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Executive Summary 

 

Adolescence is the peak age of onset for mental health disorders and these often have 

a significant impact on future educational attainment, employment prospects, health 

and involvement in the criminal justice system, with a substantial financial cost to local 

communities. Improving our understanding of the development of these disorders is 

crucial in the advancement of effective prevention and intervention strategies. This 

thesis builds on current knowledge of factors related to adolescent psychopathology 

and discusses the clinical implications and wider impact of these extended findings. 

 

Chapter 2 explores the gender differences in the risk factors associated with Conduct 

Disorder (CD). Chapter 3 examines the role of life satisfaction in the relationships 

between family and social functioning and adolescent psychopathology. Chapter 4 aims 

to integrate these findings with consideration of their impact in clinical, education and 

criminal justice settings. 

 

Conduct Disorder (CD) is one of the most prevalent adolescent mental health disorders. 

It is characterised by “a repetitive and persistent pattern of behaviour in which the basic 

rights of others or major age- appropriate societal norms or rules are violated”. The 

majority of research has studied male populations, which potentially neglects the 

heterogeneity of risk factors associated with gender and limits our understanding of the 

biological, psychological and sociological influences underlying the development of 

CD. 
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Rates of CD in males (2.8–5.4%) are reported to be higher than that in females (1–

3.3%), with rates increasing with age and a narrowing of the gender gap in adolescence. 

One explanation for the lower rates of CD in females is that the diagnostic criteria were 

conceived based on a population of males so are biased towards more male-orientated 

behaviours. However, it is also beneficial to establish whether disparities can be 

explained by genetic variances, maturational mechanisms, societal influences or 

differences in proximal risk factors. A range of biological, psychological and 

environmental factors have been identified as contributing to the development and 

maintenance of CD. Research has mainly focused on male samples using cross-

sectional methodology. Furthermore, CD is often conceptualised differently across 

clinical and research literature using unvalidated measures, which limits cross study 

comparison. 

Chapter 2 builds upon previous research by: a) adopting a systematic search strategy 

that adheres to a strict set of principles, thus reducing the likelihood of selection bias; 

b) focusing specifically on longitudinal studies, in order to determine causal pathways 

related to risk factors; c) having a tight focus on CD diagnosis, rather than assessing 

behaviours in isolation; d) only including studies that use validated screening measures 

for CD; e) only including studies with a mixed gender sample, thus allowing for direct 

gender comparisons. 

A systematic search strategy was employed following PRISMA guidelines and search 

of Medline was conducted on January 3rd 2018 for all articles covering the last five 

years. The author conducted an initial screening of all 655 online article titles. The 

author and a second reviewer then independently reviewed online abstracts of 106 
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articles. Nine studies met criteria and were included in this review. The inclusion and 

exclusion criteria are stated below. 

 

Inclusion criteria: 

(a) Available in English language 

(b) Participants were under the age of 18 years at point of CD assessment  

(c) At least one assessment point between 10 and 18 years of age 

(d) Use of a validated diagnostic screening tool for CD 

(e) Sample included both males and females, and data were analysed and reported 

separately for both 

(f) Longitudinal or cohort design 

(g) Peer reviewed empirical articles 

 

Exclusion criteria: 

(a) Review articles, theoretical papers or textbook chapters 

(b) CD with comorbidity (such as with Attention Deficit Hyperactivity Disorder or 

Callous-Unemotional traits) 

(c) CD as a predictor, independent or mediator variable 

(d) Gender-specific data could not be extracted separately 

(e) Assessment of criminality, violence, substance misuse or similar behaviours 

specifically rather than as part of a CD diagnosis 

(f) Single time-point cross-sectional design 

 

The Critical Appraisal Skills Programme cohort study checklist was used to assess for 

methodological quality and relevance of the research. No studies were excluded on the 
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basis of poor quality, but quality was considered when evaluating the strength of the 

findings. 

 

The findings from the review were not sufficiently strong enough to make a clear 

predictive model of risk for CD for males and females. However, a number of patterns 

emerged from the review. The search did not find any longitudinal studies examining 

gender differences in the genetic, physiological or neurobiological factors relating to 

CD. This highlights the paucity of research in this area and the need for future research 

to examine specific biological gender differences over a period of time. 

 

Males, rather than females, appeared to have a greater level of vulnerability to certain 

biological and early risk factors, such as hyperactivity, language delay, excess 

testosterone and deficits in the Autonomic Nervous System (ANS). An accumulation 

of multiple risk factors was associated with CD in both genders, but this association 

was stronger for males than for females. Males also tended to report a greater level of 

impairment from the presence of risk factors, even when levels of risk factors were 

similar between genders. This suggests the presence of possible protective factors in 

females that may buffer against the development of CD. 

 

Multiple bullying was also indicated as a risk factor for both males and females, 

however the type of bullying experienced and the amount of peer support varied 

between genders. Females were more likely to be victims of relational bullying, 

whereas males were more likely to be victims of direct physical bullying. Furthermore, 

females were more likely than males to report higher levels of peer support. 
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The most consistent finding from the studies was that social deprivation was strongly 

associated with the presence of CD; this supports a large body of previous research that 

suggests social deprivation is the strongest predictor of CD, after gender. Females tend 

to present with later onset CD than males, despite exposure to similar levels and types 

of risk factors. It is suggested that whilst exposure to proximal risk factors is associated 

with the development of CD in both males and females, the onset in females may be 

delayed for various reasons. This may be due to maturational mechanisms, societal 

influences or protective factors. 

 

These findings have a number of clinical implications:  

• Need for sensitivity in the assessment of CD in females to improve 

identification and diagnosis 

• Need for the identification and better understanding of potential protective 

factors present among females 

• The link between multiple and cumulative risk factors and CD highlights the 

need for holistic person-centred, gender-specific interventions 

 

The review identified a need for future research in relation to the development of CD 

in males and females: 

• Longitudinal research assessing biological factors 

• Longitudinal research conducted over a longer developmental period 

• Exploration of paternal factors and family functioning 

• Exploration of protective factors 

• Exploration of mechanisms underlying these risk factors 
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The systematic review provided an empirical basis for Chapter 3, which explored the 

role of life satisfaction as a mediator in the relationships between family and social 

functioning and internalising and externalising behaviours. The aim of the study was 

to examine the pathways underlying these relationships, and to explore positive 

predictors of adolescent mental health. 

 

Inter-parental conflict, parenting style and level of warmth, have all been linked to 

adolescent depression, anxiety and behavioural difficulties. Research has been 

criticised for a focus on dyadic family relationships only; this has led to consideration 

of the family environment at a holistic level, such as family functioning. Family 

functioning is conceptualised by cohesion, flexibility and effective communication. 

Adolescents who report higher levels of family dysfunction are more likely to report 

higher levels of depression than adolescents who report healthy levels of family 

functioning. 

 

Peer relationships have been conceptualised by group-based interactions, such as 

acceptance by peers, and dyadic interactions, such as reciprocal friendships. Negative 

peer relationships have been associated with higher levels of depression, anxiety, 

delinquency and substance misuse. The developmental pathways to externalising and 

internalising behaviours may be independent of each other, and peer relationships may 

interact differently with these pathways. For example, children rated as having a greater 

number of peer relationship problems at age nine were at increased risk of developing 

externalising behaviours by age 18, but not at increased risk of developing internalising 

behaviours. Family functioning and peer relationships are likely to interact, both 
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positively and negatively. For example, high-quality friendships and strong peer group 

affiliation with non-deviant peers attenuated the link between harsh, negative parenting 

and later externalising behaviours. 

 

Adolescent mental health research has focused on negative indicators of mental health, 

such as the presence or absence of psychopathology. The integration of positive and 

negative indicators can contribute to a more comprehensive picture of adolescent 

functioning, can remove stigmatising diagnostic labels and may be more effective at 

predicting psychological distress than negative indicators alone. One such area of 

positive psychology research is life satisfaction. 

 

Life satisfaction is defined as “an individual’s evaluation of life as a whole based on 

one’s own standards”. Adolescents from well-functioning families reported higher 

levels of life satisfaction, and bullying and victimisation have been associated with low 

levels of adolescent life satisfaction. Furthermore, life satisfaction has been found to 

mediate the relationship between between authoritative parenting and both internalising 

and externalising behaviours. At a systemic level, life satisfaction has been found to 

mediate the link between family functioning and externalising behaviours, but not the 

link between family functioning and internalising behaviours. Specifically, adolescents 

who perceived their family as less flexible and unable to problem solve were more 

likely to report lower levels of life satisfaction, and in turn to report more externalising 

behaviours.  

 

Chapter 3 builds upon existing research by: 
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• Assessing both family and peer functioning to understand the independent and 

cumulative contribution of each 

• Assessing family and social functioning from a holistic and multidimensional 

perspective, using validated measures 

• Assessing positive indicators of mental health outcomes, specifically life 

satisfaction 

• Exploring the role of life satisfaction as a mediator, in order to examine 

pathways associated with internalising and externalising behaviours 

• Sampling adolescents from both mainstream education and pupil referral units 

(PRUs), in order to provide a wide spectrum of scores on all measures allowing 

for broader analysis across the relevant variables 

 

The current study used a cross-sectional correlational design to assess the relationship 

between social and family functioning and adolescent psychopathology, and to 

explore the role of life satisfaction in mediating these relationships. A total of 57 

participants across mainstream school and PRUs completed all measures at a single 

point in time. The following measures were used: 

• Systemic Clinical Outcomes and Routine Evaluation Scale (SCORE-15) 

assesses global family functioning across three domains: 1) strengths and 

adaptability, 2) disrupted communication and 3) overwhelmed by difficulties 

• MacArthur Health and Behaviour Questionnaire (HBQ) assesses social 

functioning and comprises of three subscales: 1) Peer Relations, 2) Social 

Withdrawal and 3) Social Behaviour 
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• Multidimensional Student Life Satisfaction Scales (MSLSS) assesses life 

satisfaction at a multidimensional level 

• Strengths and Difficulties Questionnaire (SDQ) assesses child and adolescent 

psychopathology, distinguishing between externalising and internalising 

behaviours 

 

The findings from the empirical study are summarised below: 

• poor family functioning was associated with both externalising and internalising 

behaviours; poor social functioning was associated with internalising 

behaviours only 

• poor family functioning and social functioning together increased the strength 

of these relationship 

• poor family functioning and social functioning were both associated with low 

levels of life satisfaction; the relationship between family functioning and life 

satisfaction was stronger than the relationship between social functioning and 

life satisfaction 

• family functioning explained 60% of the variance in scores on life satisfaction 

and this was carried by a family’s ability to be flexible and problem solve during 

crises 

• social functioning explained 50% of the variance in scores on life satisfaction 

and this was carried mainly by levels of relational aggression and overt hostility 

• life satisfaction mediated only two relationships: the relationship between social 

functioning and externalising behaviours, and the relationship between social 

functioning and psychopathology 
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These findings have a number of clinical implications. Firstly, social functioning seems 

to be as important as family functioning in contributing to both positive and negative 

predictors of mental health. This highlights a need for clinicians to include assessment 

of peer relationships during mental health evaluations in order to provide a fuller picture 

of adolescent functioning. Secondly, the findings emphasise the impact of the wider 

systems around an adolescent in relation to the development of psychopathology. This 

highlights the need for a holistic approach to mental health prevention and intervention 

with a focus on family systems and school-based approaches. Finally, the finding that 

life satisfaction is related to family and social functioning and adolescent 

psychopathology, as well as being a possible mediator support the utility of promoting 

adolescent wellbeing rather than focusing purely on symptom management. The recent 

government green paper: “transforming children and young people’s mental health 

provision” aims to embed mental health provision in schools. This provides an 

opportunity for a collaborative and holistic approach to improve prevention, 

identification and early intervention strategies for young people most at risk. 

  



Family and Social Functioning and Adolescent Psychopathology 
 

 23 

 

 

 

 

 

 

Chapter 2: Systematic Review 

Are there gender differences in the risk factors associated with Conduct 

Disorder in adolescents? 
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Abstract 

 

 

Conduct Disorder (CD) is one of the most prevalent adolescent mental health disorders. 

Rates of CD in males are reported to be higher than that in females. Diagnostic criteria 

for CD were conceived based on a population of males and the majority of research has 

studied male populations. This potentially leads to bias towards male-orientated 

behaviours and neglects the heterogeneity of risk factors associated with gender. It is 

beneficial to establish whether gender disparities exist and if these can be explained by 

genetic variances, maturational mechanisms, societal influences or differences in 

proximal risk factors, in order to contribute to the advancement of effective prevention 

and intervention strategies.  

 

A systematic search strategy was adopted following PRISMA guidelines in order to 

explore the gender differences in the risk factors associated with the development of 

CD in adolescents. Longitudinal studies that examined risk factors associated with a 

CD diagnosis, used a validated CD screening tool, and compared males and females 

were included in the review. Studies examining comorbid disorders were excluded from 

the review. Nine studies met inclusion criteria and the Critical Appraisal Skills 

Programme cohort study checklist was used to assess for methodological quality. 

Although a clear predictive model of risk could not be determined, a number of patterns 

emerged from the review.  Males appeared to have a greater level of vulnerability to 

biological risk factors, such as hyperactivity and language delay, and to an 

accumulation of multiple risk factors. Males also tended to report a greater level of 

impairment from the presence of risk factors. Multiple bullying was indicated as a risk 
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factor for both males and females, however the type of bullying experienced varied 

between genders. In conclusion, exposure to proximal risk factors may be associated 

with the development of CD in both males and females, but the onset of CD in females 

may be delayed due to maturational mechanisms, societal influences or protective 

factors. This highlights a need for sensitivity in the assessment of CD in females and 

for holistic person-centred, gender-specific interventions. 
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Introduction 

 

Conduct Disorder (CD) is one of the most prevalent mental health disorders in children 

and adolescents, representing a third to a half of all referrals made to Child and 

Adolescent Mental Health Services (Carr, 2015). CD has adverse outcomes into 

adulthood, including lower educational attainment, poorer health and occupational 

outcomes and increased risk of criminality and contact with criminal justice services, 

at high financial cost to the public (Colman et al., 2009). Females with CD are at 

increased risk of victimisation, such as being targets for grooming and prostitution, and 

are more susceptible to drug abuse, teen pregnancy and contracting sexually transmitted 

diseases (Bardone et al., 1998; Pedersen & Mastekaasa, 2011). Understanding the 

mechanisms and factors that influence the development of conduct problems can assist 

in the creation of effective prevention and intervention strategies. However, the 

majority of research exploring risk factors associated with CD has studied male 

populations; This potentially neglects the heterogeneity of risk factors associated with 

gender from a biological, psychological and sociological perspective. By better 

understanding these, prevention and intervention strategies can be more targeted for 

both genders. 

 

Epidemiology 

Prevalence rates of CD vary depending on the criteria or measurement used and the 

population studied, with the Diagnostic Statistical Manual (DSM) – IV – TR reporting 

a prevalence of between 1% and 10% (American Psychiatric Association (APA), 2000). 

The reported prevalence in the UK is generally recognised as 5.8% (Green, McGinnity, 

Meltzer, Ford, & Goodman, 2005). The rates of CD in males is consistently reported to 
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be higher than that in females, with rates for both genders increasing with age (Carr, 

2015). A large, community-based study reported rates of CD in females to be below 

1% in childhood and ranging from 1.4–3.3% in early adolescence; whereas the rate of 

CD in males ranged from 0.5–2.8% in childhood and from 3.2–5.4% in early 

adolescence (Maughan, Rowe, Messer, Goodman & Meltzer, 2004). Moffitt (2003) 

reported a narrowing of gender differences in rates of CD in adolescence, suggesting a 

difference in the age of onset between females and males, with females tending to 

develop CD at a later age than males. Kratzer and Hodgins (1999) reported that females 

presented with higher rates of adolescent-onset CD than child-onset CD, and that the 

percentage of males presenting with child-onset CD is almost fifteen times higher than 

females. However, studies that have investigated the epidemiology of CD often lack 

sufficient statistical power, therefore the true prevalence of CD in females may be 

misrepresented. 

 

Normal Child Development 

Normal child and adolescent development will often include periods of challenging 

behaviour or conduct problems, as children and young people attempt to navigate the 

physical, emotional, social and psychological changes that occur over this time. 

Erikson’s (1959) model of psychosocial development places particular emphasis on the 

adolescent period, as young people begin to explore their values and gain an 

understanding of the roles they will play as adults. This may lead to normal aggressive 

or oppositional behaviour that will usually terminate as children and young people 

develop skills and strategies to manage these changes and learn to respond and behave 

in socially acceptable ways. Erikson’s model has been criticised for describing a 
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masculine developmental model that excludes the developmental processes of females 

(Gilligan, 1979). Gilligan argues that female identity development is constructed 

through intimacy and relationships, more so than male identity development; and that 

identity development is constructed in response to societal demands. This has 

implications for the presentations of conduct problems in adolescent development, 

suggesting that what is considered normal may differ for males and females due to 

relationships and societal expectations. 

 

The challenge for mental health services is to distinguish between conduct problems 

that are a normal part of development and those problems that are an excess of 

oppositional or antisocial behaviours beyond that which is considered normal for a 

child’s age and stage of development. In order to make these distinctions it is important 

for clinicians to understand the nuances within and between genders. 

 

Diagnostic Criteria 

CD is characterised by “a repetitive and persistent pattern of behaviour in which the 

basic rights of others or major age- appropriate societal norms or rules are violated”, 

and these behaviours have a “significant impact on social, educational and occupational 

functioning” (DSM-5, APA, 2013). Behaviours classified under these criteria include 

aggression, destruction to property, lying and theft, and must be present for at least 12 

months for CD to be diagnosed.  

 

Both recognised diagnostic classification systems, International Classification of 

Diseases (ICD)-10 (World Health Organisation (WHO), 1993) and DSM-5 (APA, 

2013) make a number of distinctions in relation to conduct problems, which occur along 
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several axes including severity, chronicity, pervasiveness, age of onset, degree of 

family disorganisation and comorbidity of other disorders. First, transient conduct 

problems, as part of an adjustment disorder, following a specific identifiable stressor 

are distinct from more pervasive and disruptive long-standing difficulties that have 

been present for six months or more. Second, a distinction is made between 

Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD); the former a less 

pervasive form and often a precursor to CD.  

 

The ICD-10 (WHO, 1993) further distinguishes CD into socialised and unsocialised 

forms. Socialised CD refers to young people whom are well integrated with peers, but 

problems persist within the family context; Unsocialised CD refers to young people for 

whom problems are relatively limited to peer relationships. DSM-5 (APA, 2013) makes 

two further distinctions (a) between CD with and CD without “callous-unemotional 

traits”, defined as a lack of remorse or empathy; and (b) between child-onset, symptoms 

presenting before 10 years old, and adolescent-onset CD, symptoms presenting after 10 

years old. Child-onset CD is associated with a more persistent and distinct risk 

trajectory.  

 

One explanation for the lower rates of CD in females is that the diagnostic criteria were 

conceived based on a population of males so are biased towards more male-orientated 

behaviours, but more female-sensitive behaviours are excluded from the criteria. 

Females, for example, are more likely to exhibit covert behaviours, such as lying and 

stealing, whereas males are more likely to exhibit overt behaviours, such as aggression 

(Zoccolillo, 1993). Research also suggests that female aggression may be exhibited as 

relational or indirect forms, such as intentional exclusion of a peer during play or 
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spreading of rumours, rather than violent aggression (Crick, & Grotpeter, 1995; 

Björkqvist, Lagerspetz & Kaukiainen, 1992). Keenan, Wroblewski, Hipwell, Loeber 

and Stouthamer-Loeber (2010) explored the nosology of CD in 560 females that met 

criteria for CD in a longitudinal study. They concluded that whilst relational aggression 

explained a unique variance in impairment, the associations were not conclusive 

enough to warrant diagnostic inclusion. Rowe, Costello, Angold, Copeland and 

Maughan (2010) explored gender differences in relation to the progression of ODD to 

CD.  When a diagnostic measure of CD was used, ODD diagnosis predicted later CD 

diagnosis for males, but not for females. However, when a symptom-count measure 

was used, ODD predicted later CD in both males and females. This may suggest the 

need for a gender-specific threshold or dimensional approach to the diagnosis of CD.  

 

Developmental Pathways and Trajectories 

Current thought recognises the heterogeneity of the CD population and does not isolate 

risk factors involved but acknowledges the interaction between biology and 

environment that may lead to a range of developmental pathways and trajectories, 

presenting as subtypes of CD. The Multi-Systemic Ecological Theory (Henggeler, 

2002) proposes that multiple systems, familiar, societal and individual, all contribute to 

the conception, development and trajectory of CD. Henggeler (2002) suggests that 

child-onset CD is more likely have biological and psychological manifestations, such 

as genetic predisposition and executive functioning and neuropsychological deficits, 

which are maintained or developed through interaction with environmental stressors, 

such as social deprivation, parenting styles and relationships with peers. These 

problems have a life course from childhood through to adulthood. Conversely, those 

with adolescent-onset CD experience fewer biological or early risk factors and present 
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with fewer adverse adulthood outcomes. Given that females present with higher rates 

of adolescent-onset CD than child-onset CD, and that the percentage of males 

presenting with child-onset CD is almost fifteen times higher than females (Kratzer & 

Hodgins, 1999), the above theory suggests that the risk factors associated with CD 

differ between males and females.  

 

Fontaine, Carbonneau, Vitaro, Barker and Tremblay (2009) studied the trajectories of 

females presenting with antisocial behaviour (ASB) to explore whether three distinct 

trajectories identified in males with ASB (early-onset/life-course-persistent, childhood-

limited and adolescent-limited) were relevant to females with ASB. The review 

concluded that females followed trajectories similar to males, although there may also 

be a distinct female trajectory, adolescent-delayed onset, in which females experience 

childhood risk factors but ASB is not exhibited until adolescence. This suggests ASB 

may develop differently in females, such that early biological risk factors may be 

present in females but that these potentially interact differently with environmental 

factors. However, this study cannot be generalised to females with CD. Specifically, 

measures of ASB were based on violent and physical aggression; as discussed above 

this may not be sensitive to female-specific behaviours of CD. Furthermore, given the 

lower rates of ASB in females, the sample sizes involved were relatively small, so the 

research may have been under-powered. 

 

Whilst understanding the gender differences in the presentation and trajectories of CD 

can be beneficial and may lead to the development of more effective and sensitive 

diagnostic and screening tools, such studies are limited in their ability to explain why 
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these differences may exist. Specifically, whether disparities can be explained by 

genetic variances, maturational mechanisms, societal influences or differences in 

proximal risk factors. Understanding the risk factors associated with the development 

of CD in males and females may provide insight into the mechanisms that underpin this 

disorder, which can contribute to the development of more effective prevention and 

intervention strategies. A range of biological, psychological and environmental factors 

have been proposed to contribute to the development and maintenance of CD. 

Aetiology  

Biological. 

Genetics 

The intergenerational presence of ASB and conduct problems (Thornberry, Freeman‐

Gallant & Lovegrove, 2009), the higher rates of CD in males compared to females 

(Carr, 2013; Maughan et al., 2004), and the higher rates of CD in monozygotic 

compared to dizygotic twins (Slutske et al., 1997) point to a genetic influence in the 

development of CD. Genetic theories hypothesise that a range of genetically transmitted 

factors contribute to CD and a review of twin studies over the last fifty years concluded 

that genetics accounts for up to 50% of variance in CD (Polderman et al., 2015). 

Attempts have been made to identify specific genes, with GABA and serotonergic 

systems recognised as potential areas of genetic abnormality (Salvatore & Dick, 2016). 

Lahey and Waldman’s (2012) review concludes that whilst CD shares genetic 

influences with ODD and other psychopathological outcomes, approximately half of 

the genetic influences of CD are unique. The evidence regarding gender differences in 

relation to genetics is mixed, both in terms of the degree to which genetic influences 



Family and Social Functioning and Adolescent Psychopathology 
 

 33 

account for the amount of variance in CD, and in terms of the amount of overlap of 

genetic influences (Salvatore & Dick, 2016). 

