences, and can lead to unhappiness in children 
and adolescents. 

Our findings are similar to a recent study on 
bullying influences in adolescents aged 15-17 
years, using a qualify of life utility measure, where 
scores were significantly lower in victims of bul-
lying43. Another recent study found that school 
violence negatively affects HRQoL, but bullying 
was the variable least predictive to HRQoL44. Al-
though these studies reported similar findings, 
the differences in instruments and analyses need 
to be considered. 

Limitations

Since the study is cross-sectional, causal rela-
tions cannot be determined. The analytic sample 
included only those students who completed the 
questionnaire; students who did not answer the 
complete questionnaire or students who were not 
present on the day of the survey were excluded.

Table 2. Multiple Logistic Regression Model 
Between Being a Victim of Bullying and HRQoL 
in Mexican Children and Adolescents Adjusted for 
Covariates (n = 2225).

Predictor variables OR
adjusted

 95% CI

Victim of bullying

No 1

Yes 2.34 1.66-3.07***

Perceived health

Good/very good/
excellent 

1

Poor/regular 3.46 2.42-4.96***

Gender

Male 1

Female 1.5 1.08-2.08*

Age

8-11 years 1

12-18 years 1.78 0.99-3.23

Hosmer-Lemeshow 
goodness-of-fit, X2

 4.31

P value 0.37

Cox & Snell R2
CS

 0.04

Nagelkerke R2
N

 0.09
OR, odds ratio; CI, confidence interval. HRQoL: Health-
Related Quality of life, - cut off point corresponds to the 
first decile (0 = higher HRQoL: T score ≥ 36.5, 1 = lower 
HRQoL: T scores < 36.5). * p < 0.05, *** p < 0.001.
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No information is available on the children 
and adolescents that did not participate in the 
study.

Even though this study included a wide diver-
sity of students by age, gender and school type, 
since it uses a convenience sample, the results of 
the study are not representative of students in the 
base population. 

The administration of the questionnaire re-
quired computers and Internet connection, and 
several schools which did not have such equip-
ment could not participate in the study. There-
fore, schools with fewer resources may not be 
reflected in these results. In addition, students 
who, due to a lower socioeconomic level, may 
not have had computer skills necessary to answer 
the questionnaire or understand how to answer 
the questionnaire may have chosen not to par-
ticipate.

Students may have tended to answer in a 
favorable way, creating social desirability bias. 
Nevertheless, the use of self-report surveys is 
common, necessary and efficient when collecting 
data from a large sample. Although the study of 
bullying has been going on for decades, the des-
ignation as to who is a victim of bullying depends 
on the instrument used, recall period and the 
definition of bullying1.

Conclusions

The contributions of this study to the literature is 
to report for the first time the association between 
victims of bullying and HRQoL in a Mexican 
population of schoolchildren and adolescents. 
Also, this study used a cross-culturally adapted 
instrument which allows for direct comparison 
of cultural differences in HRQoL and bullying. 

Future studies should focus on longitudi-
nal study design to understand temporal asso-
ciations between HRQoL and bullying. For the 
school community, student HRQoL could pos-
sibly serve as an indicator of bullying problems 
since low student quality of life may contribute 
to worsening conditions in which aggression is 
fostered.

Similarly, adolescents who are bullied, may be 
more sensitive to peer behavior or have mental 
health problems and are more likely to be victims 
of bullying43. An approach strategy might be to 
focus on adolescents who have these character-
istics. Nevertheless, addressing multiple factors 
such as the student’s relationship with the teach-
er, school policies, and neighborhoods may have 
more impact on adolescent quality of life44. An-
other important factor to highlight could be the 
important role of school Principals in the direct-
ing the social norms at a school3. At a policy level, 
it is important that Mexican Ministries of Educa-
tion and Health work together on strategies and 
legislation to prevent bullying. There is a need to 
focus on the victims of bullying. Not only is there 
a need to focus on bullying victims, but also on 
enhancing students’ lives to diminish the effects 
of bullying.
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