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Abstract

Self-concept in adults, adolescents and older children has been extensively

researched, yet, relatively little is known about self-concept in young children. The
current study aimed to explore self-concept in young children (5-8 years) who

presented with psychological and behavioural difficulties by a) investigating whether

self-concept could be measured with validity in this age group using self-report and b)

exploring whether and how self-concept differed in children presenting with early

signs of psychopathology compared to a normative sample.

Children were interviewed using age appropriate methods to assess self concept. The
clinical (n=60) and control group (n=188) were compared and associations were

explored with parent completed measures of psychological adjustment, perceived

competence and parent-child relationship. The study found evidence to support the

hypothesis that self-concept can be measured with validity in children under 8 years

although reliability increases with age and method used. Children with psychological
and behavioural difficulties perceived themselves significantly more negatively on

most self-concept domains.

In addition, some specific associations were found between non-academic domains of

self-concept and social, attention and thought problems. School competence was

significantly associated with academic domains of self-concept. Findings are

discussed in terms of a mediational model which proposes that peer relations may be a

significant mediating factor between the above factors and self-concept.



INTRODUCTION

Overview

Self-concept in adults, adolescents and older children has been extensively

researched, yet, relatively little is known about how young children perceive

themselves, particularly younger children presenting with psychological and
behavioural problems.

The purpose of the present research was to explore aspects of the nature of self-

concept in 5 to 8 year old children who presented with behavioural and psychological
difficulties. This aim was addressed using a two-stage process. The first phase

explored whether young children had an established self-concept and whether this
could be measured with validity and reliability using self-report. The second phase
examined whether and how self-concept differed in young children presenting with

early signs of psychopathology compared to a normative sample.

Children were interviewed using age appropriate methods to assess self-concept,
clinical and normative samples were compared and associations were explored with

parent completed measures of psychological adjustment, perceived competence and

parent/child relationship.

Structure of Literature Review

The first part of the review addresses definitional issues and explores some of the

major theories of self-concept as well as historical influences on current models of

self-concept. Self-concept is explored from a developmental perspective and issues

pertaining to the validity and reliability of the measurement of self-concept in young

children are discussed.

The second part of the review examines the main theoretical perspectives relating to

determinants of self-concept. The anomalies and lack of consistency in the literature
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regarding the relationship between self-concept, externalising and internalising
behaviours and associated factors such as peer relations are specifically addressed.

The literature review provides the conceptual basis for the research questions
addressed in the current study.

Definitional Issues

The terms 'self-concept' and 'self-esteem' are among the most popular constructs in
the psychological literature. They are, however, very often poorly defined and
reviews of literature have found at least 15 different 'self terms used by various
authors (Strein, 1993). Terms such as self-concept, self-esteem, self-worth and self-

perception, to name but a few, are often used in an inconsistent and interchangeable

way.

There is general agreement, however, that the terms self-concept, self-perception,

self-representation and self-schema are self-descriptive (e.g., 'What I am') and that
self-esteem or self-worth are evaluations of the self (e.g., 'How good I am') (Harter,

1999). Davis-Kean and Sandler (2001) define self-esteem as:

"the positive or negative attitude towards the self, the degree of liking
or satisfaction with the self and one's feelings of perceived worth
compared to others " (p.888)

all of which involve an evaluative element. Self-concept or self-perception on the
other hand has been described in more general terms that include the total of all

experiences that affect who we are, how we behave, what opinions we hold and how
we evaluate or conceptualise these experiences.

While self-esteem would therefore appear to involve a more evaluative component

than self-concept, in practice, it is difficult to find or develop self-concept measures
that do not have an evaluative element (Brinthaupt and Erwin, 1992) and almost

exclusively the literature on self-concept or self-perception has also required

participants to form some sort of evaluative judgement about the self (Harter, 1999;

Davis-Kean and Sandler, 2001).
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The present study uses the terms self-concept or self-perception. However much of
the research reviewed has focused on evaluative opinion with regard to the self and
the measures used in the present study also require self-evaluations.

Why Study Self-Concept?

The construct of self-concept is rooted in rich philosophical, psychological and

sociological traditions (Baldwin, 1895; Cooley, 1902; James, 1890; Mead, 1925,

1934). However, research in the area languished during the height of the behaviourist
movement (Byrne, 1996; Marsh, Debus and Bornholt, in press).

The revival of interest in the area has been partly due to advances in cognitive theory
and the increasing acceptance of the notion of self-constructs as mediators of
behaviour between external factors on the one hand and affect, motivation and

behavioural adaptation on the other (Harter, 1999). Many theories of adult

psychopathology also propose that self-schemas or constructs are laid down in
childhood and act as mediating variables in the development of anxiety, depression
and other mental health problems (Beck, 1993; Kelly, 1955; Kohut, 1955; Segal,

1988).

Attachment theorists (e.g., Bretherton, 1991; Sroufe, 1990) emphasise how working
models of the self help young children organise and guide their behaviour while
others focus on the significance of self-concepts in shaping goals and regulating the
self (Ruble and Frey, 1991). Self-perception can also act as a motivator in that

positive self-feelings can encourage further accomplishments whilst negative self-

feelings may inhibit behaviours. Social psychologists such as Markus and Nurius

(1986) suggest that it is most desirable to have a balance between positive desired
selves and negative feared selves and suggest that antisocial behaviour and other
deviant behaviours result when an unrealistic or dangerous self is not held in check by
a feared self.
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Other researchers indicate that a positive self-concept is associated with more positive
affect (Brockner and Lloyd, 1986), more life satisfaction, (Diener, 1984; Myers and

Diener, 1995), less anxiety (Pyszezynski and Greenberg, 1986) and fewer depressive

symptoms, (Tennen and Herzberger, 1987). In a review of the literature, Diener

(1984) concluded that self-esteem is the strongest predictor of life satisfaction in the
United States. Indeed, Turner (2004) suggests that the interest in the area of self-

concept and self-esteem has developed to the point where many who work in

education, health and crime prevention programmes believe that positive self-

perception is a

"social vaccine that empowers people and inoculates them against
a wide variety of self-defeating and socially undesirable
behaviour. " (from BBC mental health website)

Negative self-concept has increasingly been viewed as the source of many social

problems and has been invoked as an explanation or at least a contributory factor in

aggression, poor school achievement, adverse health outcomes and eating disorders to
name but a few areas (Emler, 2001; Mecca, Smelser and Vasconcellos, 1989).

The self-esteem movement is epitomised by 'The California Task Force to Promote

Self-esteem and Personal and Social Responsibility' (Mecca et ah, 1989). This

organisation as well as many others operates on the basis that developing a more

positive self-concept will eradicate social problems. So far, however, while
associations between negative self-concept and numerous psychological and
behavioural problems have been found, there is no clear evidence that negative self-

perception is a cause rather than a consequence of social problems (Baumeister, 1998;

Dawes, 1994; Smelser, 1989). Moreover, critics have suggested that resources

devoted to raising self-esteem and improving self-concept could be more effectively
used to promote basic academic skills that provide 'warranted' self-esteem.
Baumeister (1998) and others have argued that a positive self-concept that is not

grounded in actual accomplishments may lead to antisocial behaviour. Crocker and
Wolfe (2001) suggest, however, that both the self-esteem movement and the
criticisms of the movement are based on overly simplistic notions about the nature of

self-concept and self-esteem. This topic will be returned to in a later section when
determinants of self-concept are explored.
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What does seem clear from the literature is that there are strong associations between
ones view of self and a number of behavioural and psychological correlates. Given
that childhood is a critical developmental phase it would seem important to further

explore how self-concept is established and develops in young children.

Influences on Current Conceptualisations of Self-Concept

Historical Issues:

Many of the themes that preoccupied earlier scholars of the self are still reflected in
current theories and debates as to the nature of self-concept. William James (1890)
and the symbolic interactionists such as Baldwin (1895), Cooley (1902) and Mead

(1934) are regarded as the main contributors to the area. James in particular has made
a number of important contributions which continue to dominate current research.
The most significant themes will be reviewed briefly in the following sections.

a) William James:

One of the concepts that James introduced in his theorising of the self was a

distinction between the 'I-self and the 'me-self. Harter (1999) describes the I-self as
the subject or knower and the me-self as the object or known. Similarly, Howe and

Courage (in press) suggest that the I-self is the subjective or implicit sense of the self
as a thinker, knower and causal agent whilst the me-self is a more objective or explicit
sense of selfwith the features and characteristics that constitute the self-concept.

Most theorists from different perspectives (e.g., Bowlby, 1969; Freud, 1952; Howe
and Courage, in press; Piaget, 1954) agree that there are these two independent

though related aspects of the self. The 'me-self or that facet that has come to be

regarded as self-concept has dominated psychological research while the 'I-self has
been regarded as more the realm of philosophers. There has been a rekindling of
interest in the "I" or more implicit aspect of self, however, particularly from

developmentalists since the "I" self-processes will influence the structure and
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development of the "me" or more objective sense of self. Research in the area of self-

concept however continues to be dominated by measures that assess how the "me-

self' is evaluated.

A second influential idea of James was that the "me-self' could be divided into the

material self, the social self and the spiritual self. The material self was

conceptualised as consisting of the bodily self and possessions. The social self was

thought of as comprising those characteristics or traits recognised by others and given
the number of potentially diverse opinions others might hold, James concluded that
"a man has as many social selves as there are individuals who recognise him and

carry an image of him in their mind", (p.190, cited in Harter, 1999). The spiritual
self was regarded as the more permanent aspect of the self and made up of inner

thoughts, judgements and so on. As well as multiple facets of self-concept, James
introduced the notion of self-concept having a hierarchical structure, with the material
self being located at the bottom, the social self being in the middle and the spiritual
self at the top. By focusing on a number of different dimensions of self-concept,
James ideas were a forerunner for the now well established models of self-concept as

being multidimensional (Byrne and Gavin, 1996; Marsh, Hey, Johnson, and Perry,

1997; Marsh and Yeung, 1997a) and hierarchical in nature, (Shavelson, Hubner, and

Stanton, 1976).

A third important idea related to James notion of 'multiple selves'. He put forward
the view that these different selves could co-exist harmoniously or that one could

experience a 'discordant splitting' if there were too many discrepancies or

contradictions in the different roles. James suggested that in order to alleviate the

discomfort and potential conflict, people must choose some roles and suppress others.
The result of suppressing some roles, according to James, leads to people having no

'pretensions' or aspirations in these areas. Therefore, not being successful in an area

in which one does not have any ambitions does not cause any undue sense of shame
or failure so that for example if one does not attach any importance to being a good

footballer, not being picked for the football team will not cause a decline in self-

concept.
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The role of 'pretensions' became a major factor in James theorising regarding the
causes of self-esteem. According to James, a positive sense of selfwas not simply the
total sum of perceived successes but rather represented a ratio of successes to one's

pretensions. If perceived successes were greater than one's ambitions or aspirations
in a specific area, then a positive self-concept resulted, if less then a more negative

self-concept ensued. This idea continues to be highly influential in terms of current
theories of self-perception (e.g., Crocker and Wolfe's Contingencies of Self-Worth

theory) and as will be discussed in a later section, is a useful construct in terms of

explaining some of the discrepancies in the literature regarding the relationship
between self-concept and various antisocial behaviours.

b) The Symbolic Interactionists:

For Baldwin (1895), Cooley, (1902) and Mead (1934) the self is viewed as a social
construction which has been shaped through symbolic interactions (e.g., linguistic

experiences) with others.

Cooley (1902) introduced the idea of others being a 'social mirror' into which the
individual looks in order to ascertain their opinions towards the self, these views

being subsequently introjected into one's self-perception. Cooley thought that three

stages were involved in the process:

1) the imagination of how we appear to others, 2) the imagination of how the other

perceives us and 3) an affective reaction (i.e., self-feelings) to the appraisals. These
reflections gradually become removed from their original source through a process of
internalisation. These views become integral to what forms self-concept and are

fairly resistant to change.

Cooley's theories have been highly influential in two ways; firstly, he highlighted the

importance of how others come to influence how the self is perceived (a view widely

accepted by theorists from different perspectives (e.g., Beck 1975, 1976; Bowlby,

1969; Crittenden, 1990, 1994; Klein, 1957) and secondly his idea that self-concept
once established is fairly impervious to change is a precursor of current debate

regarding the malleability versus the resistance of self-perceptions. George Mead
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(1925) developed Cooley's views further and hypothesised that global self concept is
formed through the internalisations of judgements from significant others which are

somehow evaluated and weighted to form an overall view of self-worth.

James Baldwin (1897) suggested that the developing individual, through a process of

internalisation, comes to 'own' certain behaviours and views which were initially

prompted by others. This process begins with family and carers and is gradually
extended to others e.g., teachers and peers. These internalisations gradually become
the self-concept. Two of Baldwin's ideas in particular reappear in contemporary

theories of the self. The first of these relates to the process of "changes in the content

ofone's sense ofself' (1897, p.30), and is of particular relevance to developmentalists
who are interested in how the content of self-perceptions change during formative

years (e.g., the well established trend of self-concept becoming more negative when
children enter primary school). The second influential notion is similar to James

'multiple selves' and refers to the multiplicity of the self-structure and how
dimensions of the self may differ across contexts (e.g., different relationships) or

within contexts (e. g., mood dependent) (Baldwin, 1897).

To summarise, earlier theorists interested in self-processes introduced a number of

concepts which underpin current theorising, debate and research in the area of self-

concept. Of particular influence have been views regarding the distinction between
the I-self and me-self, self-concept as a multidimensional and hierarchical construct,
and determinants of self-perception such as divergence between actual and ideal
selves and the influence of significant others on the emerging self-concept.

Current Issues in Theories ofSelf-Concept:

1) Global versus Domain Specific Self-Concepts:

One of the most important distinctions in contemporary self-concept literature is
whether self-perception should be viewed as an overarching global characteristic of
the person as opposed to a set of self-evaluations specific to different domains, e.g., in

academic, social settings etc. This can be seen as an extension of the original
dimensional model introduced by James (James, 1890).
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The idea of self-concept or self-esteem being a global construct is probably the view
that is most familiar to counsellors and therapists when they refer to self-concept.
Also some of the best known self-esteem and self-concept measures are based on a

global view of self-perception. For example, The Rosenberg Self-Esteem Scale

(Rosenberg, 1965) which is based on the idea of global self-esteem continues to be
used frequently in research. The Piers-Harris Children's Self-Concept Scale (Piers,

1984) and The Tennessee Self-Concept Scale (Fitts, 1965) are also commonly used
instruments and are founded on the global self-concept tradition although they also
contain some domain-specific scales.

Coopersmith (1967) was a major influence in arguing that self-concept is global in
nature and his own research with children suggested that they did not differentiate
between various domains of self-concept. It was noted by reviewers, however, that
the area of self-concept in general lacked theoretical models and valid measures. In

response to this and following from James theories, Shavelson et al., (1976)

developed a multidimensional, hierarchical model of self-concept which became very
influential on subsequent research. Harter (1983) also argued for a multidimensional

perspective that considered physical, academic and social domains as well as a

unidimensional global self-concept such as that proposed by Rosenberg (Rosenberg,

1979).

In developing her multidimensional model of self-concept for children Harter (1983)

argued that Coopersmith's original finding that children did not differentiate between
various domains of self-perception was due to methodological flaws. Piers and Harris
also began with the view that different dimensions of self-concept are not

distinguishable in young children but revised this theory when their own research
indicated that children could indeed distinguish between different facets of the self

(Piers and Harris, 1964). Extensive empirical research over the past two decades or

so has offered strong support for the multidimensional view of self-concept (Harter

1983; Marsh, 1990; Marsh, Byrne and Shavelson, 1988; Marsh, Craven and Debus,

1991, 1998; Marsh, Ellis and Craven, 2002).
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The clearest example ofmeasures based on the multifaceted view are Marsh's (1992)
set of scales (i.e., The Self-Description Questionnaires 1, 2 and 3) covering ages

seven to young adulthood. Other measures have shifted to a multidimensional

perspective but retain a global measure of self-concept or self-esteem. Rosenberg

(1979) argued that "Both exist within the individual's phenomenal field as separate

and distinguishable entities and each can and should be studied in its own right"

(1979, p.20). Harter is also of the view that beginning in middle childhood,
individuals have the capacity to make global evaluations of their worth in addition to

being able to evaluate themselves across different domains. She argues that it should
not be a question of choosing a global or multidimensional model but that both should
be recognized as important and not mutually exclusive (Harter 1986a, 1987, 1999)
Marsh and Hattie (1996) however, suggest that the evidence base for the usefulness of

global models of self-concept is weak and that multidimensional modes should be

given priority.

2) Hierarchical Models ofSelf-Concept

Building on James original theory of self-concept consisting of a hierarchy of

domains, a number of models have been developed that have attempted to explain the

relationship between various facets of self-concept including global and individual
dimensions. Some models have placed self-esteem or global self-concept at the apex

with other domains or sub-domains being subordinate (e.g., Epstein, 1973,

Coopersmith, 1967). They also proposed that those dimensions that were nearest the

apex were the most important in terms ofmaintaining a positive self-concept. Harter
also postulated that domains were related to global measures according to the

importance that people placed on each of the dimensions (Harter, 1987).

Shavelson et al's. (1996) model initially identified two main categories of academic
and non academic domains with self-concept at the apex. The non-academic domains
included social and physical aspects whilst the academic domain consisted of school

subjects such as maths. Marsh and Hattie, however, in their review of structural
models of self-concept, concluded that whilst there was strong support for the
multidimensional aspect of the Shavelson et al. model, the usefulness of the
hierarchical construct was questionable (Marsh and Hattie, 1996). Extensive research

suggested that the hierarchy was much weaker than originally posited by Shavelson et
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al in that specific components of self-perception (e.g., social, academic, physical and

emotional) were highly differentiated (Marsh, Byrne and Shavelson, 1988; Marsh,
Craven and Debus, 1998; Marsh and Hattie, 1996). This has led to a revision of the

original Shavelson et al. model with more emphasis on the dimensionality and less on
the hierarchical structure of the model.