 

 Hormonal 

Hormonal theories of CD propose that children with CD have lower arousal levels than 

children without CD. The autonomic nervous system (ANS) plays an important role in 

emotional processing and is responsible for the body’s “fight or flight” response to 

dangerous or stressful situations. The ANS controls and regulates the biological and 

physiological mechanisms responsible for these processes. Measurement of related 

mechanisms, such as skin conductance, body temperature and heart rate, can provide 

an insight into hormonal responses. Research has indicated that children with CD 

consistently score lower on measures of skin conductance, and have a lower resting 

heart rate than controls, suggesting a deficit in autonomic responsivity and a possible 

deficit in emotional processing (Lorber, 2004). This in turn may explain novelty-

seeking and risk-taking behaviours, as well as a reduced capacity for empathy (Ortiz & 

Raine, 2004). A review by Ortiz and Raine (2004) evaluated 40 studies and found that 

the association between low resting heart rate and antisocial behaviour was not 

moderated by gender, suggesting that autonomic arousal deficit may be a risk factor for 

both genders in the development of CD.  

 

 Structural and functional abnormalities 

Neuroimaging studies have indicated that structural and functional abnormalities in 

various brain regions may contribute to the development of CD. A review of thirteen 

imaging studies reported that, compared to adolescents of typical development, 

adolescents with conduct problems had reduced grey matter in cortical and subcortical 
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regions of the brain associated with emotional processing, empathy and decision-

making (Rogers & De Brito, 2016). These processes have consistently been shown to 

be reduced in individuals with CD (Puzzo, Smaragdi, Gonzalez, Martin‐Key & 

Fairchild, 2016). Smaragdi et al., (2017) found similar levels of cortical thinning in the 

ventromedial prefrontal cortex in both males and females with CD but found opposing 

patterns of thinning in the supramarginal gyrus, males showing lower levels of cortical 

thickness and females higher levels of cortical thickness, compared to controls. This 

provides evidence for specific gender differences in the neurobiological basis of CD in 

relation to emotional processing, empathy and decision-making. 

 

 Neuropsychological 

Neuropsychological theories propose that children with CD exhibit marked deficits in 

executive functioning leading to reduced behavioural inhibition and increased risk-

taking (Clanton, Baker, Rogers & De Brito, in print). Moffitt (1993) further suggests 

that executive functioning deficits are present only in individuals with child-onset CD, 

but not individuals with adolescent-onset CD. Adolescent males with early-onset CD 

were more likely to make risky decisions on a decision-making task than adolescent 

males with adolescent-onset CD (Fairchild et al., 2009). Similarly, females with poor 

executive skills were at greater risk of developing ASB, than females with good 

executive skills (Giancola, Mezzich & Tarter, 1998); and neurocognitive impairments 

were found to be more common in females presenting with life-course persistent ASB 

than females presenting with adolescence-limited ASB (Moffitt & Caspi, 2001). This 

suggests that similar neurocognitive deficits may underlie the development of CD in 

both males and females. Of note however, studies with females tend to assess ASB 
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rather CD specifically, thus requiring a need for tighter measures of CD in order to 

facilitate more direct comparisons between genders. 

 

Environmental. 

Cross-sectional and longitudinal studies have provided evidence for risk factors 

associated with environmental influences relating to family systems, social networks 

and wider socioeconomic factors, although these are less researched than biological 

influences. 

  

 Familial factors 

Parenting styles, such as harsh parenting and low parental warmth, parental education 

and occupation, and parental psychopathology and substance misuse have all been 

associated with CD in both males and females (Clanton et al., 2017). Meier, Slutske, 

Heath, and Martin (2009) examined the use of harsh parenting in a longitudinal study 

with a sample of 3502 twins. They reported that males were more likely to experience 

harsh discipline, both outside the home and within the family, and that this accounted 

for 38% - 45% of the gender differences in CD symptoms. Perceived differences in CD 

therefore, may be explained by differences in the way males and females are treated 

within society.  The Social Modelling theory (Bandura & Walters, 1959) proposes that 

aggression, such as that characterised in CD, is learnt through the process of imitation 

and modelling following exposure to harsh parenting, physical abuse and domestic 

violence, which is interpreted as effective and rewarding ways of managing 

interpersonal conflict. Exposure to violence, both domestic and community-based, has 

been identified as a significant risk factor for later violence and aggression (Buka, 

Stichick, Birdthistle & Earls, 2001). This potentially explains the lower rates of 
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aggression and CD in females, in that males are more likely to be victims and witnesses 

of violence than females (Buka et al., 2001). 

 

 Peer factors 

The influence of peer relationships on the development of CD has had less attention 

than biological and parental influences. The research has often focused on peer 

relationships as moderating factors, assessing the interaction between the family 

environment and peer relationships. Gorman-Smith and Loeber (2005) explored the 

relationship between family and peer variables to the developmental pathways in 

disruptive behaviours in a sample of adolescents between the ages of 12 and 17 years. 

For females, only parental monitoring was significantly related to disruptive 

behaviours, in that low levels of parental monitoring were associated with high levels 

of disruptive behaviours. For males, however, low levels of parental monitoring and 

association with delinquent peers were both significantly related to high levels of 

disruptive behaviours. A large-scale longitudinal study by Haynie, Steffensmeier and 

Bell (2007), found that affiliation with opposite-sex peers increased violent offending 

in females, but decreased violent offending in males. These studies suggest that the 

influence of peers on the development of disruptive and violent behaviours may differ 

for males and females. It may be that association with deviant male peers is a risk factor 

for disruptive behaviours in both males and females, but that females are more likely 

to associate with other females, thus providing a protective factor against deviancy. 

 

Societal factors 

Immigration status has been reported as a risk factor for CD in the USA (Breslau et al., 

2011), but this has not been explored in Europe. The strongest environmental risk 
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factors associated with CD are low social economic status and parental education and 

occupation (Bradley & Corwyn, 2002). In a longitudinal twin study (Odgers et al., 

2012) the effects of neighbourhood deprivation on children’s ASB were observed as 

early as age 5, and this effect increased as the children approached adolescence. By age 

12, social deprivation was as strong a predictor of ASB as gender was. These societal 

influences seem consistent across gender. 

 

Limitations of Previous Research 

The last published review examining gender differences in relation to CD was by 

Berkout, Young and Gross in 2011. This narrative literature review examined research 

published between 2000 and 2011. However, this review did not employ a systematic 

search strategy or quality check, but instead included a broad range of studies with a 

number of methodological limitations. 

 

Firstly, the majority of research on CD is cross-sectional. This limits the interpretations 

that can be made regarding causality or prediction of specific development pathways 

based on specific risk factors. Secondly, the majority of research still has a bias towards 

male samples. Although some research assesses factors in a female-only sample, this 

limits the extent to which direct comparisons can be made between genders.  Thirdly, 

existing research has relied on self-report surveys, with a lack of cross-reporter 

corroboration or observational methods. Self-report measures are prone to bias towards 

socially desirable answers and underreporting of difficulties, particularly for females 

where behaviours may be non-normative. Finally, previous research has explored 

behaviours relating to CD, such as violence and substance use, rather than specific CD 

diagnosis. The measures used to assess these behaviours are often un-validated, limiting 
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the extent to which cross-study comparisons can be made. Furthermore, whilst these 

behaviours often present as part of a CD diagnosis, they can also occur in isolation and 

may have unique pathways not associated with the development of CD. For example, 

although there appears to be genetic overlap between substance misuse and CD, 

specific independent genetic influences have been proposed for each (Kendler, Prescott, 

Myers & Neale, 2003).  

 

Current Review 

The current review builds upon previous research in the following ways: 

• adopting a systematic search strategy that is transparent and adheres to a strict 

set of principles, thus reducing the likelihood of selection bias 

• focusing specifically on longitudinal studies, in order to determine causal 

pathways related to risk factors 

• having a tight focus on CD diagnosis, rather than behaviours associated with 

CD 

• only including studies that use validated measures of CD, in order to provide 

more reliable and sensitive measurement 

• only including studies which allow for direct gender comparisons, thus allowing 

for specific conclusions relating to risk factors  
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Methods 

 

Search Strategy 

A systematic search strategy was employed following PRISMA guidelines (Liberati et 

al., 2009), which sets out a checklist for evidence-based reporting. Using the PICO 

structure (Schardt, Adams, Owens, Keitz & Fontelo, 2007) four search categories were 

developed and Medical Subject Headings (MeSH) were used to capture additional 

subject terms. These MeSH terms are indicated below in brackets. Each term within a 

category was separated by the Boolean operator ‘OR’; each category was joined using 

the Boolean operator ‘AND’, to create a Boolean phrase combining all within and 

between categories. Categories were as follows: 

 

1. Terms relating to population under study (Adolescent [MeSH], Teenager, 

Youth) 

2. Terms associated with the indicator or prognostic factor (Risk factors [MeSH], 

Causality [MeSH], Association [MeSH], Predictors, Relationship, Correlation) 

3. Terms identifying the groups under comparison (Gender, Sex [MeSH], Male 

[MeSH], Female [MeSH], Females, Males, Men [MeSH], Women [MeSH]) 

4. Term relating to the outcomes or phenomenon under study (Conduct Disorder 

[MeSH]) 

  

Although this current review aimed to evaluate only longitudinal studies, specific 

search terms relating to methodology were not included in the initial search strategy. 

Previous reviews and papers have highlighted a scarcity of longitudinal studies in this 

area, therefore the search strategy was kept open to capture all research comparing 
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gender differences in CD. Reviewers then manually searched for longitudinal studies 

during the following stages. This would also allow for the search criteria to be 

broadened if the initial search yielded too few papers for effective evaluation. 

 

The above Boolean terms were used to search Medline on January 3rd 2018 for all 

articles covering the last five years until that date. The author conducted an initial 

screening of all online article titles to create a short list ready for abstract screening. 

Reference lists of this short list were examined to identify additional studies that met 

the criteria, and one author was contacted for specific guidance on research relating to 

this review topic. This process identified two additional articles for inclusion in the 

initial screening phase. The author and a second reviewer independently reviewed 

online abstracts using a rater review form (Appendix 1). This initial abstract screening 

raised questions and uncertainties about details in the abstracts which highlighted the 

need to tighten inclusion criteria. This was particularly relevant for the assessment and 

measurement of CD. These uncertainties were discussed between both reviewers and a 

more appropriate inclusion criteria was agreed. Cohort studies examine a wide sample 

of the population, examining multiple factors which may influence later outcomes. The 

sample in these studies are large community-based populations, and the need for a CD 

diagnosis unlikely, given the time and expertise needed to make a diagnostic evaluation. 

Consequently, the inclusion criteria were amended to include studies that used a 

validated screening tool for CD with good internal consistency and a high correlation 

with DSM symptomology. Following these amendments the author screened the online 

abstracts again. 
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Other ambiguities related to study design, mode of measurement or demographic 

information about the sample; these were discussed and resolved between the author 

and second reviewer. In cases where a decision could not be made based on the abstract 

alone, articles were included in the full-article stage to ascertain if inclusion criteria 

were met. Relevant full-text articles were then obtained by the author and assessed for 

eligibility. 

 

Study Selection 

Age.  

The World Health Organisation (WHO; 1993) defines adolescence as the 

developmental stage that occurs between 10 and 19 years of age. The majority of child 

and adolescent mental health services in the UK accept referrals for children up to the 

age of 17 years; individuals aged 18 years and above are considered adults in this 

context. As detailed previously, the diagnostic criteria for CD distinguishes between 

child-onset and adolescent-onset CD. Child-onset CD relates to symptoms first 

presenting before the age of 10 years, but that continue into adolescence.  Adolescent-

onset CD relates to symptoms first presenting after the age of 10 years. Therefore, the 

current review will include studies that assess CD, at least once, between the age of 10 

and 17 years, in order to capture both child-onset and adolescent-onset CD. 

 

CD diagnosis. 

Studies were included if participants were from a clinical population and had a formal 

diagnosis of CD, or if a validated screening or diagnostic tool had been used within a 

community sample. The following assessment tools were considered appropriate for 

the screening of CD. 
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Strengths and Difficulties Questionnaire (SDQ) 

The SDQ (Goodman, 1997) contains a subscale assessing conduct problems and has 

been validated for use in clinical and non-clinical samples. It is widely used in mental 

health research and clinical settings, with an acceptable level of reliability ( = .80) and 

internal consistency (Goodman, 2001). 

 

 Diagnostic Interview Schedule for Children (DISC) 

The DISC (Robins et al., 2000) is a fully structured diagnostic instrument that was 

designed to obtain information about DSM-IV (APA, 2000) diagnoses, including 

Conduct Disorder, by ascertaining the presence or absence of symptoms. It is designed 

for use with clinical and community samples and has good levels of diagnostic 

reliability and validity (Shaffer, Fisher, Lucas, Dulcan & Schwab-Stone, 2000). 

 

Child Behaviour Checklist (CBCL) 

The CBCL (Achenbach, 1994) is a standardised form designed to assess DSM 

diagnoses in child and adolescents. The form is available in different versions for 

completion by multiple informants, such as parents, teachers (Teacher Report Form) 

and young people aged between 11 and 18 years (Youth Self-Report). These forms are 

widely used in clinical settings and mental health research, with good reliability and 

internal consistency (Achenbach, & Rescorla, 2001). 

 

Conners Comprehensive Behavior Rating Scales (CBRS) 

The CBRS (Conners, 2008) assess adolescent psychopathology, including a subscale 

for CD. Although the outcomes do not reflect a clinical diagnosis, they do reflect 
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symptoms of severity at a level consistent with core categories from the DSM. The 

CBRS is used in clinical settings and mental health research, with good validity, 

internal consistency, inter-rater reliability, and test–retest reliability (Conners, 2008). 

 

Studies were also included if they studied broader externalising behaviours or 

psychopathology if the specific data on CD was extractable. Articles were excluded if 

specific behaviours, such as criminality, violence or substance misuse, were assessed 

in isolation rather than as part of CD. Whilst these behaviours often present as part of 

a CD diagnosis they can also occur stand alone and may have unique pathways 

independent of the development of CD. 

 

Comorbidity. 

Attention Deficit Hyperactivity Disorder (ADHD) 

CD has a high level of comorbidity with other psychiatric disorders, most commonly 

Attention Hyperactivity Deficit Disorder (ADHD). Research has shown that the 

presence of childhood ADHD can predict conduct problems in adolescence and ADHD 

has been associated with early-onset CD (Loeber & Keenan, 1994). There has been 

debate around whether CD and ADHD represent distinct syndromes, or subtypes of the 

same disorder. A review by Hinshaw (1987) concluded that whilst there is an overlap 

of symptoms and risk factors between the disorders, each has their own distinct and 

independent developmental pathway. Hinshaw came to this conclusion partly due to 

the asymmetrical nature of the co-occurrence, in that ADHD influenced the onset and 

course of CD, but CD did not influence the onset and course of ADHD. For example, 

children diagnosed with ADHD are 20-60% likely to meet diagnostic criteria for CD, 

whereas children with CD are 90% likely to meet diagnostic criteria for ADHD (Loeber 
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& Keenan, 1994). The decision was therefore made to exclude studies that investigated 

ADHD with CD for the following reasons: 

i) The initial search strategy revealed a large number of studies with an ADHD 

focus resulting in high numbers of studies for the final review 

ii) A narrower search criterion would allow for a more focused review that 

considered risk factors associated with CD in its purest form 

 

The review did however include studies that assessed hyperactivity not associated with 

an ADHD diagnosis in order to determine if hyperactivity that does not meet clinical 

threshold for ADHD may still be a risk factor for the development of CD. 

 

 Callous-unemotional traits 

A body of research exploring the role of Callous-Unemotional (CU) traits, defined as a 

lack of remorse or empathy, has led to the creation of two subtypes of CD in the DSM-

5 (APA, 2013). Children with CU traits show more conduct problems and more severe 

aggression than other children with CD without CU traits (Frick, Marsee & Patrick 

2006).  A review by Frick, Ray, Thornton and Kahn (2014) concluded that genetics 

accounted for 42% to 68% of the variability of CU traits and, in part, for the stability 

of these traits over time. Furthermore, a significant proportion of the association 

between CU traits and CD can be explained by shared genetic influences; although 

research also indicates distinct unique genetic influences for both constructs (Frick et 

al., 2014). Given that the presence of CU traits now identifies a specific subtype of CD 

it could be argued that inclusion of these traits in the search limits findings to one 

dimension of CD; therefore it was decided to exclude studies exploring co-occurring 

CU traits. 
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Inclusion Criteria 

The final inclusion and exclusion criteria is stated below. 

Inclusion criteria: 

(h) Available in English language 

(i) Participants were under the age of 18 years at point of CD assessment  

(j) At least one assessment point between 10 and 18 years of age 

(k) Use of a validated diagnostic screening tool for CD 

(l) Sample included both males and females, and data were analysed and reported 

separately for both 

(m)  Longitudinal or cohort design (prospective or retrospective) 

(n) Peer reviewed empirical articles 

Exclusion criteria: 

(g) Review articles, theoretical papers or textbook chapters 

(h) CD as a secondary comorbid diagnosis (such as with ADHD) 

(i) CD co-occurring with CU traits 

(j) CD as a predictor, independent or mediator variable 

(k) CD or gender-specific data could not be extracted separately 

(l) Assessment of criminality, violence, substance misuse or similar behaviours 

specifically rather than as part of a CD diagnosis 

(m)  Single time-point cross-sectional design 

 

Data Extraction 

A data extraction form was created to capture the following details: 

• Authors and year of publication 

• Country where research conducted 
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• Recruitment strategy 

• Participant demographics, including age, gender, ethnicity 

• Variables: independent, dependent and confounding 

• Methodology, including design 

• Measurement 

• Number of data points and time period between data collection 

• Method of analysis 

• Statistical results including effect sizes 

• Key findings 

• Clinical Implications 

• Strengths and Limitations 

The full text of each article identified for inclusion was then read by the author of this 

review and a data extraction form completed for each article. The information on the 

forms was then tabulated using the headings as per the data extraction form in order to 

capture data from all articles together in one table. This table was then condensed to 

capture relevant information specific to the research question and is presented in the 

results section of this chapter. 

 

Quality Appraisal 

The Critical Appraisal Skills Programme (CASP, 2018) cohort study checklist was used 

to assess for methodological quality and relevance of the research. The CASP is 

designed to assess each study independently by guiding the reader through 12 

questions. There are two screening questions, followed by ten specific questions, 

including prompts, that consider the following issues: are the results valid, what are the 
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results, and will the results help locally. Questions are answered ‘yes’, ‘no’ or ‘can’t 

tell’. There is no scoring system attached to the checklist, but the questions provide the 

reader with a systematic method for assessing quality, that highlights potential areas of 

weakness. The first author conducted the quality review and uncertainties were 

discussed and resolved with a third and fourth reviewer. Since the search strategy 

produced only a small number of studies for review no study was excluded on the basis 

of quality, but quality was considered when evaluating the strength of the presented 

evidence. 

 

All articles identified for inclusion successfully passed the two screening questions, 

indicating that they addressed a clearly focused issue and recruited the cohort in 

acceptable ways. Some studies lacked a detailed description of the recruitment strategy 

but provided sufficient information to satisfy quality criteria. The majority of studies 

recruited participants using stratified sampling methods, which improves precision to 

reduce sampling error. Further quality assessment was therefore conducted on all 

studies as recommended by the CASP (2018) framework.  

 

The majority of studies were of good quality (Table 1). Six studies used validated 

measures to measure the exposure variable, which helped to minimise bias. Atherton et 

al (2016) used an unvalidated measure and child self-report only to assess time in self-

care thus reducing reliability and increasing the risk of bias. Additionally, Villiodas et 

al (2015) measured childhood abuse using Child Protection Service records but did 

detail how these records were collated and measured. Smith et al (2017) used parental 

reports of hyperactivity in children which provides no baseline or means of comparison 

leaving it open to cultural bias. Only one study (Shaw et al, 2016) utilised multiple 
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informant measures and clinician observation. The remaining studies relied on self-

report and single informant measurement only.  

 

Table 1. Quality appraisal checklist using CASP (2018) framework 

 

 

The majority of studies reported participant retention rates between 74% and 97%, 

suggesting a high proportion of participants completed all stages of the research. These 

studies also compared participants that had dropped out of the research or had missing 

data with study completers and reported on differences or similarities between these 
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Smith et al (2017) N Y N ? N  Y Y N Y 

Villiodas et al (2015) ? Y ? ? Y Y Y Y Y 
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groups. Two studies (Murray et al., 2015; Petersen., 2013) did not specify the 

retention/attrition rate between baseline assessment and final data collection point. 

Smith et al., (2017) reported a retention rate of only 34.1%, which is significantly lower 

than the majority of studies in the review. However, participants in this study were 

compared to non-participating counterparts and no significant differences were 

reported suggesting attrition rates were likely due to the recruitment strategy used and 

difficulty of obtaining accurate addresses. 

 

The majority of studies followed participants up over a relatively long period of time, 

with baseline measurement and final measurement occurring between 8 and 16 years 

apart. This allowed for greater analysis of change over time. However, Boyes et al., 

(2014) and Atherton et al., (2016) followed up after only one and two years 

respectively, which limits the assumptions that can be inferred. 

 

A meta-analysis or meta-synthesis of the literature could not be conducted for several 

reasons. Firstly, the purpose of the review was multifaceted in that it aimed to identify 

a range of risk factors associated with the development of CD, rather than one single 

predictor or variable. Secondly, different instruments were used to assess the same 

constructs. Thirdly, studies varied greatly in the frequency, number and duration of 

intervals between measurements. Finally, there was a large degree of clinical and 

statistical heterogeneity with some studies failing to report effect size.  

 

Data analysis and reporting were therefore based on a narrative synthesis technique 

based on guidance by (Popay et al., 2006), which recommends using text and words to 

explain the findings and to organise data into a “trustworthy story”. Guidance from the 
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Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) 

statement (Moher, Liberati, Tetzlaff, Altman & Prisma Group, 2009), including 

checklist and flow diagram, were consulted to ensure appropriate and transparent 

reporting. Where possible standardised coefficients for size of effects were reported 

and interpreted as small, medium or large according to Cohen (1988). 
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Results 

 

The initial search yielded 655 articles, which were screened by title only by the author. 

Exclusion was mainly a result of samples with a primary diagnosis of ADHD, specific 

behaviours such as delinquency or substance use, review articles and those specifying 

a cross-sectional correlational design in the title. One hundred and six abstracts were 

screened independently by the author and a second reviewer using the 

inclusion/exclusion criteria and thirty studies were selected for full-article assessment 

(Figure 1). Nine studies met criteria and were included in this review; Table 2 

summarises the study characteristics and key findings. 

 

Study Characteristics 

 

The baseline age and period of measurement varied greatly between studies. Out of all 

studies reviewed seven assessed constructs at a baseline age between 0 years (including 

prenatal) and 4 years old. The two remaining studies assessed constructs as a baseline 

age of 10 years or older. This is relevant due to the distinction made between child and 

adolescent onset CD, with 10 years old being the cut-off. The length of time between 

baseline and final follow-up varied between 1 and 16 years with the number of 

assessment points ranging from 2 to 7. The time between assessment points also varied 

between 3 months and 16 years. 

 

 

 



Family and Social Functioning and Adolescent Psychopathology 
 

 52 

 

 

 

 

Figure 1. PRISMA flowchart diagram of selection 
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Ref 

No 

Author, Date 

and Country 

Sampling Method 

 

Participants Points of assessment CD 

Measure 
Number Gender 

(Male) 

Ethnicity Age at 

baseline 

Age at CD 

assessment 

Number 

1 Atherton et al 

(2016); USA 

Stratified random community-based 

sampling from school rostra 

579 50% Mexican-

origin 

10.4 years 12.4 years 2 DISC 

2 Boyes et al 

(2014); South 

Africa 

Stratified random sampling of rural and 

urban community  

3401 43% South 

African 

10 to 17 years 

(M = 13 years) 

11-to 18 

years 

2 SDQ 

3 Glasheen et al 

(2013); USA 

Stratified random with replacements 

Community – based  

577 47.5% Mixed 

ethnicity 

0 years 16 years 5 DISC 

4 Mason et al 

(2016); 

Finland 

Birth cohort community-based 6963 49% Finnish 0 years 15-16 years 3 YSR 

5 Murray et al 

(2015); UK 

and Brazil 

Birth cohort 

Urban community-based sample with 

replacements 

Brazil = 

4,423  

UK = 

7,307 

Not stated British and 

Brazilian 

0 years 11 years 2 

 

SDQ 

 

6 Petersen et al 

(2013); USA 

Stratified random community-based 

sampling with oversampling of AA and His. 

