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Introduction
Bullying is a serious problem that affects 
youth socially, academically, physically 
and psychologically. Bullying, retaliation 
and its consequences can lead to commu-
nity conflict, short and long-term phys-
ical and mental health problems, and is 
part of a larger phenomenon of violence 
in schools and communities (1).  Bullying 
is a form of youth violence that is often 
overlooked or misunderstood.  Being bul-
lied by peers is the most frequent form 
of abuse encountered by children; much 
higher than abuse by parents or other 
adults (2). According to 2015 Youth Risk 
Behavioral Surveillance System Survey, 
nearly 20% of students reported being 
bullied on school property and over 15% 
said they were electronically bullied over 
the past 12 months (3). 

Bullying or being bullied, in or away 
from school, is consistently related to 

four violence-related behaviors: carrying 
a weapon, carrying a weapon in school, 
frequently fighting, and/or being injured 
in a fight (4). Children who bully others 
are three times more likely to have mul-
tiple criminal convictions by their early 
20’s, have higher self-reports of drug and 
alcohol use, and hold beliefs that support 
violence (5;6). Research indicates that 
childhood bullying is a risk factor for lat-
er criminal offending, and being the bully 
increases the probability of adverse out-
comes later in life (7).

 The health issues experienced by chil-
dren, whether participating, being tar-
geted or witnessing bullying behaviors, 
are significant. Headaches, stomach-
aches and sleep problems are some of the 
health problems these children may face 
(8). Anxiety, depression and other mood 
disorders are significantly associated with 
children who are bullied in school (9), 
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forms of violence other than child maltreatment (19). 
Providers have limited professional education about 
bullying, which leads to inadequate assessment and in-
tervention (19). Further, clinicians cite numerous bar-
riers as to why they often don’t offer these preventative 
services such as: lack of knowledge/confusion about 
guidelines or available tools, lack of time, belief that 
he/she can’t effectively deliver the recommended ser-
vices, belief that the delivery of services will lead to the 
desired outcome, and/or lack of motivation to change 
the practice (21). This data suggest that pediatricians 
want more training and structure when it comes to 
preventing youth violence, including bullying, but ev-
idence-based screening and intervention strategies for  
providers remain limited (22;23).  

Screening for bullying exposure is a reasonable first 
step. For example, patients who demonstrate signs 
of anxiety, depression, or social withdrawal should 
be routinely screened by clinicians to determine the 
patient’s potential involvement in bullying as these 
symptoms can be related to peer victimization (24). 
If bullying is identified as a patient concern, clinicians 
should then assess for any associated physical/psy-
chosomatic health complaints (24). In addition, when 
screening indicates, clinicians should provide patients 
with counseling using evidence-based responses, refer-
ral to  mental health professionals, provide educational 
resources, and/or  advocate for appropriate school fol-
low-up (18;25). Pediatricians can help limit the adverse 
consequences of bullying through this early detection 
coupled with effective intervention (26). 

Research Objectives
This study examines the feasibility of using an in-office 
bullying screening tool. The tool was administered to 
youth in grades 3-12 during office visits at eleven pedi-
atric practices in Pennsylvania over a 15-month period. 
The objectives were to: 

1) determine the effectiveness of a bullying prevention 
training module for providers that focused on under-
standing the issue of bullying and the health related 
consequences; 
2) help pediatric practices address bullying issues with 
their patients and families and provide appropriate 
guidance and resources; 
3) determine the feasibility of pediatric offices’ abili-
ty to use a validated screening tool to screen patients 
for exposure to bullying and related health effects; and 
4) explore the willingness of practices to continue the 
screening process after the pilot period. 

and to a lesser extent, bystanders to the bullying.  Vic-
tims and perpetrators of bullying are at increased risk 
of self-harm, self-inflicted, accidental and perpetrated 
injuries, and alcohol/drug abuse as well as attempting 
or completing of suicide (10-14). Studies indicate that 
bullied students are at least two times more likely than 
non-bullied peers to have psychosomatic problems 
(11).The consequences of bullying extend into adult-
hood with a significant association between childhood 
bullying behaviors and later psychiatric morbidity, in-
cluding chronic depression and suicide (15).  