Whilst the hierarchical model has been useful to some degree, a number of other
criticisms have been levied at it. Firstly, an assumption underlying the model is that

people structure information about themselves in an almost predetermined way and
that this is organised into predictable categories with individuals privileging the same

areas. There are, however, clear individual differences in how people prioritise
attributes that are relevant to self-concept (Linville 1987) and individuals vary in
terms ofwhat facets or characteristics are most closely linked to self-concept (Markus
and Wurf, 1987). In keeping with James original notion of pretensions, it is likely
that self-concept hierarchies will vary according to socio-cultural background, family

history, personality etc. and that as James argued self-concept will rise of fall around
its typical level in response to successes and failures in domains in which self-worth
has been staked.

The above sections have outlined some of the major historical influences and some of
the current issues and debates in contemporary self-concept research. The next

section will focus on conceptualisations of self-concept from a developmental

perspective. Since the current research relates to self- perception in young children,
theories regarding the development of self-concept across childhood will be reviewed
with a specific focus on issues pertaining to the measurement of self-concept in young

children.

Self-Concept in Childhood.

Overview

In keeping with the symbolic-interactionist perspective, many theorists view self-

concept as a cognitive construction and so it has been assumed that in childhood,
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cognitive and developmental changes and levels will shape how the self is constructed
and represented (Epstein, 1981).

Harter (1983) originally suggested that a Piagetian framework (Piaget, 1960) would
be useful in terms of mapping the cognitive and developmental changes that occur
from infancy to adolescence. Thus, for example, findings that young children tend to

describe themselves in terms of behaviours or physical attributes could be viewed as

being consistent with the Piagetian preoperational phase. From middle to late

childhood, children talk about themselves using words that represent more trait like
characteristics such as 'good', smart' etc. This might be seen as being linked more to

Piaget's "concrete operations" period which requires higher order ranking skills in
that the label "good" might be based on a number of subordinate behavioural

categories such as "helping mum" and "sharing sweets". In adolescence, the

appearance of more abstract self-descriptions based on thoughts and emotions was

thought to be reflective of Piaget's formal operational stage.

While initially, Piagetian theory seemed a useful way of thinking about self-concept

development, it has been criticised on a number of grounds. According to Case

(1992), it is "too monolithic, universal and endogenous" (plO, cited in Harter 1999).
Other critics have also stated that it fails to address the unevenness in development

across domains, is too descriptive (Graziano and Waschull, 1995) and does not

address issues of continuity or individual difference or take sufficient account of
contextual factors such as socialisation and cultural experiences (Harter, 1999). The

theory also implicitly assumes that younger children do not have established self-

concepts in more psychological or interpersonal domains nor the capacity to evaluate
themselves in these areas, a notion which subsequent research (e.g., Marsh et al.,

1991, 1998) and the current study challenge.

Contemporary theorists use "neo-piagetian" frameworks and while taking different

perspectives, there is more emphasis on continuity of development, context and

making explicit, the processes that underpin development (Case, 1992; Harter 1999;
Howe and Courage, in press; Siegler, 1991).
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Self-Concept in Infancy:

It is suggested that the emergence of language is crucial in allowing for the verbal

expression and representation of the "me-self' and to begin the process of

constructing autobiographical memories that will form the basis of a personal life

story and influence how the self is construed and perceived (Harter, 1999).

Theorists such as Howe and Courage (1997, in press) argue that as well as language,
the development of autobiographical memory requires the emergence of the cognitive
self. Their work and that of Harley and Reese (1999) provide support for the view
that developmentally this is prior to language development in general and to self-
referent language in particular. The cognitive self is described as involving self-

knowledge, i.e., an appreciation of the self as distinct from others and a structure

around which the child organises memories that happened to 'me'. (Howe and

Courage, in press). In reviewing the literature, Howe and Courage (in press) state that
the evidence suggests that the cognitive self emerges in the second year of life, the
lower limit for early autobiographical memories being about two years of age. Their
research indicates that infants become aware of their separateness within weeks of

birth, display full self-recognition by eighteen months and correct labelling of self by

twenty-two months. This is viewed as an important developmental milestone when
children are able to represent the "me-self' in an objective way.

Howe and Courage (in press) conclude that by eighteen to twenty four months, infants
have a self-concept that is sufficiently developed to provide a basis for the

organisation of autobiographical memory. Further support for this conclusion comes

from the work of Eder and Mangelsdorf (1997) who having reviewed the empirical

research, suggested that self-concept first emerges during the first two years of life.

Marsh, Ellis and Craven (2002) also suggest that children make self-evaluations at a

very young age. In support of their view, they quote research by Stipek, Gralinski and

Kopp (1990) who asked mothers of 123 toddlers (aged 14-40 months) to report the

presence of twenty-five behavioural indicators of self-concept. Their results

suggested that groups of behaviours emerge in systematic ways so that self-
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recognition precedes self-description which precedes emotional and evaluative

responses associated with self-description.

Self-Concept in Very Early Childhood:

The self-perceptions of children at this age reflect concrete descriptions of behaviour
and physical attributes (e.g., 'I can run fast', 'I have brown hair'), and appear to relate
to discrete skills rather than traits. (Case, 1985; Fischer, 1980; Harter, 1986b).

They also appear to be highly differentiated and unintegrated and do not use higher
order categories e.g., "I'm clever" to describe the self. Since children at this age seem

unable to appreciate the fact that they can experience two opposing emotions

simultaneously, and go through a form of dissociation or splitting (Fischer and

Ayoub, 1994) they tend to display all or nothing thinking. This is reflected in their

self-descriptions which tend to be unrealistically positive (Fischer, Fland, Watson,
Van Parys and Tucker, 1984) unless, as Harter suggests, they experience very

aversive life events and some children can then describe themselves as 'all bad'

(Harter, 1999). This tendency for very positive self-evaluation is added to by the fact
that children at this age lack the skills (e.g., social comparison) to enable them to

distinguish between actual and ideal- selves.

Harter argues that children at this age do not have a global sense of self although
indications of overall positive or negative self-concept can be observed in their
behaviour (Harter, 1998; Harter, 1990a; Harter and Pike, 1984). Eder and

Mangelsdorf (1997) suggest, however, that since young children are able to access

and retrieve general memories by three years of age and specific memories by four or
five years of age, similar patterns should exist in relation to self-concept. Their work
indicated that children as young as three can use underlying constructs and more

psychological self-representations, than previously thought, when evaluating
themselves although they do not actually articulate metatheories of themselves until
seven or eight years of age. More recently, Marsh et al., (2002) also found evidence
for the existence of a well defined, multidimensional structure of self-concept based
on the responses of 4-5 year old children.
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In some respects, it would appear that the difficulty in developing appropriate
measures to help children articulate their perceptions of self has been taken as

evidence that younger children have not developed psychological self-perceptions or a

general sense of self. On balance, the evidence would suggest that younger children
do have more established and psychological self-concepts than previously thought, a

notion that is consistent with established psychotherapeutic models which are rooted
in the idea that self-beliefs (Beck, 1976), self-schemas (Bowlby, 1969) and self-

objects (Klein, 1957) are laid down and internalised in very early childhood.

Self-Concept in Early Childhood:

Self-concept at this age is thought to remain very positive. Children develop the

capacity to use temporal comparison (i.e., between past and present performance),
which contributes to positive self-evaluations while the lack of ability to use social

comparison contributes to inflated self-concepts (Harter and Buddin, 1987). There is
still a tendency towards all or nothing thinking in that while children can grasp the
idea of having opposite attributes such as good and bad, there is still an inability to

integrate opposite attributes or think of them as co-existing at the same time (e.g., I
can be bad and good) (Griffin, 1992). There is also some ability to integrate self-

descriptions that were previously distinct (e.g., being good at a number of activities
such as drawing, running etc.), but they are unable to combine constructs to form

higher order representations such as using trait labels to describe the self (Harter and

Buddin, 1987, Case, 1985).

Self-Concept in Early to Middle Childhood:

Most theorists agree that there are major cognitive advances at this stage which

impact on self-concept descriptions (Case, 1985, 1992; Damon and Hart, 1988;

Fischer, 1980; Harter, 1998; Siegler, 1991). Children now use trait labels that reflect
an integration of specific behaviours and self-concepts and higher order

representations (Fischer, 1980; Siegler, 1991).
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At this stage, children can integrate opposing constructs, a process aided by the use of
social comparison, so that positive and negative self-perceptions can co-exist. There
is a trend for self-descriptions to become more negative and some would say more

balanced as cognitive development allows the child to take account of others

perspectives, some of which are likely to be internalised to form global and domain-

specific self concepts. It would appear that these developments also create a growing
awareness of discrepancies between actual and ideal selves (Eccles, Wigfield, Harold
and Blumenfeld, 1993; Marsh et al., 1991, 1998).

Summary of Developmental Differences in the Construction of Self-

Concept:

There is general agreement in the literature that self-concept becomes increasingly
stable over the course of development (Shavelson et ah, 1976, Wylie, 1979), that
children's beliefs regarding their competencies become more realistic and more linked
to external appraisals (Eccles et ah, 1993; Marsh et ah, 1998; Wigfield et ah, 1997)
and self-constructs become increasingly integrated (Harter, 1998, 1999). The trend
for self-concept to become more negative as children become older, could also be

conceptualised from the perspectives of earlier scholars such as Baldwin (1895) who

emphasised an increasing awareness of and incorporation of others views in forming

self-concepts and a growing awareness for children that they may not be achieving
their aspirations (James, 1890).

Self-concept also seems to become more differentiated with age as children learn to

appreciate their strengths and weaknesses and this differentiation reaches a plateau

during late adolescence when social comparison processes and cognitive abilities are

adequately developed (Marsh et ah, 2002; Shavelson et ah, 1976). This view is also

supported by Harter who proposes that self-concept becomes more differentiated and
abstract with age.

Overall, there is a general consensus in the literature regarding the nature of and

development of self-concept in middle childhood. The nature of self-perception in

younger children is poorly understood, however, and there is a dearth of research
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literature available on self-concept in younger children. Constructs such as the
multidimensional nature of self-concept which are well accepted with regard to older

children, are more contentious when it comes to younger age groups.

Developmentalists such as Harter and Pike suggest that younger children have a

poorly differentiated self-concept (Harter and Pike, 1984) and some theorists query

whether self-report is a valid method of assessing self-concept in younger children

(see Fantuzzo, Mcdermott, Manz, Hampton and Burick, 1996).

Marsh and colleagues, however, have produced a large body of research which
indicates that children between the ages of five and eight years can indeed
differentiate between multiple domains of self-concept and suggest that self-report is
a valid tool for assessing self-perception with this age group (Marsh et al., 1991,

1998; Marsh et al., 2002).

Some of the issues pertaining to the measurement of self-concept in this age group

and recommendations regarding procedures and processes are reviewed in the next

section.

Issues in the Measurement of Self-Concept in Early

Childhood

Most theorists agree that self-concept develops very early in childhood (Howe and

Courage, in press) and once established is enduring (e.g., Eder and Mangelsdorf,

1997). Due to the many postulated benefits of having a positive self-concept, many

early childhood programmes in community and educational settings focus on

developing self-esteem and a positive self-concept. "Headstart" is one example of
such a programme (Fantuzzo et al., 1996). Despite spending vast amounts ofmoney,

however, many of these programmes do not have reliable means of measuring
effectiveness (Davis-Kean and Sandler, 2001).

While there has been considerable advances in self-concept theory, research,
measurement and practice with older children, there has been limited progress with
children under eight years of age (Harter, 1986; Marsh, Byrne and Shavelson, 1988;
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Marsh et al., 1998, Marsh and Hattie, 1996; Wylie, 1989). This seems a serious
omission given that children are encountering important developmental and social

changes at this stage which are likely to influence how they view themselves. There
are a number of factors however which makes self-concept research with this age

group more challenging, for example, cognitive and language limitations, short
attention span, limited written and reading skills making individual interview more

necessary and varying views about the validity of self-report with this age group

(Davis-Kean and Sandler, 2001; Markus and Wurf, 1987).

Generally self-ratings are regarded as the least valid measures of outcome for young
children and show the lowest intercorrelations with other assessments (Ledington,

Younger, Schwartzman and Bergeron, 1982) and children's actual behaviour may be

quite different to the responses they give (Bearison and Gass, 1979; Damon and Hart,

1988). It would also appear that the "demand" characteristics of tasks are very strong

for this age group in that children will give the answers that they think adults want to
hear.

In two major reviews of self-concept measures (Byrne 1996; Wylie, 1989) both
reviewers noted the many instruments that were available for young children but
concluded that none of the measures were adequate in that they lacked psychometric
evidence in terms of reliability and validity.

In an attempt to address these concerns, Harter and Pike (1984) developed an

instrument for 4-7 year old children aimed at measuring physical, cognitive, peer and
maternal and general self-concepts. They used a format that was thought to be age

appropriate in that it involved items represented by parallel verbal statements and

pictures. They found, however that children under eight years either did not

understand global self-concept items or did not provide reliable responses and so

excluded this scale from the measure. While they began with four self-concept

domains, they were also only able to identify two factors; i.e., competence

(incorporating the physical and cognitive scales) and social acceptance (incorporating
the peer and maternal scales).
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Marsh et al., (1991) challenged the Harter and Pike findings, however, and suggested
that the failure to differentiate even the physical and academic components, which is
so clear in slightly older children, was surprising. They proposed that methodological
factors had led to the overly pessimistic conclusion that younger children are unable
to differentiate dimensions of self-concept (Marsh et al., 1991, 1997; Marsh, Debus
and Bornholt, in press). Fantuzzo et al (1996) using the Harter and Pike instrument
were unable to reproduce even Harter and Pike's two factor structure however and
concluded that the measure "did not yield meaningful or stable constructs" (p. 1078,
cited in Marsh, Debus and Bornholt, in press). They argued that their findings were

fundamental to the debate as to the validity of self-report measures in self-concept
research with young children.

Other researchers suggest however that self-concept is an area where the child is the
most qualified to be asked about him or herself (Frankel and Myatt, 1996) despite
difficulties with introspection and that reports from others i.e., inferred self-concept is
a theoretically different if related construct. Furthermore the view that self-report is
not a valid way of assessing self-concept in young children has been challenged.
Eccles at al. (1993) found that young children could differentiate between self

perceived competency ratings in reading, maths, music and sports. Wigfield et al.,

(1997) using a cohort-sequential longitudinal design with young children also found
that young children could differentiate different facets of self-concept and that
consistent with previous research (e.g., Marsh 1989) perceived competency declined
with age and these effects were reasonably consistent over domain and across cohort
and longitudinal comparisons. There was also a consistent pattern in test-retest

coefficients in which stability over time was low for the youngest children and grew

steadily with age.

Davis-Kean and Sandler (2001) in a meta-analysis of the reliability of measures of

self-concept in young children lent further support to the argument that self-report can
be used to assess self-perception in young children. They cited a number of studies

(e.g., Damon and Hart, 1988; Lewis and Brooks-Gunn, 1979) which suggested that

young children are linguistically and cognitively able to discuss the self by the time

they are in preschool. The classic studies by Lewis and Brooks-Gunn showed that
children between the ages of 13 and 30 months use self-referent terms to distinguish
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themselves by feature recognition (the categorical self), to correctly identifying their
size in comparison to other children (e.g., "I am bigger") and to using terms like

"me", "mine", and "I" (Lewis and Brooks-Gunn, 1979). Davis-Kean and Sandler

(2001) suggest that young children are also able to discuss abstract ideas about

emotions and inner states if the questions are explicit (e.g., "Do you like being a

girl/boy?" rather that "Do you like who you are? ") (p. 888).

Most self-concept research with younger children that has relied on responses to

open-ended questions has led researchers to conclude that the content of self-concept
becomes more psychological as children grow older (e.g., Harter, 1983). Eder and

Manglesdorf (1997) argue, however, that by three years of age children possess

"common underlying dispositional constructs for organising information about
themselves". They found for example that children "can state that they are scared a

lot (versus a little)", "hide from thunder and lightning (versus looking at it)", and so

forth. However, young children are not able to state that they are high or low on, for

example, fearfulness. Hence "they employ an underlying construct to organise their

feelings but can articulate only the specific feelings not the construct itself" (p. 12 ,

cited in Marsh, Debus and Bornholt, in press).

Some researchers have postulated that part of the difficulty in evaluating self-concept
research with younger children is the actual measures that have been used and the fact
that they have relied on open-ended questions that require young children to articulate
verbal responses rather than to demonstrate that they understand information which
reflected that they had a concept of self (Eder and Manglesdorf, 1997).

In an attempt to address a number of criticisms of the measures (e.g., Byrne, 1996;

Wylie, 1989). Marsh et al (1991, 1998) developed a procedure for assessing multiple
dimensions of self-concept for 5-8 year old children (The Self-Description

Questionnaire for Children- Individual Administration, SDQI-IA). This was adapted
from their already well established measures, "The Self-Description Questionnaires. "

Many of the features of the SDQI-IA correspond with the recommendations of Davis-
Kean and Sandler (2001) regarding the properties of self-report measures aimed at

assessing self-perception in young children. In their meta-analysis of measures, they
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were critical of the lack of psychometric information available for the reviewed
instruments and included only 22 out of 57 potential studies. They found that

reliability was positively associated with age (responses of older children were more

reliable), number of items (instruments with more items were more reliable), socio¬
economic status (responses by middle-class children were more reliable), scale type

(Likert style rating scales were more reliable than dichotomous answers), method

(questionnaires were more reliable than instruments based on pictures and other

devices) and setting (responses collected in school settings were more reliable than
those collected in non-school settings). Some of these factors interacted with age so

that for example, the improved performance on questionnaires over pictorial formats
was substantially stronger for younger (i.e., 4-5 year old children) than for older
children (i.e., 6-7 year old children).

On balance the evidence supports the existence of a clearly defined, multidimensional
structure of self-concept that can be measured through self-report in children younger

than eight. The failure of some previous studies to demonstrate this may well have
been due to the use of inappropriate measures and statistical tools (Marsh et al.,

2002).

If one accepts the evidence supporting the view that children under eight have an

established perception of self it would seem important to consider what might
contribute to the variance in the self-concepts of younger children and more

specifically whether it differs between children presenting with behavioural and

psychological difficulties and a normative sample. This is particularly pertinent given
that the literature exploring the causes and consequences of negative self-concept is
contentious and has produced inconsistent findings.

In the following section the research base relating to the determinants and effects of

negative self-concept will be reviewed and evaluated. There will be a particular focus
on research relating to the association between self-concept and behavioural and

psychological difficulties in children.