8,756 51% EA = 51% 

AA = 28% 

His =19% 

4 years 12 years 2 CBCL 

 

7 Shaw et al 

(2016); USA 

Rural, urban and suburban community-based 

sample from low income households 

731 51% EA = 50% 

AA = 28% 

Mix = 13% 

His = 13% 

2 years 10.5 years 7 CBCL  

TRF  

YSR  

8 Smith et al 

(2017); UK 

Birth cohort community-based sample 

 

258 60% Not stated 3 years old 14 to 25 

years 

2 CBCL 

CBRS  

9 Villiodas et al 

(2015); USA 

Community-based quota sample of children 

at high risk from maltreatment 

788 49% W = 26% 

AA = 54% 

His = 6% 

Mix = 14% 

4 years 4, 8, 12, 14 

years 

4 CBCL 

DISC 

Table 2. Characteristics and main findings of studies included in review 
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Ref 

No 

Predictor variable(s) 

measures 

Confounding 

variable(s) 

measures 

Analysis Main Findings 

1 Time in unsupervised self-care 

(USC) 

 

Hostile aggression 

Early Adolescent Temperament 

Questionnaire; Iowa Family 

Interaction Rating Scales 

Neighbourhood 

Disadvantage 

 

Linear 

regression 
• Males spend a higher average amount of time in USC (M=2.46 hours) than females 

(M=1.52 hours), p < .01. 

• More time spent in USC is associated with higher levels of CD (r=.15, p<.05) 

• Effects of USC on CD is carried by males (b=.43, SE=.14) but nonsignificant for females 

(b= -.03, SE=.36) 

• Gender/USC interaction is no longer significant when hostile aggression factored in 

2 Bullying victimisation 

Social and Health Assessment 

Peer Victimisation Scale 

Household 

Poverty 

 

ANCOVA 

 

Cross-lagged 

linear 

regression 

• Higher rates of CD in males than females at baseline (d =0.12) and follow-up (d = 0.15) 

• High levels of bullying associated with higher levels of CD (d = 0.16) 

• Multiple victimisation (>3) is associated with higher levels of CD (d = 0.58) one year later 

(=.04, p<.05) 

• No gender difference in the levels of bullying experienced but males reported more 

physical (d = 0.09) and verbal (d = 0.11) bullying than females, whereas females reported 

more relational bullying (d = 0.12) 

• Gender was not a significant moderator between victimisation and CD (= -.04, p=.531) 

• Bi-directional relationship: baseline CD predicted multiple bullying (=.05, p<.05) 

3 Pre and post-natal anxiety 

Spielberger’s State-Trait 

Anxiety Personality Inventory 

 

Pre and post-natal depression 

Center for Epidemiological 

Studies Depression Scale 

 

 Logistic and 

multi-

nominal 

regression 

• Males were 1.9x more likely to have CD than females at age 16 (p<.001) 

• There was no significant interaction between pre- and postnatal depression and CD for 

either gender 

• Female offspring with mothers in the medium pre- and postnatal anxiety group were 75% 

less likely to meet criteria for CD by age 16 (OR=.249, p=.013) and female offspring with 

mothers in the high pre- and postnatal anxiety group were 80% less likely to meet CD 

criteria (OR=.203, p=.009) than those with mothers in the low pre- and postnatal anxiety 

group 

• Male offspring with mothers in the medium pre- and postnatal anxiety group were almost 

four times more likely to meet CD criteria by age 16 (OR=3.97, p=.046) and male 

offspring with mothers in the high pre- and postnatal anxiety group were 5.6 times more 

likely to meet CD criteria (OR=5.631, p=.045) than those with mothers in the low pre- and 

postnatal anxiety group 
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4 Cumulative Contextual Risk 

Index: (count of risk factors 

present) 

1)low birth weight, 2) teenage 

mother, 3) single parent, 4) 

multiple unions, 5) drop-out 

mother, 6) smoking while 

pregnant, 7) drinking while 

pregnant, 8) paternal alcohol 

use, 9) economic exclusion, and 

10) material deprivation 

 

Risky Sexual Behaviour 

 SEM • Cumulative Contextual Risk (CCR) was a significant positive predictor of CD (b=0.40, 

SE= .03, = .21, p< .05) 

• There were no gender differences in the interaction of CCR and CD 

• Influence of CCR on risky sex was stronger for females than for males 

5 Perinatal risk factors 

(individual and cumulative) 

unplanned pregnancy, smoking 

in pregnancy, alcohol use in 

pregnancy, maternal urinary 

infection during pregnancy, 

intrauterine growth restriction, 

premature birth 

 

Sociodemographic risk factors 

(individual and cumulative) 

maternal age, maternal 

education, marital status, family 

income 

 Risk ratio 

 

Poisson 

regression 

• Children in Brazil were exposed to a higher cumulative number of perinatal and 

sociodemographic risk factors than in UK 

• Rates of CD among males were 33.9% in Brazil compared to 8.5% in UK 

• Rates of CD among females were 28.7% in Brazil compared to 6.0% in UK 

• Cumulative number of perinatal and sociodemographic risk factors predicted CD in both 

countries for males and females 

• For males only, associations were significantly stronger in UK than in Brazil for CD with 

the following variables: smoking in pregnancy (interaction p = .004), maternal age (inter- 

action p = .059), single mother (interaction p = .058), cumulative number of perinatal risk 

factors (interaction p = .052) and cumulative number of sociodemographic risk factors 

(interaction p = .019) 

• Almost a fifth of the cross-national difference in rates of CD was explained by cumulative 

exposure to risk factors for both genders 

• Perinatal risk factors explained slightly more of the cross-national differences in rates of 

CD than sociodemographic factors for both genders 

6 Language ability 

Peabody Picture Vocabulary 

Test–Revised 

 

Other intellectual domains 

Peabody Individual 

Achievement Test 

Social 

Economic 

Status 

 

SEM • Poor language ability was associated with higher levels of CD ( = -0.02, p= .009) 

• Direction of effect was stronger from language ability to CD (β = −0.03) than from CD to 

language ability (β = 0.00). 

• The effect of language ability on CD was stronger for males than females ( = .003, p = 

.084).  

• Males had higher levels of CD than females 
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7 Maternal depression 

Center for Epidemiological 

Studies on Depression Scale 

 

Social Deprivation 

US Bureau of Census 

 

Parent-child 

coercion 

SEM 

 

Cross-lagged 

and parallel 

correlation 

• Good cross-informant correlation (r= .40, p< .01; r= .30, p< .01) 

• Mother-reported depression was associated with CD one year later at each time point for 

both genders (=0.001, p< .05) and vice versa 

• Females had lower levels of CD at age 7.5 (=  –4.30, p < .05) and age 10.5 (=  –0.54, 

p< .05) 

• High levels of deprivation were associated with CD across both genders (=0.05, p< .05) 

• Parent–child coercion at age 2 was positively related to maternal depressive symptoms at 

age 3 (=13.69, p< .05) 

• Maternal depressive symptoms were associated with CD one year later during toddler 

period and early adolescence 

• Effects of CD on maternal depression were only seen during early childhood for both 

genders 

8 Hyperactivity 

Werry– Weiss–Peters Activity 

Rating Scale: parent-report  

 

Impairment 

Weiss Functional Impairment 

Rating Scale: self-report  

 

Developmental 

Delay 

 

Economic 

Deprivation  

 

ANOVA 

 

MANOVA 

 

Multiple 

regression 

• Rates of CD at baseline: hyperactive group (males = 2.95, females = 2.72), control group 

(males = 1.43, females = 1.21) 

• Rates of CD at follow-up: hyperactive group (males = 32.9, females = 27.6), controls 

(males = 2.5, females = 8.7) 

• At baseline there were no gender differences either in the severity of hyperactivity or in 

the levels of co- occurring problems 

• The association between pre-school hyperactivity and CD was about 30 % greater for 

males than for females 

• Effect of group on impairment was highly significant for males [F (1,114)=12.58, 

p=0.001; d=0.74] but not for females [F(1,126)=0.04, p=0.85; d=0.13] 

• At follow-up, levels of CD were higher in the control group than the hyperactive group for 

females but not for males 

9 Child Maltreatment 

Criminal Prosecution Service 

(CPS) records 

Social 

Deprivation 

LTA • Aggressive/rule-breaking at 12 years old correlated with CD at 14 years old 

• Defiant/deceitful higher CD symptom count (M=3.18, s.d=2.4) 

• Aggressive/rule-breaking higher CD symptom count (M=7.02, s.d=3.2) 

• Sexual abuse and maltreatment allegations less likely to be well-adjusted  

• Females more likely to present as well-adjusted than males 

 

W = White, EA = European American, AA = African American, His = Hispanic, Mix = Mixed 

SDQ = Strengths and Difficulties Questionnaire, DISC = Diagnostic Interview Schedule for Children, CBCL = Child Behaviour Checklist, TRF = Teacher Report Form, 

YSR = Youth Sel-Report, CBRS = Conners Comprehensive Behavior Rating Scales 

SEM = Structural Equation Modelling; LTA = Latent Transition Analysis 
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Summary of Findings 

Biological. 

The search did not find any longitudinal studies examining gender differences in the 

genetic, physiological or neurobiological factors relating to CD. Whilst research in 

these fields exists, these studies are cross-sectional and/or based on a male sample only. 

A leading researcher in the field of neuropsychobiology of CD (De Brito, 2018) was 

contacted to ascertain if literature had been missed within the search strategy. This 

researcher confirmed there was a lack of longitudinal research in the study of brain 

functioning and CD. 

 

Neuropsychological 

The study by Smith et al., (2017) identified possible gender differences in relation to 

executive dysfunction, specifically hyperactivity. They compared two groups of pre-

schoolers, those with high levels of hyperactivity (HA group) and those with low levels 

of hyperactivity (control group). During preschool there were no gender differences in 

the severity of hyperactivity or the rates of CD. However, males in the HA group were 

significantly more likely to present with CD in middle to late adolescence than were 

females in the HA group and controls. Conversely, females in the HA group were not 

significantly more likely to present with CD in adolescence than were controls. 

Additionally, there were higher rates of CD in the female control group than in the 

female HA group. These findings suggest that hyperactivity may be a risk factor for 

CD in males but not in females. Additionally, HA males reported higher levels of 

impairment than controls, whereas there was no difference in reported levels of 

impairment between HA females and controls. This may suggest that females are more 

resilient to the impact of hyperactivity than males.  
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Petersen et al. (2013) assessed the extent to which language ability at age 4 can predict 

the development of CD, as assessed at age 12. Language ability was negatively 

associated with CD in that poor language ability was associated with high levels of CD. 

Petersen et al. (2013) examined the bi-directionality of this association and found that 

the relationship was stronger from language ability to CD (β = −0.03), than from CD to 

language ability (β = 0.00). This suggests that whilst CD may contribute to language 

development, poor language skills are more likely to contribute to the development of 

CD. This association was stronger for males than for females ( = 0.003, p = 0.084).  

 

Environmental. 

Parental Factors 

Glasheen et al., (2013) examined data from a longitudinal community sample firstly, to 

establish trajectories of maternal pre and postnatal depression and anxiety, based on 

measurements taken during the 1st and 2nd trimester and when the child was 8 and 18 

months of age. Secondly, they mapped these trajectories to adolescent mental health 

outcomes, assessed using the DISC, at age 16. Pre and postnatal depression did not 

have an association with later CD for either gender. Female offspring with mothers in 

the medium pre and postnatal anxiety trajectory were significantly less likely to meet 

criteria for CD at age 16 than females with mothers in the low pre and postnatal anxiety 

trajectory (OR=0.249, p=.013). This likelihood was even less for female offspring with 

mothers in the high pre and postnatal trajectory (OR=0.203, p=.009). Conversely, male 

offspring with mothers in the medium (OR=3.97, p=.046) or high (OR=5.631, p=.045) 

pre and postnatal trajectory were four and 5.6 times more likely, respectively, to meet 

CD criteria than males with mothers in the low pre and postnatal anxiety groups. The 
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findings suggest key differences in the contribution of pre and postnatal anxiety on each 

gender. 

 

Another study in the review (Shaw, Sitnick, Reuben, Dishion & Wilson, 2016) assessed 

the bidirectional effects of maternal depression and CD in offspring, from childhood 

through to adolescence. Measurements were taken at seven-time points between 2 years 

old and 10.5 years old, with cross-sectional and cross-lagged associations calculated. 

Maternal depression and conduct problems were associated at each time point across 

both genders. Maternal depressive symptoms were associated with CD a year later 

during both toddler period and early adolescence. This was the case for both genders. 

The toddler period and early adolescence are times of transition for children, when they 

begin to separate from their caregiver and become more independent, so they may be 

impacted more by maternal depression during these periods of instability. Conversely, 

the effects of conduct problems on maternal depressive symptoms were only seen 

during early childhood for both genders.  

 

Glasheen et al., (2013) and Shaw et al., (2016) both measured maternal depression 

using the Center for Epidemiological Studies Depression Scale (CES-D), allowing for 

direct comparison between the findings. The findings may suggest that maternal 

depression during later childhood has a greater contribution to the development of CD 

than pre or postnatal depression during early childhood, and that gender does not 

moderate this association. It is also noteworthy that Shaw et al., (2016) used Structural 

Equation Modelling (SEM), which has advantages over logistic regression used by 

Glasheen et al., (2013). SEM is better suited to longitudinal analysis where the same 

variable can be an outcome at one time point and a predictor at another time point 
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(Kupeck, 2006). This is particularly important regarding the relationship between 

parental and adolescent mental health as these are most likely circular in relationship. 

 

Atherton, Schofield, Sitka, Conger and Robins (2016) explored the relationship 

between unsupervised self-care (USC) and CD in a sample of Mexican youths in early 

adolescence. More time spent in USC at the age of 10 was associated with higher levels 

of CD at age 12. This relationship was significant for males but not for females. This 

may be partly explained by males spending a significantly higher average amount of 

time in USC (M=2.46 hours) than females (M=1.52 hours), which implies that parents 

may differ in their behaviour and attitudes towards male and female offspring. 

However, this may be specific to families of Mexican-origin, in which cultural beliefs 

or experiences may influence parenting styles, so findings cannot be generalised. This 

study also explored the role of hostile aggression in the relationship between USC and 

CD and reported that gender differences may be explained by levels of hostile 

aggression, in that the gender/USC interaction is no longer significant when hostile 

aggression is accounted for. Males may be at higher risk of CD when left in USC 

because they are more likely to exhibit hostile aggressive tendencies. This study 

measured USC, hostile aggression and CD in children aged ten and over so the impact 

of early childhood on these factors cannot be determined, nor whether these patterns of 

hostile aggression are present in childhood.  Furthermore, assessment of CD took place 

only two years after baseline assessment, so it cannot be determined if this pattern is 

consistent throughout adolescence, particularly since peer relationships may influence 

how children spend their time in USC in middle and late adolescence. 
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Villiodas et al., (2015) examined the association between childhood maltreatment and 

abuse and the emergence of CD between the ages of 4 and 14. Villiodas et al., concluded 

that all types of childhood maltreatment and abuse were associated with CD, but that 

the emergence of the conduct problems differed depending on when the alleged abuse 

took place. For example, children with abuse allegations during preschool were more 

likely to present with conduct problems during middle childhood, whilst children with 

abuse allegations during late childhood were more likely to present with conduct 

problems in early adolescence. However, females were more likely than males to 

present as well-adjusted at age 8 but were more likely than males to present with 

conduct problems at age 12. This suggests that whilst abuse may be a risk factor for 

conduct problems for both males and females, the onset of difficulties may emerge later 

in females. 

 

Peer Factors 

Only one study in the review explored peer relationships and the development of CD. 

Boyes, Bowes, Cluver, Ward and Badcock (2014) assessed the relationship between 

bullying victimisation and CD symptoms in a sample of South African adolescents. 

Multiple (four or more) victimisation and bullying was associated with higher levels of 

CD symptoms one year later; this was the case for both males and females. The level 

of bullying experienced did not vary between genders, however, females were more 

likely than males to be victims of relational bullying, whereas males were more likely 

to be victims of direct, verbal or physical, aggression.  
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Societal Factors 

Two longitudinal birth cohort studies in Brazil and the UK (Murray et al., 2015) 

compared the association between a range of perinatal and sociodemographic factors, 

measured at birth, and the presence of CD at the age of 11. Children in Brazil were 

exposed to a higher cumulative number of perinatal and sociodemographic risk factors 

than children in the UK; this was the pattern across both genders. Children in Brazil 

also presented with higher rates of CD than children in the UK, 28.7% - 33.9% and 6% 

- 8.5% respectively. Perinatal risk factors explained more cross-national differences in 

rates of CD than sociodemographic risk factors for both genders. This is also supported 

by a Finnish birth cohort study (Mason et al., 2016) that assessed ten pre and postnatal 

contextual risk factors in women to offspring outcomes at age 16. Cumulative 

contextual risk factors were a significant positive predictor of CD for both males and 

females.  

 

Murray et al., (2015) reported similar outcomes for males and females, however, 

associations were significantly stronger for males in the UK for CD with the following 

variables: smoking in pregnancy, maternal age, single mother, cumulative number of 

perinatal risk factors and cumulative number of sociodemographic risk factors. This 

suggests that in the UK, at least, males may be at greater risk than females of developing 

CD when exposed to specific risk factors as well as when exposed to multiple risk 

factors. It may also be possible that the same risk factors impact males and females 

differently. Of note, Mason et al., (2016) found that cumulative risk factors had a 

stronger association with risky sexual behaviour, than CD, in females, suggesting that 

females may engage in other forms of risk-taking behaviours not captured by a CD 

diagnosis. 
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Discussion 

 

Summary of Findings 

The findings from the review were not sufficiently strong enough to make a clear 

predictive model of risk for CD for males and females. This was mainly due to clinical, 

methodological and statistical heterogeneity across the included studies. However, a 

number of patterns emerged from the review relating to biological, environmental and 

socioeconomic factors.  

 

Males, rather than females, appeared to have a greater level of vulnerability to certain 

biological and early risk factors. An accumulation of multiple risk factors was 

associated with CD in both genders, but this association was stronger for males than for 

females. Males also tended to report a greater level of impairment from the presence of 

risk factors, even when levels of risk factors were similar between genders. Multiple 

bullying was also indicated as a risk factor for both genders, however the type of 

bullying experienced and the amount of peer support varied between genders.  The most 

consistent finding from the studies was that social deprivation was strongly associated 

with the presence of CD; this supports a large body of previous research that suggests 

social deprivation is the strongest predictor of CD, after gender.  

 

Overall Completeness and Applicability of Studies 

The purpose of this systematic review was to assess the quality of longitudinal studies 

looking at the differences in risk factors associated with the development of CD 

between males and females. Nine studies were identified, most of good quality, that 

provide some evidence of gender differences in relation to CD. 
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The research explored a range of risk factors for CD including sociodemographic 

factors, peer and parental factors and neuropsychological factors, with some 

exploration of bidirectional relationships between variables. The search strategy did not 

reveal any longitudinal studies that assessed the gender differences in brain function 

and structure or genetic variance. Studies looking at parental factors focused on 

maternal psychopathology, with limited exploration of paternal factors or family 

functioning. 

 

Quality and Methodology of Studies 

Berkout et al., (2011) identified a number of methodological limitations with current 

research in their review, specifically the reliance on self-report surveys and a lack of 

cross-reporter corroboration or observational methods. The most widely used measure 

in the studies reviewed here was the CBCL. This measure allows for multiple 

informants, as utilised by Shaw et al., (2016). In addition to parental, youth self-report 

and teacher-report measures, they also used alternative caregiver reports for 

corroboration. This has the advantage to reduce the potential for bias towards socially 

desirable answers, and the possible underreporting of difficulties, particularly for 

females where behaviours may be non-normative. Furthermore, use of mother reports 

alone, specifically when exploring maternal factors such as depression, may be 

unreliable as the depression may influence the perception of a child’s difficulties. The 

majority of research however still relied upon self-report measures for older children 

and mother-reported measures for younger children, suggested there has not been a shift 

in methodology since publication of Berkout et al., (2011). 
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A number of other limitations were evident in the research currently reviewed. Firstly, 

the reported effect sizes varied greatly between and within studies; this may be partly 

due to the broad range of variables analysed and the complexity of aetiology of CD. 

Furthermore, some effect sizes, although significant, were relatively small with some 

 values reported as low as 0.02 (Shaw et al., 2016). Given the large sample sizes used 

with these studies there is a risk of type I error, so results need to be interpreted with 

caution. Secondly, the length of longitudinal observation and the number of assessment 

points varied greatly between studies, with some research conducting follow-ups 

occurring after only one (Boyes et al., 2014) or two (Atherton et al., 2016) years. 

Conclusions therefore cannot be made about the pattern of behaviour in either early 

childhood or the consistency of the pattern into adolescence. Glasheen et al., (2013) 

had a number of measurement points over a 16-year assessment period from prenatal, 

but behavioural difficulties were only assessed at age 16. An assessment of child mental 

health outcomes at each assessment point over this period would have provided a better 

understanding of the pattern and trajectory of difficulties, specifically, in the context of 

child and adolescent onset CD in relation to pre and postnatal anxiety. 

 

Contribution of Studies to Current Theories 

The findings from the review are not sufficiently strong enough to make a clear 

predictive model of risk for CD for males and females. However, a number of patterns 

emerged from the review, which are considered below and integrated with previous 

literature and current theories. 

 

One of the largest effect sizes and most striking findings was reported by Glasheen et 

at., (2013). An explanation for the observed opposite associations of pre and postnatal 
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anxiety on males and females in relation to CD may be related to hormonal imbalances. 

Prenatal maternal anxiety may be associated with increased levels of the stress hormone 

cortisol, which in turn may lead to higher levels of testosterone crossing the placental 

barrier. Prenatally, the male foetus also produces a surge of testosterone (Ellis, 2005). 

These combined elevated levels of testosterone may affect the development of the 

Hypothalamic Pituitary Adrenal (HPA) axis, priming males to show a more aggressive 

stress response. This is supported by research that reports higher levels of direct 

aggression in males (Boyes et al., 2014; Crick & Grotpeter, 1995; Bjorkqvist et al., 

1992). This suggests there may be differences in basic biological responsivity, although 

longitudinal physiological studies would need to be conducted. 

 

In contrast, neuropsychological deficits, such as impulsivity and language skills, were 

reported in equal measures between males and females (Smith et al., 2017; Peterson et 

al., 2013). These deficits appeared to have a stronger association with CD symptoms 

during childhood for males than for females; however the association between 

impulsivity and CD symptoms in adolescence appeared to be similar across both 

genders. This may explain the higher rates of child-onset CD in males compared to 

females, suggesting the same risk factors may have a later influence on CD in females. 

This is also in line with the identification of a distinct female-only ASB trajectory, 

adolescent-delayed onset, which suggests that females in this group may have similar 

childhood risk-factors to males but may inhibit certain externalising behaviours, 

possibly due to socialisation processes that discourage females from adopting these 

behaviours (Fontaine et al., 2009).  
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Another explanation for the findings observed by Glasheen et al., (2013) is that societal 

influences may impact parent and child behaviours.  The Social Modelling Theory 

(Bandura & Walters, 1959) suggests that behaviours are learnt through modelling and 

imitation, so females with mothers with high pre or postnatal anxiety may have learnt 

to internalise emotional expression from their mother.  

 

The findings relating to maternal depression were mixed. Glasheen et al., (2013) 

reported that pre and postnatal depression had no significant interaction with CD for 

either males or females, whereas Shaw et al., (2016) reported that maternal depression 

and CD were associated at several time points throughout childhood and adolescence. 

There are several factors relating to the comparability of these studies. Firstly, both 

samples were from ethnically diverse areas with high social deprivation in America, 

and both studies measured maternal depression using the CES-D. Secondly, the studies 

assessed maternal depression at different points during childhood. Glasheen et al., 

(2013) limited assessment to pre and postnatal depression, measured when the child 

was under two years of age; Shaw et al., (2016) however measured maternal depression 

when the child was between two years of age and 16 years of age. This disparity may 

suggest that maternal depression has a greater impact on CD during middle to late 

childhood, rather than as an early risk factor during the first two years. The relevance 

of this is that maternal depression may contribute to CD environmentally rather than 

biologically, such that the impact of maternal depression on CD is through mother-child 

interactions. Evidence for this comes from the finding that this association is bi-

directional, with varying strengths, during different periods of childhood (Shaw et al., 

2016). 
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The Coercive Family Process model (Patterson, Dishion & Bank, 1984) acknowledges 

the combined effect of risk factors, such as parental psychopathology, that contribute 

to the use of coercive parenting. It may be that maternal depression contributes a small 

amount to CD via the process of child-parent coercion, in that coerciveness leads to 

increases in maternal depression, which in turn leads to further coerciveness and 

conduct problems. This is supported by the finding that parent-child coercion at age 2 

was positively related to maternal depressive symptoms as age 3, and that this was a 

larger effect size than maternal depression alone (Shaw et al., 2016).  

