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Abstract

Background: Bullying among students is a problem with severe and unpleasant consequences for victims.
Objectives: This research studied the effectiveness of cognitive-behavioral group therapy on coping strategies and in reducing anx-
iety, depression, and physical complaints in student victims.
Patients and Methods: This quasi-experimental study was conducted with a pretest-posttest control group. Data was collected
using the Olweus Bully/Victim Questionnaire, Achenbach’s Youth Self-Report (YSR), and Billings and Mouse’s Coping Strategies Scale.
In total, 30 participants who achieved high scores on these questionnaires were randomly assigned to the experimental group or to
the control group. The subjects of the experimental group were treated with cognitive-behavioral group therapy over 12 sessions of
90 minutes each. The subjects of the control group received no intervention. At the end of the cognitive-behavioral group therapy
sessions, a posttest was implemented for both groups. Multivariate analysis of covariance was used to analyze the collected data.
Results: The results showed that cognitive-behavioral group therapy reduced anxiety, depression, and physical complaints. In ad-
dition, it reduced emotion-focused coping strategies and increased problem-focused coping strategies in the experimental group
(P < 0.001).
Conclusions: Cognitive-behavioral group therapy along with the use of coping strategies can reduce anxiety, depression, and phys-
ical complaints in student victims of bullying.
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1. Background

School is a compulsory environment that affects the so-
cial development of adolescents, so it is important that the
social connections occurring at school are rich and satis-
fying for students. However, some relationships between
peers at school are abusive, which can negatively impact
the lives of students (1). Bullying is the most common form
of violence occurring at school (2).

Bullying is defined as repetitive aggressive behavior
that causes damage to another person. Bullies and their
victims exist in an unequal power relationship (3). Bully-
ing can be direct or indirect. There are three types of direct
bullying: physical (e.g, fighting, pushing, kicking, pulling
hair, etc.), verbal (e.g., name calling, laughing, mocking,
etc.), and intentional negative behavior. Indirect or re-
lational bullying includes social isolation, exclusion (e.g,

preventing access, holding out, avoiding, etc.), and spread-
ing rumors about another student (4, 5).

Bullying is an unpleasant act with harmful and lifelong
effects (6). Concerns about bullying are increasing in part
because of the prevalence of the suicides of adolescent vic-
tims who were repeatedly harassed by their peers (7). In
a study of 79 countries conducted between 2003 and 2011,
the prevalence of bullying of students aged between 11 and
16 years was reported to be nearly 30% (8). The results of
a study by Lotfi et al. (2014) on 591 students in Yazd aged
between 10 and 14 years showed a 38% prevalence of bul-
lying, where 6/22 students were bullied and 7/15 students
were bullies (9).

A bullied student can experience a variety of psycho-
logical problems, such as insecurity, academic failure, iso-
lation, absence from school, and even drop out. Bullying
also has unpleasant effects on the bullied student’s phys-
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ical and mental health, which can be put at serious risk
(10, 11). Bullied students can experience victimization and
show symptoms of borderline personality disorder (12). In
addition, although little research has been done on the
physical complaints of victims of bullying, it has been
shown that head, arm, leg, knee, back, and abdominal pain
are more prevalent in victims of bullying (13). Many fac-
tors play role in effectively reducing the severity of con-
sequences resulting from bullying and in increasing vic-
tims’ psychological well-being, including a victim’s behav-
iors and coping strategies (14).

Victims of bullying often use emotion-focused coping
strategies and avoidance to manage bullying, which are
associated with depression, psychological problems, self-
esteem issues, mental health concerns, low social support,
and stress, causing the cycle of victimization to continue.
Such strategies are generally considered incompatible (15).
In addition, poor cognitive strategies such as ruminating
and catastrophizing are related with increased depression
levels. However, cognitive re-evaluation is associated with
decreasing victims’ depression levels (16).