Role of Healthcare Providers in Bullying Pre-
vention
The significant health impact of bullying on individuals 
and society mandates a multifaceted approach that be-
gins in an exam room (16). Healthcare providers play a 
critical role in bullying prevention, as many psychoso-
matic and psychosocial health problems follow an epi-
sode of bullying victimization (9). However, the effects 
of bullying are rarely obvious, and it is unlikely that a 
child will present to a physician with a chief complaint 
related to bullying (17). Providers are frequently the 
first to see the physical and/or emotional impacts of in-
terpersonal violence among youth and need to remain 
vigilant for the possibility that a child is being affected 
by bullying (18).  The potential negative health, psycho-
logical, and educational consequences of bullying expe-
riences are significant and providers need to establish 
whether bullying plays a contributing role (9).

In 2005, the AAP launched Connected Kids: Safe, 
Strong, Secure, to help pediatricians integrate violence 
prevention strategies into routine child health visits. 
Their 2009 Policy Statement: Role of the Pediatrician 
in Youth Violence Prevention encouraged pediatricians 
to address the threat of youth violence (which includes 
bullying) within four domains: clinical practice, advo-
cacy, education, and research, and to take an active role 
in its prevention (19). Yet neither has led to widespread 
changes in the exam room around the topic of bullying 
prevention. 

Even though medical professionals can bring critical 
expertise to bullying prevention, too often it is not in-
cluded in “violence against children” conversations in 
the exam room even though it is one of the most com-
mon form of violence that children can experience (20). 
Pediatricians should ask about bullying when school 
age children present with unexplained psychosomat-
ic and/or behavioral symptoms, demonstrate signs of 
depression or talk about self-harm (17). Even with the 
AAP’s clear recommendations, pediatricians still re-
ported they felt ill prepared to screen for and manage 
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health consequences of bullying (headaches, stoma-
chaches, loss of appetite and/or sleep problems) were 
experienced. For this project, the Bull-M’s 10th questi-
on was deconstructed into 4 separate health questions 
to better capture specific health outcomes. This resul-
ted in a 13-question survey which was then re-titled the 
“Bullying Experience Survey Tool” (BEST).

Study Procedures
Juvenile patients were required to sign an assent form 
granting permission to participate in the study, and 
parents/caregivers signed an informed consent indi-
cating their willingness to allow their child to partici-
pate as required by the IRB. Consent/assent could be 
withdrawn at any time. No incentives were offered for 
patients, but participating pediatric practices received 
100 children’s paperback books to distribute to any pa-
tients after the study ended.  

Patients in grades 3-12 were offered the BEST survey 
regardless of the type of visit (i.e. well-check, sick visit, 
chronic disease management), and 414 surveys were 
completed during the 15 month study period. Recepti-
onists gave patients and parents/caregivers the assent 
and consent forms at check-in to review and ask ques-
tions before the medical visit. If consent and assent 
were provided, the medical assistant gave the patient 
the survey in the exam room to complete before the pe-
diatrician entered the room. Parents/caregivers were 
instructed not to help with the survey unless their child 
had difficulty reading. The survey asked participants to 
indicate their grade level and gender. 

Using a 5-point Likert frequency scale, the survey 
asked subjects to indicate how frequently (never, rare-
ly, sometimes, often or everyday) they participated in 
bullying others or were targets of bullying themselves. 
The medical assistant scored the survey and reported 
the total score which indicated the patient’s involve-
ment in bullying to the healthcare provider. For each 
question, the score ranged from 0-4, with the highest 
possible score on the nine bullying questions being a 
36. A higher score indicated a higher level of bullying 
exposure.  Bullying prevention literature related to 
health consequences suggests low, moderate or high 
levels of exposure to bullying correlate to health con-
sequences (26). The same scoring method was used for 
the health-related questions. The health effect score 
ranged from 0-16. A higher health effect score sugge-
sted a possible health consequences secondary to bul-
lying that needed to be explored by the provider during 
the visit. 

Methods
Project Description
Prior to the project’s start, a literature review was con-
ducted and focus groups were held with three volunteer 
medical practices to learn their thoughts about why he-
althcare providers are reluctant to screen patients for 
bullying involvement during office visits.  These sites 
self-identified: 1) a lack of professional expertise and 
comfort in assessing bullying-related health issues, and 
2) the need to be able to start and manage conversa-
tions with their patients about bullying in a time-ef-
ficient, but beneficial way as barriers to more com-
prehensive bullying experience screening. Providers 
indicated a desire for a screening tool that was easy to 
administer and score, and a clearly defined procedure 
to interpret results and provide relevant, appropriate 
follow-up strategies. These issues and concerns were 
addressed in the development of the training module 
and the methodology of survey utilization.