 

The relationship between maternal depression and CD was strongest for families from 

areas of high social deprivation. The association between social deprivation and CD 

was a consistent finding for both genders across most studies in the review and is 

consistent with previous research that reported social deprivation as one of the strongest 

predictors of behavioural problems (Odgers et al., 2012). Social deprivation can be 

considered an umbrella term that encompasses a broad range of other factors that 

cumulatively can lead to adverse outcomes. An accumulation of perinatal and/or 

sociodemographic risk factors were shown to increase the likelihood of CD in both 

genders (Murray et al., 2015; Mason et al., 2016), although perinatal risk factors appear 

to have a stronger association with CD and explained more cross-national differences 

in rates of CD than sociodemographic risk factors. This highlights the importance of 

early years and a possible biological influence from exposure to perinatal risk factors.  

 

There was a stronger relationship between cumulative risk factors and CD in males than 

in females. When considered alongside research that suggests that the presence of 

autonomic responsivity deficits, impulsivity and language impairment had a greater 
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association with CD in males, it may be possible that males have a stronger 

susceptibility to biological influences than females in relation to the development of 

CD. Alternatively, environmental factors may act as moderators between a child’s 

predisposition, presentation of difficulties and the age of onset; the moderating effect 

of hostile aggression being one example. It may be that these environmental factors 

relate to socialisation which discourages females from adopting certain aggressive 

behaviours. Alternatively, clinicians, parents and teachers may be bias in observation 

of behaviours and may respond differently to behaviours based on gender stereotypes. 

McCabe, Rodgers, Yeh and Hough (2004) found that females with CD were more likely 

to be in contact with child welfare services, whereas males were more likely to be in 

contact with youth offending services, suggesting a societal bias in the way behavioural 

problems are interpreted and dealt with. 

 

Despite similar levels of exposure to risk, males reported higher levels of impairment 

than females (Smith et al., 2017), and females with a history of abuse were more likely 

to present as well-adjusted than males (Villiodas et al.,2015). This may suggest that 

females have more protective factors that prevent or delay the onset of CD. For 

example, females generally reported higher peer social support than males and lower 

levels of USC (Atherton et al., 2016). Silverthorn and Frick (1999) also suggest that 

better school attainment and less harsh punishment may be more prevalent in females 

and act as a buffer against the development of CD. 
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Summary 

The findings from the review were not sufficiently strong enough to make a clear 

predictive model of risk for CD for males and females. However, a number of patterns 

emerged from the review that can be considered in relation to previous research. 

 

Males appeared to have a greater level of vulnerability to biological and early risk 

factors, such as hyperactivity and language delay, than females. There was also 

suggestion that male CD may be associated with an excess of testosterone in the 

Hypothalamic Pituitary Adrenal (HPA) axis and deficits in the Autonomic Nervous 

System (ANS), possibly as a result of exposure to postnatal anxiety and other perinatal 

risk factors. An accumulation of multiple risk factors was associated with CD in both 

genders, but this association was stronger for males than for females. Males also tended 

to report a greater level of impairment from the presence of risk factors, even when 

levels of risk factors were similar between genders. This suggests the presence of 

possible protective factors in females that may buffer against the development of CD. 

 

Multiple bullying was also indicated as a risk factor in the development of CD for both 

males and females, however the type of bullying experienced and the amount of peer 

support varied between genders. For example, females were more likely to be victims 

of relational bullying, whereas males were more likely to be victims of direct physical 

bullying. Furthermore, females were more likely than males to report higher levels of 

peer support, suggesting that peer relationships may act as a protective factor for 

females. 
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The most consistent finding from the studies reviewed was that social deprivation was 

strongly associated with the presence of CD; this finding was prevalent across gender, 

ethnicity and culture. This supports a large body of previous research that suggests 

social deprivation is the strongest predictors of CD, after gender. 

 

Females tend to present with later onset CD than males despite exposure to similar 

levels and types of risk factors. It is suggested that whilst exposure to proximal risk 

factors has an impact on the development of CD in both males and females, the onset 

in females may be delayed for various reasons. This may be due to maturational 

mechanisms, societal influences or protective factors, such as peer relationships or 

school attainment.  

 

Clinical Implications  

Sensitivity in the assessment of CD in females would be beneficial for gathering 

information about female-specific behaviours and presentations to improve 

identification and diagnosis. For example, consideration of differences in exhibited 

behaviours, such as females displaying more relational aggression and risk-taking 

behaviours in the form of risky sexual activity. Research also indicates that whilst 

females may present with later onset CD risk factors may be present in early childhood 

but inhibited by environmental influences; greater understanding of these 

environmental influences and the impact on social, educational and occupational 

functioning would improve diagnosis and intervention for females and males. 

 

Identification and understanding of potential protective factors, such as peer 

relationships, should also be assessed. Furthermore, findings from research should be 
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integrated into treatments for CD, so that the differential social contexts experienced 

by females are taken into consideration.  The breadth of risk factors identified as 

associated with the development and trajectory of CD, and the significance of 

cumulative risk, highlights the need for a holistic intervention that targets a range of 

aspects and that is person-centred and gender-sensitive.  

 

Limitations 

A number of limitations relating to this review should be acknowledged. Firstly, the 

search strategy was designed to capture studies that reported gender comparisons in 

relation to CD. Through the selection process it was evident that a large number of 

studies assessed a sample of males and females, but did not carry out or report on 

analysis relating to gender comparisons. It is possible that analyses were conducted but 

not reported because the results were not significant. This may have led to a bias in the 

interpretation of findings in this review since there may be limited differences between 

genders that were simply not identified by the search strategy.  

 

Secondly, the factors and constructs chosen for assessment by researchers were based 

on previous studies that used predominately male samples which may have bias towards 

a male presentation. There is a need for studies to identify risk factors for females and 

investigate these further as to better understand why and which females are more likely 

to develop CD. 

 

Direction for Future Research 

Although there have been methodological advancements since the review by Berkout 

et al., (2011) there are still limitations in methodology that if addressed could improve 
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the quality of findings, thus contributing better to our understanding of CD. The present 

review highlighted a paucity in longitudinal research exploring gender differences in 

genetic and neurological aspects of CD, research on which would help to better 

understand the development of changes in the brain in relation to CD. Additionally, 

there is a need for observations and measurements to take place over a longer 

developmental period, so that patterns of behaviour can be assessed throughout 

childhood and adolescence.  

 

Longitudinal research has a tendency to focus on maternal factors, which is not 

surprising given the ease of recruitment through routine maternity practices; however, 

this neglects the influence of paternal factors and the wider family environment on CD. 

The role of family functioning in the development of CD over the child and adolescent 

life-course needs to be better understood and should be considered in future research. 

The evidence can also be strengthened by examining potential mediating variables and 

underlying pathways between variables associated with CD. This could provide greater 

insight into the potentially different pathways of psychopathology in males and 

females.  

 

Finally, a focus on protective and resilience factors in females will add to the evidence 

allowing us to better understand why fewer females develop CD despite similar 

exposure to risk factors. This will also improve our understanding of CD in males. 
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Chapter 3: Empirical Study 

The role of life satisfaction in the relationships between family and social 

functioning and adolescent psychopathology 
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Abstract 

 

Poor family and social functioning are well documented risk factors for adolescent 

psychopathology. Less is known about positive indicators of mental health, such as life 

satisfaction. The present study explored the role of life satisfaction in the relationship 

between family and social functioning and adolescent psychopathology.  A sample of 

adolescents were recruited from both a mainstream school and pupil referral units. All 

participants completed self-report measures assessing family functioning, social 

functioning, life satisfaction and internalising and externalising behaviours. 

 

Data from 57 adolescents were analysed. Poor family functioning was associated with 

high levels of internalising behaviours and high levels of externalising behaviours. Poor 

social functioning was associated with high levels of internalising behaviours only. The 

accumulation of family and social functioning together increased the strength of these 

relationships. Poor family functioning and social functioning were also associated with 

low levels of life satisfaction. Adolescents that perceived their families to be 

dysfunctional were more likely to report that they were not satisfied with life, than 

adolescents who did not perceive their families as dysfunctional. Similarly, adolescents 

that perceived that they had dysfunctional social relationships were also more likely to 

report that they were not satisfied with life, than adolescents that perceived they had 

functional social relationships. Furthermore, a family’s ability to adapt to difficulties 

and adolescent peer aggression appeared to be uniquely associated with life satisfaction.  

 

Finally, life satisfaction was found to mediate the relationship between social 

functioning and externalising behaviours, and between social functioning and overall 
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psychopathology. Life satisfaction did not appear to mediate any of the relationships 

between family functioning and psychopathology. 

 

The findings highlight that social functioning and peer interactions are as equally as 

important as family functioning in the development of both positive and negative 

indicators for adolescent mental health. This has implications for clinicians by 

encouraging consideration of social functioning in mental health assessments, and for 

schools by supporting the early detection and identification of those young people 

experiencing social difficulties. The recent government green paper recommending 

more joined-up working between schools and mental health services provides an 

opportunity to improve prevention, identification and early intervention strategies for 

those young people who are most at risk of adverse mental health outcomes. 
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Introduction 

 

This study explores the relationships between family functioning, social functioning 

and adolescent psychopathology, with a focus on the role of life satisfaction, to help 

develop our understanding of the underlying mechanisms and pathways that may lead 

to emotional and behavioural difficulties in adolescents. Research suggests that 

adolescence is the peak age of onset for mental health disorders, with 50% of adult 

mental health problems starting before the age of 15 (Kessler, Berglund, Demler, Jin, 

Merikangas, & Walters, 2005; Jones, 2013). Adolescent mental health difficulties have 

long-term negative outcomes, significantly impacting on future educational attainment, 

employment prospects, health and involvement in the criminal justice system, with a 

substantial financial cost to local communities (Farrington 2003; Murphy & Fonagy, 

2012). In response, more emphasis has been placed on understanding adolescent mental 

health, and government policy has highlighted a need for the promotion of adolescent 

wellbeing with a focus on prevention and early intervention strategies (Department of 

Health and Social Care, Department of Education, 2017).   

 

Both widely known mental health diagnostic classification systems (DSM-5, American 

Psychiatric Association, 2013; ICD-10, World Health Organisation, 1993) set out 

criteria for the identification of discrete mental disorders affecting children and 

adolescents. These are often categorised further into internalising and externalising 

behaviours (Achenbach & Rescorla, 2000: Goodman, Lamping & Ploubidis, 2010) in 

both clinical and research practice. Internalising behaviours relate to those difficulties 

that affect a child’s internal world, such as depression and anxiety; externalising refers 

to a cluster of problems that manifest in a child’s outward behaviour creating negative 
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interactions with the external world, such as conduct problems or hyperactivity. 

Although a rather crude categorisation, this grouping allows for the consideration of 

different presentations and the possible underlying causes or related risk factors. Better 

understanding of these factors can contribute to the improvement of prevention and 

intervention strategies. 

 

Developmentally, the transition from childhood brings about new challenges for 

families as adolescents attempt to negotiate complex relationships with peers, seek to 

develop an identify and begin to separate from their parents. Simultaneously, parents 

adjust to adolescents’ increased autonomy whilst navigating other life cycle transitions 

(Carter & McGoldrick, 1989). It is not surprising therefore that the family environment 

and peer relationships play a significant role in the development of adolescent 

psychopathology. 

 

Family Functioning and Psychopathology 

Family Functioning refers to the interactions between and reactions to family members 

(Winek, 2010). The Circumplex Model of Marital and Family Systems (Olson, 2000) 

pulls together family research, theory and practice identifying three key dimensions 

that describe family functioning: cohesion, flexibility and communication. Cohesion 

relates to the closeness of family members and the level to which the family system 

balances the separateness of members with togetherness; ranging from disengaged to 

enmeshed. Flexibility relates to the organisational structure, including roles and rules, 

and the level to which the family system can balance stability with change; ranging 

from rigid to chaotic. Communication relates to listening and speaking skills, self-

disclosure, clarity and respect; it is critical in facilitating movement on the cohesion 
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and flexibility dimensions. Families that are “balanced” are more likely to function 

adequately than families that are “unbalanced”. “Balanced” families are also likely to 

have more positive communication than “unbalanced” families thus maintaining 

balance and functioning adequately.  

 

Clarke (1984; cited in Olson, 2000) used a self-report measure to assess family cohesion 

and flexibility in families with a member diagnosed with a schizophrenic or neurotic 

disorder, and in control families with no history of mental health disorder. He found a 

significantly higher level of unbalanced families in the schizophrenic/neurotic group 

than in the control group. Conversely, he also found a significantly higher level of 

balanced families in the control group than in the schizophrenic/neurotic group. A 

similar pattern has also been reported in family systems in sex offenders in both family-

of-origin and current family compared to non-offender family controls (Carnes, 1989; 

cited in Olson, 2000). These studies indicate a potential key role in the level of 

cohesion, flexibility and communication in the maintenance of adult psychopathology. 

 

Whilst the Circumplex Model recognises the changing dynamics of families depending 

on the stage of family life-cycle (Carter & McGoldrick, 1989) they are in, the research 

examining family functioning and adolescence psychopathology is limited. Research 

has focused more on specific parental factors, such as inter-parental conflict, parenting 

style and level of warmth, which have all been linked to adolescent depression and 

anxiety (for a review see: Yap, Pilkington, Ryan & Jorm, 2014), and behavioural 

difficulties such as substance misuse (Chappel, 2011). Although valuable to our 

understanding of specific family aspects that relate to adolescent behaviour, the focus 

on specific dyadic factors potentially has less real-world implications as adolescents 
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exist within a whole family system. Holistic measures of family functioning have 

provided some support for the link between the family environment and mental health 

outcomes. Martin, Rotaries, Pearce and Allison (1995) used the McMaster Family 

Assessment Device, a 60-item questionnaire with seven subscales, to assess family 

functioning in a sample of adolescents. Adolescents who reported higher levels of 

family dysfunction were more likely to report higher levels of depression, as measured 

by the Beck Depression Inventory, than adolescents who reported healthy levels of 

family functioning.  However, sufficient research in this area is lacking. It is also 

limited by cross-sectional observations, which restricts our understanding of how 

reciprocal relationships between family and adolescent variables interact overtime, or 

the potential moderating and mediating influence of these variables. 

 

Theoretical models of family functioning have also been criticised for not incorporating 

adolescent developmental research, which could usefully inform our understanding, 

and for the lack of clarity in the definitions of family factors, thus complicating cross-

study comparisons (Pote, in press). Furthermore, the impact of peer factors on 

adolescent psychopathology is often neglected in theoretical models and research 

literature. During adolescence children begin to separate from their parents and become 

more aware of friendships; those young people unable to make and maintain friendships 

are at a greater risk of developing mental health difficulties (Carr, 2015).  

 

Social Functioning and Psychopathology 

Social Functioning encompasses a broad range of social interactions and peer 

relationships. Peer relationships have been conceptualised differently in the clinical and 

research literature, with distinctions made between group-based interactions and dyadic 
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interactions. At the systemic level, peer relationships are characterised as acceptance 

by peers and affiliation to a peer group; at the dyadic level, research has focused on 

reciprocal friendships (Gifford-Smith & Brownell, 2002).  

 

Research suggests that different aspects of peer relationships may be linked to different 

outcomes in relation to adolescent psychopathology. More negative relationships are 

associated with higher levels of depression and anxiety (de Matos, Barrett, Dadds & 

Shortt, 2003); peer rejection is associated with higher levels of delinquency (Miller-

Johnson, Coie, Maumary-Gremaud, Lochman, & Terry, 1999) and substance misuse 

(Reinherz, Giaconia, Hauf, Wasserman, & Paradis, 2000).  A longitudinal study 

conducted by Woodward and Fergusson (1999) found that children who were rated by 

teachers as having a greater number of peer relationship problems at age nine were at 

increased risk of developing externalising behaviours by age 18, but not at increased 

risk of developing internalising behaviours. Newman, Lohman and Newman (2007) 

assessed three aspects of peer relationships: affiliation to peer group, group membership 

salience and sense of belonging. Adolescents who reported a greater sense of belonging 

to a peer group reported fewer internalising and externalising behaviours. Whereas 

being affiliated with a peer group reduced the risk of internalising behaviours but not 

externalising behaviours, possibly as a result of association with deviant peers. A 

review by Deater-Deckard (2001) concluded that victimisation was more strongly 

associated with internalising behaviours than with externalising behaviours; however, 

having a best friend moderated the relationship between victimisation and externalising 

behaviours but did not moderate the relationship between victimisation and 

internalising behaviours.  
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The above research suggests, firstly, that the developmental pathway to externalising 

and internalising behaviours may be independent of each other, and secondly that 

dyadic and systemic group-based peer relationships interact differently in relation to 

internalising and externalising behaviours. Lansford, Criss, Pettit, Dodge and Bates 

(2003) suggest that peer relationships at a systemic level have a greater impact on 

psychopathology outcomes in adolescents than individual dyadic relationships. 

 

Measurements of peer relationships in previous research are often un-validated and 

consist of a single item measure such as, "How important is it for you to find a group 

that provides you with a sense of belonging?", limiting the reliability and validity of 

the studies. Furthermore, as discussed in chapter 2, peer factors interact differently in 

adolescent males and females in relation to Conduct Disorder. Research has also 

indicated that in female adolescent’s peer rejection is a risk factor for both depression 

and substance misuse, whereas in male adolescent’s peer rejection is a risk factor for 

depression only (Reinherz et al., 2000). This suggests that assessing various dimensions 

of peer relationships may be more beneficial and less gender-biased.  

 

Interactions between Family and Social Functioning 

Research has suggested that peer relationships may act as a buffer against a 

dysfunctional family environment (Criss, Pettit, Bates, Dodge, and Lapp, 2002) and, 

conversely, that a well-functioning family environment may negate the influences of 

poor peer relationships (Patterson, Cohn & Kao 1989). The interaction between the 

family environment and peer relationships may be particularly salient during early 

adolescence. During this period children begin to spend increasingly more time with 

peers than in earlier years and the nature of peer relationships change, therefore peer 
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relationships in adolescence may provide more opportunities for mitigating negative 

family experiences (Lansford, Criss, Pettit, Dodge and Bates, 2003).  A longitudinal 

study investigated the moderating role of peer relationships on the association between 

harsh parenting and externalising behaviours in a sample of 362 families with children 

aged between 10 and 12 years of age (Lansford et al., 2003). The results found that 

high-quality friendships and strong peer group affiliation with non-deviant peers 

attenuated the link between harsh, negative parenting and later externalising 

behaviours. However, it should be noted that whilst the above study examined dyadic 

and group-based peer relationships, the family environment was examined at a 

unidimensional level only. Furthermore, the results are not generalisable to older 

adolescents for whom family and peer relationships may have a different interaction. 

 

Whilst the studies discussed above contribute significantly to our understanding of 

adolescent psychopathology there are a number of limitations and criticisms. Firstly, 

the majority of research focuses on negative indicators of mental health, the presence 

or absence of psychopathology. This limits our understanding to only one part of the 

human experience, as mental health is considered to also consist of positive indicators 

(Ryff & Singer, 1998). The integration of positive and negative indicators of mental 

health into clinical assessments can contribute to a more comprehensive picture of 

adolescent functioning (Suldo & Shaffer, 2008).  

 

A second limitation of the existing research is that measures used to assess family and 

peer aspects are often single-item and/or un-validated which limits reliability and 

validity of assessment and complicates cross study comparisons. Furthermore, 
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measurement of peer and family constructs is often limited to the examination of dyadic 

rather than systemic relationships.  

 

Finally, correlational and cross-sectional studies provide little understanding about the 

underlying mechanisms and specific pathways between different factors under 

investigation. Identifying possible mediators may give insight into the change processes 

that occur during development or stages of transition. The first and final point will be 

considered further below. 

 

Positive Indicators of Mental Health 

The development of effective promotion and prevention strategies requires a shift from 

symptom-based measurement to one that considers the full spectrum of mental health 

(Wood & Tarrier, 2010). Consideration of positive indicators of mental health also 

places more emphasis on strengths and resilience and removes diagnostic labels that 

can pathologize youngsters and may be seen as defective or stigmatising (Carr, 2010). 

Furthermore, positive indicators may be more effective at predicting psychological 

distress than negative indicators. For example, in a sample of adults, individuals with 

low levels of self-acceptance, autonomy and purpose in life were significantly more 

likely to meet the cut-off for clinical depression 10 years later than individuals with 

high levels of self-acceptance, autonomy and purpose in life, even after controlling for 

current or previous depression (Wood & Joseph, 2010). One increasing area of interest 

in positive clinical psychology is life satisfaction. 
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Life Satisfaction 

Life satisfaction is a key feature of subjective wellbeing and is defined as “an 

individual’s evaluation of life as a whole based on one’s own standards” (Huebner & 

Suldo, 2007). Life satisfaction is well documented in adult psychology literature but 

lacking in the field of child and adolescence psychology, and assessment measures and 

definitions are often circumvented from the adult literature onto the adolescent 

population (Oberle, Schonert-Reichl & Zumbo, 2011). However, research does suggest 

that life satisfaction declines with the onset and progression of adolescence (Proctor, 

Linley & Maltby, 2009). Recent figures report that 34% of young people aged between 

16 and 19 reported very high levels of life satisfaction (Office for National Statistics, 

2017). Research has also provided support for the two-factor model of mental health in 

adolescents using confirmatory factor analysis which found that measures of anxiety 

and negative affect defined a distress construct, whereas measures of positive affect, 

satisfaction with life and happiness defined a well-being construct (Wilkinson & 

Walford, 1998); whilst these constructs are highly correlated they represent distinct and 

distinguishable dimensions. 

 

Adolescent research in this area has generally focused on measures of global life 

satisfaction, which may obscure differences between specific domains, since it is not 

possible to identify differences in satisfaction with school, family and friends when 

overall scores are similar across individuals. For example, Griffin and Huebner (2000) 

explored peer relationships and multidimensional life satisfaction in a sample of middle 

school students; those with serious emotional disturbance reported similar global life 

satisfaction scores to normally achieving students, but reported significantly lower 

scores on satisfaction with friends, highlighting the need for sensitivity in measurement.  
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Research has examined the link between life satisfaction and both the family 

environment and peer relationships. Parental warmth (Chang, McBride-Chang, Stewart 

& Au, 2003) and authoritative parenting are both positively related to adolescent life 

satisfaction (Suldo & Huebner, 2004). Conversely, mother-adolescent conflict (Ben-

Zur, 2003) and inter-parental conflict (Chappel, Suldo & Ogg, 2014) are negatively 

related to adolescent life satisfaction. Studies utilising a multidimensional systemic 

measure of family functioning (Rask, Astedt-Kurki, Paavilainen & Laippala, 2003) 

found that adolescents from well-functioning families reported higher levels of life 

satisfaction. Specifically, mutuality and stability were more highly correlated with 

global life satisfaction.  

 

Bullying and victimisation are also associated with adolescent life satisfaction. For 

example, in a sample of 1344 adolescent boys aged 13 – 19 years, peer victimisation 

had a significant and unique contribution to low levels of life satisfaction (Flouri & 

Buchanan, 2002). However, the researchers used a single-item measure of life 

satisfaction which limits the reliability, validity and sensitivity of assessment. 

Furthermore, the findings cannot be generalised to female adolescents. As discussed in 

chapter 2, males and females reported different types of bullying, and findings suggest 

peer factors may interact differently between genders, at least in relation to Conduct 

Disorder. Research exploring life satisfaction and peer relationships in adolescents is 

lacking, with a focus on the moderating role of peer relationships in the link between 

the family environment and life satisfaction. 
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There is evidence to suggest that parental factors may play a more significant role in 

adolescent reported life satisfaction than peer factors. Parental attachment accounted 

for a higher percentage of variance in life satisfaction scores than did attachment to 

peers (Greenberg, Siegel & Leitch, 1983). However, life satisfaction in this study was 

measured using a single item question, “how do you feel about your life in general?”, 

on a 5 point Likert scale. Meanwhile, the Multidimensional Student Life Satisfaction 

Scale (MSLSS; Huebner, 2001), a multidimensional measure of life satisfaction, had a 

moderate correlation with the peer relationship scale but a stronger correlation with the 

parent relationship scale (Nickerson & Nagle, 2004).  