21



Self-Concept - Causes and Consequences.

Overview:

Over the past few decades, the promotion of a positive self-concept and self-esteem
has become a primary goal of many sectors of Western Society. In many ways,

viewing oneself positively has been seen as a panacea for all ailments and leading to

positive and healthy behaviours whilst a negative self-view has been viewed as the
source of dysfunctional and anti-social behaviour.

Advocates of the self-esteem movement in the United States in particular have been
vociferous in promoting the idea that raising self-esteem is the answer to all societal

problems. Nathanial Branden (1994), a prominent figure in the self-esteem
movement has stated that "self-esteem has profound consequences for every aspect of
our existence''' (p.5-cited in Baumeister, Campbell, Kreuger and Vohs, 2003).

Similarily, Smelser (1989) in a review of the self-esteem literature stated that

"Diminished self-esteem stands as a powerful independent variable, (condition,
cause, factor) in the genesis ofmajor social problems. We all know that to be true"
(p.8).

Other theorists, however, view the quest for a positive self-concept as a uniquely
western phenomenon in that it does not seem to exist in less individualistic cultures
such as Japan (Heine, Lehman, Markus and Kitayamo, 1999) and even in Western

culture, the preoccupation with self-perception and self-esteem is a fairly recent

development (Baumeister, 1987).

Nevertheless, having a positive view of self has been associated with many life

enhancing experiences. For example, it has been positively associated with academic

performance (Bowles, 1999; Davies and Brember, 1999; Hansford and Hattie, 1982;

Wylie, 1979), more positive relationships (Battistich et al, 1993; Keefe and Berndt,

1996), more happiness (Diener and Diener, 1995; Shackelford, 2001), less depression
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(Murrell, Meeks and Walmer, 1991) and less hopelessness (Croker, Luhtane, Blaine

andBroadnax, 1994).

Conversly, negative self-perception has been linked to many social problems such as

aggression and violence, drugs and alcohol abuse, poor academic attainment, eating
disorders and teenage pregnancy (Dawes, 1994; French, Leffert, Story, Neumark-

Sztainer, Hannan and Benson, 2001; Scheff, Retzinger and Ryan, 1989; Trzesniewski,

Donnellan, Robins, Moffitt and Caspi, 2002, study 2;).

While the numerous self-esteem programmes postulate that enhancing self-concept
will eradicate many of these problems, there has been a number of criticisms of the
movement and Baumeister (1999) has argued that encouraging children to think that

they are "wonderful" and "accomplished" when objective evidence points to the

contrary, may encourage the development of narcissism and anti-social behaviour

(Baumeister, 1998; Baumeister et al., 2003).

Before reviewing both sides of this debate in more detail, theories pertaining to the
determinants of self-concept are described below.

Determinants of Self-Concept:

As already alluded to, one of the main difficulties in the self-concept literature has
been determining the direction of the relationship between self-concept and a number
of hypothesised causal and consequential variables. Most of the research focusing on

predictors of self-concept and self-worth have been guided by theories pertaining to
the nature of self-concept. Two of the most influential ideas in terms of guiding
research have come from the theories of William James (1892) and George Cooley

(1902). These relate specifically to James "Discrepancy Model" and Cooley's

"Looking-Glass-Self' model.
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The Discrepancy Model:

As discussed earlier, one of the central tenets of James theory of self-processes related
to how self-perception is influenced by the discrepancy between actual and ideal
selves. James proposed that individuals who succeed in areas where they aspire to do
well will have more positive self-concepts whereas those who do not succeed will
have more negative self-views. Success or failure in areas that are not deemed

important, or not aspired to, will have no impact on self-concept.

There is now a growing body of evidence to support this view. For example George

Kelly (1955) proposed that some core constructs were more central to maintaining

identity than others while Markus and Wurf (1987) found that some attributes
function as core characteristics while others are more peripheral. In support of this
model Rosenberg (1979) also found the relationship between likeability and positive

self-perception was much stronger for those who were concerned about being liked
than for those who were not.

A central tenet of the Jamesian model is that individuals are able to discount the

importance of domains in which they believe they will not be successful thus maintain

positive self-perception. Harter (1999) tested this hypothesis by comparing normally

achieving, learning disabled and behaviourally disordered groups of adolescents.

Having identified high and low self-worth individuals in each of the groups, they
selected only those domains in which members of both groups indicated that they felt

incompetent and examined the importance attached to those. In support of James
model they found that high self-worth adolescents in all groups were better able to

discount the importance of domains in which they felt they had weaknesses. This

suggests that it may be more difficult for individuals with a negative self-view to

discount the importance of areas in which they feel inadequate.

Further support for the discrepancy model comes from Crocker and Wolfe (2001)
who found, in their research with university students, that only self-evaluations in
those domains on which self-worth is contingent will inform judgements of ones
overall self-concept. They state that "a contingency of self-worth is a domain or

category of outcomes on which a person has staked his or her self-esteem so that
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person's view ofhis or value or worth depends on perceived successes or failures or

adherence to selfstandards in that domain " (p594, Crocker and Wolfe, 2001).

There is therefore general support for the discrepancy model that individuals will
value certain competencies and attributes above others and that discrepancies between
attainment and ideals in these areas will influence overall self-perception.

The Looking -Glass-Self Theory:

Cooley (1902) used the metaphor of the looking-glass to represent the process by
which significant others become the social mirror into which the child gazes in order
to detect opinions towards the self. Essentially the self-concept is socially constructed

by means of an implicit process whereby the child comes to internalise and own the
values and opinions of others.

The ability to engage in "mirroring" processes and reflect the outcomes of the

subsequent internalisations would appear to develop gradually (Harter, 1999). For

example Stipek, Recchia and McClintic (1992) found that 2 year old children have
some appreciation of parental standards and show some ability to evaluate whether

they have met these standards. This awareness seems to facilitate an intemalisation of

parental standards and opinions leading to some degree of self-evaluation. There
follows an increasing ability to appreciate that parents also form evaluations about the
self (Higgins, 1991; Selman, 1980).

Gesell and Ilg (1946-cited in Harter, 1999) also described the development of self-

concept using the looking-glass metaphor. They described a gradual process from
external to internal sources of self-evaluation through the internalisation process.

Most theorists would agree that significant others are a major source of influence on

how individuals come to view themselves, both through the internalisation of others
views and the continued reliance on the opinion of significant others (Harter, 1999).
One might then pose the question as to how messages of approval/disapproval,

acceptance/rejection etc. impact on self-concept?
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From the perspective of attachment theory, Bowlby (1969) suggested that children
who experienced parents as emotionally available, loving and supportive will
construct a working model of self as loveable and competent. In other words this type
of relationship provides the basis for secure attachment as opposed to insecure
attachment. In a longitudinal study, Sroufe (1990) showed that children who were

ambivalently attached developed models of self as ineffective, weak and uncertain
whereas those who were avoidantly attached developed models of self that were

unworthy and lacking in competence. Other theorists have also indicated that the

parent/child relationship has a major influence on self-concept (Armistead, Forehead,
Beach and Brody, 1995; Kendall-Tackett, Williams and Finkelhor, 1993). Parental

approval would appear to be a particularly pertinent factor. Coopersmith (1967) found
that parents of children with a positive self-concept were more likely to:

a) be accepting, affectionate and involved

b) enforced rules consistently and encouraged children to uphold high standards
ofbehaviour

c) preferred non-coercive disciplinary practice

d) valued the child's opinion in contributing to family decisions.

Further evidence of the influence of parental approval and acceptance on self-concept
is provided by Feiring and Taska (1996) who in a review of the literature found that
whilst self-concept does become more aligned with peer approval as the child

develops, parents' opinions and approval remain significant into adolescence and
even adulthood.

In summarising the literature in the area there would appear to be little doubt that one
of the largest single sources of variation in self-esteem is the way parents behave
towards their children (Emler, 2001; Harter, 1999). It would therefore seem

important to consider what happens to children's emerging self-concepts when the

parent-child relationship is less than ideal.

A number of theorists have pointed out that the emergence of language for children is
both positive and negative (Crittenden, 1994; Stem, 1985). The ability to objectify
the self through language allows one to transcend and possibly distort the immediate
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experience. Since young children's autobiographical narratives are largely shaped by

parents, children may receive signals that certain things are better left untold (Dunn,
Brown and Beardsale, 1991). Such distortions may contribute to the formation of a
false self so that the needs and wishes of the external world are prioritised and ones

inner world may be denied (Crittenden, 1994; Winnicot, 1965). Where approval is

contingent upon the child measuring up to someone else's standards, children may

develop "contingent self-esteem" (Deci and Ryan, 1995) and where children receive

approval and acceptance that is conditional on meeting the externally imposed
standards of others, they may display more false self-behaviour (Harter et al., 1996).

In studies involving insecurely attached children, Cassidy (1988) found that many

avoidantly attached children report very positive self-concepts and describe
themselves as "perfect" in contrast to ambivalently attached children whose

descriptions are generally negative, Securely attached children on the other hand have

positive but less than perfect self-concepts. Similar patterns have been found in adults
where avoidantly attached adults were found to idealise the self (Cassidy and Kobuk,

1988). Such findings have been interpreted as revealing defensively high self-concept
in an attempt to consciously or unconsciously mask feelings ofworthlessness,

Crittenden (1990) also found that children who are securely attached can accept both

positive and negative qualities about themselves and can evaluate the self realistically.
For avoidant children some aspects of the self seem to be held out of conscious
awareness or defensively "corrected" (Crittenden, 1988).

A similar pattern can be seen operating with some children who have been abused.
While many studies show that experiencing physical or sexual abuse in childhood
leads to significant damage to self-concept (Briere, 1992; Browne and Finkelhor,

1986; Jehu, 1988; Kendall-Tackett et al., 1993) other studies show that some children
have developed a socially acceptable false self that conforms to the demands and
desires of others in an attempt to obtain approval and conceal a perceived "bad-self',

(Harter, et al., 1996).

In summary, whilst not resolving the issue of causality the two concepts of

discrepancy between the actual and ideal self and the influence of significant others
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(Cooley 1902; Crocker and Wolfe, 2001; James, 1892 ) would appear to create a valid
theoretical context in which to consider causes and consequences of self-concept.
Harter (1999) suggests that at each level of social support (i.e., peer and parental)

greater competence in domains of importance leads to more positive self-perception.

Similarly, at each level of competence in domains of importance, the more support

one gets from peers and parents, the more positive the self-concept. Ironically, this
could mean that feeling powerful could be important to a child and other contextual
factors might mean that this is expressed through street fights or aggressive behaviour
towards other children which may win peer approval and reinforcement from parents

thus leading to positive self-concept. Conversely, individuals who report both

incompetence in domains of importance and the absence of support or approval from

parents and peers have the most negative self-concept (Harter, 1999).

In the following section the relationship between self- concept and a number of a

psychological and behavioural correlates is explored. The research has focused

principally on the relationship between the broad categories of behaviour labelled

internalising and externalising and self-concept as well as associations between self-

perception and other important variables such as interpersonal relations and approval
from others. An attempt will be made to address some of the anomalies and
contradictions in the literature in the context of the models discussed above as well as

some more contemporary theories.

The Relationship between Self-Concept and Internalising

and Externalising Behaviours:

One of the most commonly used categorisations of child and adolescent behavioural
and psychological difficulties is the internalising/externalising dimension (Achenbach
and Edelbrock, 1991). Externalising problems refer to behaviours that are harmful
and disruptive to others and include aggression, poor impulse control, inattentiveness,

delinquency and non-compliance with adult requests. Internalising problems refer to
behaviours that are self-directed and include, for example, core disturbances in mood,

anxiety, depression, guilt, fear and withdrawn behaviour. The constructs are derived
from broad-based groupings which have been consistently identified in multivariate
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classification studies of childhood behaviour problems (Achenbach and Edelbrock,

1991; Mc Mahon, 1994; Quay, 1986).

Even though a two-factor model in which some disorders are more internalising and
others more externalising appears to best fit available data (Kreuger, Caspi, Moffitt
and Silva, 1998) there is substantial co-morbidity between internalising and

externalising disorders (Zahn-Waxler, Klimes-Dougan and Slattery, 2000). Until

recently, most of the research on childhood disorders has focused on externalising

problems known to be more prevalent in males throughout the life-span and beginning
in early childhood. Research on internalising problems and self-concept in childhood
has lagged possibly due to the less disruptive nature of the behaviours and that these
behaviours may go unnoticed by parents and teachers (Zahn-Waxler, et al., 2000). It

would also seem that the level of internalising problems, in children, is
underestimated and one study found that 8-12 year old children reported significantly
more internalising symptoms than their teachers did (Epkins, 1993).

Self-concept and Internalisins Behaviours :

It is widely accepted that variations in self-views antecede internalising disorders such
as depression and anxiety (Abramson, Seligman and Teasdale, 1978) and there is a

link between internalising problems and low self-worth in adults (Hammen and

Zupan, 1984) and children (Asarnow and Bates, 1988; Cillessen and Bellmore, 1999;

Rudoph, Hammen and Burge, 1997).

Children with significant anxiety disorders have been found to be less well liked by
their peers and to have poorer perceived social competence, report more negative self-
referent thoughts and expectations than peers and perceive themselves as less

competent than control children (Strauss, Lahey, Frick, Frame and Kynd, 1988;
Treadwell and Kendall, 1996).

There is a sizeable literature linking feelings of loneliness with negative self-

perceptions (Hymel, LeMare, Ditner and Woody, 1999; Kupersmidt, Buchele,

Voelger and Sedikides, 1996; Renshaw and Brow, 1993) and linking depression and

self-concept (e.g., Bonanno, Field, Kovacevic and Kaltman, 2002; Coming, 2002;
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Metalsky, Joiner, Hardin and Abramson, 1993; Roberts and Monroe, 1992). All of
these studies found a general tendency for individuals with high self-esteem to have
less depression regardless of life events. Roberts and Monroe (1994) proposed that
rather than self-concept being a risk factor that creates a vulnerability to depression, it

may be that vulnerability to depression accompanies unstable self-concept that is
based on relatively few and unreliable sources of self-worth.

Harter (1990d) also proposed that there is a strong relationship between low self
worth and depression and that beginning in childhood a poor self-concept is highly

predictive of depressed affect. In a review of the literature, Harter (1999) found
evidence suggesting that depressive reactions including depressed affect and

hopelessness are among the correlates most systematically related to negative self-

concept. Interestingly Harter noted, that in their research with depressed adolescents,
whilst all felt a profound sadness, the vast majority also reported that the sadness was
combined with anger. For some the anger was directed towards the self (internalised)
whilst for others it was directed outwards (externalised). This is a further example of
the overlap between these two constructs.

Overall, while research in this area is lacking, there is a general consensus in the
literature that there is a significant relationship between internalising behaviours and

negative self-concept in that children who display higher levels of internalising

problems are more likely to perceive themselves negatively.

The picture however becomes more blurred when the relationship between

externalising behaviours and self -concept is explored.

Self-concept and Externalising behaviours :

A poor self-concept or low self-esteem has long been posited as a casual factor in the

development of externalising behaviours such as aggression. In the 1960's

particularly it was widely accepted that aggression was usually a response to some

frustrating experience. According to Rosenbaum and De Charms (1962) people with
a negative self-view were more easily frustrated and hence more prone to aggression.
In Hans Toch's (1993) often cited study with prisoners it was concluded that violent
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and aggressive behaviours were likely to be "self-image compensating" in that they
were aimed at repairing or defending against a damaged self-image.

A relatively widely held perspective is represented in the views of Schneider and

Leitenberg (1989) who stated the negative self-concept may predispose people to

aggressive behaviour in that it serves the function of defending an already devalued
self against perceived threats. This view has intuitive appeal for many in the fields of
education and policy making and is consistent with a number of established theories
such as psychodynamic (Klein, 1957), attachment theory (Bowlby, 1969; Greenberg,

Speltz and DeKlyen, 1993) and social-cognitive (Bandura, 1986) who have linked

externalising behaviours to a negative self-concept. Many studies have found support

for this view, for example Brendgen, Vitaro and Bukowski (1998) found that
adolescents with low self-esteem tended to adopt positive attitudes to delinquent
behaviours and associate with deviant peers.

Other researchers have challenged this view, however. Baumeister, Smart and Boden

(1996) having reviewed a number of studies came to the conclusion that there is little
available research that has directly tested the causal link between self-concept and

externalising behaviours and that the evidence that is available does not consistently

support the view that negative self-concept leads to externalising and aggressive
behaviours. Indeed the opposite may be true in that perpetrators of aggressive
behaviour often have a positive self-concept and are likely to act out aggressively
when challenged. They proposed that externalising behaviours and particularly

aggression, results from what they termed "threatened egotism" that is a positive view
of the self that is threatened or attacked by other people (Baumeister et ah, 1996).

Other studies have suggested that positive self-concept is associated with a tendency
to act aggressively and in disregard for the rights of others (Papps and O'Carroll,

1998). Further support for this view comes from research with adults showing
narcissistic traits characterised by a grandiose self-view and who also show high rates

of aggression (Raskin and Terry, 1988) particularly to perceived provocation (Papps
and O'Carroll, 1998) or to negative performance feedback (Baumeister et al., 1996;
Heatherton and Vohs, 2000). Theories aimed at explaining these tendencies have
focused on the need of such individuals to see themselves and be seen in a positive
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light at all costs and to protect themselves against threats to their self-image, ( Barry,
Frick and Killian, 2003; Raskin, Novacek and Hogan, 1991). Emler (2001) in a

review of the literature also concluded that there are indications that a positive self-

concept, in connection with other factors, carries a risk for externalising behaviours.

Research on links between self-concept and externalising behaviours in adults has
therefore produced inconsistent results. A similar pattern exists in the literature

pertaining to the relationship between self-perception and externalising behaviours in
children.