Intervention: Providers’ Training
A 90 minute bullying prevention education training 
module was developed and delivered by experienced 
bullying prevention trainers to pediatric practices pri-
or to the start of the study. Physicians and healthcare 
staff who had direct contact with patients (physician 
assistants, nurses, nurse practitioners, psychologists, 
receptionists, medical aides, and social workers) com-
pleted the training. Staff who were unable to attend in 
person could call-in.  Staff who did not interact directly 
with patients did not participate in the project.

The training covered the widespread and complex issu-
es related to bullying with a specific focus on the health 
consequences, best practices in responding to children 
involved with bullying, and current research related to 
bullying and the role of the clinician in bullying preven-
tion. Participants were taught how to utilize and score 
the survey tool, how to use the “Decision Tree” (Figure 
1) to determine what follow-up was needed, how to pro-
vide effective counseling, and when to give additional 
bullying prevention resources or recommend follow-up 
services to patients/ families. The screening tool, pa-
rent resources and recommendations for anticipatory 
guidance were developed based on best practices.

The Bull-M, a validated 10-item questionnaire, was 
used to screen patients for bullying involvement. It 
focused on twelve common bullying behaviors and stu-
dents’ and peers’ participation in these acts (23).  Ques-
tions one through nine relate to students’ involvement 
in bullying in a variety of school settings, either as the 
bully or as a target, and types of bullying experienced. 
The 10th question queries whether the four most likely 
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In addition, any patient who scored a 4 or higher re-
ceived the “Pennsylvania Bullying Prevention Tool-
kit”:(http://www.safeschools.info/content/BPTool-
kit2014.pdf ) to help their parents understand and deal 
with the effects of bullying. The Toolkit addresses issu-
es such as cyberbullying, tips for parents, understan-
ding what to do about bullying, the difference between 
bullying and conflict, healthcare providers’ roles, and 
the schools’ role (27). The Decision Tree and any provi-
der notes were included in the patient’s medical record 
for follow-up as needed. 

To help providers understand the survey’s score, a De-
cision Tree (Figure 1) was created to reflect four levels 
of bullying exposure (Table 1). To make the Decision 
Tree easy for providers to use it was color coded to re-
flect different bullying experience levels. Once the sur-
vey score was calculated and the corresponding level 
of effect identified, the provider utilized the Decision 
Tree to determine what counseling and anticipatory 
guidance was indicated (Table 1), what patient resour-
ces should be given; and if any mental health professi-
onal referrals were recommended. 

B.E.S.T Survey
Score______

Ask: 
• How is school going?  
• How many good friends do you have in 

school?
• Do you ever feel afraid to go to school?  

Why?
• Do other kids ever bully you at school,  

in your neighborhood or online?  
• When and where does it happen?  
• What do they say or do?

Involvement in bullying is 
reported in screening tool. 

Continue screening to deter-
mine degree of problem.

High Effect
(Score 25-36)

Medium Effect
(Score 13-24)

Little or No Effect
(Score 4-12)

No Involvment 
in Bullying
(Score 0-3)

Treatment indicated for phy-
sical or pychosocial diagnosis  

R/T Bullying

Further evaluation for 
physical complaints 
possibly related to 

bullying

Referral to 
Behavioral 

Health 
Services 

Treatment not indicated 
for physical or psychosocial 

diagnosis R/T bulllying

Consider contact 
with school 
principal/

school nurse with 
parental permission 

Anticipatory 
Guidance given 
to patient/ fa-

mily
(Parent Toolkit)

Follow up at next 
scheduled visit

Give parent 
education 
materials

(Parent Toolkit)

Consider contact 
with school 

principal/school 
nurse 

with parental 
permission

Contact CHPDP’s 
Family/ School 

Advocate
(MSW, LSW)

Give parent 
education 
materials

(Parent Toolkit)

Reinforce confidentiality 
of survey. Revisit bullying 
exposure with patients.

Anticipatory Guidance 
given to patient/family

(Parent Toolkit)

Figure 1 Decision Tree CHP
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Intervention: Online Survey and Focus Group 
Follow-up
After the project period, 17-question Healthcare Pro-
vider and Staff Online Survey was administered to 
healthcare providers and staff who had direct contact 
with patients. Follow-up focus groups were conducted 
to collect additional information about participants’ 
perceptions and overall experiences with the project, 
including the healthcare provider training. Six focus 
groups were held in the geographic areas of the par-
ticipating pediatrician practices.  Practices were selec-
ted based on their ability to attend the scheduled focus 
group dates. Table 2 lists the focus group questions.