 

Mediating Role of Life Satisfaction 

The literature examining the mediating effects of variables can provide insight into the 

pathways associated with adolescent psychopathology, as each disorder may have a 

unique underlying process. Rationale for this is provided by the studies discussed 

above, which suggest different interactions between family functioning, social 

functioning and internalising and externalising behaviours. Understanding these 

independent pathways can support the development of specific prevention and 

intervention strategies. 

 

Research has highlighted the role of life satisfaction as a mediator and moderator 

between adolescents’ environment and behaviour. In a sample of 1,201 adolescents, 

regression analysis revealed that life satisfaction mediated the relationship between 

stressful life events and both internalising and externalising behaviours (McKnight, 

Huebner & Suldo 2002), as well as the relationship between authoritative parenting and 

both internalising and externalising behaviours (Suldo & Huebner, 2004). However, 
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the majority of scores on measures of externalising and internalising behaviours were 

within a non-clinical range, reducing the generalisability of this finding across the full 

spectrum of mental health. 

 

Butler (2015) explored the role of life satisfaction in the link between family 

functioning and adolescent psychopathology. Multidimensional life satisfaction was 

measured using the MSLSS (Huebner, 2001), family functioning was measured 

holistically using the Systemic Clinical Outcomes and Routine Evaluation Scale 

(SCORE-15; Stratton, Bland, Janes & Lask, 2010), and psychopathology was measured 

using the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997). The school 

sample consisted of 112 adolescents (between 13 and 16 years old). A mediation path 

analysis (Baron & Kenny, 1986) indicated that life satisfaction mediated the link 

between family functioning and externalising behaviours, but did not mediate the link 

between family functioning and internalising behaviours. Specifically, adolescents who 

perceived their family as less flexible and unable to problem solve were more likely to 

report lower levels of life satisfaction and in turn to report more externalising 

behaviours.  

 

The above study further supports the theory that the processes underlying the 

development of psychopathology in adolescents may vary and journey through 

different pathways and mechanisms. Of note however, this study did not explore the 

role of social functioning, which, as discussed above, may interact differently with 

family functioning and life satisfaction. Exploring social functioning along family 

functioning may further develop our understanding of these pathways. Furthermore, the 

sample was recruited from a community setting, with scores on measures within the 
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non-clinical range. Exploring these relationships in a sample of adolescents presenting 

with higher levels of dysfunction or difficulties may indicate a different pattern. As 

noted by Newman et al. (2007), community samples are likely to be biased towards 

adolescents from more secure family environments, as sampling methods potentially 

exclude or alienate individuals from more chaotic family environments.  

 

Aims of the Current Study 

The current study aims to build upon existing research and expand knowledge of the 

relationships between family and social functioning and the development of adolescent 

psychopathology in a number of ways. Firstly, previous research has been limited by 

the use of single-item measures of life satisfaction, peer relationships and the family 

environment, often with poor reliability and validity.  Additionally, family and social 

functioning has often been measured at a dyadic level, focusing on for example 

parenting style or reciprocal friendships. The current study therefore aims to address 

these issues by assessing a holistic view of family and social functioning from the 

perspective of the adolescent using validated multidimensional measures. The current 

study also moves away from symptom-based measurements towards a more spectrum 

view of adolescent wellbeing, one that incorporates life satisfaction as a positive 

indicator of mental health outcomes. 

 

Secondly, this study follows a similar line of enquiry as Butler (2015) by exploring the 

mechanisms that underlie these relationships, specifically, the role of life satisfaction 

as a mediator, in order to examine pathways associated with internalising and 

externalising behaviours. Further, the present study will explore both family and social 
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functioning on adolescent development to better understand the unique and cumulative 

contribution of each.  

 

Finally, the majority of research discussed above recruited samples from a community 

population of adolescents, often within mainstream education; this design potentially 

excludes adolescents at greater risk of adversity and therefore fails to provide a full 

spectrum of experiences. The current study will overcome this through sampling 

adolescents from both mainstream education and those attending pupil referral units 

(PRUs) for additional support with emotional and behavioural difficulties, usually 

following a school exclusion. Adolescents attending PRUs are at greater risk of 

developing a mental illness, and many are likely to have received a diagnosis, be 

receiving mental health support, or be victims or perpetrators of bullying (Macnab, 

Visser & Daniels, 2007; Department for Children and Schools, 2008). It was anticipated 

that sampling across a mainstream school and PRUs would provide a wide spectrum of 

psychopathology scores on all measures allowing for broader analysis across the 

relevant variables. 

 

Research Questions and Hypotheses 

 

What is the relationship between family and social functioning and adolescent 

psychopathology? 

 

Hypothesis 1: Adolescents who report higher levels of social and family dysfunction 

will report higher levels of internalising and externalising behaviours 
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What is the relationship between family and social functioning and life satisfaction? 

 

Hypothesis 2: Adolescents who report higher levels of family and social dysfunction 

will report lower levels of life satisfaction 

 

Hypothesis 3: Family and social functioning will predict a significant amount of the 

variation in life satisfaction in adolescents 

 

Does life satisfaction mediate the relationships between family and social functioning 

and adolescent psychopathology? 

 

Hypothesis 4: Life satisfaction will mediate the relationship between family and social 

functioning and adolescent psychopathology (internalising and externalising 

behaviours) 
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Methods 

Design 

The current study used a cross-sectional correlational design to assess the relationship 

between social and family functioning and adolescent psychopathology; and to explore 

the role of life satisfaction in mediating these relationships. All participants completed 

all measures at a single point in time. The independent variables (IV) were social and 

family functioning; the dependent variables (DV) were internalising behaviours, 

externalising behaviours and overall psychopathology; the mediator variable (MV) was 

life satisfaction. 

 

Participants 

Participants were 69 adolescents between the ages of 12 and 16 years ( = 14.29, SD = 

.847) recruited from a mainstream school in Surrey (N = 50) and two PRUs (N = 19) 

in London and Brighton. The World Health Organisation (WHO; REF) defines 

adolescence as the developmental stage that occurs between 10 and 19 years of age. 

The ICD-10 (WHO, 1993) distinguishes between child-onset disorders, with symptoms 

occurring before the age of 10 years old, and adolescent-onset disorders, with 

symptoms occurring after the age of 10 years old. The sample in this study was recruited 

from secondary educational settings and therefore invited participation from students 

between the ages of 12 and 16 years old, which is up to the age of compulsory education 

in the UK. This also matches the sample age in Butler (2015). All participants were 

fluent in English, with sufficient reading level as ascertained by the teachers, to 

complete the measures.  In line with studies of a similar nature no further 

inclusion/exclusion criteria were applied. 
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An apriori power calculation was conducted based on Butler (2015), which reported 

that overall family functioning explained a significant amount of variance in life 

satisfaction with a large effect size (R² = .36). Additionally, a medium effect size (k² = 

.11) was reported for the model: life satisfaction mediates the relationship between 

family functioning and externalising behaviours. The present study would expect to 

replicate these results, and therefore be powered to detect a medium to large effect size. 

Power was calculated to account for the analysis of subscales where ⍺ = .05, power = 

.8, predictor variables = 6. A large effect size (f2 = .35) calculated a sample size of 46; 

A medium effect size (f2 = .15) calculated a sample size of 98.  

 

Recruitment 

Recruitment and data collection were conducted in collaboration with another 

researcher who was investigating thinking patterns in adolescents with behavioural 

difficulties. Mainstream schools and PRUs were opportunistically sampled using 

separate strategies. 

 

Details of PRUs were obtained through an internet search of alternative educational 

provision within all Greater London boroughs. Thirty-eight PRUs within Greater 

London were identified and contacted by email, providing information about both 

research projects. All PRUs were offered a psychologist-led workshop for students, 

teachers or parents on a topic of their choice. Three PRUs responded but did not have 

current capacity to support research. One PRU agreed to participate and received one 

psychologist-led workshop. The recruitment strategy was broadened geographically 

and two PRUs in Brighton and Hove were also contacted. One PRU agreed to 

participate and received two psychologist-led workshops.  
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Mainstream schools were contacted via the South East Research Network for Schools 

(SERNS, 2017), which aims to connect researchers and practitioners so as to optimise 

the impact of research on practice within schools. Two schools responded to the 

research opportunity; one school did not have current capacity to support the research, 

and the other agreed to participate. From this school, students from one Key Stage 3 

and one Key Stage 4 class were invited to participate in the research. 

 

Procedure 

Data collection was conducted by either the researcher of the current study or the 

research collaborator. Data collection took place over one lesson in the mainstream 

school, and across a double lesson in PRUs, ranging from 45 to 90 minutes. 

 

At the mainstream school teachers distributed information sheets and opt-out forms to 

caregivers (Appendix 2) at least a week in advance of scheduled data collection. The 

school selected one KS3 and one KS4 class based on their availability as per the school 

timetable for that day. All students in the selected classes were invited to participate in 

the research and were given an information sheet and consent form (Appendix 3). The 

researcher outlined the purpose of the study, informed the students that participation 

was voluntary and that they could withdraw at any time, and explained the bounds of 

confidentiality. Those students who did not wish to participate were provided with class 

work by the teacher.  

 

Measures for both research studies were administered to students in groups, under exam 

conditions, requiring individual responses to each questionnaire. The order that each 
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measure was presented in was altered and reversed between groups of participants in 

order to reduce any response bias or order effect. A teacher was also present during 

testing and available to provide support to students when necessary. Teachers were 

briefed prior to testing about the importance of not influencing participants’ responses. 

In order to minimise demand effects, participants were encouraged to respond honestly 

to questions and informed that there was no right or wrong answers to particular 

questions.  

 

PRUs have a more transient population of students who may attend for fewer hours in 

the week over a short period with the aim of reintegrating them into mainstream 

education. There is also often a high rate of non-attendance and suspension (Reid, 

2007). This required adaptations to the recruitment and data collection methods. As 

with the mainstream school all caregivers were provided with an information sheet and 

opt-out form a week in advance of scheduled data collection. Students present on the 

day of testing were invited to participate, unless it was deemed not suitable for a reason 

identified by the teacher. Caregivers of new students were contacted by the school by 

phone on the day to inform them of the research projects and to provide them with an 

opportunity to opt out. Students participated in groups of between 1 and 5 adolescents, 

with a teacher, teaching assistant and researcher present. Participants received the same 

information and instructions as described above and measures were administered using 

the same method. However, the majority of students at the PRUs required one-on-one 

assistance from a staff member and certain adaptations were made for those students 

with attention or other difficulties.  
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Measures 

Table 3 provides an outline of the measures used to assess each construct under 

investigation. More detailed information is provided below. 

 

Table 3. Details of measures administered for each construct, including subscales 

Construct Measure Subscale 

Family 

Functioning 

SCORE-15 Strengths and Adaptability 

Disrupted Communication 

Overwhelmed by Difficulties 

Social 

Functioning 

HBQ 

(Social 

Functioning) 

Peer Relations 

Social Withdrawal 

Social Behaviour 

Life Satisfaction MSLSS Satisfaction with: Friends, School, Family, 

Living Environment and Self 

Psychopathology SDQ Externalising Behaviours (Hyperactivity 

and Inattention, and Conduct Problems) 

Internalising Behaviours (Peer problems, 

and Emotional Difficulties) 

Demographics Demographic 

Questionnaire 

(Appendix 4) 

Age; gender; ethnicity; parental education 

and occupation; mental health diagnosis 

and treatment; recent life events 

Note: SCORE-15 = Systemic Clinical Outcomes and Routine Evaluation Scale; HBQ 

= MacArthur Health and Behaviour Questionnaire; MSLSS = Multidimensional 

Students’ Life Satisfaction Scale; SDQ = Strengths and Difficulties Questionnaire. 
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Systemic Clinical Outcomes and Routine Evaluation Scale (SCORE-15) 

The SCORE-15 (Stratton et al., 2010) was selected because it assesses global 

functioning, rather than a single dimension, and is used widely within adolescent mental 

health research and family therapy. This measure consists of 15 self-report items that 

assess family functioning across three domains: 1) strengths and adaptability, 2) 

disrupted communication and 3) overwhelmed by difficulties. The scale is suitable for 

completion by individuals over the age of 11 years. Respondents are asked to rate 

statements relating to family interactions using a five-point Likert scale. Scores range 

between 15 and 75, with lower scores representing healthier family functioning; the 

strengths and adaptability subscale is reversed so that when considered independently 

high scores represent high levels of strengths and adaptability. The SCORE-15 has been 

found to have good internal consistency with alpha coefficients for subscales above .7 

and the Cronbach alpha for the SCORE-15 total reported as .9 (Hamilton, Carr, Cahill, 

Cassells, & Hartnett, 2015). Reliability coefficients and construct validity have been 

consistently reported as good (Carr & Stratton, 2017). The SCORE-15 has also shown 

to have good test-retest reliability and criterion validity (Hamilton et al., 2015). 

(Appendix 5). 

 

MacArthur Health and Behaviour Questionnaire – Self-report (HBQ). 

The HBQ (Essex, Boyce, Goldstein, Armstrong, Kraemer, & Kupfer, 2002) assesses a 

child’s functioning across four domains: 1) Mental Health, 2) Physical Health, 3) Social 

Functioning and 4) School Functioning using a 6-point either-or Likert scale. The 

Social Functioning domain of the self - report version for 9 - 18-year olds was 

administered. This was chosen as it provides a holistic measure encompassing aspects 
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of both dyadic and group-based interactions, comprising of three subscales: 1) Peer 

Relations, 2) Social Withdrawal and 3) Social Behaviour.  

 

The Peer Relations subscale assesses peer rejection and bullying, with high scores 

indicating low levels of rejection and bullying. The Social Withdrawal subscale 

assesses social isolation and asocial behaviours, with high scores indicating high levels 

of withdrawal. The Social Behaviour subscale assesses overt hostility, relational 

aggression and prosocial behaviours with high scores indicating high levels of 

aggression and low levels of prosocial behaviour. Total Social Functioning scores range 

from 4 – 24 with higher scores indicating higher levels of social dysfunction. 

Psychometric properties are provided for the child (4 to 8-year olds), teacher and parent 

report-form versions only. Reported internal consistency for the Peer Relations and 

Social Behaviour subscales are above the level of acceptability ( = .76 - .91); the 

reported internal consistency for the Social Withdrawal subscale is below the level of 

acceptability ( = .44 - .57) (Armstrong & Goldstein, 2003). (Appendix 6). 

 

Multidimensional Students’ Life Satisfaction Scale (MSLSS). 

The MSLSS (Huebner, 2001) was selected as it measured multiple dimensions of life 

satisfaction and is widely used in research with adolescents (Gallini, 2007). This scale 

is a 40-item self-report measure of life satisfaction which is comprised of five 

subscales: 1) friends, 2) school, 3) family, 4) living environment and 5) self. 

Respondents are asked to rate their level of agreement using a 6-point Likert scale, with 

higher scores representing higher levels of life satisfaction. The MSLSS has an 

acceptable internal reliability of a = .89 (Gilman et al., 2008). (Appendix 7). 
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Strengths and Difficulties Questionnaire – Self-report version (SDQ). 

The SDQ (Goodman, 1997) can be divided into subscales for externalising behaviours 

and internalising behaviours and has been validated for use with clinical and non-

clinical samples (Goodman, Lamping and Ploubidis, 2010). It is widely used in 

adolescent mental health research and clinical settings providing good clinical 

application of the scores. 

 

The questionnaire consists of 25 self-report items assessing emotional and behavioural 

difficulties across five subscales: 1) emotional difficulties, 2) conduct problems, 3) 

hyperactivity and inattention, 4) peer problems and 5) pro-social behaviour. 

Respondents are asked to rate their level of agreement with statements using a three-

point Likert scale. Scores range between 0 and 40, with scores above 20 indicating a 

high risk of developing significant clinical difficulties. The SDQ has an acceptable level 

of reliability (a = .80) and internal consistency (Goodman, 2001). (Appendix 8). 

 

Ethical Approval 

Ethical approval for this research was granted by Royal Holloway University of London 

Research Ethics Committee in November 2017 (Appendix 9). Approval was also 

granted by the Head of School for each establishment. Before commencing the 

research, it was also agreed with each school the appropriate action to be taken should 

a student score within the clinical range on the SDQ. Seventeen adolescents were found 

to have elevated scores (< 19) on the SDQ, indicating clinically significant difficulties. 

The names of these students and an outline of the areas of concern were passed on to 

the lead teacher at the relevant school. In cases where teachers were not currently aware 

of the student’s difficulties, or where appropriate support was not available, a letter was 
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sent to parents/caregivers inviting them to discuss any concerns with the school or with 

their General Practitioner (Appendix 10).  

 

Service User Involvement 

The National Young People’s Mental Health Advisory Group (National Institute for 

Health Research, 2014) is made up of young people who have had experience of mental 

health difficulties. The group collaborates with researchers to offer advice and support 

relating to studies which involve young people. The group was consulted in January 

2017 regarding the rationale and design of the proposed study. The feedback 

(Appendix 11.) included comments relating to the use of language, such as a preference 

for the word contentment rather than life satisfaction, and low mood rather than 

depression. It was not possible to change these words when embedded within 

standardised measures, but where possible the preferred words were used when 

discussing the research with young people. 

 

Statistical Procedure 

 Data screening. 

The data was checked for errors and missing data as recommended by Tabachnick and 

Fidell (2013). In cases where more than 5% of items were missing in a single measure 

the participant was excluded from analysis. In cases where missing items accounted for 

less than 5% of a single measure, missing data was replaced as per the published 

guidelines or with mean values where no guideline was available. 

 

The distributions of each variable were checked for skewness and kurtosis; all variables 

met assumptions for normality and parametric analysis. Therefore, no data 
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transformations were required. Data was analysed using the Statistical Package for 

Social Sciences (SPSS Version 21).  

 

Path analysis. 

The PROCESS macro (Preacher & Hayes, 2004) add-on for SPSS was used to test 

mediation pathway analysis for hypothesis 4. This method is now regarded as superior 

to previous mediation strategies as it is more sensitive in detecting an effect, thus 

reducing the chance of type I and type II errors (Holmbeck, 1997). This method also 

involves bootstrapping, a random sampling with replacements technique, which allows 

for control of type I errors whilst maintaining statistical power.  

 

 Model construction. 

The mediation model has been constructed in this way as previous research has 

indicated that a measure of life satisfaction mediates relationships between external 

factors and adolescent psychopathology. Theoretically, this model suggests, that the 

relationship between poor family and social functioning and psychopathology can be 

explained by life satisfaction, in that dysfunctional relationships lead adolescents to 

perceive their life as less satisfying, which in turn leads to maladaptive coping 

strategies, such as behaviour problems and depressed mood. In essence, this model 

represents a behavioural response to a cognitive appraisal of an external environmental 

factor. Whilst mediation models infer causality, a circular or bidirectional relationship 

cannot be ruled out. For example, adolescent behaviour problems may lead to further 

family dysfunction, although this may not be through the same mechanism. 
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Results 

 

Sample Characteristics 

A total of 12 participants were excluded from the analysis due to incomplete data, 

leaving a final data set of 57 participants. Table 4 presents the demographic breakdown 

of included participants, per school type. 

 

Table 4. Demographic breakdown of gender, ethnicity and mean age by school type 

 Female N (%) White British N 

(%) 

Mean Age Years 

(S.D) 

Total 35 (61%) 40 (70%) 14.26 (.81) 

PRUs 9 (69%) 7 (54%) 14.53 (1.07) 

School 26 (59%) 33 (75%) 14.20 (.74) 

 

The participants included in the final sample ranged in age from 13 – 16 years old. The 

majority of participants were female (61%) and identified as White British (70%). The 

Office for National Statistics (2011) reported that 83% of the total UK population 

identified at White British suggesting an under-representation in the current sample. 

However, the sample was recruited from areas of London with greater ethnic diversity. 

Furthermore, students from ethnic minorities are over-represented in young people 

excluded from mainstream education (Ethnicity Facts and Figures, 2018), suggesting 

higher rates of adolescents from non-white backgrounds may be attending PRUs; as 

indicated by the current sample. 
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A high proportion of young people were unable to comment on their parents’ level of 

education (29.8%). For those young people that did respond (N = 40), 33.3% (N = 19) 

of fathers and 42% (N =24) of mothers had received a secondary-school level education 

as the highest level.  Socioeconomic status was established based on parental 

occupation following guidelines from the Office of National Statistics (2010) using the 

three-class system. Only 5.3% (N = 3) of parents were reported to be unemployed. The 

majority of reported occupations were classified as Intermediate Occupation (34.2%) 

or Routine and Manual (50.9%). 

 

Nine participants (15.8%) reported they were currently having counselling and 18 

participants (38.6%) reported they had previously had counselling. Only five 

participants (8.8%) stated they were currently taking medication and 18 participants 

(31.6%) stated that they had received at least one mental health diagnosis. 

Epidemiology research reports that approximately 10% of adolescents in the UK have 

a diagnosable mental health disorder (Patel, Flisher, Hetrick & McGorry, 2007), 

suggesting that the current sample had a higher level of diagnosed mental health 

problems than the general population. This is not surprising given that the study 

targeted a population in PRUs where pupils are more likely to meet diagnostic criteria. 

 

Descriptive Statistics 

Table 5 presents the mean scores on each measure obtained in the current study and 

also gives the reported norms where available.  The total difficulties (SDQ) scores were 

considerably higher than reported norms, suggesting the sample had higher levels of 

difficulties than the general population. This is unsurprising given that the targeted 

sample included participants from the PRU population.  
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Table 5. Mean and Standard Deviation scores obtained for each measure and reported 

norms from the general population. 

Variable Scale Score M (SD) Norms M (SD) 

Family Functioning (SCORE-15) 33.11 (8.65) 

Item mean = 2.2 

 

Item mean = 2.9* 

Life Satisfaction (MSLSS) 4.03 (0.42) 4.35 (0.65) ** 

Friends 4.70 (0.62) 5.12 (0.73) ** 

Family 4.22 (0.76) 4.25 (1.09) ** 

School 3.62 (0.78) 3.74 (1.05) ** 

Self 3.56 (0.43) 5.14 (0.79) ** 

Living Environment 3.92 (0.56) 3.68 (1.03) ** 

Total Difficulties (SDQ) 15.60 (4.71) 10.3 (5.2) *** 

Externalising 4.16 (1.53) - 

Conduct Problems 2.49 (1.70) 2.2 (1.7) *** 

Hyperactivity  5.82 (1.89) 3.8 (2.2) *** 

Internalising  3.64 (1.71) - 

Emotional Problems 4.47 (2.54) 2.8 (2.1) *** 

Peer Problems 2.81 (1.73) 1.5 (1.4) *** 

Social Functioning (HBC) 10.73 (2.30) - 

Peer Relations 4.66 (0.74) - 

Social Withdrawal 3.01 (1.02) - 

Social Behaviour 2.97 0.70) - 
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* Fay et al., (2013)  

**  Gilman, Huebner and Laughlin (2000) 

***  Meltzer, Gatward, Goodman and Ford (2000) 

 

Reliability and Validity 

The SDQ has a reported good level of internal reliability (= .80; Goodman, 2011). A 

further analysis was conducted on the current data which revealed a Cronbach’s  = 

.67. This is considerably lower than that previously reported and just below the level 

considered adequate.  

 

There are no reported internal consistency scores for the use of the self-report HBQ for 

adolescents. An analysis of the current data showed an adequate level of internal 

reliability (= .71) for the Social Functioning domain. 

 

Preliminary Analysis 

A series of preliminary analyses were conducted to establish if the demographic 

variables were significantly related to the variables under investigation and to consider 

whether any of these variables needed to be controlled for in later analyses.  

 

A correlation analysis revealed no significant relationship between age and any of the 

measures. An independent samples t-test indicated there was a significant difference 

between males and females for internalising behaviours only, with females reporting 

higher levels of internalising behaviours than males (t(55)= 2.52, p< .05). Therefore, 

gender was controlled for in later analysis of SDQ data. A further independent samples 



Family and Social Functioning and Adolescent Psychopathology 

 106 

t-test was also used to assess differences between PRUs and mainstream schools; this 

indicated that adolescents in PRUs scored significantly higher on externalising 

behaviours (t(55)= 5.28, p= .013) and lower on Life Satisfaction (t(55)= -2.02, p< 0.05). 