Self-concept and Externalising Behaviours in Children :

A number of studies have found associations between externalising behaviours and

negative self-perception in children (Anastas and Reinherz, 1984; Lochman and

Lampron, 1986; Moelling, 1984; Schneider and Leitenberg, 1989;). More recently
one of the very few longitudinal studies in the area (Trzesniewski et al, Study 2)

produced strong evidence that negative self-concept plays a causal role in

externalising behaviours. The study followed students from age 11 to age 13. Using

objective measures of externalising behaviours, they found that self-esteem at age 11

predicted externalising behaviour at age 13 and the contribution of self-esteem was

found to be independent of variables such as relationship to parents, IQ and socio¬
economic status. Given that this study involved a large sample and was longitudinal
it provides strong evidence for a causal link between negative self-perception and

externalising behaviour. This finding has been far from consistent across studies,
however and mixed results or indeed associations between positive self-concept and

externalising behaviours has been a more common finding (Boivin, Thomassin and

Alain, 1989; Edens, Cavell and Hughes, 1999; Hughes, Cavell and Prasad-Gaur,

2001; Patterson, Kupersmidt and Griesler, 1990; Rubin, Chen and Hymel, 1993).

A large number of the studies investigating the relationship between self-concept and

externalising behaviours in children have focused on the domain of perceived social

competence and peer relations. Findings have indicated that aggressive children who
are unpopular are likely to overstate their level of competence and social acceptance
relative to others reports (Boivin et al., 1989; Parkhurst and Asher 1992; Patterson et
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al., 1990; Hughes et al., 1997). Additionally, children who are both aggressive and

unpopular report levels of self-worth that are comparable to or higher than that

reported by average status children (Boivin and Bergin, 1989, Hymel, Bowker and

Woods, 1993).

Zakriski and Coie (1996) also found that aggressive rejected children seemed to be
unaware of their social status (perhaps because they are self protective when

processing negative peer feedback) as opposed to non-aggressive rejected children or

average children. It would appear then that some children with externalising
behaviours not only have an inflated view of self but they also perceive that others
view them much more favourably than they do in reality. Fagot (1996) for example,
found that 6 year old children who were seen to engage in higher levels of negative

peer relations rated themselves as more accepted by peers than they were.

Aggressive rejected children have also been found to rate their acceptance by peers as

comparable to that of average status children (Boivin and Bergin, 1989; Hughes et al.,

2001; Parkhurst and Asher, 1992). Given the large body of research documenting that

aggressive children experience less support and greater conflict in their relations with

peers (Coie and Kupersmidt, 1983; Dodge, 1983; Dodge and Frame, 1982; Price and

Dodge, 1989) it would appear that at least some children who display externalising
behaviours overstate the extent to which they are supported by others. Edens et al.

(1999) also found that some aggressive children maintain relatively positive other-
models but that neither their positive views of themselves nor of their relationships
with significant others are necessarily reciprocated. Children presenting with

externalising problems are typically viewed by significant others including peers as

less competent and more deficient that normative peers across a wide range of

cognitive and interpersonal domains (Hughes et al., 1997; Hymel et al., 1993;
Patterson et al, 1990) and are disliked more (East, 1991; Hymel et al., 1993).

In contrast to the above studies which suggest that children displaying externalising
behaviours tend to overestimate their social competence and popularity, however,
other studies have found that some aggressive children are indeed popular with peers.

From a review of the literature, Edens et al., (1999) suggest that there may be at least
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three variations in the association between self-concept and relationship with

significant others in children with externalising behaviours.

Firstly some children report overly positive views of themselves and their relationship
with others which is not mirrored in reality. They refer to this group as "discrepant".
The second group which they term "concordant negative" perceive their situation
more accurately in a negative sense in that they have more negative views of
themselves and relationships with significant others which is verified by objective

reports. The third group is referred to as "concordant-positive" and also perceive their
situation more correctly in that these are children demonstrating externalising
behaviours who view themselves and their relationships positively and this is
confirmed by others.

Edens et al. (1996) proposed that children in the discrepant group would engage in

higher rates of aggressive behaviour than the children in the other two groups. This

hypothesis was based on Baumeister et al's. (1996) suggestion that aggression may be
more likely to occur among individuals with overly positive self-systems who receive

disconfirmtory feedback from significant others that contradicts their inflated self-

concepts. They found support for the existence of the three separate groups in their
own study and for the proposal that the discordant group were the most aggressive. It
would also appear that the this group and the discordant-positive group perceived
themselves more positively than the discordant-negative group suggesting that

perceived relations with others with others may be an important determinant of self-

concept.

Research with adolescents also supports the finding that aggressive and externalising
behaviours can be linked to peer popularity (David and Kistner, 2000; Jang and

Thornberry, 1998) and would appear to contradict previous findings linking poor peer

relations to antisocial behaviour (e.g., Rutter, Giller and Hagell, 1998). This also

points to the importance of context when considering links between aggressive

behaviour, peer relations and self-concept since it may be that deviant children who
are rejected by peers develop relationships with other deviant peers where aggressive
behaviour is deemed more acceptable and thus self-concept is enhanced or

maintained.
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As can be surmised from the above review most of the research exploring links
between self-concept and externalising behaviours has focused on how aggressive and
anti-social behaviour impact on perceived competency in a number of areas but

particularly perceived peer and social relationships.

A further source of information regarding self-concept, externalising and internalising
behaviours and peer relations in children comes from an accumulating body of
literature concerning self- perception in children with Attention Deficit Hyperactivity
Disorder (ADHD)

According to the Diagnostic and Statistical Manual IV (DSM-IV) related nosological

criteria, many children with ADHD type disorders display a typological range of

clinically related externalising and internalising behaviours characterised by non-

compliant antisocial behaviours, poor impulse control, inattentiveness, social

withdrawal, depression and anxiety (Vance and Luk, 2000). Research suggests that
the symptoms of attention-deficit and hyperactivity, whilst leading to obvious

cognitive and academic problems, also mean that children often behave in socially

inappropriate, disruptive and uninhibited ways. It is also suggested that impulsivity,
inattentiveness and heedlessness interfere with social learning and the forging of close
social bonds, leading to peer rejection and the development of more severe

behavioural disorders (Barkley, 1998; Hay, Payne and Chadwick, 2004). The pattern

emerging from the research aimed at exploring self-concept in ADHD children is

mixed, however, and mirrors the finding already outlined.

Hoza, Pelham, Dobbs, Owen and Pillow (2002) found that boys with ADHD
overstated their self-perceptions more than controls did in the scholastic, social and
behavioural domains relative to a teacher rating criterion. They also tended to

overstate their competence most in domains in which they were most impaired. They
found that aggressive ADHD children significantly overestimated their competence in
the social and behavioural domains whereas low achieving ADHD boys overstated
scholastic competence relative to both controls and normally achieving boys with
ADHD. These findings have been supported by other studies which have found that
children with ADHD have inflated self-concepts and judge their competence to be
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higher than it is (Hoza, Pelham, Milich, Pillow and McBride, 1993; Hoza, Pelham,

Waschbusch, Kipp and Owens, 2001).

Other studies however have produced contradictory findings. Ialongo, Lopez, Horn,
Pascoe and Greenberg (1994) found lower scholastic, social and behavioural domain

specific self-perceptions and lower global self-worth in ADHD children. The

research with children with ADHD also highlights some interesting findings regarding
the relationship between self-concept and internalising behaviours as well as the co¬

morbidity of internalising and externalising behaviours. For example, Treuting and
Hinshaw (2001) found that aggressive rather than non-aggressive children with
ADHD who demonstrate inappropriate levels of externalising behaviours were

significantly more likely to be characterised by higher levels of anxiety and dysphoria
and more negative global self- concept when compared to controls. Hoza et al. (2002)
also found that the presence of depressive symptomatology accounted for both
lowered domain-specific self-perceptions and more negative global self- concept in
ADHD children. This pattern of findings may suggest that internalising behaviours or
the co-morbidity of externalising and internalising symptoms may be associated with
more negative self-concept than externalising behaviours alone which in at least some
children are associated with over inflated self-concepts.

A number of theories have been proposed to explain the discrepant findings with

regard to the relationship between self-concept and externalising behaviour.

Fundamentally, all of the theories view idealised self-concept, in children with
behavioural and conduct problems, as a defensive process in which information that
threatens a weakened self-system is excluded or reacted to aggressively (Cassidy,

1988; Speltz, Greenberg and DeKlyen, 1990). Barry et al. (2003) expand this idea to

incorporate the construct of narcissism and found in their research with children that
the combination of negative self-concept and high narcissism (e.g., a desire to be seen

as better than others) was positively related to conduct disorders. In a somewhat
related theory, Crocker and Wolfe (2001) building on William James discrepancy

model, propose that self-worth is based on various contingencies which have

developed in response to individual, environmental and cultural influences. They

propose that the negative affect associated with threats to fragile or highly contingent
self-worth may lead to socially or self-destructive behaviour.
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Summary ofFindings:

The research outlined thus far describes a somewhat inconsistent pattern with regard
to the relationship between self-concept and various behaviours and psychological
correlates. This particularly applies to the broad category of behaviours referred to as

externalising and an attempt has been made to interpret the discrepant finding in the
context of a number of theoretical perspectives.

The overall findings can be summarised as follows:

• The influence of significant others (through the internalisation or mirroring

process) and discrepancies between actual and ideal achievements in

contingencies of self-worth appear to be major determinants of domains of

self-concept.
• There is general agreement that negative self-concept is linked to higher levels

of internalising behaviours.
• The literature regarding the relationship between externalising behaviours and

self-concept has produced inconsistent findings with some studies linking

externalising behaviours to negative self-concepts and others to over-inflated

self-perceptions.
• Perceived peer relationships may be an important determining variable in the

relationship between self-concept and externalising behaviours. For example
over-inflated self- concepts may be linked to aggressive children who perceive
their own popularity and social relationships to be much more positive than

they are as opposed to aggressive children who perceive their social

relationships more accurately and who demonstrate more negative self-views

(Edens et al., 1999).
• In a similar vein, a number of theories have proposed that over-inflated self-

concepts may be a defensive process aimed at protecting a fragile self-
structure and that aggressive behaviour in particular may occur when low or

fragile self-esteem occurs with narcissistic tendencies (Barry et al., 2003;
Crocker and Wolfe, 2001).
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• There is some evidence to suggest that co-morbidity of externalising and

internalising disorders is associated with negative self-concept (Harter, 1990;

Treuting and Hinshaw, 2001).

The Present Study:

The current study aimed to further explore self-concept in young children.

Specifically, the study investigated whether dimensions of self-concept could be
measured reliably and validly in children under eight and thus contributed to the
debate as to whether self-concept is established and can be measured accurately using

self-report with young children (Fantuzzo et al., 1996; Marsh et ah, 1991, 1998).

Secondly, the study investigated whether dimensions of self-concept were more

positive or negative in a group of 5-8 year old children who presented with
behavioural and psychological difficulties when compared to a group of normative

peers. The study also examined whether self-concept varied for the clinical group
with a number of features of the presenting problems such as internalising/

externalising dimensions and associated aspects such as social, attention and thought

problems, perceived competence, parent/child relationship and other psychosocial
factors such as parental separation, age and gender.

The study, therefore aimed to contribute to the existing literature on determinants of

self-concept and to add to the small body of research that is available on younger

children.

To achieve these aims, young children were asked to rate themselves on two measures

of self-concept using two different paradigms (i.e., direct questions and a projective

technique). The two methods represent some of the procedures (e.g.,
multidimensional versus unidimensional, verbal versus combination of pictorial and

verbal, positively versus negatively worded statements, individual versus group

interview) that have been reported in the literature as important elements in the
measurement of self-concept in young children (Davis-Kean and Sandler, 2001).
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The study also used two parent report measures to explore factors that mediate self-

concept, that is, level and type of behavioural disturbance (e.g. internalising,

externalising dimensions, social, attention, and social problems), perceived

competence, parent/child relationship and psychosocial variables.

Data from the clinical group was compared to the normative group and multivariate

analyses were conducted with the clinical data in order to explore associations
between self-concept and behavioural and psychological correlates such as

internalising/externalising features. Outcomes on the two measures were also
correlated to assess construct validity,

The following hypotheses were proposed:

1) There is an established self-concept in young children which can be measured
with validity and reliability using self-report

2) The clinical group will exhibit significantly more negative self-concepts than
the control group

3) Positive self-concept will be associated with higher levels of externalising
behaviours and associated factors such as social and attention problems and
more negative parent/child interaction

4) Negative self-concept will be associated with higher levels of internalising
behaviours and associated features such as social and thought problems and
more negative parent/child interaction.
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Methodology

1 Participants and Ethical Arrangements

1.1 Descriptive Data and Recruitment Procedures for Clinical Group

The clinical sample consisted of 60 children aged between 5 and 8 years. (A

sample size of 58 was considered to be sufficient to attain a minimum of 80%

power for a regression model with up to 15 predictors, an alpha value of 0.05
and an R of 0.3 or more). All of the children had active psychological or
behavioural problems and were involved in a range of services such as Child
and Adolescent Mental Health Services (CAMHS), Community Paediatric

Services, Educational Psychology Behavioural Support Services and Family
Centres in the North and South of Ireland.

1.1.1 Inclusion/Exclusion Criteria:

Inclusion Criteria - The children would have begun contact with a service and
have active/ongoing difficulties at the time of testing.

Exclusion Criteria - children referred because of query developmental delay,

neurological or sensory impairments.

1.2.1 Participant Recruitment and Sampling Procedures:

Following appropriate ethical approval, colleagues in a range of services for
children with psychological and behavioural problems were contacted

(approximately 100 services) and the purpose of the research was explained

verbally and in writing (see Appendix A). In some instances a presentation

outlining the purpose and potential usefulness of the research was made to staff.
If they wished to participate in the study they were asked to forward information
about the research to parents of children between the ages of 5 and 8 years of

age who met the inclusion/exclusion criteria. (Appendix B). Parents were

asked to return the consent forms directly to the researcher in a stamped-
addressed envelope if they agreed to take part in the study. A telephone number
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was also included so that parents were able to contact the researcher directly if

they had any queries about the research. Despite the fact that the researcher had
access to a large number of services, it took a consistent and focused effort to

recruit sufficient numbers for the study. Anecdotal evidence would suggest that
it is difficult to recruit younger children who are actively seen in mental health
services as older children appear to be prioritised because they are presenting
with more severe behavioural problems. For this reason an opportunistic

sampling method was used and participants who gave written consent were

included in the study.

1.3.1 Ethical Arrangements:
Ethical approval was sought through the local research ethics committee

(LREC) and individual Trusts/Health Boards as required (see Appendix C).

Appropriate information and consent sheets were sent to the parents/guardians
of the children by key workers in the various services. It was made clear that a
wish not to participate in the study would no way impact on current or future
treatment (see Appendix D). The researcher had access to information only
with regard to those families who gave written consent and arrangements were

made to see the child and parents at a venue of their choosing. The majority of
the families opted to be seen in their homes. Anonymity and confidentiality
were assured except in situations where information was disclosed that placed
the child or another at risk. Since the research was conducted in a clinical

context, all the children had access to a key worker in the event of distress or

any other dynamics emerging for the child or family.

1.4.1 Socio-Demographic Properties ofClinical Group.
Information pertaining to the social and demographic constitution of the clinical

group is presented in Table 1.
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Table 1 Socio-demographic properties of the clinical group

N %

Age
5 7 12

6 14 23

7 22 37

8 17 28

Mean Age 6.82

Gender

Male 44 73.3

Female 16 26.7

Parents together
Yes 33 55

No 27 45

Contact with Sep. Parent
Yes 13 50

No 13 50

Mother Employed
Full-time 9 15

Part-time 6 10

Unemployed 44 73

No contact 1 2

Father Employed
Full-time 28 47

Part-time 2 3

Unemployed 11 18

No Contact 19 32

ChildDiagnosis
None 38 63

ADHD/ADD 13 22

Asperger's 7 12

Other (e.g. epilepsy) 2 3

Medication

Yes 10 17

No 50 83

Table 1 indicates that the clinical group had a male to female ratio of

approximately 3:1. Around 50% of families contained parents who were separated
and of these 50% of the children had contact with the separated parent. In effect
about 25% of the clinical group were from single parent families or did not have
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contact with the separated parent. Approximately 25% of the mothers were

employed full time or part-time outside the home whilst 75% of the fathers who
had contact with their children were employed. 63% of the children had no

diagnosis whilst 22% had a diagnosis of Attention Deficit Hyperactivity Disorder

(ADHD), 12% had a diagnosis of Asperger's Syndrome and 3% had another
disorder such as epilepsy or dyspraxia. 17% of children were taking prescribed
medication such as Ritalin.

1.5.1 Sample Representativeness
The aim of the study was to access a group of 5-8 year old children who were

representative of the kinds of psychological and behavioural difficulties that
children of this age present with. For this reason, children were accessed

through a number of different types of services. Ethical considerations meant

that initial contact was made by the key worker involved with the family and the
researcher only had contact with families when written consent was given.
Issues of confidentiality meant that the researcher did not have access to

information regarding those families who did not consent to participate and it
would have been inappropriate to ask busy professionals to compile information

anonymously. It was not possible, therefore, to compare responders and non-

responders with regard to key categories of sample representativeness such as

range and rates of presenting problems, gender balance, family constitution and
socio-economic background. However, an examination of the clinical sample

suggests that the responders were largely representative with regard to a number
of important dimensions as outlined below.

a) Presenting Problems.
Table 2 indicates that 22% of the sample had a diagnosis of ADHD, 12%

Asperger's Syndrome while 63% had no specific diagnosis but were engaged in
services because of behavioural and psychological problems. Diagnosis is a

controversial concept in child psychopathology since doubts have been raised
about the validity and usefulness of using diagnostic criteria, based on adult

presentations, with children. The trend in child psychology is to produce

psychological formulations which are aimed at helping to understand the child
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in the context of family, environment and culture (Jensen and Hoagwood,

1997).