Cognitive-behavioral therapy is one of the interven-
tions used for decreasing emotional problems in adoles-
cents. The fundamental principle of cognitive-behavioral
therapy is that individual cognitive processes, such as per-
ception, concepts, judgments, and assessments, play a
main role in the growth and survival of the emotional and
behavioral responses of a person. Studies in this area (17,
18) have shown that cognitive–behavioral therapy is useful
for internalizing symptoms in adolescents and children
with anxiety disorders, depression, disruptive behavior
patterns at school, antisocial and aggressive behavior pat-
terns, sexual abuse histories, victimization risks, or deficits
in cognitive or social skills.

2. Objectives

This study aimed to investigate the effectiveness of
cognitive-behavioral group therapy on improving coping
strategies and in reducing the symptoms of anxiety and de-
pression as well as reducing physical complaints in victims
of bullying.

3. Patients and Methods

The current interventional study included a pretest
and a posttest with a control group. The statistical popula-
tion of the study consisted of all male students in the city of
Zahedan studying in the 2014 - 2015 academic year. Samples
were selected in two stages; the first was carried out to se-
lect people who were victims of bullying. At this stage, 400

people were selected through cluster sampling and were
administered a questionnaire about bullying. The second
stage of sampling focused on selecting a sample of people
with high scores on a scale of bullying. Of the victims deter-
mined in the first phase of sampling, 30 people were ran-
domly selected based on a cut-off point. Then, the partici-
pants were randomly assigned to the experimental group
(n = 15) or to the control group (n = 15).

3.1. Olweus Bully/Victim Questionnaire

The Olweus bully/victim questionnaire has 26 items
that measure the victimization of students experiencing
bullying behaviors in three areas: verbal, physical, and
emotional. Each item uses a six-degree Likert scale, where
never = 0, once or twice = 1, a few times a month = 2, every
week = 3, two or three times a week = 4, and almost every
day = 5. Thus, the highest total score is 130. Since 5/49 is the
average score, any higher score is considered to determine
a victim of bullying.

The validation of the scale was conducted by Razieh
Moradi et al. (2010). The construct validity of the question-
naire, which is determined by measuring the internal con-
sistency of the micro-scale, was found to be between 0.75
and 0.93. The reliability is as follows: 0.98 for the total test,
0.99 for the verbal behavior section, 0.98 for the physical
behavior section, and 0.98 for the emotional behavior sec-
tion (19).

3.2. Youth Self-Report (YSR)

Another instrument used in this study was the YSR,
which is used for people aged between 11 and 18 years
and is based on the ASEBA (20). Three subscales for anxi-
ety/depression, withdrawal/depression, and physical com-
plaints were used from the YSR questionnaire to comprise
the internalizing symptoms dimension. Participants are
able to give a score of zero for any item that is not true, 1 for
any item that is somewhat or sometimes true, and 2 for any
item that is mostly or completely true. This questionnaire
was normalized by Asghar Minaee (2006), and the Cron-
bach’s alpha coefficient for the YSR is between 0.74 and 0.88
(21).

3.3. Billings andMouse’s Coping Strategies Scale

The scale introduced by Billings and Mouse (1984) was
used to measure the coping strategies of the participants.
This scale has 32 questions and measures 5 areas of coping
strategies: emotion-focused coping, problem-focused cop-
ing, coping based on the evaluation of the situation, cop-
ing based on achieving social support, and coping based
on physical inhibition or on the somatization of problems.
Scoring has 4 levels, from zero (never) to three (always).
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The retest reliability coefficient is reported to be between
0.79 and 0.90 for the subscale of problem solving, 0.65 for
the subscale of coping based on emotional inhibition, 0.68
for the subscale of coping based on cognitive assessment,
0.90 for the subscale of coping based on the somatization
of problems, and 0.90 for the subscale of coping based on
achieving social support. The internal consistency valid-
ity of the questionnaire is reported to be between 0.41 and
0.66 (22).