Again, this finding is not surprising given the target sample population in PRUs. 

 

A one-way ANOVA indicated no significant differences in test scores between 

socioeconomic status, as based on parental occupation, on any measure. However, the 

difference between scores on the MSLSS neared significance (p= .05) indicating that 

higher socioeconomic class may relate to higher levels of life satisfaction. This trend is 

in line with previous research which indicates that social deprivation is associated with 

lower levels of life satisfaction (Proctor et al., 2009). Additional one-way ANOVAs 

indicated no significant differences between ethnicity or number of life events on any 

of the measures. 

 

Table 6 details the correlation coefficients for associations between all measures and 

subscales. These are discussed further in the next section. 

 

Note:  

SCORE-15 = Systemic Clinical Outcomes and Routine Evaluation Scale; HBQ = 

MacArthur Health and Behaviour Questionnaire; MSLSS = Multidimensional 

Students’ Life Satisfaction Scale; SDQ = Strengths and Difficulties Questionnaire. 

S&A = Strengths and Adaptability; Over = Overwhelmed by Difficulties; Comm = 

Disrupted Communication; PR = Peer Relations; SW = Social Withdrawal; SB = Social 

Behaviour; INT = Internalising Behaviours; EXT = Externalising Behaviours



Family and Social Functioning and Adolescent Psychopathology 

 107 

Table 6. Correlation Coefficients between each measure and subscale 

 Score-15 HBQ MSLSS SDQ 

Total S&A Over Comm Total PR SW SB Total Total INT EXT 

S
co

re
-1

5
 

Total Pearson’s r 

Sig. (2-tailed) 
- - - - - - - - - - - - 

S&A Pearson’s r 

Sig. (2-tailed) 

.76 

< .001 - - - - - - - - - - - 

Over Pearson’s r 

Sig. (2-tailed) 

.72 

< .001 

.40 

.002 - - - - - - - - - - 

Comm Pearson’s r 

Sig. (2-tailed) 

.83 

< .001 

.40 

.002 

.58 

< .001 - - - - - - - - - 

H
B

Q
 Total Pearson’s r 

Sig. (2-tailed) 

.45 

.001 

.49 

< .001 

.31 

.02 

.28 

.04 
- 

- - - - - - - 
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PR Pearson’s r 

Sig. (2-tailed) 

-.47 

< .001 

-.53 

< .001 

-.37 

.005 

-.26 

.052 

-.37 

.005 
- - - - - - - 

SW Pearson’s r 

Sig. (2-tailed) 

.09 

.503 

.21 

.119 

.04 

.743 

-.05 

.729 

.75 

< .001 

-.38 

.003 
- - - - - - 

SB Pearson’s r 

Sig. (2-tailed) 

.45 

< .001 

.22 

.102 

.40 

.002 

.50 

< .001 

.49 

< .001 

-.22 

.104 

-.04 

.770 
- - - - - 

M
S

L
S

S
 Total Pearson’s r 

Sig. (2-tailed) 

-.75 

.000 

-.63 

< .001 

-.64 

< .001 

-.57 

<.001 

-.56 

< .001 

.51 

< .001 

-.17 

.195 

-.59 

< .001 

- 

 

- - - 

S
D

Q
 

 

Total Pearson’s r 

Sig. (2-tailed) 

.55 

.000 

.39 

.003 

.45 

< .001 

.46 

< .001 

.55 

.000 

-.50 

< .001 

.20 

.134 

.29 

.029 

-.55 

.000 

- - - 

INT Pearson’s r 

Sig. (2-tailed) 

.39 

.002 

.40 

.002 

.25 

.06 

.25 

.06 

.59 

.000 

-.53 

< .001 

.49 

< .001 

-.06 

.687 

-.39 

.003 

.78 

.000 

- - 

EXT Pearson’s r 

Sig. (2-tailed) 

.40 

.000 

.15 

.275 

.41 

.002 

.44 

.001 

.18 

.171 

-.18 

.172 

-.23 

.082 

.51 

< .001 

-.42 

.001 

.70 

.000 

.05 

.70 

- 
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Main Analysis 

 

Hypothesis 1: Adolescents who report higher levels of social and family dysfunction 

will report higher levels of internalising and externalising behaviours 

 

Partial correlations were conducted between family functioning (SCORE-15) and 

psychopathology (SDQ), and between social functioning (HBQ) and psychopathology 

(SDQ), in order to establish if the expected relationships based on previous research 

were present (Table 6). Partial correlations were also conducted between combined 

scores on family (SCORE-15) and social (HBQ) functioning, and psychopathology 

(SDQ). 

 

Family functioning 

Family Functioning was significantly positively correlated to overall difficulties (r= 

.55, p< 0.001), suggesting that higher levels of family dysfunction were associated with 

higher levels of psychopathology. Family functioning was also significantly positively 

correlated to externalising behaviours (r= .40, p= 0.002), suggesting that higher levels 

of family dysfunction were associated with higher levels of externalising behaviours. 

Family functioning was also significantly positively correlated to internalising 

behaviours after controlling for gender (r= .40, p= 0.002), suggesting that higher levels 

of family dysfunction were associated with higher levels of internalising behaviours. 

 

Social functioning 

Social functioning was significantly positively correlated to overall difficulties (r= .55, 

p< 0.001), suggesting that higher levels of social dysfunction were associated with 
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higher levels of psychopathology. After controlling for gender, social functioning was 

significantly positively correlated to internalising behaviours (r= .39, p= 0.003), 

suggesting that higher levels of social dysfunction were associated with higher levels 

of internalising behaviours. There was no significant correlation between social 

functioning and externalising behaviours (r= .18, p= .17).  

 

Family and social functioning 

Family and social functioning together were significantly positively correlated to 

overall difficulties (r= .61, p< 0.001), suggesting that higher levels of family and social 

dysfunction were associated with higher levels of psychopathology. Family and social 

functioning together were also significantly positively correlated to externalising 

behaviours (r= .40, p= 0.003), suggesting that higher levels of family and social 

dysfunction were associated with higher levels of externalising behaviours. Family and 

social functioning together were also significantly positively correlated to internalising 

behaviours after controlling for gender (r= .49, p < 0.000), suggesting that higher levels 

of family and social dysfunction were associated with higher levels of internalising 

behaviours. 

 

These results provide support for hypothesis 1. 

 

Hypothesis 2: Adolescents who report higher levels of family and social dysfunction 

will report lower levels of life satisfaction 

 

A Pearson’s correlation was conducted to test the association between total scores on 

the SCORE-15 (family functioning) and scores on the MSLSS (life satisfaction). There 
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was a significant negative correlation between family functioning and life satisfaction 

in that higher levels of family dysfunction were associated with lower levels of life 

satisfaction (r(55) = -.75, p < 0.001).  

 

A Pearson’s correlation was conducted to test the association between total scores on 

the HBQ (social functioning) and scores on the MSLSS (life satisfaction). There was a 

significant negative correlation between social functioning and life satisfaction in that 

higher levels of social dysfunction were associated with lower levels of life satisfaction 

(r(55) = -.57, p < 0.001). These results provide support for hypothesis 2. 

 

Hypothesis 3: Family and social functioning will predict a significant amount of the 

variation in life satisfaction in adolescents 

This hypothesis was tested using several models of multiple regression. In the first 

model (Figure 2.) MSLSS scores were entered as the dependent variable and scores on 

each subscale of the SCORE-15 were entered as predictor variables, in order to 

ascertain the contribution of each dimension of family functioning.  
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Figure 2. Multiple regression model for the amount of variance in life satisfaction as 

accounted for by overall family functioning (SCORE-15) and each subscale of the 

SCORE-15 

 

Overall family functioning accounted for 60% of the variance in life satisfaction scores 

(R² =.60, adjusted R² = .58; F(3,53) = 26.59, p < 0.001). Partial regression coefficients 

showed that Strengths and Adaptability had a unique contribution to life satisfaction 

(B= -.05, = -.40, t(53)= -4.17, p < 0.001), as did Overwhelmed by Difficulties (B= -

.05, = -.37, t(53)= -3.36, p < 0.001). Disrupted Communication was not independently 

associated with life satisfaction (t(53)= -1.79, p= 0.08). Thus this analysis showed a 

highly significant relationship between family functioning and life satisfaction, and this 

was carried by Strengths and Adaptability, and to a slightly lesser extent, Overwhelmed 

by Difficulties. 

 

Strengths and Adaptability 

(SCORE-15) 

Overwhelmed by 

Difficulties (SCORE-15) 

Disrupted Communication 

(SCORE-15) 

Life Satisfaction (MSLSS) 

-.40 

.37 

R² =.60  
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In the second model (Figure 3.) MSLSS scores were entered as the dependent variable 

and scores on each subscale of the HBQ were entered as predictor variables, in order to 

ascertain the contribution of each dimension of social functioning. Overall social 

functioning accounted for 50% of the variance in life satisfaction scores (R² =.50, 

adjusted R² = .47; F(3,53) = 17.80, p < 0.001). Partial regression coefficients showed 

that social behaviour had a unique contribution to life satisfaction (B= -.31, = -.51, 

t(53)= -5.06, p < 0.001), as did Peer Relations (B= .22, = .38, t(53)= 3.52, p < 0.001). 

Social Withdrawal was not independently associated with life satisfaction (t(53)= -.46, 

p= 0.64). Thus this model showed a highly significant relationship to between social 

functioning and life satisfaction, and this was carried by Social Behaviour, and to a 

lesser extent, Peer Relations. 

 

 

Figure 3. Multiple regression model for the amount of variance in life satisfaction as 

accounted for by overall social functioning (MBQ) and each subscale of the MBQ 

 

In the final model (Figure 4.), MSLSS scores were entered as the dependent variable 

and scores on all subscales the SCORE-15 and HBQ were entered as predictor 

Social Behaviour (HBQ) 

Social Withdrawal (HBQ) 

Peer Relations (HBQ) 
Life Satisfaction 

(MSLSS) 

-.51 

.38 

R² =.50  
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variables, in order to ascertain the contribution of both variables. The combination of 

social and family Functioning accounted for 71% of the variance in life satisfaction 

scores (R² =.71, adjusted R² = 67; F(6,50) = 20.05, p < 0.001). Partial regression 

coefficients showed that Social Behaviour (B= -.21, = -.34, t(50)= -3.81, p < 0.001) 

and Strengths and Adaptability (B= -.04, = -.34, t(50)= -3.55, p < 0.001) both made a 

unique contribution to life Satisfaction. Overwhelmed by Difficulties also made a 

unique contribution, but to a lesser extent (B= -.04, = -.28, t(50)= -2.86, p= 0.006). 

Social Withdrawal (t(50)= -.79, p= 0.43) and Disrupted Communication (t(50)= -71, 

p= .48) were not independently associated with Life Satisfaction. In this model, Peer 

Relations no longer had a unique contribution to life satisfaction (t(50)= 1.10, p= .28).  

Therefore, this model showed a highly significant relationship between family and 

social functioning and life satisfaction, and this was carried in similar amounts by 

Social Behaviour and Strengths and Adaptability. 

 

 

Figure 4. Multiple regression model for the amount of variance in life satisfaction as 

accounted for by family (SCORE-15) and social functioning (HBQ) 

 

Strengths and Adaptability 

(SCORE-15) 

Social Behaviour (HBQ) 

Life Satisfaction (MSLSS) 

Overwhelmed by 

Difficulties (SCORE-15) 

-.34 

-.34 

-.28 

R² =.71  
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Hypothesis 4: Life Satisfaction will mediate the relationship between family and social 

functioning and adolescent psychopathology (internalising and externalising 

behaviours) 

This hypothesis was tested using a regression-based path analysis (Hayes, 2013). 

Figure 5 shows the mediation models investigated; the indirect effect is that through 

which life satisfaction mediates the relationship between the independent variable (IV) 

and the dependent variable (DV). 

 

 

Figure 5. Mediation model for regression-based pathway analysis to test the indirect 

effect of the IV on the DV through the mediator variable life satisfaction 

 

Table 7 summarises the mediation analysis results for each IV and DV, with life 

satisfaction as the mediator variable. The analysis suggested there was no mediation 

effect of life satisfaction in the relationship between family functioning and adolescent 

psychopathology.  

 

Life Satisfaction 

(MSLSS) 

 

Family Functioning (SCORE-15) 

Social Functioning (HBQ) 

Total Family and 

Social Functioning (SCORE-15 & 

HBQ) 

Externalising Behaviours 

Internalising Behaviours 

Total Difficulties 

(SDQ) 

DV 

M 

IV 
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Table 7. The direct and indirect effect with 95% confidence intervals (CI) for 

regression-based path analysis (Hayes, 2013) for each mediation model, with life 

satisfaction entered as the mediator variable 

IV DV  Direct effect Indirect effect 

Family functioning EXT ab =  

95% CI =  

.04 

[-.03, .10] 

.04 

[-.02, .09] 

Family functioning INT ab =  

95% CI = 

.05 

[-.03, .12] 

.03 

[-.02, .09] 

Family functioning TD ab =  

95% CI =  

.17 

[-.02, .35] 

.13 

[-.02, .30] 

Social functioning EXT ab =  

95% CI = 

-.07 

[-.27, .14] 

.19* 

[.07, .34] 

Social functioning INT ab =  

95% CI =  

.41 

[.21, .62] 

.02  

[-.09, .14] 

Social functioning TD ab =  

95% CI = 

.70 

[.15, 1.24] 

.42* 

[.07, .81] 

Family and social 

functioning 

EXT ab =  

95% CI =  

.03 

[-.04, .09] 

.03 

[-.02, .09] 

Family and social 

functioning 

INT ab =  

95% CI = 

.08 

[.01, .15] 

.001 

[-.05, .05] 

Family and social 

functioning 

TD ab =  

95% CI =  

.22 

[.05, .38] 

.07 

[-.07, .22] 
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Note: IV = Independent Variable; DV = Dependent Variable; EXT = Externalising 

behaviours (SDQ); INT = Internalising behaviours (SDQ); TD = Total difficulties 

(SDQ); CI = Confidence Intervals (95%) 

*mediation of indirect effect detected 

 

There was a significant indirect effect of social functioning on externalising behaviours 

through life satisfaction (ab=.19, BCa CI [.07, .34]), suggesting life satisfaction 

mediates the relationship between social functioning and externalising behaviours. 

There was also a significant indirect effect of social functioning on total difficulties 

through life satisfaction (ab=.42, BCa CI [.07, .81]), suggesting that life satisfaction 

mediates the relationship between social functioning and adolescent psychopathology. 

However, there was no mediation effect of life satisfaction in the relationship between 

social functioning and internalising behaviours (ab=.02, BCa CI [-.09, .14]). There was 

also no mediation effect of life satisfaction on the relationship between combined 

family and social functioning and adolescent psychopathology. These results partly 

support hypothesis 4
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Discussion 

 

Aims of Current Study 

The aim of this current study was to build on existing research examining the 

relationship between family and social functioning and adolescent psychopathology. 

Firstly, the study sought to use validated measures that assessed each construct both 

holistically and multidimensionally. Secondly, it aimed to examine the mechanisms 

that may underlie the relationships between social and family functioning and 

adolescent psychopathology, considering in particular the possible role of life 

satisfaction. Finally, it was intended to recruit a sample of adolescents from PRUs in 

order to obtain a wider spectrum of scores on measures, including those from 

individuals scoring higher on levels of dysfunction and mental health difficulties. 

 

Summary of Results 

 

The relationships between family and social functioning and 

psychopathology. 

The relationships between family and social functioning and psychopathology were 

assessed. The results suggested that both family functioning and social functioning 

together were associated with psychopathology, in that adolescents that perceived their 

families to be more dysfunctional and reported higher levels of poor peer relationships 

were more likely to report higher levels of emotional and behavioural difficulties, as 

measured by the SDQ. The strength of this relationship was stronger than for family or 

social functioning individually, suggesting there is a potential cumulative effect of 

multiple difficulties on levels of functioning, and vice versa. The combination of both 
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family and social functioning together was also associated with both internalising 

behaviours and externalising behaviours specifically. As discussed in chapter 2, an 

accumulation of risk factors was stronger associated with the development of Conduct 

Disorder in adolescents. The findings from the current study support this conclusion, 

and further suggest that an accumulation of risk factors is associated with other 

emotional and behavioural difficulties.  

 

Family functioning independently was also significantly correlated with both 

internalising and externalising behaviours; adolescents that perceived their families to 

be more dysfunctional were more likely to report internalising or externalising 

difficulties. This supports previous research that indicated specific family factors, such 

as inter-parental conflict and low problem-solving ability, are linked to adolescent 

depression and anxiety (Yap, Pilkington, Ryan & Jorm, 2014), as well as to substance 

misuse (Chappel, 2011). 

 

Social functioning in contrast was significantly associated with internalising behaviours 

only, but not with externalising behaviours. This appears to contradict previous 

research which indicated that peer factors are associated with externalising behaviours 

(Miller-Johnson, et al., 1999; Reinherz, et al., 2000); however, these two studies were 

specific to delinquency and substance misuse respectively, behaviours which are only 

part of the paradigm of externalising behaviours. It may be that other forms of 

externalising behaviours have a different relationship to social functioning. For 

example, the sample in the current study reported higher average levels of hyperactivity 

than of conduct problems, the latter being more associated with delinquency and 

substance use. Similarly, different types of peer relationships may be related to 
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externalising behaviours; for example, the above studies found that peer rejection 

specifically was associated with higher levels of delinquency and substance misuse. 

The results of the current study indicated that the subscale Peer Relations, which 

encompasses peer rejection, is significantly linked to externalising behaviours (Table 

5) suggesting that peer rejection specifically may be associated with externalising 

behaviours, rather than total social functioning.   

 

Causality of cannot be determined in this instance; it may be that adolescents who 

exhibit externalising behaviours are rejected by peers or that rejection from peers leads 

to externalising behaviours. However, the findings may suggest a possible interaction 

between family and social functioning. Social functioning is only associated with 

externalising problems when in combination with family functioning; it may be that 

adolescents from families with high levels of dysfunction are more likely to seek out 

friendships with more delinquent peers, thus engaging in more aggressive behaviours 

and exhibiting higher levels of externalising problems, which in turn may lead to further 

dysfunction within the family and rejection from other peers. 

 

The relationships between family and social functioning and life 

satisfaction. 

The results of the analysis support the second hypothesis indicating there is a 

relationship between family functioning and life satisfaction, and between social 

functioning and life satisfaction. Specifically, adolescents that perceived their families 

to be dysfunctional were more likely to report that they were not satisfied with life than 

adolescents who did not perceive their families as dysfunctional. Similarly, adolescents 

that perceived they had dysfunctional social relationships were also more likely to 
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report that they were not satisfied with life than adolescents that perceived they had 

functional social relationships. These findings support previous research that found that 

parental and peer factors were associated with adolescent life satisfaction (Griffin & 

Huebner, 2000; Chappel et al., 2014; Rask et al., 2003). The relationship between 

family functioning and life satisfaction (r = -.75, p < 0.001) was stronger than the 

relationship between social functioning and life satisfaction (r = -.57, p < 0.001), 

indicating that family functioning may play a more significant role in adolescent life 

satisfaction than social functioning. This is in line with previous research that found 

that the MSLSS had a stronger correlation to measures of parental relationships than 

measures of peer relationships (Nickerson & Nagle, 2004). 

  

The contribution of different aspects of family and social functioning to life 

satisfaction. 

The results of the regression analyses supported the second hypothesis. Both social 

functioning and family functioning contributed independently to the variance of scores 

in life satisfaction. Family functioning had a higher level of contribution than social 

functioning. This supports previous research that reported that parental attachment 

accounted for a higher percentage of variance in life satisfaction scores than attachment 

to peers (Greenberg, Siegel & Leitch, 1983). 

 

Family functioning. 

The results on the contribution of family functioning support the findings reported by 

Butler (2015); family functioning had a significant and unique contribution to reported 

life satisfaction, and more specifically, the Strengths and Adaptability domain had a 

significant and unique contribution to reported life satisfaction. However, the current 
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study indicated a higher percentage of contribution of family functioning than Butler 

(2015), 60% vs 36% respectively. Furthermore, the current study found that 

Overwhelmed by Difficulties also had a significant and unique contribution to reported 

life satisfaction. This discrepancy can not be explained by differences in levels of 

family functioning or life satisfaction since both studies reported similar scores on these 

measures.  

 

The findings suggest that those adolescents that perceive their family to have less trust 

and to be lacking in ability to find new ways of dealing with problems, were more likely 

to report being less satisfied with life. Furthermore, adolescents that perceived their 

family to be overwhelmed by difficulties and not able to cope with crises, were also 

more likely to report being less satisfied by life. This highlights the importance of 

family strengths, such as problem-solving and adaptability, in relation to adolescent life 

satisfaction. Previous research has suggested that resilience and psychological strengths 

are transmitted from families to adolescents (Hill, Stafford, Seaman, Ross & Daniel, 

2007) and that the ability to adapt to adversity has as much of an impact on well-being 

as the adversity itself (MacLeod & Moore, 2000). 

 

Social functioning. 

Social functioning was also found to have a significant and unique contribution to 

adolescent life satisfaction. There is less research examining the direct link between 

social functioning and life satisfaction; the majority of research has assessed the role of 

social functioning as a mediator between family factors and life satisfaction, rather than 

as an independent contributory factor. These findings therefore make an important 

contribution to the literature on adolescent life satisfaction. 



Family and Social Functioning and Adolescent Psychopathology 

 123 

 

The current study found that Social Behaviour and Peer Relations subscales had a 

significant and unique contribution to scores on life satisfaction, whereas Social 

Withdrawal did not. This suggests that adolescents who reported being physically 

aggressive, rejecting other young people or not being helpful to others were more likely 

to be dissatisfied with life. Similarly, those adolescents that reported being bullied or 

rejected by peers were more likely to be dissatisfied by life. This supports previous 

research that found that, in a sample of adolescent boys, peer victimisation had a 

significant and unique contribution to low levels of life satisfaction (Flouri & 

Buchanan, 2002). One possible explanation for the finding in the current study that 

Social Withdrawal did not have a unique contribution to life satisfaction, is that 

adolescents who reported preferring to spend time alone or reported being shy around 

new people may choose to spend time alone and may have a small but close friendship 

group. Thus, not impacting their satisfaction with life. 

 

Family and social functioning. 

The subscales for both family and social functioning were combined to assess the 

amount of contribution to life satisfaction. The findings indicated that jointly family 

and social functioning had a significant contribution to scores of life satisfaction (71%), 

and that this contribution was greater than family or social functioning individually. 

This suggests that adolescents that perceive their families to be dysfunctional and 

perceive themselves to have dysfunctional social relationships were less satisfied by 

life.  
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More specifically, the findings indicated that Social Behaviour, Strengths and 

Adaptability, and Overwhelmed by Difficulties subscales still made a significant and 

unique contribution to life satisfaction. This suggests that adolescents that perceive their 

family to be move from one crisis to the next and to lack new ways of dealing with 

these crises, as well as perceiving themselves as mean or aggressive towards peers, 

were less satisfied by life. Both Social Behaviour and Strengths and Adaptability 

subscales made equal contributions to life satisfaction scores (34%) suggesting that 

peer and family factors are both equally important in relation to life satisfaction. 

 

The Peer Relations subscale no longer had a significant contribution to life satisfaction 

when family and social functioning were considered together. This may suggest that 

those adolescents from more chaotic and dysfunctional families, who are also mean and 

aggressive to peers, are at a greater risk of being dissatisfied with life, than those 

adolescents from chaotic and dysfunctional families who are rejected and bullied by 

others. 

 

The role of life satisfaction as a mediator. 

Hypothesis 4 was only partly supported by the analysis. Life satisfaction was not found 

to mediate the relationship between family functioning and psychopathology. However, 

life satisfaction did mediate the relationship between social functioning and overall 

psychopathology, and the relationship between social functioning and externalising 

behaviours. 
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Family Functioning and Psychopathology. 

This present study intended to explore further some of the findings reported by Butler 

(2015) suggesting that life satisfaction mediates the relationship between family 

functioning and externalising behaviours. The results of the current study did not fully 

replicate these results; whilst an adolescent from a chaotic family environment may be 

more likely to report lower levels of life satisfaction, this will not necessarily predict 

psychopathology. There are a number of reasons why these findings may have differed. 