An exception to this pattern is Attention- Deficit/Hyperactivity Disorder

(ADHD) which is the most commonly diagnosed behavioural disorder of
childhood and which is reported to occur in 3 to 5 % of school age children in a

6-month period (Anderson et al, 1987; Wolraich, Lindgren, Stromguist, Milich,
Davis and Watson, 1990) and disorders on the Autistic Spectrum such as

Asperger's Syndrome which, studies suggest, has prevalence rates of .7%

(Gillberg, 1998). British epidemiological studies of 5 to 10 year old children
have found rates of 5% of children presenting with conduct problems, 4%

presenting with emotional problems such as anxiety and depression (including a

high degree of overlap of conduct and emotional problems) 1% presenting with

hyperkinetic symptoms and .5% presenting with disorders on the autistic

spectrum (Meltzer and Gatward, 2000). While no exact figures, detailing the

types and levels of presenting problems in young children, are available, the
above data would suggest that in terms of ratios, the clinical sample is

representative of the range and levels of behavioural and psychological
disturbance that children of this age present with.

b) Gender
Table 1 indicates that the clinical sample contained three times as many boys as

girls. This is to be expected since it has been well established that more boys
than girls at this age present with or are perceived to have behavioural or

psychological problems. Rates have varied from a male to female ratio of 2:1
for any disorder in 5 to 10 year old children (Meltzer and Gatward, 2000), 4:1
for children with ADHD (Ross and Ross, 1982), 4:1 for children with

Asperger's Syndrome (Wing and Gould, 1979) and 10:1 for childhood onset

conduct problems (Moffit and Caspi, 2001).

In summary, from the evidence that is available the clinical group would appear

to be largely representative with regard to key categories such as range and

types of behavioural and psychological problems in young children and gender
balance.
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1.6.1 Procedure

Following recruitment the researcher arranged to see the child and parent/s at a

suitable time and venue. Each child was seen individually by the researcher and

completed the CHIP Child Self-Perception Scale (CSPS) and the Self-

Description Questionnaire-Individual Interview (SDQI-IA) which took

approximately 30-40 minutes. The order of presentation was counter-balanced
to control for practice effects. Whilst the child was engaged in the two self-

concept tasks, the parent completed the Achenbach Child Behaviour Checklist

(CBCL) and the Parent-Child Dysfunctional interaction scale (P-CDI).

1.2 Descriptive Data and Recruitment Procedures for Control Group

The normative sample consisted of 188 children aged between 5 and 8 years

who participated in studies carried out by undergraduate students, Dalton (2003)
and Hogg (2003), and who were supervised by the current researcher and a

colleague. The children were recruited from primary schools in the North and
South of Ireland and were representative of both urban and rural populations.
Both groups completed the CHIP CSPS and 5 of the 8 subscales of the SDQI-IA

(i.e., physical ability, physical appearance, peer, school and general self-

concept. The groups did not differ significantly with regard to age, gender or
scores on the self-concept measures so it was deemed appropriate to collapse
them to form the main control group. In the Hogg study (n=88) the children

additionally completed the remaining three subscales of the SDQI-IA (i.e.,

parent, maths and reading self-concept) and parents completed the Achenbach
CBCL. This data alone was also compared with the clinical sample for the
scales involved and will be referred to as Control Group 2 where appropriate.

1.2.1 Participant Recruitment and Sampling Procedures:
School principals were approached and the nature of the research was outlined

verbally and in writing . If they agreed to participate in the study, the principals
were asked to forward information about the study and consent forms to the

parents of children who were between 5 and 8 years of age . If parents gave

consent for their child to participate in the study, they were asked to return the
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written consent and completed questionnaires to the researcher via the class
teacher. A telephone number was also included so that parents were able to

contact the researcher directly if they had any queries about the research. An

opportunistic sampling method was used.

1.2.3 Ethical Arrangements:
Ethical approval was sought and approved by the University Ethics Committee.

Appropriate information and consent sheets were sent to the parents/guardians
of the children by the school principal. The researchers assessed only those
children whose parents had given written consent for them to participate and

parents were informed that they could withdraw their children from the project
at any time without explanation.

1.2.4 Sample Representativeness
Due to confidentiality and ethical issues, no information was available with

regard to those families who did not consent to partake in the study. It was

noted, however that approximately 60% of parents who were approached gave

consent for their child to participate in the study. With regard to other important

categories of representativeness, there was a fairly even mix of urban (n=88)
and rural participants (n-99) and a gender balance of 46% female and 54%
male.

1.2.5 Procedure

Following recruitment the researchers arranged to see the children at school.
Each child was seen individually by the researchers and completed the CHIP
CSPS and 5 of the 8 subscales of the SDQI-IA (i.e., physical ability, physical

appearance, peer, school and general self-concept). This took approximately
30-40 minutes. The order of presentation was counter-balanced to control for

practice effects. In the Hogg study (n=88) the children additionally completed
the remaining three subscales of the SDQI-IA (i.e., parent, maths and reading

self-concept) and parents completed the Achenbach CBCL.
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1.3 Group Comparisons

The control and clinical groups were compared with regard to age and gender.
The results are presented in Table 3. This indicates that the groups differed

significantly in relation to gender balance with the clinical group having

significantly more male than female participants whilst the control group was

more evenly balanced. This is expected given the recorded gender differences
in rates of psychopathology in young children (Meltzer and Gatwood, 2000;
Moffit and Caspi, 2001). The groups also differed significantly with regard to

age in that the mean age of the clinical group was somewhat higher than the
control group. These differences were taken into account in the statistical

analysis.

Table 3 Summary of chi-square and independent samples t-tests carried
out to compare the control and Clinical groups on age and Gender

Control Group Clinical Group P

Gender N(%) N(%)

Female

Male

102(54.3%)

86(45.7%)

16(26.7%)

44(73.3%)

<.0005

Age M(SD) M_(SD)

6.22 (.890) 6.82 (.983) <.0005

2 Materials - Measures, Employed

2.1 Self Concept:

The Self-Description Questionnaire-Individually Administered (SDQI-IA)

(Marsh, Craven and Debus, 1991, 1998).

The SDQI-IA (Appendix E) is a downward extension of the SDQI-I (Marsh,

1988) which has been evaluated as one of the best self-concept instruments
available in terms of psychometric properties and construct validation (Byrne,
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1996; Hattie, 1992; Wylie, 1989). The SDQI-IA was designed to assess self-

concept in 5-8year old children and it measures multiple dimensions of self-

perception. Marsh and colleagues had explored the use of pictorial self-concept
instruments but found the combination of the pictures and verbal explanations
more confusing for young children than verbal alone. A significant difference
with most other measures for this age group is also the length of the

questionnaire which involves 64 items. They found that concerns regarding

fatigue were unwarranted in that the responses near the end of the questionnaire
were psychometrically stronger and suggested that this may have been due to

children having the opportunity to learn what was required from them and that
indeed shorter measures may be counter-productive from this perspective.

The individual interview style administration is an important feature with this

age group as it was found that younger children were unable to complete a

group administered version of the measure.

The measure consists of 8 scales, i.e., Physical Ability, Physical Appearance,
Peer Relationships, Parent relationships, Reading, Mathematics, School and
General self-concepts. Three total scores can also be measured on the basis of
the 8 scales: Academic self-concept (reading, maths and school) Nonacademic

self-concept (physical ability, physical appearance, peer and parent) and Total

Self-concept (the average of Academic and Nonacademic self-concept). The
measure is based on the multidimensional model and as such does not assess

global self-concept. General self-concept, however is regarded as most akin to

the concept of self-esteem (Marsh et al., 1998). Each of the 8 SDQI-IA scales
contains 8 positively worded items (e.g. "I can run fast, " "Other kids want to

be my friend") and the child is asked to respond "Yes" or "No" followed by a

further probe "always or sometimes?" Scores are given on a five-point Likert
scale with 5 representing the most positive self-concept and 1 representing the
most negative self-concept. The highest score that is possible for each scale is
40 and the lowest 8. The test takes approximately 20 minutes to administer.

The psychometric properties of the instrument are reported to be stronger than
those provided by any other test specifically designed for young children
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(Byrne, 1996), with good construct validity and reliability (mean alpha across

the 8 self-concept scales is .86 (Tracey and Marsh, 2000). Confirmatory factor

analysis has also clearly identified all the SDQI scales (Marsh et al., 1991,

1998). In keeping with the bulk of findings in the area, the differentiation

amongst the factors improved with age as indicated by the decreasing size of the
correlations amongst the factors (Marsh et al., 1998).

The Chip Child Self-Perception Scale - (CSPS) (McCusker, Personal

Communication, 2002)

The CHIPCSPS (Appendix F) represents a modification of the protocols used in
the Bene and Anthony Family Relations Test (Bene and Anthony, 1957). The
test aims to ascertain what young children think about themselves in relation to

others on 11 dimensions (body image, physical health, sociability, mood, self-

image, anxiety, aggression, self-esteem, academic, activity general and activity

competence). This measure was designed originally to assess self-perception in
children with a chronic illness and some of the attributes chosen are based on

those shown by Bums and Zweig (1980) to be relevant for this population
whilst additional constructs are drawn from the Harter Pictorial Scale of

Perceived Competence and Acceptance for young children (Harter and Pike,

1984).

Each dimension contains two statements which represent opposite ends of a

construct or attribute. For example, the sociability constmct consists of the

statements, "This boy/girl has lots of friends to play with" and "This boy/girl
doesn't have many friends to play with". This was based on evidence

suggesting that younger children have difficulty making finer, Likert type

distinctions in constructs and that reliability appears to improve when more

categorical statements are used (Davis-Kean and Sandler, 2001). Children draw

concrete, visual representations of themselves and two other members of their
same-sex peer group and as with the Family Relations Test they are asked to

'post' attributes and behaviours written on a card, into the 'postbox' of the child
to whom they think it applies most ( e.g., "This girl likes herself' or "This boy
feels angry a lot"). The child received a score of one for attributing the positive
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aspect of the construct to themselves and a score of zero for attributing the

negative construct to themselves. A score of zero was also given if the
construct was given to peers. Children were then given total positive and

negative scores which were calculated on the basis of who they "posted" the
cards to.

This test is also based on the multidimensional model of self-concept and total
scores are not regarded as estimates of global self-concept but rather are viewed
as overall indexes of how the child perceives the self. In developing this test

and taking account of the difficulties of using self-report with young children

(Fantuzz et al., 1996; Ledington et al., 1982; Marsh et ah, in press) the aim was

to develop a projective measure of what children think about themselves in
relation to others without asking them to introspect. This test is an experimental
measure with initial psychometric standardisation data with small n's. Further
norms are currently being collected and the present project is contributing to the
advancement of norms for and the validity of the instrument. Concurrent
studies are conducting test retest reliability of the instrument.

2.2 Associated Factors:

The Child Behaviour Checklist - CBCL (Achenbach & Edelbrock, 1991)
The CBCL is a widely used and widely researched parent report measure

consisting of 113 items and with well established psychometric properties. This
measure was be used to assess adjustment difficulties (i.e., categorize
difficulties into externalising and internalising disorders and social, thought and
attention problems) and assess level of disturbance and psychosocial

competencies such as academic, social and activity. Associations between
dimensions of self-concept, externalising/internalising behaviours, social,
attention and thought problems and perceived competency were explored in the

study.

The Parent-Child Dysfunctional Interaction Scale - (P-CDI) (Abidin, 1990)
The P-CDI is a subscale of The Parenting Stress Index/Short Form, a parent-

report measure with good psychometric properties (Abidin, 1990). The P-CDI
was used to look at the parent/child relationship. Specifically, this scale
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examines how reinforcing the parent finds the relationship with the child and
how closely the child meets the expectations the parent had for the child. The

degree to which the parent-child interaction results in a positive affective

response is one important component of bonding and is considered important in
terms ofmotivating the parent to sustain interest in the child. There is evidence
that these components discriminate between parents of securely and insecurely
attached children (Abidin, 1990) and, given the evidence suggesting the strong

relationship between attachment and self-concept, this measure which consists
of 12 items was treated as a potential predictor variable of dimensions of self-

concept.

3 Design and Analysis

An independent groups design was used with multivariate analysis conducted
with the clinical group.

3.1 Specifically the clinical group was compared to the control group to

explore whether children presenting with psychological and behavioural
difficulties perceive themselves differently to a group of peers without such
difficulties.

This stage of the analysis was divided into a number of steps:

a) The groups were compared for gender and age distributions and effects

b) The groups were compared on CBCL scores to ensure that the clinical

group met the criteria of a 'true' clinical sample.

c) The groups were compared on the self-concept scales of the CSPS and the

SDQI-IA.

d) In the context of earlier findings that self- concept becomes more negative
as age increases, the groups were split according to age and compared.

3.2 Scores on the self concept measures were assessed within a multiple

regression framework in order to determine the relative contribution that the

following predictor variables make towards the outcome
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Externalising versus internalising behaviours (inferred from the CBCL).
Levels of social, attention and behaviour problems (from CBCL)

Perceived Competencies (from CBCL)

Quality of parent/child interaction (from P-CDI).

Scores on some constructs of the two self-concept measures (SDQI-IA)

(CHIPCSPS) were correlated to further explore the validity of the tests.
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Results

1 Introduction

The results are structured around the main hypotheses which address three main
research questions:

1) Is self-concept established and can it be measured with validity in young
children ?

To address this question the psychometric properties of the CSPS and the SDQI-IA
were explored for the clinical and control groups with regard to construct and
criterion validity and reliability

2) Is self-conceptmore negative in children presenting with early signs of

psychopathology than in a normativepeer group?
To explore this the clinical and control groups were compared on dimensions of self-

concept

3) Whatpredicts self-concept in young children presenting with

psychological difficulties?
The results ofmultiple regression analyses examining the contribution of the variables
in predicting self-concept are presented.

2 Reliability:

2.1 SDQI-IA
2.1.1 Internal Reliability

As stated in the Methodology section, Marsh et ah, (1991, 1998) found internal

consistency of the scale to be very satisfactory. Coefficient alpha estimates
increased with age indicating increasing internal consistency estimates of

reliability with age.
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2.1.2 Test-Retest Reliability.

18% of the clinical sample was retested on the SDQI-IA within four weeks as

this data was not available from either of the control studies. The relationship
between performance a T1 and T2 was investigated using Pearson's product -
moment correlation coefficient. The results are presented in Table 1.

Table 1. SDQI-IA Factor Correlations at Time 1 and Time 2

SDQ r n p

Physical Ability .619 10 .057

Physical Appear. .909 10 <.0005

Peer .849 10 .002

Parents .880 10 .001

Maths .943 10 <.0005

Reading .840 10 .002

School .813 10 .004

General .794 10 .006

Academic .924 10 <.0005

Non Academic .900 10 <.0005

Total .699 10 .024

** Significant at p< 0.01 *Significant at p< 0.05

The above results indicate strong reliability of the SDQI-IA.

2.2 CHIP CSPS

2.2.1 Internal Reliability:

Internal reliability of the CSPS was assessed in two ways:

a) The number of times semantically opposed statements were given to the
same "person". Each dimension of the CSPS contained two statements that

represented opposite evaluations of the same construct (e.g., "This boy/girl
is strong", "This boy/girl is not very strong") so that if participants gave

both negative and positive dimensions of the construct to the same person

on a frequent basis, this would indicate that the child was not actually using
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evaluative or discriminatory criteria when deciding who to give the card to

and so one would have to question whether the child's perception of self
was actually being accessed. A mean higher than 3 was considered

unacceptable in terms of reliability (Dalton, 2003). A mean of 1.20 was

found in the control group, (m =1.20.SD =1.34) so this can be regarded as

one indicator of acceptable internal reliability.

b) With regard to internal consistency, a cronbach alpha coefficient of .51
was found in the normative study. This is somewhat less than would have
been expected and the implications of this will be discussed.

2.2.2 Test-retest Reliability:

In the normative sample, Dalton (2003) found a moderate positive relationship
between scores at T1 and T2 for number of positive constructs given to self,

(r=0.458, n=19, p<0.05). There was also a moderate positive relationship
between scores at T1 and T2 for number of negative constructs given to the self

(r=0.461, n=19, p<0.05). Davis-Kean and Sandler (2001) in a meta-analysis of
measures of self-esteem for young children found that age had a strong impact
on the reliability of the measure. Instruments used with older children (i.e., 6-
6.5 yrs.) were more reliable than those used with younger children (4-5yrs.).
This replicated the findings from other researchers who have studied various

aspects of self-perception in children e.g. (Eccles et al.1993; Harter and Pike,

1984; Marsh et al., 1991, 1998; Marsh et al., in press) who all found that

reliability of their measures increased with age.

On this basis the researcher excluded the 5 year old children from the sample
and found that the test-retest reliability increases significantly to (r=0.60, n=19,

p<0.05) for positive constructs given to self and (r=0.68, n=19, p<0.05) for

negative constructs given to self.
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3 Validity:

Given the strong psychometric properties of the SDQI-IA, construct validity of the
CSPS was assessed by comparing CSPS total (index) and individual scale scores with
the individual and total scales of the SDQI-IA in the control groups. While the CSPS
and the SDQI-IA are not targeting all the same constructs they aim to measure a

number of similar self-concept domains so one would expect certain dimensions and
subscales to correlate positively if they are measuring the same construct whilst others
would not be expected to have a positive relationship. For example, it would be

anticipated that responses on CSPS sociability and SDQI-IA Peer, CSPS Body Image

(which asks about physical strength) and SDQI-IA Physical Ability, CSPS Self-image
and SDQI-IA Physical Appearance and CSPS Self-Esteem and SDQI-IA General self-

concept would all correlate positively whilst responses on CSPS Self-image and

SDQI-IA Physical Ability would be an example of dimensions which would not be

expected to have a positive relationship. Based on theoretical predictions, one would
also expect that SDQI-IA general (which measures self-esteem) would correlate

significantly with total CSPS index scores as well as with individual CSPS scales and
it would be expected that the CSPS total index scores would show significant
correlations with total SDQI-IA non-academic scores.

Two sets of relationships were therefore investigated:

a) Pearson's product moment correlation coefficient was used to investigate the

relationship between the index scores of the CSPS and the SDQI-IA
individual and total scores. The results are summarised in Table 2.

b) Independent samples t-tests were conducted to compare SDQI-IA scale
scores with those who gave themselves positive and negative constructs on

particular CSPS dimensions. Table 3 summarises the results for participants
who attributed more positive constructs to themselves on CSPS dimensions
and also scored significantly higher on the corresponding SDQI-IA scale.

Given the strong psychometric properties of the SDQI-IA, the results are supportive
of the construct validity of the CSPS in many of the expected areas.
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An example of this is the significant positive correlations between the CSPS positive
total scores and the SDQI-IA general (self-esteem) and total scores and the significant

negative correlations between the CSPS negative total scores and the SDQI-IA

general scores.