3.4. Method

After visiting the department of education in the city
of Zahedan and obtaining the necessary licenses, the first
stage of sampling was conducted. Then, the victim of bul-
lying questionnaire was conducted on 400 students in the
first stage. Between the 400 students included in first stage
of sampling and in considering the 49.5 cut-off point of
the victims of bullying questionnaire, 50 students in to-
tal were diagnosed as victims of bullying. Taking into ac-
count the inclusion criteria (i.e., obtaining a high score on
the victims of bullying questionnaire, giving willing and
informed consent to participate in the research, and com-
pleting the satisfaction form for treatment) and the exclu-
sion criteria (having a severe physical illness that prevents
further treatment, the unwillingness to continue treat-
ment, and having certain general medical conditions), 30
students were randomly selected. Then, they were ran-
domly assigned to either the experimental group (n = 15)
or to the control group (n = 15).

A pretest was administered to both groups, and then
the YSR and the Billing and Mouse’s coping strategies scale
were given to both groups. The intervention was applied
to the experimental group, which included 12 therapy ses-
sions of 90 minutes each held at the Institute for the intel-
lectual development of children and young adults. During
this period, no intervention was implemented for the con-
trol group. After the intervention, a posttest was adminis-
tered to both groups.

The structure of the cognitive-behavioral group ther-
apy sessions was as follows (18, 23, 24). In the first session,
the pretest was administered, the members and groups
leaders were acquainted, and the treatment was standard-
ized. In the second session, the students practiced good lis-
tening and verbal skills through practice and repetition. In
the third session, the students were taught about the main
aspects of the cognitive theories of emotion, distortion,
and main logical errors, and they were trained to identify
these intellectual errors. In the fourth session, students
were trained on progressive muscle relaxation techniques
and Ellis’ ABC pattern. In the fifth session, students were
introduced to the downward arrow technique, the nature
of schemes and their relationships to automatic thoughts,

and to the ways of replacing irrational thoughts with ratio-
nal thoughts. In the sixth session, students were trained
to solve problems by distributing stress, identifying spe-
cific needs, identifying controllable and uncontrollable as-
pects, selecting targets by matching coping strategies, and
assessment in certain situations. They also reviewed the
downward arrow technique. In the seventh session, exer-
cises were performed related to demanding and providing
appropriate responses and skills related to showing posi-
tive and negative emotions. Students were also taught how
to appropriately attack shameful emotions. In the eighth
session, students were taught about softening techniques
for overwhelming stress and perceptual shifts. In the ninth
session, students were taught skills to say no to peer pres-
sure. In the tenth session, students were trained on self-
rewarding, consolidating the learned skills, and preparing
for the end of treatment. In the eleventh session, students
learned about anger, the impact of anger on behavior, and
ways to control anger. In the twelfth session, discussions
were reviewed and summarized, feedback about the meet-
ings was obtained from the students, and the posttest was
administered.

4. Results

Table 1 shows the means and standard deviations of
variables in the intervention and control groups (Table
1). Before using parametric tests of covariance analysis to
comply with its assumptions, Box’s and Levene’s tests were
conducted. Based on Box’s test, which did not find signif-
icance for any of the variables of internalizing symptoms
(BOX = 7.244; F = 1.066; P = 0.381) nor for coping strate-
gies (BOX = 0.786; F = 0.242; P = 0.867), the homogeneity
of variance-covariance matrices was properly observed. Ac-
cording to Levene’s test, which found no significance for
any of the variables, the equality of variances was observed
between the groups.

As shown in Table 2, after adjusting the pretest scores,
cognitive–behavioral therapy was found to have a signifi-
cant effect on coping strategies (F (23,3) = 11.039, P < 0.001).
In other words, the hypothesis that cognitive–behavioral
therapy improves coping strategies in student victims of
bullying was confirmed at a significant level (P < 0.001).
In addition, after adjusting the pretest scores, cognitive-
behavioral therapy was also found to have a significant ef-
fect on internalizing symptoms (F (23,3) = 12.134, P < 0.001).
In other words, the hypothesis that cognitive–behavioral
therapy reduces internalizing symptoms in student vic-
tims of bullying was confirmed at a significant level (P <
0.001), as shown in Table 2.