Firstly, the sample size in Butler (2015) was twice that in the current study, N = 117 

and N = 57 respectively. Thus, the current study may be underpowered to the extent 

that such an effect could not be detected, a possible type II error. Alternatively, Butler 

and Pote’s (2018) analysis could have been subject to type I errors, so that the effect 

detected was not a true representation of the real effect; this may more likely given the 

use of a different pathway analysis method, which is known to be more prone to type I 

errors.  

 

Secondly, the current study was unable to maintain exam conditions for a proportion of 

participants. For example, adolescents in the PRUs required a higher level of 1:1 

support, were more likely to verbalise their answers aloud and were more likely to 

compare answers with peers. This may be due to attention or hyperactivity difficulties, 

which are more likely to be present in this population. Furthermore, adolescents in 

PRUs often find the structures of mainstream schools, such as exam conditions, more 

challenging. This may have led to peer influence or social desirability affecting 

responses, so that the scores obtained may not be a true indication of reality.  
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Lastly, the findings may not have been replicated because of higher levels of difficulty 

or complexity in adolescents’ presentation. The current study recruited a sample of 

adolescents from PRUs whom were at higher risk of developing mental health 

difficulties, thus the patterns of mediation reported by Butler and Pote (2018) may not 

be generalisable to a clinical sample. Average total difficulties scores on the SDQ were 

M = 15.60 in the current study, compared to M = 12.30 in Butler and Pote (2018). In 

addition, a higher percentage of participants in the current study (31.6%) reported 

having received a mental health diagnosis compared to the percentage of participants 

(13%) in Butler and Pote (2018). This indicates that the sample in the current study 

presented with higher levels of psychopathology. 

 

Social functioning and psychopathology. 

The findings indicated that the relationship between poor social dysfunction and 

externalising behaviours can be explained by lower levels of life satisfaction. The 

findings also indicated that the relationship between poor social dysfunction and overall 

psychopathology can also be explained by lower levels of life satisfaction. This 

suggests that if an adolescent is mean and aggressive to peers and/or a victim of bullying 

and peer rejection then they are more likely to be dissatisfied with life, and thus more 

likely to present with externalising behaviours or mixed psychopathological 

difficulties. The possible explanations for these findings are discussed below. 

 

Social Behaviour, characterised by high levels of overt hostility and relational 

aggression, made the largest contribution to life satisfaction ( = -.51). This may 

suggest that the mediating effect of life satisfaction on the relationship between social 

functioning and psychopathology may be explained by adolescent aggression. There is 
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a considerable lack of research exploring the relationship between aggression and life 

satisfaction in adolescents, with a literature search identifying only two studies (Valois, 

Zullig, Huebner, & Drane, 2001; Valois, Paxton, Zullig & Huebner, 2006). Both these 

studies assessed life satisfaction in middle school students using the brief version of the 

MSLSS (Seligson, Huebner & Valois, 2003). The researchers of both studies concluded 

that adolescents who had engaged in or experienced violent behaviours were more 

likely to report lower levels of life satisfaction than adolescents who had not engaged 

in or experienced violent behaviours. In addition, physical aggression has been shown 

to be a significant risk factor for later maladjustment, such as school exclusion and 

criminal arrest, but only in combination with other risk factors, such as poor academic 

performance (Magnusson & Bergman, 1990). In contrast, relational and indirect 

aggression is not associated with later maladjustment (Xie, Swift, Cairns & Cairns, 

2002). Whilst no clear conclusions can be made from the current study, it may be that 

adolescents involved in overtly aggressive behaviours, who also present with a number 

of other risk factors, are at greater risk of reduced life satisfaction and subsequently, 

poorer mental health outcomes. Given the paucity of research exploring life satisfaction 

and aggression in adolescents, a focus on this in future research could be beneficial in 

developing understanding of adolescent mental health. 
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Limitations 

There are a number of limitations identified in the current research. These are discussed 

below and considered further in chapter 4. 

 

Sample size. 

Firstly, as mentioned above, the sample size was relatively small, and considerably 

lower than in previous research. Although the sample size was adequate for detecting a 

large effect size, as indicated by the power calculation, the sample size was not 

sufficient for detecting a medium effect size, such as that found by Butler and Pote 

(2018) in relation to the mediation analysis. The study may therefore be underpowered 

and susceptible to a type II error.  

 

Data collection. 

Secondly, there was a considerably large amount of missing data, which resulted in 12 

participants (17%) being excluded from the analysis. The majority of missing data were 

for participants recruited from the PRUs; observed reasons for incomplete 

questionnaires related to attention difficulties and withdrawal from the study. These 

participants may represent those adolescents with higher levels of difficulties so may 

bias the results, excluding those with potentially higher scores. The reasons for missing 

data may be exacerbated by the number of questionnaires administered to each 

participant across the two research studies, increasing the demand on participants. 

Thirdly, as discussed above, the data collection in PRUs lacked stringent control, which 

brings reliability of the data into question.  
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These limitations have several implications for research in this area. Firstly, this 

highlights the difficulties of conducting research with adolescents presenting with 

multiple and potentially complex difficulties. Participants in the sample had relatively 

low levels of conduct problems, whilst this may be representative of the population, it 

is also possible that the very nature of adolescents presenting with these difficulties 

makes recruiting these adolescents challenging. For example, adolescents with conduct 

problems are more likely to be absent from school due to truancy or suspension and are 

more likely to be oppositional to authority through refusal or disengagement.  

 

Secondly, it also raises questions around the suitability of measures that require 

independent self-report from participants with potentially high levels of attention and 

hyperactivity difficulties. Definitions and measures of wellbeing dominate adult 

literature are often adapted from child and adolescent populations (The Children’s 

Society, 2012); however, these may not be sufficient in a population with accelerated 

development and ongoing maturation.  

 

Design. 

A final limitation relates to the cross-sectional nature of the study. As with all 

correlational research, causality cannot be inferred. Initial research proposals suggested 

a short -term longitudinal study in order to investigate the causality of observed effects. 

This aspect was excluded from the final study due to the perceived difficulty of 

recruiting and collecting longitudinal data in PRUs, given the transient nature of the 

PRU population. As discussed above, establishing more appropriate methods and 

measurements in this population would be beneficial. 
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  Measures. 

As detailed in table 6, there are high correlations between the measures, notably the 

SCORE-15 and MSLSS (r= -.75, p< .000), SCORE-15 and SDQ (r= .55 p< .000), 

HBQ and MSLSS (r = -.56, p < .001), MSLSS and SDQ (r= -.55, p< .000) and HBQ 

and SCORE-15 (r= .45, p< .001). This has several implications, as discussed below. 

 

Multicollinearity is said to occur when one predictor variable in multiple regression 

correlates highly with another predictor variable, in this case the HBQ and SCORE-15. 

Multiple regression relies on estimating the effect of one unit of change of a variable 

when other variables remain constant. However, when multicollinearity exists this 

assumption may not be accurate. The implication of this is that whilst the amount of 

variance explained by the predictor variable(s) as a whole still remains accurate, the 

results for the contribution of each individual predictor may not be valid. In relation to 

the current study, multicollinearity may affect the contribution of each domain of the 

family functioning and social functioning measures, this suggests that whilst family 

functioning or social functioning as a whole may still account for a significant 

proportion of the variance of life satisfaction, the contribution of each subscale cannot 

be accurately determined, therefore the interpretation of results should be viewed with 

caution.  

 

Multicollinear variables may be due to an inherent correlation between the systems 

under measurement. As discussed previously, it is recognised in the positive 

psychology field that constructs of life satisfaction and psychopathology are highly 

correlated but that they represent two distinct constructs. However, there may be 

limitations in the measurement on constructs in that they may not be sufficient, with 
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poor construct and discrimination validity.   Furthermore, the findings that variables are 

related may be compounded due to item overlap as measures share similar items; for 

example “it feels miserable in my family” on the SCORE-15 and “I enjoy being at home 

with my family” on the MSLSS. This highlights the challenges of measuring these 

phenomena validly and independently, and future research would benefit from 

establishing more accurate and appropriate measurement tools. 

 

Clinical Implications 

The finding that family and social functioning are strongly correlated to adolescent 

psychopathology and that they make a significant contribution to life satisfaction, 

provides support for a systemic approach to adolescent mental health, which takes 

account of both positive and negative indicators. A systemic approach removes the 

problem from the individual and considers the wider systems surrounding the child to 

understand the interactions between family and system members. More specifically, the 

finding that particular dimensions of family functioning appear to better predict life 

satisfaction in adolescence than other dimensions is of clinical relevance. The unique 

contribution of Strengths and Adaptability subscale to life satisfaction suggests that 

families who are flexible during crises are more likely to have adolescents who report 

being satisfied with life. This suggests that promoting adaptability and effective 

problem solving within the family, rather than focusing solely on an adolescent’s 

psychopathology symptoms, would be beneficial. 

 

In relation to social functioning specifically, the finding that social functioning 

contributed a similar level of variance to life satisfaction as family functioning did, 

suggests that peer interactions may be equally as important as family functioning in 
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understanding adolescent mental health. This highlights the need for clinicians to assess 

social functioning during mental health evaluations in order to provide a fuller picture 

of adolescent functioning. Furthermore, this suggests that consideration of peer 

relationships in the promotion, prevention, identification and intervention of adolescent 

mental health would also be beneficial; such as promoting adolescent wellbeing rather 

than focusing purely on symptom management.  The unique contribution of Peer 

Relations and Social Behaviour subscales to life satisfaction suggests that peer 

aggression and bullying significantly influence adolescent life satisfaction. Universal 

school wide bullying prevention programmes that promote a school environment 

characterised by warmth and involvement, sets firm limits on acceptable behaviours 

and consistently applies non-hostile consequences, have been found to reduce bullying 

by upto 50%, as well as improve the social climate of the school (Smokowski & 

Kopasz, 2005). A universal approach to mental health within the school setting can also 

help to overcome exclusion and stigma often associated with targeted interventions. 

 

Future Research 

One of the main challenges of this research was recruiting and collecting data from 

adolescents in PRUs. Due to potentially high levels of attention and hyperactivity 

difficulties measures that require independent self-report from participants may not be 

suitable. The lack of control in maintaining exam conditions within the PRUs may have 

led to unreliable data. It would therefore be beneficial for future research to establish 

more appropriate measures and alternative methods for assessing the variables under 

investigation. 
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The study also highlighted the paucity of research exploring the relationship between 

adolescent aggression and life satisfaction. This is of clinical relevance given that 

relational aggression and overt hostility had a unique contribution to life satisfaction. 

The Social Behaviour subscale, which encapsulates peer aggression, had a significant 

negative correlation with life satisfaction scores, suggesting that adolescents that are 

aggressive towards peers are more likely to report lower levels of life satisfaction, than 

adolescents who are kind and helpful towards peers. Further exploration of this 

relationship would be beneficial in order to better understanding adolescent aggression 

and predictors of mental health. 

 

Finally, there is also a need for longitudinal research exploring the relationships 

between family and social functioning and adolescent mental health. As discussed 

above, conducting research in PRUs creates many challenges and the transient nature 

of the population restricts multiple testing, thus limiting the ability to carry out 

longitudinal research. However, exploration of these relationships over a longer 

developmental period would provide insight into the changing roles of peers and 

families in relation to adolescent mental health. 
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Integration 

 

This section summarises the main findings from the systematic review (Chapter 2) and 

the empirical study (Chapter 3) in order to integrate the conclusions and reflections of 

each. 

 

Systematic Review 

Rationale. 

Chapter 2 explored the gender differences in the risk factors associated with Conduct 

Disorder (CD) in adolescents. The criterion for a CD diagnosis were developed based 

on observations from a male population; similarly, aetiology and intervention research 

has largely been conducted with male samples. Females presenting with conduct 

problems are often assessed and treated along the same set of guidelines, which may 

lead to misdiagnosis and inappropriate intervention. This highlights the importance of 

understanding the nuances in presentation and development of CD independently in 

both males and females in order to contribute to the development of more effective 

prevention and intervention strategies for both genders.   

 

Chapter 2 builds upon previous research in a number of ways: 

i) evaluating longitudinal studies in order to determine causal pathways 

related to risk factors 

ii) specific focus on CD diagnosis to allow for consistency in cross study 

comparisons 

iii) reviewing only studies with a mixed gender sample to allow for explicit 

cross gender comparisons  
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iv) inclusion of validated measures only to improve the reliability and 

sensitivity in measurement of variables 

 

Summary of findings. 

The findings from the review were not sufficiently strong enough to make a clear 

predictive model of risk for CD for males and females. This was partly due to the lack 

of longitudinal research in this area, and due to the heterogeneity of risk factors 

investigated. However, a number of patterns emerged from the review that were 

considered in relation to previous literature and current theories. 

 

Males appeared to have a greater level of vulnerability to biological risk factors, such 

as hyperactivity, language delay and callous unemotional traits, than females. Males 

also tended to report a greater level of impairment from the presence of risk factors, 

even when levels of risk factors were similar between genders. An accumulation of 

multiple risk factors was associated with CD in both genders, but this association was 

stronger for males than females; furthermore, in the UK, perinatal risk factors 

specifically, as opposed to socioeconomic factors, were found to have a greater 

influence on CD in males than in females. 

 

Parental and peer factors were also investigated in the reviewed studies. The most 

striking finding was that males who had mothers with postnatal anxiety were 

significantly more likely to present with CD in adolescence than controls; conversely, 

females who had mothers with postnatal anxiety were significantly less likely to present 

with CD in adolescence than controls. These findings were discussed in relation to 
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theories of excess testosterone in the Hypothalamic Pituitary Adrenal (HPA) axis and 

deficits in the Autonomic Nervous System (ANS). 

 

Multiple bullying was also indicated as a risk factor in the development of CD for both 

males and females, however the type of bullying experienced and the amount of peer 

support varied between genders. For example, females were more likely to be victims 

of relational bullying, whereas males were more likely to be victims of direct physical 

bullying. Furthermore, females were more likely than males to report higher levels of 

peer support, suggesting that peer relationships may act as a protective factor for 

females. 

 

The most consistent finding from the studies reviewed was that social deprivation was 

strongly associated with the presence of CD; this finding was prevalent across gender, 

ethnicity and culture. This supports a large body of previous research that suggests 

social deprivation is the strongest predictor of CD after gender (Odgers et al, 2012). 

 

The review identified five areas for future research in relation to the development of 

CD in males and females: 

• Longitudinal research assessing genetic and neurobiological factors 

• Longitudinal research assessing risk factors conducted over a longer 

developmental period 

• Exploration of paternal factors and the family environment as a whole 

• Exploration of protective factors, such as peer relationships 
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• Exploration of mechanisms underlying these risk factors and the developmental 

trajectories of CD 

 

Methodological reflections. 

Review method 

Systematic reviews are advantageous to the more traditional literature review as 

systematic reviews involve a stricter set of principles, with a detailed and 

comprehensive search strategy that aims to synthesise all relevant studies covering a 

specific topic, thus reducing the risk of selection bias. A meta-analysis combines the 

results of multiple studies to estimate an overall effect size and resolve any 

discrepancies in findings. This allows for a greater capacity of conclusions to be made 

about the clinical significance of the findings. The studies included in the systematic 

review had a high level of clinical, methodological and statistical heterogeneity. It was 

therefore decided that a meta-analysis could not be conducted. This highlights a 

limitation of previous research, as well as the complexity in the presentation and 

aetiology of CD. This latter point brought about a number of challenging decisions 

during the review process which are discussed below. 

 

Comorbidity  

The decision to exclude studies that explored CD with comorbid psychopathology, such 

as ADHD, and co-occurring callous-unemotional (CU) traits had been difficult to make. 

To exclude these studies seemed reductionist in approach, potentially limiting our full 

understanding of both disorders. However, narrowing the search criteria allowed for a 

more in-depth analysis of fewer studies. This approach is potentially beneficial in 
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understanding a subset of behaviours, which when considered alongside ADHD and 

CU traits literature, may provide a more holistic overview.  

 

Conceptual basis for empirical study. 

Although the systematic review was not able to draw strong conclusions from the 

studies, a number of implications from the findings and suggested direction for future 

research helped to provide a conceptual basis for the empirical study. These are 

discussed below. 

 

Firstly, the review highlighted a need for more longitudinal research in the area of CD 

for both males and females. During the planning of the empirical study it was proposed 

that measuring the constructs at several time points would allow for a greater 

understanding of the direction of the relationships between variables. However, due to 

the perceived difficulties of recruiting and collecting longitudinal data in Pupil Referral 

Units (PRUs) this was deemed not possible in the current stud. This is discussed in 

more detail in the following section. 

 

Secondly, the studies included in the review focused on maternal factors, rather than 

considering the influence of paternal factors or the wider family systems on the 

development of CD. This limits our understanding of how other aspects of the family 

environment may contribute to CD. Therefore, the empirical study aimed to assess 

family functioning holistically, in order to explore the different elements of the family 

environment in relation to adolescent psychopathology. 
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Thirdly, the empirical study explored potential protective factors and positive indicators 

of adolescent mental health, by assessing both peer relationships and life satisfaction in 

the context of adolescent psychopathology. 

  

Empirical Study 

Summary of findings. 

The aim of the empirical study was to investigate the relationship between family and 

social functioning and adolescent psychopathology. The study aimed to build upon 

previous research by a) assessing family and social functioning at a holistic 

multidimensional level, in order to explore various aspects of family and social 

environments; b) exploring potential protective factors and positive indicators of 

adolescent mental health; c) investigating the mechanisms that might underlie the 

relationships between social and family functioning and adolescent psychopathology; 

d) sampling across a mainstream school and PRUs in order to provide a wide spectrum 

of scores on all measures, thus allowing for broader analysis across the relevant 

variables. 

 

The findings from the empirical study are summarised below: 

• poor family functioning was associated with both externalising and internalising 

behaviours; poor social functioning was associated with internalising 

behaviours only 

• poor family functioning and social functioning together increased the strength 

of these relationship 

• poor family functioning and social functioning were both associated with low 

levels of life satisfaction; the relationship between family functioning and life 
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satisfaction was stronger than the relationship between social functioning and 

life satisfaction 

• family functioning explained 60% of the variance in scores on life satisfaction 

and this was carried by a family’s ability to be flexible and problem solve during 

crises 

• social functioning explained 50% of the variance in scores on life satisfaction 

and this was carried mainly by levels of relational aggression and overt hostility 

• life satisfaction mediated only two relationships: the relationship between social 

functioning and externalising behaviours, and the relationship between social 

functioning and psychopathology 

 

Methodological reflections. 

Recruitment challenges 

A significant proportion of research time was spent contacting and liaising with PRUs 

in order to establish those that were able to support the project with recruitment. Forty 

PRUs in total were contacted, of this only a small number responded to communications 

about the research, and of those that did, a third withdrew consent. Furthermore, as 

noted in chapter 3, the method of recruitment employed in this study may not have 

successfully engaged those young people most at risk. Whilst the researchers discussed 

recruitment strategies and problem-solved difficulties, the recruitment process, at 

times, felt like a disheartening process. 

 

Macnab, Visser and Daniels (2007) discuss the challenges of recruiting excluded and 

vulnerable young people for research. They identify the potential power of service 

providers, as “gatekeepers”, to allow access, or not, to information about these young 
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people. One of the reasons identified for not allowing access related to concerns that 

the efficacy and competency of staff would be brought into question. This highlights a 

need to develop recruitment strategies that incorporate “gatekeepers” in less threatening 

ways and to work collaboratively with services, in order to better understand the 

culture, attitudes and procedures that exist within the context of this community. 

 

On reflection it may have also been beneficial to consider alternative methods to recruit 

the young people directly. Bryman (2001) discusses a data collection method that 

involves a more bottom-up approach, to reach out to young people rather than using 

services and professionals as “gatekeepers”. This method involves “hanging out” in 

areas with young people until you get noticed and are asked to join a group. This method 

has been effectively utilised by Mac-UK to improve access to mental health services 

for excluded young people. However, this approach may create additional costs and 

risks to the researcher.  

 

Reliability vs Engagement 

We also encountered challenges during the data collection at PRUs. Young people in 

PRUs often present with higher levels of attention and behavioural difficulties than 

young people in mainstream schools. These difficulties may make completing tasks in 

exam conditions, as was required for this study, challenging for these young people. 

One benefit of the researchers being clinicians, was that we able to approach data 

collection flexibly, and we possessed the skills to build engagement and work 

collaboratively with the participants. For example, in one instance I walked around the 

room with a young person whilst reading the questions aloud; I was required to simplify 

the instructions and questions to make them shorter and more specific. I also tried to 
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encourage the young person through positive praise and by letting them know how 

many questions or sections were left. The young person expressed that they had felt 

proud of themselves for completing all the questions. Whilst this approach to collection 

reduced the validity and reliability of the responses, due to lack of control, it was 

important for us to find a balance between collecting data that lacks reliability vs 

potentially collecting no data at all. 

 

Ethical considerations 

This study brought up a number of ethical implications. One of the challenges of 

research with young people is to ensure that consent to participate is informed and 

voluntary, whilst also maximising participation. Lindsay (2000) highlights that a range 

of interrelated factors influence a young person’s ability to consent: age, cognitive 

ability, emotional status and knowledge. The challenges of working with adolescents, 

especially those in PRUs, were discussed with my fellow researcher and members of 

school staff. These challenges included engagement difficulties, concentration 

difficulties and students’ attitudes towards school and strangers.  

 

Young people may also have limited capacity and decision-making abilities (Lind, 

Anderson & Oberle, 2003); these abilities may be compromised further by emotional 

difficulties or executive functioning deficits. Moser et al., (2004) investigated the 

capacity of mentally ill prisoners to make an informed decision about consenting to 

research participation. They concluded that the prisoners demonstrated adequate 

decision-making capacity, but that extra caution should be taken during the consent 

process, as environmental aspects influenced reasons for participation, such as avoiding 

boredom. This may be relevant to the PRU population as some of the young people 
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expressed that they would “do anything to get out of a lesson”, suggesting that extra 

consideration should be taken when acquiring informed consent. 

 

We considered a number of ways to manage these challenges. Each data collection 

session began with a group activity, in an attempt to increase engagement and build 

trust between the researcher and the young people. This included a general discussion 

with the young people about the brain, mindfulness and an introduction to the concept 

of research. Guidelines for student participants suggest that being interested in the topic 

is likely to increase participation (REF). Information about the research studies and 

consent forms were distributed following this group activity; they were also informed 

that they could withdraw at any point and that this would not affect their school work 

in any way. The majority of young people seemed to enjoy the opportunity to talk about 

their brains and these conversations often continued after completing the 

questionnaires.  
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Impact Statement 

 

This section considers the impact of this research on the real-world, beyond academia. 

The key messages are summarised below, along with discussion on the main 

beneficiaries of these messages. 

 

Context 

Research suggests that 50% of adult mental health problems have an onset before the 

age of 15 (Kessler et al., 2005; Jones, 2013). Adolescent mental health difficulties have 

long-term negative outcomes, significantly impacting on future educational attainment, 

employment prospects, health and involvement in the criminal justice system, with a 

substantial financial cost to local communities (Farrington 2003; Murphy & Fonagy, 

2012). Conduct Disorder specifically, is the most common mental health disorder 

amongst children and adolescents, with an incidence rate of 5%, and represents up to 

half of all referrals made to Child and Adolescent Mental Health Services (Roberts, 

2013). This highlights a need to understand the processes and factors involved in the 

development and maintenance of psychopathology in children and adolescents, in order 

to develop effective prevention and intervention strategies. 

 

Key Messages 

Social deprivation. 

The most consistent finding from the systematic review is that social deprivation has a 

strong relationship with conduct disorder for both males and females. This supports 

other research in the area that identifies social deprivation as the most significant risk 

factor for CD.  Whilst there is no definitive definition of social deprivation in the 
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literature, it is considered to encompass a range of correlated factors such as poverty, 

poor education and lack of access to services. This suggests that reducing social 

deprivation may reduce the risk of early exposure to adversity, thus allowing a child to 

flourish. 

 

Cumulative risk. 

Chapter 2 highlighted that children exposed to an accumulation of risk factors were at 

greater risk of developing CD. This finding was consistent for males and females, 

although this risk may be even greater for males. Chapter 3 found that the combination 

of a chaotic family environment and dysfunctional peer relationships increased the risk 

of internalising and externalising behaviours. This suggests that a multi-faceted 

approach to prevention and intervention is required, one that targets the different 

systems and risk factors around the child. 