Construct validity is also supported by the fact that in most of the predicted areas,

participants who gave themselves more positive attributes on the CSPS also scored

significantly higher on the expected corresponding dimension of the SDQI-IA. A few

examples of this are self-image on the CSPS and physical appearance on the SDQI-IA
and activity competence on the CSPS and physical ability on the SDQI-IA. These are

explored in more detail in the discussion section.

In summary, these findings support the hypothesis that self-concept has developed
and can be measured with accuracy in young children. This is supported by the

finding that children showed a consistency in self-concept evaluations across

measures (construct validity) and across time (test-retest reliability).

57



Table 2. Pearson's correlations for CSPS index (total) scores and the SDQ-IA
individual and total scores

r n P

Csps positive+
Csps Negative -.561 188 < .0005 **

SDQ Physical Ab. .244 188 .001 **

SDQ Physical App .252 188 < .0005 **

SDQ Peer .252 188 < .0005 **

SDQ Reading .215 89 .043 *

SDQ General .351 188 < .0005 **

SDQ N. Academic ..288 89 .006 **

SDQ Total .272 89 .010 **

Csps Negative+
Csps Positive -.561 188 <.0005 **

SDQ Physical Ab -.169 188 .020 *

SDQ Peer -.169 188 .020 *

SDQ General -.171 188 .019 *

** Significant at p< 0.01
* Significant at p. 0.05
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Table 3 Results of Independent samples T-tests comparing SDQ-IA scores for those
who attributed positive and negative constructs to themselves on the various
dimensions of the CSPS.

Positive Negative
m(+/-)SD m(+/-)SD (df)t P

CSPS SDQ-IA 36.49 34.78

Body Physical Ab (+/-4.11) (+/-4.64) (186) -2.63 .009

Image
SDQ-IA 36.31 33.56 (184) -4.013 .0005

CSPS Peer 3.562 5.663

Sociability
SDQ-IA 35.79 34.33 (184) -2.439 .016
General 3.678 4.375

SDQ-IA 35.78 34.31 (181)-2.441 .016
General 3.374 4.603

CSPS
Mood SDQ-IA 36.67 34.57 (82) -2.183 .032

Reading 3.288 5.278

SDQ-IA 35.58 33.62 (82)-1.918 .059
Academic 3.495 5.627

SDQ-IA 36.37 35.12 (183) -4.191 0005
P. App 3.832 4.744

CSPS
Self- SDQ-IA 35.79 33.70 (84) -2.609 .010

image School 4.632 6.053

SDQ-IA 36.63 34.13 (183)-4.082 .0005
General 3.138 4.312

SDQ-IA 35.90 33.48 (84) -2.732 .008
Total 3.196 4.129

SDQ-IA 33.26 31.17 (183)-1.940 .054

Physical 6.941 7.659
CSPS Appearance
Self-
Esteem SDQ-IA 35.99 34.26 (183) -3.109 .002

General 3.154 4.238

SDQ-IA 35.26 33.38 (84) -2.435 .017
Non Acad 3.027 4.165

CSPS SDQ-IA 35.53 34.28 (184) -2.092 .038
Academic General 4.600 3.986

Competence
SDQ-IA 36.14 33.77 (184) -2.869 .005

Physical 4.082 5.203
CSPS Ability
Activity
Competence SDQ-IA 35.33 33.48 (184)-2.241 .026

Peer 4.600 5.750
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4 Group Comparisons:

The Clinical group was compared to the Control group to explore whether children

presenting with psychological and behavioural difficulties perceived themselves

differently to a group of 'normal' control children, the hypothesis being that children
with psychological difficulties would perceive themselves more negatively. As well
as helping to determine the factors that contribute to how children perceive

themselves, this would also facilitate further exploration of the question of whether

self-concept is established and can be measured with accuracy in young children
since theoretical predictions would indicate that self-perception would vary with
external determinants such as behavioural and psychological problems as well as age.

4.1 Gender Effects:

The demographic data indicated that the gender balance was significantly
different in the clinical and control groups in there were more male than female
children in the clinical group whilst they were more evenly balanced in the
control groups (see Methodology Section). This is an expected difference given
the recorded gender differences in rates of psychopathology in young children

(Meltzer and Gatward, 2000; Moffit and Caspi, 2001). In order to determine
whether gender needed to be controlled for as a covariate in the main analysis,

Independent sample t-tests were conducted to compare the scores for males and
females on the total CSPS and SDQI-IA scores for the clinical and control

groups. The results are presented in Table 4 and indicate that while females
tended to have slightly higher scores on all dimensions, there were no

significant differences in the scores for boys and girls in either group.

This is consistent with previous research suggests that gender differences at this

age are small and inconsistent (Crain, 1996; Marsh et al., 1991, 1998).
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Table 4. Gender effects on CSPS and SDQ-IA total self-concept evaluations

Control Group Clinical Group
Male

m(+SD)
Female

m(+SD)
t(df) P Male

m(+SD)
Female

m+SD)
t(df) P

CSPS
Total
Positive

5.91

(2.073)
5.68

(2.102)
.754

(186)
.45 5.57

(2.016)
6.06

(2.792)
.755

(58)
.45

CSPS
Total

Negative

2.73

(1.805)
2.51

(1.739)
.860

(186)
.39 3.32

(2.270)
3.06

(2.489)
.376

(58)
.70

SDQI-IA
General

35.20

(4.107)
34.86

(4.127)
.556

(186)
.57 29.93

(7.759)
30.31

(8.364)
.165

(58)
.87

SDQI-IA
Academic

34.82

(4.501)
34.40

(4.955)
.413

(87)
.68 28.64

(9.811)
28.90

(8.585)
.095

(58)
.92

SDQI-IA
Non-

Academic

34.27

(4.177)
34.02

(4.062)
.285

(87)
.77 30.22

(7.057)
31.99

(6.658)
.867

(58)
.38

SDQI-IA
Total

34.50

(3.849)
34.18

(4.106)
.379

(87)
.70 28.97

(7.886)
31.40

(5.871)
1.123

(58)
.26

** significant <0.01 *significant <0.05

4.2 Age Effects:

Given that the clinical and control groups differed significantly with regard to

participant age, a one-way between groups analysis of variance was conducted
to explore the impact of age on self-perception in the clinical sample to

establish whether age needed to be controlled for as a covariate in the main

analysis.

Participants were divided into four groups according to their age in years:

(Gp.l = 5yrs; Gp.2 = 6yrs; Gp3= 7yrs; Gp.= 8yrs.) In keeping with previous
research (Eccles et al., 1993; Marsh et al., 1991, 1998; Wigfield et al., 1997) the
overall trend on both the CSPS and the SDQI-IA was for self-concept to

become more negative as age increased. Group differences reached statistical

significance on a number of dimensions. Post hoc comparisons using the Tukey
HSD test indicated that the mean scores for 5 year old children (Gp.l) was

significantly higher than the mean scores for 8 year old children (Gp.4) on SDQ
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Maths, School, General and Total scales. The mean score on the CSPS total

negative scale was significantly higher for 8 year old children than 5 year old
children. Table 5 describes the dimensions of the CSPS and the SDQI-IA

where group differences reached statistical significance.

Table 5. Age effects on self-concept evaluations

5yrs
m(+SD)

8yrs
m(+SD)

F(df) P

CSPS total 1.43 3.25 3.9 (3,56) .01

neg. to self (1.718) (2.312)
SDQI-IA 36.10 27.29 2.6 (3,56) .05
General (3.185) (8.176)
SDQI-IA 35.67 29.62 3.1 (3,56) .03
Total (3.54) (7.43)
SDQI-IA 38.29 29.38 2.70 (3,56) .05
Maths (1.89) (10.95)
SDQI-IA 36.00 27.50 4.2 (3.56) .009
School (3.69) (9.81)

**Significant at p<0.01 *Significant at p <0.05

Due to the fact that a significant difference was found between the control and
clinical groups with regard to age and that age also exerts an independent effect
on self-perception, age was included as a covariate in the main analyses.

These results offer further support for the hypothesis that self-concept has

developed and can be measured in young children by the finding of increasingly

negative self-concept as age increases, a pattern which has been well
established in the literature pertaining to older children (Davis-Kean and

Sandler, 2001; Marsh, Craven and Debus 1991, 1998; Marsh, Debus &

Bornholt, in press). They also provide support for the criterion validity of the
measures.

4.3 Group Comparisons on the CBCL:

The clinical and control groups were compared on the CBCL to establish the
effect of having psychological difficulties on CBCL scores and to confirm status

of the clinical group. A one-way between groups multivariate analysis of
variance was performed to investigate the effect of group membership on CBC1
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scores. Preliminary assumption testing was conducted for all the analyses to

check for normality, linearity, univariate and multivariate outliers, homogeneity
of variance, covariance and multicollinearity with no serious violations noted.

Age was entered as a covariate in the analysis.

The dependent variables consisted of:

1. CBCL Total Raw Score (Tot)
2. CBCL Internalising Raw score (Int)
3. CBCL Externalising Raw Score (Ext)
4. CBCL Social Problems (SP)
5. CBCL Thought Problems (TP)
6. CBCL Attention Problems (AP)
7. CBCL Other Problems (OP)
8. CBCL Social Competence (SC)
9. CBC1 Activity Competence (AC)

Academic competence cannot be calculated for 5 year old children so this was

excluded from the model.

A significant difference was found between the control and clinical group on the
combined dependent variables, F (9,137)= 22.68 , p<.0005 (Pillai's Trace =.59)
When the contribution of the dependent variables to the results is considered

separately, it was found that the clinical groups scored significantly higher on all
dimensions of the CBC1. Effect sizes were mainly large according to Cohen's

(1998) suggested categorization of effect sizes, (i.e., .01= small effect, .06 =

moderate effect, .14 = large effect) (Table 6).
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Table 6. A comparison of CBCL scores for the clinical and control groups

Control

Gp.
M(+SD)

Clinical

Gp.
M(+SD)

F(df) P Partial
Eta

Squared

CBCL
Total

18.91

(17.89)
77.31

(35.62)
86.17

(1,145)
<.0005 .53

CBCL

Internalising
4.04

(4.79)
17.58

(11.17)
51.39

(1,145)
<.0005 .40

CBCL

Externalising
6.48

(6.69)
27.85

(14.48)
73.29

(1,145)
<.0005 .49

CBC1
Social Prob.

1.33

(1.70)
6.27

(3.03)
80.98

(1,145)
<.0005 .52

CBCL

ThoughtProb
.43

(1.17)
3.54

(3.01)
38.42

(1,145)
<.0005 .33

CBCL
Att. Prob.

2.54

(2.98)
10.73

(4.47)
88.78

(1,145)
<.0005 .54

CBC1
Other Prob.

4.09

(3.97)
14.59

(8.58)
50.39

(1,145)
<.0005 .40

CBCL
Act. Comp

5.33

(2.01)
4.05

(2.01)
8.12

(1,145)
<.0005 .08

CBCL
Social Comp.

6.96

(2.06)
4.78

(2.22)
19.24

(1,145)
<.0005 .20

** significant at p< 0.01 * significant at p< 0.05

Legend : Social Prob-Social Problems, Thought Prob-Thought Problems, Att Prob-
Attention Problems, Other Prob-Other Problems, Act Comp-Activity Competence,
Social Comp-Social Competence

An inspection of the mean scores indicates that the clinical group has significantly

higher scores than the control group on all dimensions of the CBCL and that all of the
scores for the clinical group fell well within the clinical diagnostic category of the
CBC1. While this is to be expected given that all of the children were attending
services because of behavioural or psychological problems it does provide

independent confirmation of this group's status. The results are presented in graphic
form in Figure A.

64



tot int ext sp tp ap op

Figure A : Mean scores for control and clinical groups on dimensions of CBCL

4.4 Group Comparisons on CSPS and SDQI-IA Self- Concept

Measures.

A one-way between groups multivariate analysis of variance was conducted to

investigate the effect of group membership (i.e. clinical or control) on self-

concept.

Age was entered as a covariate.

The dependent variables consisted of:

1. CSPS Total Positive Constructs attributed to self (CSPS Pos)

2. CSPS Total Negative Constructs attributed to self (CSPS Neg)
3. SDQI-IA Physical Ability (P Ab)
4. SDQI-IA Physical Appearance (PAp)
5. SDQI-IA Peer (Peer)

6. SDQI-IA Parents (Par)
7. SDQI-IA Maths (Math)
8. SDQI-IA Reading (Read)

9. SDQI-IA School (Sch)
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10. SDQI-IA General

11. SDQI Academic
12. SDQI Non Academic

13. SDQI Total

(Gen)

(Acad)

(N Aca)

(Tot)

The independent variable was group (i.e. control or clinical).

A significant difference was found between the control and clinical groups on

the combined dependent variables:

Control Gp F (8,238) = 7.11, p < .0005 ( Pillai's Trace =19)
Control Gp 2 F (6,141) = 4.05, p = .001 ( Pillai's Trace = .14)

When the contribution to the results of the dependent variables was considered

separately, it was found that the clinical group viewed themselves more

negatively overall (Table 7).

An inspection of the mean scores indicates that the clinical group viewed
themselves more negatively on all the self concept measures with these
differences reaching statistical significance on all the SDQ-IA individual and
total scores, the effect size being large to moderate.

These findings of significant group differences are strongly supportive of the

hypothesis that children presenting with behavioural and psychological
difficulties perceive themselves more negatively than control children.

These differences also offer further support for the criterion validity of the
measures and thus for the hypothesis that children under 8 years do have self-

concepts which can be measured accurately in that self-perception varied in the

expected direction with regard to determinants such as age and group

membership.
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Table 7. A comparison of the clinical and control groups scores on the
various self-concept dimensions

Control

Gp.
M(+SD)

Clinical

Gp
M(+SD)

F(df) P Partial Eta

Squared

CSPS
Positive

5.78

(2.08)
5.70

(2.23)
.363

(1,245)
.54 .03

CSPS

Negative
2.61

(1.76)
3.25

(3.31)
3.024

(2,245)
.08 .02

SDQI-IA
Physical
Ability

35.54

(4.48)
32.53

(6.55)
10.19

(1,245)
.002 .08

SDQI-IA
Physical
Appearance

32.18

(7.43)
28.37

(10.34)
4.43

(1,245)
.036 .07

SDQI-IA
Peer

38.84

(4.98)
29.53

(9.09)
24.16

(1,245)
.005 .13

SDQI-IA
Parents

35.42

(4.41)
32.90

(7.16)
4.81

(1,146)
.009 .04

SDQI-IA
Maths

34.70

(5.40)
29.38

(10.95)
9.35

(1,146)
<.0005 .10

SDQI-IA
Reading

35.62

(4.46)
29.50

(10.17)
12.58

(1,146)
<.0005 .13

SDQI-IA
School

34.46

(5.66)
27.50

(9.81)
31.69

(1,146)
<.0005 .20

SDQI-IA
General

35.02

(4.11)
30.03

(7.85)
28.54

(1,245)
<.0005 .17

SDQI-IA
Academic

34.58

(4.73)
28.71

(9.42)
14.58

(1,146)
<.0005 .15

SDQI-IA
Non

Academic

34.13

(4.09)
30.69

(6.94)
11.11

(1,146)
<.0005 .12

SDQI-IA
Total

34.32

(3.97)
29.62

(7.43)
16.16

(1,146)
<.0005 .17

** significant at p<0.01 * significant at p<0.05
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4.5 Age and Group Comparisons:

Given the earlier finding that self-concept becomes more negative as age

increases, a further analysis was conducted to look at the impact of age on the

group results. The samples were split into groups according to age (i.e. 5, 6, 7
and 8 year olds) and independent samples t-tests were conducted to compare

scores for the different age groups in the clinical and control samples. Table 8

presents the results for the dimensions on which significant differences were

found for each age group.

Table 8. A comparison of clinical and control group scores according to age.

AGE
5 Yrs 6 Yrs 7 Yrs 8Yrs

Self-

Concept
Measures

Ctl
m

(sd)

Clin
m

(sd)

t

(df)
P Ctl

m

(sd)

Clin
in

(sd)

t

(df)
P Ctl

ni

(sd)

Clin
in

(sd)

t

(df>
P Ctl

in

(sd)

Clin
in

(sd)

t

(dl)
P

CSPS
Pos.
CSPS

Neg.
2.33
1.30

4.35
2.54

2.5

(27)
.01

SDQI-IA
Physical
Ability

34.4
4.14

29.7
6.38

2.37

(27)
.02

SDQI-IA
Peer

34.1
9.45

29.8
5.29

2.05

(83)
.05 33.9

3.55
26.7
8.67

3.08

(27)
.005

SDQI-IA
Maths

32.6
7.10

38.2
1.89

2.06

(23)
.05 35.1

4.85
29.6
8.38

2.4

(48)
.02 34.3

4.54
29.9
10.4

2.9

(27)
.009

SDQI-IA
Reading

36.6
3.74

27.7
11.1

2.9

(43)
.005 35.5

4.23
31.1
9.55

2.0

(48)
.05 35.8

2.12
27.0
10.4

3.3

(27)
.003

SDQI-IA
School

33.5
5.89

27.2
8.57

2.05

(83)
.004 31.1

7.60
22.29
9.29

2.72

(27)
.01

SDQI-IA
General

34.3
4.06

29.0
7.24

3.24

(83)
.003 32.8

2.51
27.2
8.17

2.26

(27)
.03

SDQI-IA
Academic

35.8
4.15

28.9
11.1

2.2

(43)
.04 34.7

4.16
29.2
8.19

2.8

(48)
.008 33.7

3.42
24.7
9.61

3.5

(27)
.002

SDQI-IA
N. Acad.

33.2
3.33

27.5
6.83

2.6

(27)
.013

SDQI-IA
Total

35.4
3.56

29.9
8.38

2.3

(43)
.02 34.0

3.50
30.2
6.63

2.4

(48)
.02 33.4

3.09
26.1
7.37

3.6

(27)
.001

** Significant at p <0.01 * Significant at p<0.05
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Legend: CSPS= CSPS Pos-CSPS Positive, CSPS Neg-CSPS Negative.

SDQI-IA = SDQ N. Acad-SDQ Non Academic

While the overall trend was for the clinical sample to have more negative self-

concept scores for all age groups, it is very apparent that the group differences
are much smaller for the 5 year old group than for the 8 year old children where
the differences reach statistical significance on most dimensions of the CSPS
and the SDQ-IA. These results are supportive of previous findings regarding the

relationship between increasing age and better reliability and validity of self-

concept report in children.