As shown in Table 3, after adjusting the pretest scores,
the averages of the posttest scores of problem-focused cop-
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Table 1. Means and Standard Deviations of Variables in the Intervention and Control Groups

Variable Group Number Pretest Mean Pretest Standard Deviation Posttest Mean Posttest Standard
Deviation

Anxiety/depression
Experimental 15 16.66 1.29 13.86 1.06

Control 15 17.13 1.18 16.26 1.57

Withdrawal/depression
Experimental 15 9.53 1.18 5.13 0.99

Control 15 9.46 1.12 8.73 1.16

Physical complaints
Experimental 15 11.06 1.16 8.06 0.88

Control 15 11.36 1.18 10.26 0.96

Internalizing symptoms
Experimental 15 37.26 1.90 27.06 1.23

Control 15 37.66 2.19 35.26 1.90

Problem-focused strategy
Experimental 15 17 1.25 21.20 1.08

Control 15 16.73 1.16 17.66 1.04

Emotion-focused strategy
Experimental 15 24.53 1.06 17.66 1.11

Control 15 24.60 1.24 23.06 1.16

Coping strategy
Experimental 15 41.53 1.18 38.26 1.55

Control 15 41.33 1.58 40.73 1.79

Table 2. Credit Indices of a Multivariate Covariance Analysis on Internalizing Symptoms and Coping Strategies Variables

Effect Test Value df Hypothesis df Error F P Eta-Squared

Group membership of internalizing symptoms

Bartlett’s test 0.678 3 23 12.134 P ≤ 0.001 0.678

Wilks’s lambda 0.322 3 23 12.134 P ≤ 0.001 0.678

Hotelling’s law 14.788 3 23 12.134 P ≤ 0.001 0.678

Roy’s largest root 14.788 3 23 12.134 P ≤ 0.001 0.678

Group membership of coping strategies

Bartlett’s test 0.712 3 23 11.039 P ≤ 0.001 0.712

Wilks’s lambda 0.288 3 23 11.039 P ≤ 0.001 0.712

Hotelling’s law 16.313 3 23 11.039 P ≤ 0.001 0.712

Roy’s largest root 16.313 3 23 11.039 P ≤ 0.001 0.712

ing strategies (F(1,26) = 159.169, P ≤ 0.001), the averages
of the posttest scores of the excitement-focused coping
strategies (F(1,26) = 285.476, P≤0.001 ), and the averages of
the posttest scores of coping strategies in general (F(1,26) =
26.013, P ≤ 0.001) were different between the experimen-
tal group and the control group. More specifically, cogni-
tive–behavioral therapy was found to have an effect on the
coping strategies of student victims of bullying, with 95%
confidence. According to Eta-squared measurements, cog-
nitive–behavioral therapy was found to be 50% effective. In
addition, after adjusting the pretest scores, the means of
the posttest scores of anxiety/depression (F(1,25) = 20.392,
P ≤ 0.001), withdrawal/depression (F(1,25) = 99.346, P ≤
0.001), somatization (F(1,25) = 95.540, P ≤ 0.001), and in-
ternalizing symptoms (F(1,25) = 277.325, P ≤ 0.001) were
different between the experimental group and the control
group. More specifically, cognitive-behavioral therapy was
found to be effective in reducing the internalizing symp-
toms of student victims of bullying, with 95% confidence.
According to Eta-squared measurements, cognitive–behav-
ioral therapy was found to be 81% effective (Table 3).