Results
Sixty-six Healthcare Provider and Staff Online Surveys 
were completed (n=33: Medical providers: 12 phy-
sicians, 12 nurses, 4 nurse practitioners, 4 physician 
assistants, 1 psychologist;  n=31 office workers: Medi-
cal Assistant/Office Manager/Rooming Assistant, and 
2 who did not  indicate their profession). One survey 
was incomplete and excluded from the total.  Survey 
responses are summarized in Table 3.  This data indi-
cated that most respondents “strongly agreed” or “ag-
reed” that healthcare professionals play an important 
role in bullying prevention, and that although profes-
sionals feel they should address this issue, over 1/3 of 
respondents were not asking their patients about bul-
lying prior to this project. Six-seven percent (67%) of 
respondents felt that participation in the pilot project 
enhanced their practice, and if the BEST tool or simil-

Table 1 Summary of Decision Tree Anticipatory Guidance

No Involvement 
in Bullying

Score 
0 -3

Little or No Effect

Score
4-12

(Green coded)

Medium Effect

Score
13-24

(Yellow coded)

High Effect

Score
25-36

(Red Coded)

Anticipatory guidance given to the patient/family. x x

Bullying Prevention Toolkit resources provided. This Toolkit provides addi-
tional information on numerous topics related to bullying x x x

Provider prompted to consider contacting the patient’s school principal 
and/or school nurse, with parental permission. x x

Provider provided families with a toll-free bullying prevention consultation 
line (as indicated) x x

Providers prompted to refer the patient to behavioral health services 
(social worker and/or family/school advocate as indicated). x

Provider to evaluate patient for physical effects possibly related to bully-
ing. x

Table 2 Focus Group Questions

1. What do you feel are common adverse health outcomes for 
children who are victims of bullying? 

2. What do you feel are common adverse health outcomes for 
children who are bullies or bully-victims?

6. What were your experiences using the Decision Tree?

5. What were your experiences with the BEST?

3. In general, how do you think other healthcare providers address 
bullying when it is affectting their patients?

4. How do you and your staff address bullying when it is affecting 
your patient?

7. Was the training helpful in guiding your discussion with patients 
and their family members? 

8. What would you change about the BEST or Decision Tree 
model?

9. Did patients/parents require further information or services 
after taking the BEST?

10. If yes, what types of information, referrals or treatment were 
given?

11. What was the families’ reception to the follow up resources 
that were given to them?

12. Did the Decision Tree help you give consistent information to 
patients?

13. Is there anything else you would like to add?
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Perceptions about Project Agree Disagree

Neither 
Agree 

nor Disagree
No 

Response n

Participation in this project enhanced our practice
40 9 11

6 60
67% 15% 18%

If the BEST Tool was available I would use it to screen school age children  as part 
of a routine office visit

42 10 7
7 59

71% 17% 12%

After the project I am comfortable discussing bullying with my patients (very com-
fortable or comfortable)

48 12 -
6 60

80% 20% -

Table 3 Health Care Provider and Staff Survey Responses (n=66)

Beliefs About Adressing Bullying
Strongly 
Disagree Disagree

Neither 
Agree nor 
Disagree Agree

Strongly 
Agree

No 
Response n

I believe that health care providers play an important 
role in bullying prevention.

0 6 1 38 21
- 66

0.0% 9.1% 1.5% 57.6% 31.8%

I believe that health care providers should assist 
schools and communities in doing more to prevent 
and stop bullying.

1 2 0 35 27
1 65

1.5% 3.1% 0.0% 53.9% 41.5%

Bullying should be addressed during physician visits 
with school aged children.

0 3 1 34 28
- 66

0.0% 4.6% 1.5% 51.5% 42.4%

I address bullying with my school aged patients and 
their families during routine visits.

3 18 2 24 7
12 54

5.6% 33.3% 3.7% 44.4% 13.0%

I feel that time spent talking with patients and their 
families about bullying is beneficial.

1 4 1 28 27
5 61

1.6% 6.6% 1.6% 45.9% 44.3%

Parents are often aware of their child’s exposure to 
bullying.