In summary, these results offer support for Hypothesis 1, i.e., there is a concept

of self that can be accurately measured in children under 8 years by the findings
that children gave consistent judgements of self across measures and time and
that these varied in the predicted direction according to level of

psychopathology and age (criterion validity). Hypothesis 2 was also supported

by the finding that children presenting with emotional and behavioural problems
had significantly more negative self-concepts, on a number of dimensions, than
a normative group ofpeers.

5 What predicts self-concept in young children presenting
with psychological difficulties?

The results of the group comparisons in the previous section indicate that, in

general, having psychological/behavioural problems clearly accounts for a

significant amount of the variance in self-perception, particularly for the slightly
older children, i.e. 7 and 8 year olds. To examine which specific variables were

most predictive of self-concept in the clinical group, stepwise regressions were

conducted to determine which predictor variables explained the most variance in

self-concept. Preliminary assumption testing was conducted for all the analyses
to check for normality, linearity, univariate and multivariate outliers,

homogeneity of variance, covariance and multicollinearity.
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The dependent variables were:
1. CSPS total positive constructs attributed to self (CSPS Pos)
2. CSPS total negative constructs attributed to self (CSPS Neg)
3. SDQI-IA Physical Ability (SDQ PAb)
4. SDQI-IA Physical Appearance (SDQ PApp)
5. SDQI-IA Peer (SDQ Peer)
6. SDQI-IA Parents (SDQ Par)
7. SDQI-IA Maths (SDQ Math)
8. SDQI-IA Reading (SDQ Read)
9. SDQI-IA School (SDQ Sch)
10. SDQI-IA General (SDQ Gen)

11. SDQI-IA Academic (SDQ Aca)
12. SDQI-IA Non Academic (SDQ NAc)
13. SDQI-IA Total (SDQ Tot)

Thirteen stepwise regressions were conducted and the same predictor variables were

entered in the equation initially. Using a threshold of p<0.05 for initial inclusion of
variables and p>0.01 for subsequent removal of variables the models were built

accordingly. The beta values reported are the standardised regression coefficients
from the final model in each case. Regression tables are presented in Appendix I

Thepredictor variables were:

1. Gender (Gender)
2. Age in Months (Age)
3. CBCL Externalising Behaviour (Ex)
4. CBCL Internalising Behaviour (Int)
5. CBCL Thought Problems (TP)

6. CBCL Social Problems (SP)

7. CBCL Attention Problems (AttP)

8. CBCL Other Problems (OP)
9. CBCL Social Competence (SC)

10. CBCL Activity Competence (AC)
11. CBCL Academic Competence (ACA C)
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12. Parent-Child Interaction

13. Family Together
14. Diagnosis
15. Medication

(PC)

(FT)

(Diag)

(Med)

5.1 Variables predicting total positive constructs attributed to self:
A stepwise regression was conducted to identify the factors that contribute to the
variance in CSPS total positive self-concept. Age and social problems made a

unique and statistically significant contribution to the prediction of total positive

self-concept with the model explaining 20% of the variance (F (2,49)=7.632,

p=.001, Adjusted R Square = .206). Of the two variables, age makes the largest

unique contribution to the prediction of positive self-concept (beta=-.34,

p=.011) with increasing age being predictive of more negative self-concept.
Social problems also make a statistically significant contribution, (beta = -.31, p

=.016) with higher levels of estimated problems being predictive of less positive

self-concept.

5.2 Variables predicting total negative constructs attributed to the self
A stepwise regression was conducted to identify the factors that contributed to

the number of negative constructs that participants attributed to self. Social

problems explained 37% of the variance in negative self-concept (F (1,

50)=31.29, p<.0005, Adjusted R square =.37). Social problems made a unique
and statistically significant contribution to the prediction of negative self-

concept (beta =.62, p<.0005) with higher levels of estimated problems being

predictive of less positive self-concept.

5.3 Variables predicting Physical Ability Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in self-perception of Physical Ability. Social problems explained 25%
of the variance in self-concept of physical ability (F (1, 50)=18.28, p<.0005,

Adjusted R Square = .253). Social problems made a unique and statistically

significant contribution to the prediction of physical ability self-concept (beta =

.51, p<0005) with higher levels of estimated problems being predictive of less

positive self-concept.
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5.4 Variables predicting Physical Appearance Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in self-perception of Physical Appearance. Attention problems

explained 11% of the variance in self-concept of physical appearance (F (1,

50)=7.893, p=007, Adjusted R Square = .119). Attention problems made a

unique and statistically significant contribution to the prediction of physical

appearance self-concept (beta = -.36, p=.007) with higher levels of estimated

problems being predictive of less positive self-concept.

5.5 Variables predicting Peer Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in peer self-concept contribution to the prediction of peer self-concept
with the model explaining 18% of the variance (F (2, 49)=7.524, p=.001,

Adjusted R Square = .18). Of the two variables, social problems makes the

largest unique contribution to the prediction of peer self-concept (beta = -.328,

p=.013). Diagnosis also make a statistically significant contribution, (beta = -

.304, p=.02) so that having a diagnosis is predictive of less positive peer self-

concept.

5.6 Variables predicting Parent Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in Parent Self-Concept. Thought problems explained 11% of the
variance in Parent self-concept (F (1, 50)=7.321, p=.009, Adjusted R Square =

.11). Thought problems made a unique and statistically significant contribution
to the prediction of parent self-concept (beta = -.35, p=.009) with higher levels
of estimated problems being predictive of less positive self-concept.

5.7 Variables predicting Maths Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in maths self-concept. Academic Competence and gender made a

unique and statistically significant contribution to the prediction of maths self-

concept with the model explaining 20% of the variance (F (2, 49)=7.511,

p=.001, Adjusted R Square = .20). Of the two variables, academic competence

makes the largest unique contribution to the prediction of maths self-concept
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(beta = .53, p<.0005) while gender also make a statistically significant

contribution, (beta = -.30, p=.035) with boys displaying a more positive maths

self-concept.

5.8 Variables predicting Reading Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in Reading Self-Concept. Academic competence explains 10% of the
variance in Reading self-concept (F (1, 50)=7.065, p=.011, Adjusted R Square =

.106). Academic Competence made a unique and statistically significant
contribution to the prediction of reading self-concept (beta = -.35, p=.011) with

higher levels of academic competence being predictive ofmore positive reading

self-concept.

5.9 Variables predicting School Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in School Self-Concept. Academic competence explained 8% of the
variance in School self-concept (F (1, 50)=5.405, p=.024, Adjusted R Square =

.08). Academic competence made a unique and statistically significant
contribution to the prediction of school self-concept (beta =-.31, p=.024) with

higher levels of academic competence being predictive of more positive school

self-concept.

5.10 Variables predicting General Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in General Self-Concept. Attention problems explained 23% of the
variance in General self-concept (F (1, 50)=16.27, p<.0005, Adjusted R Square
= .23). Attention problems made a unique and statistically significant
contribution to the prediction of general self-concept (beta = -.496, p<.0005)
with higher levels of attention problems being predictive of less positive general

self-concept.

5.11 Variables predicting total Academic Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in Academic Self-Concept. Academic competence explains 13% of the
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variance in total academic self-concept (F (1, 50)=8.923, p=.004, Adjusted R

Square = .134). Academic competence made a unique and statistically

significant contribution to the prediction of academic self-concept (beta =-.389,

p=.004) with higher levels of academic competence being predictive of more

positive academic self-concept.

5.12 Variables predicting total Non Academic Self-Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in Non Academic Self-Concept. Attention problems and Diagnosis
made a unique and statistically significant contribution to the prediction of non-
academic self-concept with the model explaining 24% of the variance (F (2,

49)=10.12, p<.0005, Adjusted R Square = .248). Of the two variables, attention

problems makes the largest unique contribution to the prediction of non

academic self-concept (beta = -.402, p=.002) with higher levels of problems

being predictive of less positive self-concept. Diagnosis also make a

statistically significant contribution, (beta = -.304, p=.016) with having a

diagnosis being predictive ofmore negative self-concept.

5.13 Variables predicting Total Self Concept
A stepwise regression was conducted to identify the factors that contribute to the
variance in Total Self-Concept. Academic competence explains 14% of the
variance in total self-concept (F (1, 50)=9.807, p=.003, Adjusted R Square =

.147). Academic competence made a unique and statistically significant
contribution to the prediction of total self-concept (beta = .405, p=.003) with

higher levels of academic competence being predictive of more positive total

self-concept.

The results (summarised in Table 9) are supportive of a multidimensional model
of self-concept, with various aspects of self-perception being subject to different
influences. There do however appear to be a number of variables which are

particularly pertinent with regard to self -concept. In this clinical group, social
and attention and thought problems as well as having a diagnosis seem to be

important in terms of predicting less positive non academic and general self-

concept dimensions. This is not surprising and there is a wealth of research
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outlining the many negative behavioural, psychological and cognitive correlates
of attention and interpersonal difficulties in children (Hay, Payne and Chadwick,

2004; Ladd and Troop-Gordon, 2003). It is also to be expected, as the results

show, that academic competence as evaluated by parents would be a strong

predictor of academic dimensions of self-concept in their children (Chapman
and Tunmer, 1995, 1997; Yeung and Lee, 1999). The strongest predictor of
total self-concept on the SDQ was academic competence which is somewhat

unexpected but may be largely due to the academic weighting of the scales

making up the total scores. Given that there are clear differences in the
variables most strongly associated with academic and non academic dimensions
of self-concept, this may lend weight to the argument for assessing these two

areas separately.
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Table 9. Summary of significant associations between Predictor and
Criterion variables

Criterion
Variables

Predictor Variables
Child Behaviour Checklist (CBCL) P-CDI Psychosocial

Gend Age Ext Int TP S.P AP OP sc AC P.
C
Int.

Fam.

Tog.
Diag Med

CSPS. Pos.
** **

CSPS.Neg.
**

SDQ-IA
Physical
Ab

**

SDQ-IA
Physical
Ap

**

SDQ-IA
Peer ** *

SDQ-IA
Parents **

SDQ-IA
Maths * **

SDQ-IA
Reading **

SDQ-IA
School *

SDQ-IA
General **

SDQ-IA
Academic **

SDQ-IA
Non Acad ** **

SDQ-IA
Total

**

** Significant at p<0.01 * Significant at p<0.05

Legend : Criterion Variables = CSPS Pos-CSPS total positive; CSPS Neg-CSPS total
negative; SDQ Physical Ab- Physical Ability; SDQ Physical Ap- Physical
Appearance; SDQ Non Acad-Non-Academic.

Predictor Variables = Gend-Gender; Ext-Externalising behaviours; Int-Internalising
behaviours; TP-Thought Problems; SP- Social Problems; AP- Attention Problems;
OP-Other Problems; SC-Social Competence; AC-Activity Competence; PC Int-
Parent-Child Interaction; Fam Tog- Family Together; Diag-Diagnosis; Med-
Medication
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Discussion

The current study found support for the long-standing and widely held view that
children who display behavioural and psychological problems evaluate themselves
more negatively on self-concept dimensions (Barry, Frick and Killian, 2003; Chansky
and Kendall, 1997; Harter, 1990, 1999; Laurent and Stark, 1993; Lochman and

Lampron, 1986; Schneider and Leitenberg, 1989; Treadwell and Kendall, 1996;
Trzesniewski et al, Study 2, 2002). The study also found evidence for an established

self-concept that can be measured accurately, using self-report, in children under eight

years of age (Marsh, Craven, and Debus, 1991, 1998; Marsh, Ellis and Craven, 2002;

Marsh, Debus and Bornholt, in press).

Neither externalising nor internalising behaviours were found to be directly associated
with self-concept, however a number of other hypothesised variables were found to

predict non-academic dimensions of self-perception. These included social, attention
and thought problems, diagnosis and age. Academic competence was most strongly
associated with academic self-concept. No significant relationship was found
between domains of self-concept and parent/child relationship.

The results will be discussed under the various conceptual headings and in the context
of the relevant literature base.

Evidence supporting the proposition that young children

have self-referent concepts that can be accessed through self-

report:

The study found support for the hypothesis that children under eight years do have

self-concepts which can be measured accurately using self-report (Marsh et al., 1991,

1998; Marsh et al., in press) and that they are capable of engaging in self evaluative

processes at a younger age than previously assumed (Fantuzzo et al., 1996; Harter,

1984). Furthermore, and consistent with other studies, self report becomes more

reliable with age (Eccles et al., 1993; Harter and Pike, 1984; Marsh et al., in press).
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Support for Hypothesis 1 is based on a number of findings related to participant

responses across both measures and interpreted with regard to construct validity,
criterion validity and reliability. These will be discussed in turn.

i) Consistency in self-concepts across measures (Construct Validity):

Participant responses on the CSPS and the SDQI-IA were compared to test whether
children evaluated themselves similarly on corresponding domains across measures as

this would provide strong support for the view that the children had developed clearly
defined self-perceptions. Given the strong psychometric properties of the SDQI-IA,
the construct validity of the measures was assessed through comparing the individual
and total (index) scores of the CSPS with the individual and total SDQI-IA scales.

It is worth noting that total CSPS scores (i.e., total negative and positive) can be
viewed as index scores reflecting the child's overall positive or negative feelings
about the self and thus approximating global self-concept. SDQI-IA total scores do
not represent global self-concept but rather are composite scores reflecting overall
academic self-concept, non-academic self-concept and total score which is an

amalgamation of these. General self-concept on the SDQI-IA scale is viewed by
Marsh et al., (1991, 1998) as being akin to general self-esteem. The two self-concept
measures do not assess exactly the same self-concept constructs, however, one would

expect that if total positive CSPS score is an index of positive self-concept then
children with higher total positive CSPS scores would also score significantly higher
on SDQI-IA total and individual dimensions and this is generally the case.

As noted in the results section, children who gave themselves more positive attributes
on the CSPS dimensions also scored significantly higher on the SDQI-IA on most of
the predicted areas. For example, children with higher total positive scores on the
CSPS also had significantly more positive scores on SDQI-IA total, total non-

academic, physical ability, physical appearance, peer, reading, and general self-

concepts. Total negative score on the CSPS does not correlate with as many

dimensions of the SDQI-IA as would be expected. Those that do exist however are in

expected areas and in the right direction. For example, total negative CSPS score
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correlates negatively with SDQI-IA physical ability, peer and general self-concepts.
A number of these variables have been cited as being important determinants of

global self-concept. In particular peer relations (Ladd and Troop-Gordon, 2003),

physical appearance (Granlese and Joseph, 1993; Harter, 1999) and general self-
esteem (Harter, 1999; Treuting and Hinshaw, 2001) have been found to be related to

global self-perception.

It is interesting to note that the only academic self-concept dimension that correlates
with total positive CSPS score is reading. This is not unexpected given the link
between reading difficulties, disruptive behaviour, peer problems and negative self-

perception (Maughan, Rowe, Loeber and Stouhamar-Loeber, 2003). Otherwise
neither of the CSPS index scores correlates with SDQI-IA academic self-concepts.

Again this finding is not surprising since many studies have found that there is only a

weak link between global self-concept and educational attainment (Hansford and

Hattie, 1982; Hoge, Smit and Crist, 1995) and academic self-concept may be more

related to other factors such as academic attainment, self-esteem or mood (Maughan
et al., 2003).

An even more powerful indicator of a defined multidimensional self-concept is found
when one examines the relationship between individual CSPS and SDQI-IA scales
where significant correlations were found between a number of the expected domains
on the two scales. Some examples are a) CSPS body image and SDQI-IA physical

ability, b) CSPS sociability and SDQI-IA peer and general self-concept, c) CSPS self-

image and SDQI-IA physical appearance and general self-concept, d) CSPS self-
esteem and SDQI-IA physical appearance and general self-concept, e) CSPS
academic and SDQI-IA general and mood and f) CSPS activity competence and

SDQI-IA physical ability.

From another perspective, it can be seen that for example SDQI-IA general self-

concept which is akin to self-esteem (Marsh et ah, 1991, 1998) is associated with a

number of CSPS dimensions such as sociability, self-image, mood, self-esteem and
academic all of which have been linked to self-esteem in the literature (Treuting and

Hinshaw, 2001; Harter, 1999).
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Overall, while the two self-concept measures do not target all of the same self-concept

domains, they do assess a number of similar dimensions. Significant positive
correlations between a number of scales aimed at measuring similar domains offers

support for the construct validity of the measures. The fact that similar self-

perceptions are espoused by children across different measures offers strong support

for the proposition that young children do have defined self-concepts which can be
accessed using self-report.

ii) Expected variation in self-concept judgements with external

determinants (Criterion Validity):

Further evidence to support the hypothesis that young children have established self-

concepts which can be measured accurately was found through exploring the criterion

validity of the measures. Specifically, this was investigated through exploring
whether and how self-perception varied as a function of age and group membership
since certain patterns could be anticipated based on research with older children.

Firstly with regard to age effects on self-concept, the literature points to a very clear

pattern in research with older children in that self-perceptions of competence in
individual domains and general self-concept declines with age from around the ages

of 7 or 8 years and then increases or stabilises during adolescence (Eccles et al., 1993;

Marsh, 1989; Marsh et al., in press). The literature suggests that this decline can be
attributed to the fact that 8-9 years of age marks a critical transitional period in the

development of children's abilities to make more differentiated judgements about
self-attributes and to make valid distinctions between actual and ideal selves (Cole,

Maxwell, Martin, Peeke, Seroczynski, Tram, et al., 2001; Katz and Zigler, 1967;

Stipek, 1984). The findings of the current study are consistent with previous research
in that there was an overall trend for self-concept to decline with age. This was

particularly evident between 5 and 8 years of age where the difference reached
statistical significance on total CSPS positive, total CSPS negative and SDQI-IA

maths, school, general and total scores.

The analysis also revealed that the clinical group perceived themselves more

negatively on all constructs in both measures and this difference reached statistical
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significance on all the SDQI-IA scales. While a number of studies have found that

children with externalising behavioural problems and particularly aggression display
more positive self-concept (Boivin et ah,1989; Edens et al.,1999, Hughes et ah, 2001;

Patterson, Kupersmidt and Griesler, 1990; Rubin, Chen and Hymel, 1993), the current

study supports the findings ofmany other studies that children displaying these types

of problems perceive themselves more negatively (Barry et ah, 2003; Chansky and

Kendall, 1997; Harter 1990, 1999; Laurent and Stark, 1993; Lochman and Lampron,

1986; Schneider and Leitenberg, 1989; Treadwell and Kendall, 1996; Trzesniewski et

ah, Study 2, 2002).