5. Discussion

This study aimed to investigate the effectiveness of
cognitive-behavioral group therapy on coping strategies
and in reducing internalizing symptoms (such as anxiety,
depression, and physical complaints) in student victims
of bullying. The results showed that cognitive-behavioral
group therapy improves the use of coping strategies by in-
creasing victims’ use of problem-oriented strategies and
reducing the use of emotion-focused strategies. The re-
sults of this study correspond with those of Wesner et
al. (25) and Hamdan-Mansour et al. (23), concluding
that problem-focused strategies are more effective than
emotion-focused strategies. Many factors cause the victim-
ization of students, including victims’ coping strategies.
In our study, after the intervention, the participants were
aware that their problems should not be ignored but in-
stead accepted and solved. Before the intervention, they
were unaware of the behaviors that caused their condi-
tions to continue; after the intervention, they attempted to
solve their problems and benefit from the support of teach-
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Table 3. Results of Multivariate Covariance Analysis Comparing Internalizing Symptoms and Coping Strategies Variables in the Intervention and Control Groups

Variable Component SS df MS F Sig Eta-Squared

Coping strategies

Problem-focused 83.498 1 83.498 159.169 P ≤ 0.001 0.860

Emotion-focused 218.601 1 218.601 258.476 P ≤ 0.001 0.840

Coping strategies 31.894 1 31.894 26.013 P ≤ 0.001 0.500

Internalizing
symptoms

Anxiety/depression 36.610 1 36.610 20.392 P ≤ 0.001 0.449

Withdrawal/depression 97.520 1 97.520 99.346 P ≤ 0.001 0.799

Somatization 34.296 1 34.296 95.540 P ≤ 0.001 0.793

Internalizing symptoms 474.458 1 474.458 277.325 P ≤ 0.001 0.812

ers at school.

In fact, cognitive techniques like changing catas-
trophic thoughts and dysfunctional beliefs correct dis-
torted interpretations and increase victims’ ability to deal
with stressful situations. In addition, behavioral tech-
niques like exposure and role-play change the situations
that cause a person to become and stay a victim of bullying.
The combination of these techniques facilitates the use of
problem-focused coping strategies to create positive emo-
tions in people and.

The results of this study showed that cognitive–behav-
ioral therapy is effective in reducing internalizing symp-
toms (i.e., anxiety, depression, and physical complaints)
in student victims. The results of this study correspond
with the results of Chu et al. (26), Lau et al. (27), Berry
and Hunt (24), Fox and Boulton (28), and Kashikar-Zuck et
al. (29) on the effectiveness of cognitive–behavioral ther-
apy in improving anxiety, depression, and physical com-
plaints. The experience of being a victim may equip the
student with a unique cognitive bias that prepares him
or her for failure, which is a characteristic of depression.
In addition, victims and people with symptoms of depres-
sion show biases in cognitive processing, such as the deep
encoding of negative information in the memory or the
negative interpretation of ambiguous events (30). Accord-
ing to the cognitive model of depression, the experience
of being a victim leads to the formation of assumptions
or schemas about both the victim and the school envi-
ronment. The activation of these dysfunctional assump-
tions stimulates automatic negative thoughts on the inter-
pretation of current experiences, predictions about future
events, or reminders of events in the past; these thoughts
create depressive symptoms. Cognitive-behavioral group
therapy disrupts this cycle and helps people to not only
detect dysfunctional assumptions and negative emotions
in stressful situations but also to challenge them. In ad-
dition, cognitive-behavioral group therapy can improve
symptoms of physical pain in victims of bullying by chang-
ing their pain beliefs, such as believing that pain is a dis-
ease or that pain is harmful and disabling (29).

Using emotion-focused coping strategies, avoidance,
and cognitive styles such as catastrophizing and self-
blaming is associated with increased emotional prob-
lems in victims, such as anxiety and depression. How-
ever, cognitive-behavioral group therapy can increase self-
esteem and a sense of control and can decrease internaliz-
ing symptoms in victims of bullying in educational envi-
ronments. The use of questionnaires to identify victims of
bullying, sampling the training course, the use of all male
students, and the inability to pursue the results are the lim-
itations of this study. It is recommended that future re-
search considers these limitations.