 

Peer relationships. 

The research highlighted that interactions with peers are as important as family 

functioning in the development of both positive and negative indicators of adolescent 

mental health. This suggests that the early detection of peer difficulties could be 

beneficial for young people at risk of adverse mental health outcomes. Specifically, 

adolescents who are aggressive to peers are more likely to repot low levels of life 

satisfaction than those are kind and helpful to peers. 

 

Adolescent Wellbeing. 

This research adds to the current literature on life satisfaction, by highlighting the 

potential role of life satisfaction in the development of externalising behaviours and the 
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role of family and social functioning on life satisfaction. Assessing life satisfaction as 

a positive indicator of adolescent mental health can provide a fuller picture of 

adolescent functioning than negative indicators alone.  

 

Key Beneficiaries 

Mental health services. 

Clinicians should be encouraged to include assessment of peer relationships in mental 

health evaluations and to consider these relationships as part of a wider intervention.  

The recent government green paper: “transforming children and young people’s mental 

health provision” aims to embed mental health provision in schools. This provides an 

opportunity for a collaborative and holistic approach to improve prevention, 

identification and early intervention strategies for young people most at risk. 

 

Education. 

Schools can play a key role in promoting positive peer relationships and reducing 

bullying through universal bullying prevention strategies that encourage a warm and 

non-hostile school environment This model may be particularly beneficial in PRUs 

which support young people are may be at higher risk of bullying and peer aggression. 

The smaller teacher-student ratio could help to garner positive relationships and 

promote an environment in which teachers can be authority figures and role models.  

 

Criminal Justice System. 

Adolescents with CD are more likely to be in contact with the Criminal Justice System, 

highlighting a key role of the Police, Youth Offending Teams and Prisons in supporting 

the mental health needs of young people. The link between aggression towards peers 
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and low life satisfaction may be of particular relevance in relation to gang violence and 

knife crime. Although further research needs to be conducted into aggression and 

adolescent life satisfaction, promoting life satisfaction in this population of young 

people may be of benefit in reducing aggression and violent crimes.  
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Dissemination Plan 

 

Dissemination of research is crucial in order to communicate findings and implications 

of the research to decision-makers and providers. Transference of information can 

inform practice and influence policy to ensure delivery of evidence-based learning and 

ultimately provide the best care for service-users. To maximise the effectiveness of the 

dissemination the following dissemination strategy has been developed in accordance 

with the Knowledge Translation Planning Template (Barwick, 2008).  

 

Audience 

There are four key audiences for this research: 

• Education 

• Researchers and Academics 

• Mental Health Professionals 

• Young people and their families 

 

Methods of Dissemination 

Conferences. 

The findings and key messages will be relayed through attendance at a range of UK 

conferences communicated via poster and verbal presentation. The following 

conferences have been identified for submission: 

• Annual conference of the British Psychological Society (BPS)'s Division of 

Educational and Child Psychology (January 2019) 
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• Faculty for Children, Young People and their Families Annual Conference 

(October 2018) 

 

 Focus Groups. 

All PRUs and schools that participated in the research will be offered a focus group 

with teachers, young people and their families to feedback the results and discuss the 

implications of the findings within their own school and lives. 

 

The National Young People’s Mental Health Advisory Group (NIMH, 2018) 

collaborates with researchers to offer advice and support relating to studies that involve 

young people. This group was consulted during the early stages of research design and 

will be approached again to share and discuss the impact of these findings. They will 

also be consulted regarding appropriate strategies to disseminate findings amongst 

young people. 

 

Newsletters. 

A summary of the findings will be submitted to networks and committees within 

education, mental health and research. The following have been identified for 

submission: 

• South East Research Network (SERN) - connects researchers and practitioners 

to optimise the impact of research on practice within schools 

 

 Online and social media. 

The findings will also be shared on the university website and the researchers’ twitter 

and Facebook accounts. 
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Appendices 

Appendix 1: Rater reviewer form  
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Appendix 2: Information letter to carers with opt out form  

Dear Parent/Carer,  

We are Trainee Clinical Psychologists at Royal Holloway, University of London, and 

have partnered up with (name of school) in order to carry out a research project.  

What does the project involve?  

We will be asking the students to complete some questionnaires during PSHE lessons. 

These questionnaires will be asking them about helpful and unhelpful ways of 

thinking as well as asking them questions about their peer relationships and how their 

family deals with difficult situations.  

Your child’s answers will be used to help with the project. All information will be 

kept confidential. Your child’s answers will be kept anonymous and will be stored 

securely.  

Why are we doing this?  

We know that particular ways of thinking can affect a young person’s well-being. We 

are interested in understanding this better so that we can help to improve the well-

being of young people.  

What happens next?  

Your child’s answers will be used to help with the project. We will be giving 

feedback about our findings to the school.  

If, in the unlikely case that your child’s answers were to raise any concern, we will 

make sure that the relevant member of staff in the school is made aware to ensure that 

your son/daughter receives the appropriate support.  

Your decision to have your child participate in this project is entirely voluntary. If 

you would NOT like your child to participate in the research project, please complete 

the form below and hand it back to your child’s form tutor. Your child will also be 

given the opportunity to back out of participating at any time during the project.  

If you would like to discuss the project further and have any questions regarding your 

child’s participation, please do not hesitate to contact us at:  

Angharad.Ormond.2015@live.rhul.ac.uk or Jennifer.Kelly.2015@live.rhul.ac.uk 

Yours Sincerely,  

Annie Ormond & Jennifer Kelly, Trainee Clinical Psychologists 

Supervised by Dr. Helen Pote, Clinical Psychologist, Royal Holloway, University of 

London  

mailto:Jennifer.Kelly.2015@live.rhul.ac.uk
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I would NOT like (student’s name) .................................... of (student’s form class) 

.......... to participate in the research project. Please arrange for my child to complete 

alternative work during this lesson.  

Name ............................. Signature ..................................... Date ........................  
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Appendix 3: Participant Information and Consent Form 

Hi our names are Jen and Annie. We are research students and would like 

to ask for your help with our projects. 

 

What’s the project about? 

We are trying to understand how young people think 

and feel, especially when they are faced with 

different situations.  

 

Today’s session: Finding out about how you think 

Please read each question carefully and then you can 

decide on your answer, marking your choice in your pack. It is important 

to keep your answers to yourself and to not copy anyone else as we are 

interested only in what YOU think and feel.  

 

What happens next? 

Your answers will be used to help with the project but no-one will know 

what you have said as your name will not be written in my project.  

 

If, from your answers we think you might need support with 

anything, we will let your teacher know. If this is the case your 

teacher will speak to your parents too. Please try and tell us how 

you really feel or think on the questions. Getting your true 

answers is very important to us and will affect the project and 

how helpful it might be to other young people. Try to answer as 

many questions as possible, but if there is a question you are not 

comfortable answering then you can skip that item. 

 

Please tick boxes if you agree to the following statements 

I understand the information sheet and have had the 

opportunity to ask Jen/Annie questions. 

 

I understand that I can stop taking part at any time 

without giving a reason and that this will not affect my 

school work. 

 

I agree to take part in the project.  

 

  

Your Name      Class      Today’s Date 
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Appendix 4: Demographic Questionnaire 

PLEASE TELL ME A BIT ABOUT YOU… 

  

1. What is your date of birth? 

 

  Day_____ Month_____ Year_______  

 

2. What is your gender? Please circle  

  Male   Female  

 

3. How would you describe your ethnic background? Please circle  

White:  Black or 

Black British: 

Mixed: Asian or 
Asian 
British: 

White British  African  Mixed White and Black 

Caribbean 

Indian 

White Irish  Caribbean  Mixed White and Black 

African 

Pakistani  

White Other Other Black  Mixed White and Asian Bangladeshi  
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  Other Mixed  Chinese  

   Other Asian   

 

Any other ethnic group Please state: _______________________  

 

4. What level of education did your father/carer complete? Circle the 

highest level that was completed  

Primary school 

High school/Secondary school 

Undergraduate university degree 

Postgraduate university degree (MA, Ph.D, M.D, law degree etc.) 

Don’t know  

 

5. What level of education did your mother/carer complete? Circle the 

highest level that was completed  

Primary school 

High school/Secondary School 

Undergraduate university degree 

Postgraduate university degree (MA, Ph.D, M.D, law degree etc.) 

Don’t know  

 

6. If your father/carer works, what does he do for a job?  

_________________________________________  
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7. If your mother/carer works, what does she do for a job?  

_________________________________________  

 

8. Are you currently having counselling? Please circle your answer  

Yes    No  

 

9. Have you seen a counsellor or mental health worker in the past? 

Please circle your answer  

Yes   No  

 

10. If you circled ‘Yes’ for Question 8 or 9, were any of the following 

terms used to describe your difficulties? Please circle all that are relevant 

to you.  

Depression 

Anorexia 

Panic Obsessive-Compulsive  

Anxiety  

Phobia  

Bulimia  

Post-Traumatic Stress 

Attention Deficit/ Hyperactivity 

Conduct Disorder  

Other (please state) ___________________________  
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11. Are you currently on any medication to help with any of the 

difficulties mentioned above? Please circle your answer.  

Yes  No  

 

12. In the last 12 months have you experienced any of the following? 

Please circle your answer. You can circle more than one. 

Moved house Been seriously ill 

Moved school Parent or sibling been seriously ill 

Separation/divorce of parents/carers Death of friend or family member 

 

Thank you! 
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Appendix 5: Systemic Clinical Outcomes and Routine Evaluation Scale (SCORE-

15) 
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Appendix 6: MacArthur Health and Behvaiour Questionnaire (HBQ) 
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A.  During the school year, I usually                         During the school year, I usually

have a lot of homework . . . . . . . . . . . . . OR . . . . don’t have a lot of homework.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

B.  I don’t ride a bus to school . . . . . . . . . OR . . . . . I ride a bus to school.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

C.  I like to go on field trips . . . . . . . . . . . . OR . . . . . I don’t like to go on field trips.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

Please continue to the next page.

Remember to check only one box for each question.
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23.  I don’t give encouragement to                                  I  give encouragement to someone

       someone when they make a mistake . . . OR . . . . when they make a mistake.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

24.  During lunch time or free time            During lunch time or free time 
       at school, I’d rather do things at school, I’d rather do things

       with other kids . . . . . . . . . . . . . . . . . . . . OR . . . . by myself.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

25.  If another kid feels sick or gets hurt,                    If another kid feels sick or gets hurt,

       I try to help . . . . . . . . . . . . . . . . . . . . . . . OR . . . . I don’t try to help.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

26.  I hit or beat up kids . . . . . . . . . . . . . . . . OR . . . . I don’t hit or beat up kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

27.  Some kids tell me they won’t                                  Kids don’t tell me they won’t be my

       be my friend anymore . . . . . . . . . . . . . . OR . . . . friend anymore.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

28.  When I meet new kids, I’m not shy . . . . OR . . . . When I meet new kids, I am shy.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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29.  If I don’t like a kid, I push or                                  If I don’t like a kid, I don’t push or

       trip them . . . . . . . . . . . . . . . . . . . . . . . OR . . . . . trip them.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

30.  I have lots of friends at school . . . . . . . OR . . . . . I don’t have lots of friends at school.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

31.  Kids at school don’t talk about me                         Kids at school talk about me behind

       behind my back . . . . . . . . . . . . . . . . . . OR . . . . . my back.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

32.  When kids are doing things,                            When kids are doing things, 

       I do things with them . . . . . . . . . . . . . . OR . . . . . I do things by myself.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

33.  Kids do mean things to me,                                  Kids don’t do mean things like that 

       like push or trip me . . . . . . . . . . . . . . . OR . . . . . to me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

34.  In a group activity, I make sure                           In a group activity, I don’t make sure

       that no one feels left out . . . . . . . . . . . OR . . . . . that no one feels left out.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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35.  Other kids don’t ask me to do                              Other kids ask me to do things with

       things with them . . . . . . . . . . . . . . . . . . OR . . . . . them.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

36.  I think it’s fun to tease and                                I don’t think it’s fun to tease and

       pick on other kids . . . . . . . . . . . . . . . . OR . . . . . pick on other kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

37.  I’d rather be with other kids . . . . . . . . . OR . . . . . I’d rather be by myself.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

38.  I don’t threaten other kids . . . . . . . . . . OR . . . . . Sometimes I threaten other kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

39.  Kids say mean things to me . . . . . . . . . OR . . . . . Kids don’t say mean things to me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

40.  I fight with other kids a lot . . . . . . . . . . OR . . . . . I don’t fight with other kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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41.  Kids like me . . . . . . . . . . . . . . . . . . . . . OR . . . . . Kids don’t like me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

42.  If a kid doesn’t do what I say, I tell                        If a kid doesn’t do what I say, I don’t 

       them I won’t be their friend anymore . . OR . . . . . tell them I won’t be their friend.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

43.  Kids at school don’t play                       

       mean tricks on me . . . . . . . . . . . . . . . . OR . . . . . Kids at school play mean tricks on me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

44.  It makes me nervous and shy to ask                   It doesn’t make me nervous and shy 

       other kids to do things with me . . . . . . OR . . . . . to ask other kids to do things with me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

45.  Kids at school don’t spread                          Kids at school spread rumors

       rumors about me . . . . . . . . . . . . . . . . . OR . . . . . about me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

46.  If someone is upset or feels down,                    If someone is upset or feels down,
       I try to comfort them or cheer                           I don’t try to comfort them or cheer

       them up . . . . . . . . . . . . . . . . . . . . . . . . OR . . . . . them up.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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47.  Some kids at school hit me or                              Kids at school don’t hit me or 

       beat me up . . . . . . . . . . . . . . . . . . . . . . OR . . . . . beat me up.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

48.  When I’m mad at a kid, I don’t                       When I’m mad at a kid, I let them
       let them do things with me and                                do things with me and my friends

       my friends . . . . . . . . . . . . . . . . . . . . . . OR . . . . . anyway.
 
  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

49.  If someone is mean to me,                                 If someone is mean to me, 

       I shove or hit them . . . . . . . . . . . . . . . . OR . . . . . I don’t shove or hit them.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

50.  If another kid is having trouble                            If another kid is having trouble 

       with something, I try to help . . . . . . . . . OR . . . . . with something, I don’t try to help.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

51.  Some kids at school verbally or                       Kids at school don’t verbally or 

       physically threaten me . . . . . . . . . . . . . OR . . . . . physically threaten me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

52.  When I have spare time, I’d rather                       When I have spare time, I’d rather

       do things by myself . . . . . . . . . . . . . . . OR . . . . . do things with other kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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53.  If a kid doesn’t do what I say,                               If a kid doesn’t do what I say, 
       I tell them they can’t do things                              I don’t tell them they can’t do things 

       with me and my friends . . . . . . . . . . . . OR . . . . . with me and my friends.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

54.  When I have candy, gum, or food                 
       that kids would like, I don’t like                         When I have candy, gum, or food

       to share it . . . . . . . . . . . . . . . . . . . . . . . OR . . . . . that kids would like, I like to share it.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

55.  Kids leave me out of things they                    Kids don’t leave me out of things they

       know I want to do with them . . . . . . . . OR . . . . . know I want to do with them.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

56.  When I meet new grownups,                               When I meet new grownups, 

       I’m not shy . . . . . . . . . . . . . . . . . . . . . . OR . . . . . I am shy.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

57.  I don’t play mean tricks on other kids . . OR . . . . . I play mean tricks on other kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

58.  When I’m around people                                     When I’m around people 
       I don’t know, I don’t feel                                  I don’t know, I feel nervous or

       nervous or uncomfortable . . . . . . . . . . OR . . . . . uncomfortable.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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59.  If I don’t like a kid, I say bad things                        If I don’t like a kid, I don’t say bad

       about them to my friends . . . . . . . . . . . OR . . . . . things about them to my friends.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

60.  If kids are arguing, I try to calm                          If kids are arguing, I don’t try to calm

       things down . . . . . . . . . . . . . . . . . . . . . OR . . . . . things down.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

61.  Kids like to sit next to me . . . . . . . . . . . OR . . . . . Kids don’t like to sit next to me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

62.  I’d rather do things with other kids . . . . OR . . . . . I’d rather do things by myself.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

63.  If a kid doesn’t do what I say,                               If a kid doesn’t do what I say, 

       I stop doing things with them . . . . . . . . OR . . . . . I do things with them anyway.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

64.  If another kid is by themself, I won’t                      If another kid is by themself, I’ll ask 

       ask them to do things with me . . . . . . . OR . . . . . them to do things with me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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65.  Kids at school tell their friends                       Kids at school don’t tell their friends

       not to hang out with me . . . . . . . . . . . . OR . . . . . not to hang out with me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

66.  I tease other kids, like make fun

       of them or call them names . . . . . . . . . OR . . . . . I don’t tease other kids.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

67.  When kids are having fun together,                     When kids are having fun together, 

       they leave me out . . . . . . . . . . . . . . . . OR . . . . . they don’t leave me out.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

68.  If I don’t like a kid, I tell my friends                       If I don’t like a kid, I don’t tell my 

       not to do things with them . . . . . . . . . . OR . . . . . friends not to do things with them.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

69.  Kids at school don’t tease me . . . . . . . OR . . . . . Kids at school tease me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

70.  When I’m around kids I don’t know,                       When I’m around kids I don’t know, 

       I get quiet . . . . . . . . . . . . . . . . . . . . . . . OR . . . . . I don’t get quiet.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me
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71.  Kids at school pick on me . . . . . . . . . . OR . . . . . Kids at school don’t pick on me.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

72.  I spread rumors about kids                                I don’t spread rumors about kids

       I don’t like . . . . . . . . . . . . . . . . . . . . . . OR . . . . . I don’t like.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

73.  I smile or congratulate other kids                           I don’t smile or congratulate other kids

       when they’ve done something well . . . OR . . . . . when they’ve done something well.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

74.  Some kids at school give me the                            
       silent treatment – they purposefully                       
       won’t talk to me when they’re with                          Kids at school don’t give me the

       their friends . . . . . . . . . . . . . . . . . . . . . OR . . . . . silent treatment.

  SORT OF        MOSTLY          REALLY          SORT OF        MOSTLY          REALLY
    like me            like me             like me   like me            like me             like me

Thanks for answering those. The following questions ask more about you and the kind

of person you are. Each question will continue to describe two different types of kids your

age. Decide which one of those types is more like you, and then check the box on that

side that tells how much it is like you.

Remember, it’s important to read both sides of a question before marking your answer.

For each question, you only check one box. There are no right or wrong answers. Just

think about each statement and then answer each question as best as you can.
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Appendix 7: Mulitdimensional Student Life Satisfaction Scale (MSLSS) 

 

 

  

 

MULTIDIMENSIONAL STUDENTS’ LIFE SATISFACTION SCALE (MSLSS) 

 

Continued on Next Page 
 

We would like to know what thoughts about life you've had during the past several weeks.  Think 
about how you spend each day and night and then think about how your life has been during most 

of this time.  Here are some questions that ask you to indicate your satisfaction with life. Circle the 
number (from 1 to 6) next to each statement that indicates the extent to which you agree or disagree 

with each statement. It is important to know what you REALLY think, so please answer the question 
the way you really feel, not how you think you should.  This in NOT a test.  There are NO right or 
wrong answers.  Your answers will NOT affect your grades, and no one will be told your answers. 

 

Circle 1 if you STONGLY DISAGREE with the sentence 

Circle 2 if you MODERATELY DISAGREE with the sentence 
Circle 3 if you MILDLY DISAGREE with the sentence 

Circle 4 if you MILDLY AGREE with the sentence 

Circle 5 if you MODERATELY AGREE with the sentence 
Circle 6 if you STRONGLY AGREE with the sentence     

 

1. My friends are nice to me 1 2 3 4 5 6 

2. I am fun to be around 1 2 3 4 5 6 

3. I feel bad at school 1 2 3 4 5 6 

4. I have a bad time with my friends 1 2 3 4 5 6 

5. There are lots of things I can do well 1 2 3 4 5 6 

6.  I learn a lot at school 1 2 3 4 5 6 

7.  I like spending time with my parents 1 2 3 4 5 6 

8.  My family is better than most 1 2 3 4 5 6 

9.  There are many things about school I don't like 1 2 3 4 5 6 

10. I think I am good looking 1 2 3 4 5 6 

11. My friends are great 1 2 3 4 5 6 

12. My friends will help me if I need it 1 2 3 4 5 6 

13. I wish I didn't have to go to school 1 2 3 4 5 6 

14. I like myself 1 2 3 4 5 6 

15. There are lots of fun things to do where I live 1 2 3 4 5 6 

16. My friends treat me well 1 2 3 4 5 6 

17. Most people like me 1 2 3 4 5 6 

18. I enjoy being at home with my family 1 2 3 4 5 6 

19. My family gets along well together 1 2 3 4 5 6 

20. I look forward to going to school 1 2 3 4 5 6 

21. My parents treat me fairly 1 2 3 4 5 6 
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Appendix 8: Strengths and Difficulties Questionnaire (SDQ) 
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Appendix 9: Ethical Approval 
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Appendix 10: Letter template for schools to notify parents of their child’s “high 

risk” SDQ score 

 
To the Parents/Carers of ………………………. 
 
As you will be aware, your child (child’s name) took part in a project led by Trainee 
Clinical Psychologists, Jennifer Kelly and Annie Ormond. They have been 
investigating how a young person’s family environment, relationships with peers and 
thinking patterns might affect how they are feeling and behaving. 
 
We informed you that if any concerns arose whilst evaluating the questionnaires 
completed by your child that we would inform you. Your son/daughter showed an 
elevated score for items relating to (emotional difficulties) which may be an 
indication of distress. This is not a clinical assessment of difficulties but it does 
highlight that your child may be having some difficulties in this area. 
 
Your child’s form teacher will contact you to discuss these concerns in more detail. 
However, you may wish to discuss this further with your GP if you or your child has 
any serious concerns about their well-being. 
 
Yours Sincerely, 
 
 
……………………………..         
Head Teacher  
 
 
 
 

Annie Ormond & Jennifer Kelly 
         Trainee Clinical Psychologists 

Supervised by Dr Helen Pote 
Royal Holloway University of London 
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Appendix 11: National Young Person’s Mental Health Advisory Group 

Feedback 

 

 
  
 
 

 

 

Study Title:  The role of ‘life satisfaction’ in the relationship between family and peer 

functioning 

 
Investigator:  Angharad Ormond 
 
Date Discussed: 28th January 2017 
 

During the group we discussed ‘what is life satisfaction for young people?’ Ideas 

included the following: 

 

• Being aware of what you want in the future (your aspirations) whilst being 

content with where you are now (may relate to how well a person is doing in 

school, e.g. exam results, and their reputation, e.g. popularity). Hopeful about 

the future but not wishing your life away. 

• Group raised concerns about the pressure placed on young people today to have 

clear goals about their future – some are uncertain about what they want. There 

is also a sense of pressure around the feeling that young people ‘should’ be 

satisfied with their life. They group felt that social media contributed to 

unhelpful comparison to others. 

• Relates to how you see yourself (identity) and how much you like yourself (self-

esteem). Adolescence is a time when people are trying to get to know 

themselves. 

• Having the right support available, e.g. friends; and realising that it is not selfish 

to look after oneself. 

• Raised point that life satisfaction may mean different things to different people 

depending on what they value (relationships, career etc.). 

• It is also likely to be relative to the experiences of each individual. 

• Life satisfaction may also vary by time – this may be more pronounced for young 

people. A question was raised about whether Angharad had considered 

measuring life satisfaction as multiple time points. 

• There was a general consensus that the term ‘life satisfaction’ needs to be clearly 

defined and the group preferred the word ‘contentment’. 

Young Person’s Mental 
Health Advisory Group 
Summary & Feedback 
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• Point was raised about looking beyond the obvious life stressors, e.g. considering 

the experiences of young carers. 

• Some feedback was provided on the information sheets for the research. 

Angharad to e-mail information sheets to SS for her to circulate to the group for 

feedback, if required. 

• Wondered how much could be changed realistically regarding the term ‘life 

satisfaction’ or whether this was likely to stay the same because it is a term 

embedded within the project. 

 

 

Many thanks for consulting the Young Person’s Mental Health Advisory Group. We 

hope you have found it useful and please do let us know if you need any more 

support or feedback. 
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