7 30 3 23 3
- 66

10.6% 45.5% 4.5% 34.8% 4.6%

Perceptions about BEST and resources

The BEST tool was easy for patients to use. 0 4 1 40 15
6 60

0.0% 6.7% 1.7% 66.7% 25.0%

The parent/patient feedback about the BEST tool was 
positive.

0 6 0 43 8
9 57

0.0% 10.5% 0.0% 75.4% 14.0%

The BEST tool was a beneficial guide to identify bully-
ing involvement among patients.

0 5 0 38 15
8 58

0.0% 8.6% 0.0% 65.5% 25.9%

The use of the BEST tool and Decision Tree helped 
identify correlations between bullying exposure and 
patients’ symptoms.

0 8 2 38 8
10 56

0.0% 14.3% 3.6% 67.9% 14.3%

The BEST tool allowed me to collect accurate informa-
tion regarding patients’ experiences with bullying.

0 8 0 42 8
8 58

0.0% 13.8% 0.0% 72.4% 13.8%

The Decision Tree was useful in helping the provider 
determine appropriate interventional strategies, 
education and follow-up based on the findings from 
the BEST tool.

0 8 2 33 12

11 55
0.0% 14.5% 3.6% 60.0% 21.8%

The bullying prevention resources given to families 
were found to be beneficial.

0 7 2 35 11
11 55

0.0% 12.7% 3.6% 63.6% 20.0%

The bullying prevention resources assisted me in 
providing guidance and support for bullying issues 
with my patients.

0 9 2 35 9
11 55

0% 16% 4% 64% 16%
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Table 4 Focus Group Results

Provider Training Feedback

Benefits/Barriers to 
use of BEST Survey 
Tool

Benefits/Barriers to 
use of Decision Tree

Clinical Challenges 
to Continued BEST 
Implementation

Changes in Clinical 
Practice as a Result 
of Pilot

Preexisting Knowledge:

-Providers unaware of volume of patients nega-
tively affected by bullying

None of the practices 
felt that the survey 
tool was too long or 
too cumbersome to 
use

Most often used by 
practitioner vs. office 
staff members

Reimbursement Issues: 

-Bullying related 
discussions created 
extended time with 
patient/family that 
currently is not reim-
bursable.

All practitioners 
identified change 
in understanding of 
health consequences 
of bullying and bully-
ing prevention best 
practices.

Feedback About Training: 

-Training raised awareness about bullying 
related issues
-Increased participants’ skill level in talking with 
patients about bullying

Consistent feedback 
regarding time to talk 
about bullying and re-
imbursement is-sues.  

Difficult to use at first, 
but easier with addi-
tional use. Over time, 
rubric easier to use

Time Constraints:

-Practitioners felt that 
1.5 hours of training 
was insufficient but 
had difficulty identi-
fying additional time 
to train.

Willingness to incorpo-
rate into existing EMR 
for ease of use if that 
became an option.

Additional Training Requests:

-How to differentiate bully vs. bullied
-More in depth information about bullying and 
health consequences

All practices reported 
no negative feedback 
from child or parent 
regarding survey tool. 

Practitioners felt that 
it was a guideline to 
assist with next steps.  

Provider Suggestions: 

-Offer CME for training
-Consider placing 
screening tool within 
EMR for ease of utili-
zation. 
-Provide enhanced re-
imbursement strategi-
es to use for extended 
time with patients.

-Utilization of bullying 
prevention resources 
to help parents better 
interact with schools 
regarding bullying.

Training Recommendations:

-Separate content into two trainings:                 
1. Bullying in general
2. Utilization of BEST survey and Decision Tree

-More training on Decision Tree use

Two practices 
recommended “pre-
screening” assessment 
with shorter survey 
to minimize time 
utilization.

Some felt that the 
Decision Tree needed 
to be easier to use.

Provider Suggestions: 

-Develop resources 
for Spanish-speaking 
patients.
-Need for additional 
mental health/behavi-
or health services for 
patients experiencing 
high levels of bullying

Willingness to utilize 
BEST survey in same 
fashion as depression 
screening inventory IF 
billing issues can be 
resolved.

BEST tool and the Decision Tree, clinical challenges 
with screening, and planned clinical changes as a result 
of the project. The focus group responses supported 
the APA survey findings that healthcare providers are 
aware of the child’s vulnerability to bullying, but they 
lack knowledge, skill, and competence to respond in a 
therapeutic and consistent fashion.  Responses from 
the focus group are summarized in Table 4.