Acknowledgments

This article was written as a master’s thesis in clinical
psychology. Thus, the authors would like to thank Deputy
of research and technology, Zahedan University of Medi-
cal Sciences as well as the personnel at the department of
education in Zahedan University of Medical Sciences who
helped to conduct this research.

Footnotes

Authors’ Contribution: Moslem Rajabi was responsible
for the study concept and design, the acquisition of data,
administrative, technical, and material support, and the
critical revision of the manuscript for important intellec-
tual content. Nour-Mohammad Bakhshani was responsi-
ble for the study concept and design, study supervision,
and drafting the manuscript. Mohammad Reza Saravani
was responsible for the study concept and design and the
development of the protocol. Sajad Khanjani was responsi-
ble for the analysis and interpretation of data and the sta-
tistical analysis. Mohammad Javad Bagian was responsible
for the analysis and interpretation of data and the statisti-
cal analysis.

Financial Disclosure: No financial interests are claimed
related to the material in this manuscript.

Int J High Risk Behav Addict. 2017; 6(2):e41463. 5

http://jhrba.com/


Rajabi M et al.

References

1. Alvarez-Garcia D, Garcia T, Núñez JC. Predictors of school bullying per-
petration in adolescence: A systematic review. Aggress Violent Behav.
2015;23:126–36. doi: 10.1016/j.avb.2015.05.007.

2. Domino M. Measuring the impact of an alternative approach to
school bullying. J Sch Health. 2013;83(6):430–7. doi: 10.1111/josh.12047.
[PubMed: 23586888].

3. García AIS, Margallo EM. Bullying: What’s Going on? A Bibliographic
Review of Last Twelve Months. Procedia Soc Behav Sci. 2014;132:269–76.
doi: 10.1016/j.sbspro.2014.04.309.

4. Juvonen J, Graham S. Bullying in schools: the power of bullies
and the plight of victims. Annu Rev Psychol. 2014;65:159–85. doi:
10.1146/annurev-psych-010213-115030. [PubMed: 23937767].

5. Olweus D. School bullying: development and some important chal-
lenges. Annu Rev Clin Psychol. 2013;9:751–80. doi: 10.1146/annurev-
clinpsy-050212-185516. [PubMed: 23297789].

6. Stewart AM. An examination of bullying from the perspectives of pub-
lic and private high school children. United States: Capella University;
2012.

7. Turner MG, Exum ML, Brame R, Holt TJ. Bullying victimization and
adolescent mental health: General and typological effects across sex.
J Criminal Justice. 2013;41(1):53–9. doi: 10.1016/j.jcrimjus.2012.12.005.

8. Elgar FJ, McKinnon B, Walsh SD, Freeman J, D. Donnelly P , de
Matos MG, et al. Structural Determinants of Youth Bullying and
Fighting in 79 Countries. J Adolesc Health. 2015;57(6):643–50. doi:
10.1016/j.jadohealth.2015.08.007. [PubMed: 26476856].

9. Lotfi S, Dolatshahi B, Mohammadkhani P, Campbell MA, Rezaei Doga-
heh E. Prevalence of bullying and its relationship with trauma symp-
toms in young Iranian students. Prac ClinPsychol. 2014;2(4):271–6.

10. Smith PK. Bullying: Recent Developments. Child Adolesc Ment Health.
2004;9(3):98–103. doi: 10.1111/j.1475-3588.2004.00089.x.

11. Sharp S. The Role of Peers in Tackling Bullying in Schools. Educ Psychol
Prac. 2007;11(4):17–22. doi: 10.1080/0266736960110404.

12. Wolke D, Schreier A, Zanarini MC, Winsper C. Bullied by peers in
childhood and borderline personality symptoms at 11 years of age:
a prospective study. J Child Psychol Psychiatry. 2012;53(8):846–55. doi:
10.1111/j.1469-7610.2012.02542.x. [PubMed: 22380520].

13. Hansen TB, Steenberg LM, Palic S, Elklit A. A review of psychological
factors related to bullying victimization in schools.Aggress Violent Be-
hav. 2012;17(4):383–7. doi: 10.1016/j.avb.2012.03.008.

14. Viala ES. The fighter, the punk and the clown: How to overcome the
position of victim of bullying?. Childhood. 2014:0907568214521845.

15. Undheim AM, Wallander J, Sund AM. Coping Strategies and Associa-
tions With Depression Among 12- to 15-Year-Old Norwegian Adoles-
cents Involved in Bullying. J Nerv Ment Dis. 2016;204(4):274–9. doi:
10.1097/NMD.0000000000000474. [PubMed: 26828912].

16. Garnefski N, Kraaij V. Bully victimization and emotional problems
in adolescents:moderation by specific cognitive coping strategies?.
J Adolesc. 2014;37(7):1153–60. doi: 10.1016/j.adolescence.2014.07.005.
[PubMed: 25156292].

17. Hofmann SG, Asnaani A, Vonk IJ, Sawyer AT, Fang A. The Efficacy
of Cognitive Behavioral Therapy: A Review of Meta-analyses. Cognit
Ther Res. 2012;36(5):427–40. doi: 10.1007/s10608-012-9476-1. [PubMed:
23459093].

18. Kõiv K. Social Skills Training as a Mean of Improving Intervention
for Bullies and Victims. Procedia Soc Behav Sci. 2012;45:239–46. doi:
10.1016/j.sbspro.2012.06.560.

19. Razimoradi MEA, Naeimabadi A. Effectiveness of group counseling
based on Glasser’s Choice Theory victim of bullying to enhance
students deal with bullying behavior [in Persian]. J Psychol studies
Alzahra. 2010;6(4):34.

20. Achenbach TM. Manual for the youth self-report and 1991 profile. US:
University of Vermont Burlington, Department of Psychiatry; 1991.

21. Mynayy A. Adaptation and standardization of the Child Behavior
Checklist Achenbach Inventory Self and Teacher Report Form, Re-
search on Exceptional Children [ in Persian]. 2006 ;196(1):529–58.

22. Znvzyan S, Gharaie B, Yzdandoust R. The effectiveness of the cop-
ing strategies of problem solving in students. J Psychol Univ Tabriz.
2010;5:20.

23. Hamdan-Mansour AM, Puskar K, Bandak AG. Effectiveness
of cognitive-behavioral therapy on depressive symptomatol-
ogy, stress and coping strategies among Jordanian univer-
sity students. Issues Ment Health Nurs. 2009;30(3):188–96. doi:
10.1080/01612840802694577. [PubMed: 19291496].

24. Berry K, Hunt CJ. Evaluation of an intervention program for anx-
ious adolescent boys who are bullied at school. J Adolesc Health.
2009;45(4):376–82. doi: 10.1016/j.jadohealth.2009.04.023. [PubMed:
19766942].

25. Wesner AC, Gomes JB, Detzel T, Blaya C, Manfro GG, Heldt E. Ef-
fect of cognitive-behavioral group therapy for panic disorder in
changing coping strategies. Compr Psychiatry. 2014;55(1):87–92. doi:
10.1016/j.comppsych.2013.06.008. [PubMed: 23958283].

26. Chu BC, Hoffman L, Johns A, Reyes-Portillo J, Hansford A. Transdiag-
nostic behavior therapy for bullying-related anxiety and depression:
Initial development and pilot study. depression. 2014;1077:7229.

27. Lau WY, Chan CK, Li JC, Au TK. Effectiveness of group cognitive-
behavioral treatment for childhood anxiety in community clinics.
Behav Res Ther. 2010;48(11):1067–77. doi: 10.1016/j.brat.2010.07.007.
[PubMed: 20696421].

28. Fox C, Boulton M. Evaluating the effectiveness of a social skills
training (SST) programme for victims of bullying. Educational Res.
2003;45(3):231–47. doi: 10.1080/0013188032000137238.