Discussion
All adults who are in contact with children need to 
understand the psychological, physical and academic 
consequences of bullying, and have the ability to in-
tervene appropriately and effectively when they see or 
suspect a child is being bullied. Previous studies indi-

ar survey was available, 71% indicated that they would 
like to use it to screen for bullying. Eighty percent 
(80%) of respondents indicated they were “comfor-
table” or “very comfortable” discussing bullying with 
patients as a result of the project and 86% agreed that 
the tool helped to identify correlations between bully-
ing exposure levels and symptoms.   Interestingly, 42% 
said they have shared what they learned with others in 
their profession.

At the end of the pilot, six focus groups were held and 
each lasted approximately 45 minutes. Responses 
(n=42) were recorded and transcribed and a qualita-
tive analysis was completed.  The results of the quali-
tative analysis were grouped into five categories: pro-
vider knowledge about bullying, perceptions about the 
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hcare providers more time and flexibility to hold con-
versations with all their patients about bullying and 
not just the ones who are negatively affected by it. It 
would also enhance awareness of the correlation bet-
ween exposure to bullying and its health consequences 
as they evaluate their patients.

Limitations
Limitations of this project include that surveys of pa-
tients and staff relied on self-reporting and included 
all office staff that had direct contact with the patient, 
regardless of their role or ability to address the bully-
ing-related issues. While it is important to survey all 
staff involved in implementing the project to under-
stand whether or not the actual screening method wor-
ked in the clinical setting, questions specifically about 
the content of the screening tool and utilization of the 
Decision Tree would be better asked only of those who 
directly counseled patients and families, and questions 
about survey implementation be directed to the offi-
ce staff. The pilot was a relatively small convenience 
sample.   Future studies are needed to determine if the 
screening would be as effective in a larger setting and 
to study the effects of the bullying prevention resources 
for patients and families.

Conclusion
Healthcare providers play a critical role in bullying pre-
vention, but many lack education and resources to do 
so effectively. The pilot project demonstrates that using 
an evidence-based screening tool together with specia-
lized training, appropriate anticipatory guidance, fol-
low-up referrals when indicated, and bullying preven-
tion resources was an effective method of increasing 
healthcare providers’ capacity to address bullying issu-
es in their practices.  Creating safe and caring places 
for youth involves a comprehensive and coordinated 
effort on the part of all adults who come into contact 
with children, including healthcare providers.
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cate that healthcare providers currently do not have the 
tools and/or necessary training to meet these needs, 
which results in their reluctance to broach the subject. 
To optimize the clinical encounter, previous research 
has shown that promising clinician-focused strategi-
es to improve delivery of preventive services include 
screening and decision support tools (22).

This project demonstrates that a bullying screening 
tool and related training can provide healthcare pro-
fessionals with the necessary skills and information to 
provide effective assessment and intervention.  It also 
demonstrates that healthcare providers and staff want 
to address bullying issues with their patients, and when 
given the proper tools and training, they are willing to 
do so. The study also indicates that those in physician 
extender roles such as physician assistants and/or 
nurse practitioners may also be utilized to effectively 
address the subject of bullying with patients. Intere-
stingly, 42% of participating healthcare providers and 
staff said they shared what they learned with others in 
their profession which may reflect their comfort with 
new knowledge. If effective bullying prevention strate-
gies and screening tools are to be adopted on a wider 
scale, more professionals need to share what they know 
and encourage others to advocate for these tools.

It is important to note that practitioners did not feel 
that the screening process was challenging to imple-
ment or that it took too much time to incorporate into 
their daily practice.  The data collected indicated that 
providers felt the training and survey tools were effecti-
ve, that the project built capacity within their practices 
to address bullying, and that the screening tool was 
easy to use and something they would like to continue 
to use, especially if it were a reimbursable service. The-
se findings suggest that if this screening process was 
available on a larger scale to healthcare providers many 
practices would adopt.

However, a significant barrier to a larger-scale imple-
mentation of this screening tool is the issue of reimbur-
sement for the screening and counseling time within 
an office practice and the lack of its incorporation into 
an electronic medical record (EMR). Bullying preven-
tion screening and its subsequent counseling require-
ments are at best only partially reimbursed by health 
insurance companies. Reimbursement systems need to 
be modified to foster this screening process.  Additional 
work and research is needed in this area, but given the 
correlation between bullying and health consequences 
(9) it is important that providers and insurance compa-
nies consider including bullying prevention screening 
as a reimbursable service. Doing so would allow healt-
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