29. Kashikar-Zuck S, Sil S, Lynch-Jordan AM, Ting TV, Peugh J, Schik-
ler KN, et al. Changes in pain coping, catastrophizing, and cop-
ing efficacy after cognitive-behavioral therapy in children and ado-
lescents with juvenile fibromyalgia. J Pain. 2013;14(5):492–501. doi:
10.1016/j.jpain.2012.12.019. [PubMed: 23541069].

30. Zwierzynska K, Wolke D, Lereya TS. Peer victimization in child-
hood and internalizing problems in adolescence: a prospective
longitudinal study. J Abnorm Child Psychol. 2013;41(2):309–23. doi:
10.1007/s10802-012-9678-8. [PubMed: 22956274].

6 Int J High Risk Behav Addict. 2017; 6(2):e41463.

http://dx.doi.org/10.1016/j.avb.2015.05.007
http://dx.doi.org/10.1111/josh.12047
http://www.ncbi.nlm.nih.gov/pubmed/23586888
http://dx.doi.org/10.1016/j.sbspro.2014.04.309
http://dx.doi.org/10.1146/annurev-psych-010213-115030
http://www.ncbi.nlm.nih.gov/pubmed/23937767
http://dx.doi.org/10.1146/annurev-clinpsy-050212-185516
http://dx.doi.org/10.1146/annurev-clinpsy-050212-185516
http://www.ncbi.nlm.nih.gov/pubmed/23297789
http://dx.doi.org/10.1016/j.jcrimjus.2012.12.005
http://dx.doi.org/10.1016/j.jadohealth.2015.08.007
http://www.ncbi.nlm.nih.gov/pubmed/26476856
http://dx.doi.org/10.1111/j.1475-3588.2004.00089.x
http://dx.doi.org/10.1080/0266736960110404
http://dx.doi.org/10.1111/j.1469-7610.2012.02542.x
http://www.ncbi.nlm.nih.gov/pubmed/22380520
http://dx.doi.org/10.1016/j.avb.2012.03.008
http://dx.doi.org/10.1097/NMD.0000000000000474
http://www.ncbi.nlm.nih.gov/pubmed/26828912
http://dx.doi.org/10.1016/j.adolescence.2014.07.005
http://www.ncbi.nlm.nih.gov/pubmed/25156292
http://dx.doi.org/10.1007/s10608-012-9476-1
http://www.ncbi.nlm.nih.gov/pubmed/23459093
http://dx.doi.org/10.1016/j.sbspro.2012.06.560
http://dx.doi.org/10.1080/01612840802694577
http://www.ncbi.nlm.nih.gov/pubmed/19291496
http://dx.doi.org/10.1016/j.jadohealth.2009.04.023
http://www.ncbi.nlm.nih.gov/pubmed/19766942
http://dx.doi.org/10.1016/j.comppsych.2013.06.008
http://www.ncbi.nlm.nih.gov/pubmed/23958283
http://dx.doi.org/10.1016/j.brat.2010.07.007
http://www.ncbi.nlm.nih.gov/pubmed/20696421
http://dx.doi.org/10.1080/0013188032000137238
http://dx.doi.org/10.1016/j.jpain.2012.12.019
http://www.ncbi.nlm.nih.gov/pubmed/23541069
http://dx.doi.org/10.1007/s10802-012-9678-8
http://www.ncbi.nlm.nih.gov/pubmed/22956274
http://jhrba.com/

	Abstract
	1. Background
	2. Objectives
	3. Patients and Methods
	3.1. Olweus Bully/Victim Questionnaire
	3.2. Youth Self-Report (YSR)
	3.3. Billings and Mouse’s Coping Strategies Scale
	3.4. Method

	4. Results
	Table 1
	Table 2
	Table 3

	5. Discussion
	Acknowledgments
	Footnotes
	Authors' Contribution
	Financial Disclosure

	References