When the group differences are analysed by age, there was again a very clear pattern
evident with minimal differences between the clinical and control groups at age 5 and

significant differences on almost all of the constructs at age 8. These findings are

again consistent with the existing literature and research (Stipek, 1984) added to by a

lack of ability to use social comparison (Harter, 1999; Stipek and Maclver, 1989) and
limited opportunity for comparison (Wigfield et ah, 1997).

Overall, the results offer strong support for the criterion validity of the measures and
the hypothesis that self-concept is established and can be measured validly in children
under 8 years.

iii) Stability of self-concepts across time (test-retest reliability);

Additional evidence to support Hypothesis 1 was gained by exploring the consistency
of self-perception evaluations across time. In doing so, the current study provided
further support for the reliability of the SDQ-IA in that test-retest reliability for an

Irish/British sample of 5-8 year old children ranged from .61 for physical ability to .94
for maths self-concept. For the CSPS, test-retest was at an acceptable level when 5

year old children were excluded. Reliability coefficients were .60 for total positive
score and .61 for total negative score.

These results suggest that the SDQI-IA is a more reliable procedure for assessing self-

concept in 5 year old children and this may reflect the different methods employed by
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the two test procedures. This highlights the importance of giving due consideration to

factors that may improve reliability when assessing younger children but not slightly
older children. For example, Davis-Kean and Sandler (2001) in their meta-analysis of

self-concept measures for young children found that improved performance on

questionnaires over procedures which used parallel pictorial and question formats was

substantially stronger for younger (i.e., 4-5 year old children) than for older children

(i.e., 6-7 year old children).

iv) Consistency of self-concept judgements within scales

(internal reliability)

Previous research has found good internal consistency for the SDQ-IA. The present

study found mixed support for the internal reliability of the CSPS which was assessed
in two ways.

The first method examined the number of semantically opposed statements that were

given to the same "person". The occurrence of this was found to be at an acceptable
level (i.e., less than 3) thereby supporting the internal consistency of the CSPS

(Dalton. 2003).

Secondly, Cronbach's alpha coefficient was calculated for the CSPS. This was found
to be .51 which is obviously not acceptable. The CSPS is an experimental measure,

however, and given that a number of other strengths were found with this test, it

certainly seems worthy of further development. Since reliability has been found to

increase with number of items (Davis-Kean and Sandler, 2001) it may be that the
number of items for each construct needs to be increased. At present the CSPS has
two items for each construct while the SDQI-IA used eight items. Subjective

impressions were that this could be done without concern about fatigue since all of the
children engaged readily with the game type format of the CSPS and wanted to repeat

it when we had finished. It may also be that the CSPS is measuring a number of
different constructs however and needs to be subjected to further factorial analysis as

part of its ongoing development.
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In summary, the results are supportive of the hypothesis that children under 8 years of

age do have an established and defined self-concept that can be accurately measured

using self-report. The results also replicate previous findings that have shown a

pattern of increasing reliability and less positive self-concept with age. The current

study provides further confirmation of the reliability and validity of the SDQI-IA and
offers support for the construct and criterion validity of the CSPS and test-retest

reliability of the CSPS for children older than 5 years of age.

The lack of significant differences between the 5 year old children in the two groups

does call into question whether self-perception can be validly assessed through self-

report at this age (Fantuzzo et al., 1996; Harter and Pike, 1984) and whether the I-self
is sufficiently cognitively developed to evaluate the me-self (James, 1890). It may
also be however that the results do reflect accurately the idealised view that children
have of themselves at this age and that despite showing behavioural and psychological

difficulties, they continue to view themselves positively due to limitations in cognitive

capacity and the ability to make social comparisons or distinctions between actual and
ideal achievements (Harter, 1999). This view is supported by research that has shown
that school helps define for children what they are not good at (Eccles et al., 1993).

With regard to self-report measures for young children, the strong psychometric

properties of the SDQI-IA would suggest that the type of measure used is of the
utmost importance when assessing young children since the SDQI-IA conforms to

most of Davis-Kean and Sandler's (2001) recommendations for self-concept
instruments for young children with regard to length, format and type of question
used. Attention to these properties should be given priority when designing measures

of self-perception given that previous studies which have concluded that it is not

possible to accurately assess dimensions of self-concept in children under 8 may have
been using inappropriate instruments (Marsh et al., in press).
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Is there evidence for a more negative self-concept in children

presenting with early signs of psvchopathology than in a

normative group of peers?

The present study found support for the hypothesis that children presenting with
behavioural and psychological problems perceive themselves more negatively than a

group of peers without such difficulties.

Before considering the implications of these findings, it is important to review the

make-up of the clinical group. Thirty seven percent of the children had a diagnosis,
the majority ofwhich related to children with a diagnosis of ADHD (22%) while the
rest mainly consisted of children who had been diagnosed with Asperger's syndrome

(12%). One child had a diagnosis of epilepsy and one of dypraxia. The remaining
children in the group (63%) also presented with severe behavioural and psychological
difficulties but did not have a specific diagnosis which is more usual in child

psychology services (Jensen and Hoagwood, 1997). The CBCL confirmed that the
clinical group differed significantly from the control group on all aspects of the scale
and that the clinical group fell well within the clinical range of the CBCL on all
dimensions. All of the effect sizes were large i.e. greater than .19 (Cohen, 1998),

apart from activity competence which was moderate indicating that the clinical group
demonstrated very significant levels of behavioural and psychological difficulties.

Furthermore, scores on the CBCL indicated that the children with and without a

diagnosis, in the clinical group, differed significantly on only a few dimensions of the
CBCL (see Appendix J) Children with a diagnosis had significantly higher scores on

thought problems which may be explained by the fact that 12% of the clinical sample
had a diagnosis of Asperger's syndrome and a number of the items on the thought

problems scale could be regarded as being consistent with some of the symptoms of

Asperger's disorder (e.g., repetitive acts). Children with a diagnosis were also

perceived as significantly less competent with regard to activity and school

competence. Again, this could be anticipated given that children with both ADHD,
and to a lesser degree Asperger's syndrome, demonstrate a range of attention and

84



specific learning difficulties (Hay et al., 2004; Rogers, Hepburn, Stackhouse and

Wehner, 2003). Overall, however, having or not having a diagnosis did not impact

significantly on severity of behavioural or psychological symptoms in the clinical

group and so group differences cannot be attributed to this dimension.

The clinical group displayed more negative self-concept on all of the self-concept
dimensions on both measures. This difference reached statistical significance on all
domains of the SDQI-IA and effect sizes were moderate to large (Cohen, 1998). As

already stated, while these findings are consistent with results from a number of
studies with older children, (Barry et al., 2003; Chansky and Kendall, 1997; Ginsburg,
La Greca and Silverman, 1998; Harter 1990, 1991; Laurent and Stark, 1993; Lochman

and Lampron, 1986; Schneider and Leitenberg,1989; Treadwell and Kendall, 1996;
Trzesniewski et al., Study 2, 2002) they are in contrast to a number of studies which
have linked externalising behaviours particularly to over inflated self-concept

(Barnett, Vondra and Shonk, 1996; Baumeister et al., 1996; Boivin et al., 1989; Edens
et al., 2001; Heatherton and Vohs, 2000; Hughes et al., 1997; Papps and O Carroll,

1998).

There are a number ofpoints which may be relevant to the current findings:

Firstly, there is an age effect with regard to the group differences in that 5 year old
children differed significantly on only one self-concept domain and this was in the

opposite direction to what was expected in that the clinical group rated themselves as

having more positive maths self-concept. This result is consistent with the well
documented trend of overly positive self-perceptions in younger children. As already
stated young children do not appear to differentiate between pretensions and
achievements (James 1890) a distinction that evolves with cognitive and other

developmental changes (Harter, 1999; Katz and Zigler, 1967; Stipek, 1984).

In addition, it has been hypothesised that inflated self-perceptions may serve a self-

protective role for young children. This is supported by research that has found

unrealistically high self-perceptions among avoidantly attached 6 year old children

(Cassidy, 1988), children entering psychiatric treatment, (Zimet and Farley, 1986),
and young children with behavioural problems (Garrison, Earls and Leindlon, 1983).
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7 and 8 year old children on the other hand appear to be perceiving themselves more

negatively on most dimensions.

A number of factors may be relevant to this finding:

Firstly, children undergo noteworthy social and cognitive changes between the ages of
5 and 8. For all children, school entry brings competence related feedback,
evaluations become more performance based and children's performance and
behaviours are judged more by comparison to peers than to their previous

performance level (Eccles et al, 1984; Frey & Rubel, 1990; Rubel & Frey, 1991).

Cognitive changes complement this process (Markus & Wurf, 1987) and children's

capacity and motivation for using more objective criteria and making inter-individual

comparisons for self-evaluation also increases (Harter, 1998; Stipek & Maclver,

1989). Children are also faced with the challenge of being accepted into a new peer

group (Ladd, 1990; Rice and O' Brien, 1990) to behave in ways that are deemed

appropriate and to develop relationships with teachers and peers. The result of this is
that with increasing age, all children will become more aware of their strengths and
weaknesses or from William James perspective they will become more aware of

discrepancies between the actual and ideal self (James, 1890).

For the clinical group of children who are demonstrating quite severe behavioural and
emotional problems, it could be hypothesised that they would receive more negative
and critical feedback both from peers and teachers as well as from parents which
would reinforce their negative self-view and beliefs that they were not measuring up

to standard either academically or socially. This hypothesis is partially supported by

parental ratings which indicate that the children are perceived as having significant

interpersonal problems, a factor which is likely to impact negatively on self-concept
for some children (Edens et al., 1999; Ladd & Troop-Gordon, 2003).

Secondly, most of the research exploring links between self-concept and behavioural

problems has focused on older children. It may be that children at this stage are in a

transitional phase and that, due to the cognitive and social changes they are

experiencing, they are no longer able to use the self-protective strategies, such as over

inflated self-perceptions, that younger children do. On the other hand, they have not
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yet become adept at implementing the various self-enhancing strategies that older
children and adolescents use (Harter, 1998) or discount feedback that challenges their
self view or contingencies of self-worth in which they are not succeeding (Crocker &

Wolfe, 2001). Children at this stage may therefore be well aware of their failures and
have not yet developed self-protective defences to protect from this reality. This view
receives some support from the literature and from a longitudinal study which
indicates that in all children self- concept declines with age and in general gradually
recovers and reaches a plateau in adolescence (Cole et al., 2001).

Thirdly, the clinical group may be different from other populations of children,

displaying behavioural problems, who have been found to have a more positive self-

concept. Specifically, the CBCL indicates that the clinical group display a very high
level of both internalising and externalising difficulties as rated by parents. There is
evidence that children and adults presenting with aggressive behaviour that is

accompanied by significant internalising symptoms such as depression or anxiety will
have a more negative self-perception (Crocker & Wolfe, 2001). This trend is also
found in the literature relating to children with ADHD (who make up 22% of this

sample) where it has been found that aggressive boys with ADHD reported more

symptoms of depression than did non-aggressive boys with ADHD and showed more

negative self- perceptions (Treuting and Hinshaw, 2001) and boys with ADHD who
showed aggressive behaviour and depression had more negative self- concepts (Hoza
et al., 2002). Bussing, Zima and Perwien (2000) also found strong evidence that

internalising problems either alone or in combination with externalising problems was

predictive of significantly more negative self perception than ADHD with

externalising problems only or ADHD alone.

Given the high level of co-morbidity of internalising and externalising behaviours, it

may be that some children in the group are representative of children whose

problematic behaviour stems mainly from internalising problems which is associated
with more negative self-perceptions. For example, depression can in some cases

impair individual's concern about adverse consequences of their actions thereby

increasing their risk for certain forms of antisocial behaviour (Capaldi, 1991). Beyers
and Loeber (2003) also suggest that depression can interact with certain dispositions
such as impulsivity thus increasing the risk of conduct problems.
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Overall this research provides support for Hypothesis 2 which proposed that children
under 8 with behavioural and emotional problems have a more negative view of self
than a group of normative peers. These results support previous findings (e.g.,

Patterson, 1987; Weiss & Hechtman, 1993) and are in contrast to previous studies
with older children (e.g., Hoza et al., 1993) who found inflated self-concept in
children despite chronic social, behavioural and academic problems.

Correlates of Self-Concept in Children with Behavioural

and Psychological Problems:

i) Non-Academic Self-Concept:

Hypothesis 3 predicted that a positive self-concept on non academic and general
dimensions would be associated with higher levels of externalising behaviour and
related factors such as social and attention problems and a more negative score on the

parent/child interaction scale.

Hypothesis 4 stated that a negative self-concept on non academic and general
dimensions would be associated with higher levels of internalising behaviour and
related factors such as higher levels of thought problems, social problems and a more

negative score on the parent-child interaction scale.

The results indicate that neither externalising nor internalising behaviours are directly
associated with self-concept although a number of the other hypothesised variables
are significantly related to dimensions of self-concept. These results should be

interpreted in the context of a high degree of co-morbidity of externalising and

internalising behaviours thus making the differentiation of a group of children

presenting with purely or primarily internalising or externalising behaviours difficult.
Variables that were found to be significantly associated with dimensions of non-
academic self-concept included social problems, attention problems, thought

problems, diagnosis and age. Each of these will initially be considered separately.
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Probably the most significant determinant of negative self-perception on a number of
dimensions was parental ratings of the number of social problems that the child had.
This was assessed through the social problems scale of the CBCL and Frankel and

Myatt (1994) have demonstrated that this scale taps a dimension of social

competence. Many of the items on the scale relate to acceptance or rejection by peers

e.g., "being liked by other children", "getting along well with other children", "being
teased by other children" as well as items relating to maturity and dependency. The
results indicate that a higher degree of social problems make a significant contribution
to the prediction of negative self-concept on a number of dimensions i.e. CSPS total

positive, CSPS total negative, SDQI-IA physical ability and SDQI-IA peer self-

concepts.

Attention problems also make a significant contribution to predicting more negative

SDQI-IA physical appearance, SDQI-IA general self-concept, and SDQI-IA non-

academic total self-concept. Items on this scale relate primarily to impulsivity,

nervousness, immaturity, clumsiness and withdrawn behaviour.

Thought problems are significantly associated with negative parental self-concept.
The items on this scale relate to displaying strange behaviours, ideas and repetitive

acts, while having a diagnosis makes a significant contribution to predicting more

negative peer self-concept and total non academic self-concept.

Together these four variables explain a significant amount of the variance in non

academic and general dimensions of self-concept. These factors may act

independently on different dimensions of self-concept. For example it would seem

obvious that social problems would impact on the ability to form effective

relationships and thus impact negatively on peer self-concept and general self-

concept (Hay et al., 2004). In terms of contingencies of self-worth it could be

expected that peer relations would be a significant domain for children of this age.

Children at this stage are separating from parents and entering an environment where
there is an increasing emphasis on the formation of status hierarchies and peer

acceptance (Higgins and Parsons, 1983) and where there is a growing self-knowledge
and ability to engage in social comparison. The combination of changing contextual
factors and improved ability at self-appraisal may mean that relational stressors have a

89



particularly influential effect on children's perceived social and global self-concepts

(Berndt and Burgy, 1996).

Similarly, attention problems may place children at a disadvantage in terms of the
skills necessary to form effective peer and interpersonal relations e.g., impulse

control, emotion regulation, cooperation (Gettinger, 2003; Hay et al., 2004) and they

may receive more negative feedback from teachers and peers. Whilst speculative, it

may also be that children with attention problems are more likely to receive individual
attention from classroom assistants and while this intervention is obviously aimed at

assisting the child it may also increase the likelihood of the child feeling different and

stigmatised as seems to be the case for some children with learning disabilities who
attend ordinary schools (Albinger 1995; McLeskey, Hoppey, Williamson and Rentz,

2004; Reid and Button, 1995).

Diagnostic status could impact on self-concept in a similar way in that all of the
children who had diagnoses also had classroom assistants. Children with ADHD and

Asperger's syndrome also demonstrate a range of cognitive and social difficulties
which would place these children at a disadvantage in terms of the skills necessary to

form peer relations (Cadesky, Mota and Schachar, 2000; Charman, Swettenham,

Baron-Cohen, Cox, Baird and Drew, 1997; Rogers et al., 2003) and so may lead to

peer rejection and negative self-perceptions (Egan and Perry, 1998; Ladd and Troop-

Gordon, 2003). It may also be that children with a diagnosis present with more severe

difficulties although the group with and without a diagnosis were found to differ

significantly on only a few dimensions of the CBCL so this is unlikely to be a major

contributory factor.

A higher level of thought problems was associated with a more negative parent self-

concept. Some of these behaviours may be indicative of more severe internalising

problems or indeed more disturbed or negative parent/ child relations (Lamb and

Nash, 1989) although this is speculative. A number of the behaviours on this scale
would also be consistent with Asperger's syndrome which is characterised by major
difficulties in social interaction and hence may impact on self-concept through this
medium.
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Therefore, the four variables may have independent effects on self- concept and this

possibility requires further research and exploration. Another perspective, however,
is that all of these variables impact on self-concept through, directly or indirectly,

effecting the ability to form interpersonal and peer relations (Ladd and Troop-Gordon,

2003).

There is a growing acceptance of the importance of childhood peer relations for
children's optimal social behaviour and cognitive development (Dunn and Mc Guire,

1992) in that peer groups at this stage become the mirror into which the child gazes in
order to determine his or her self-worth (Cooley, 1902; Bowlby, 1969). Children
also have a growing awareness of discrepancies in actual and ideal aspirations and
children who experience difficulty making friends and getting along with their peers

may internalise negative self-concepts and schemas (Edens et al., 1999; Egan and

Perry, 1998; Parker, Rubin, Price and DeRosier, 1995) and have been shown to be at

increased risk of a wide range of adverse psychosocial outcomes such as conduct

problems, delinquency and mental health problems (Bierman and Wango, 1995; Coie,

Terry, Lenox, Lochman and Hyman, 1995; Woodward and Fergusson, 1999, 2000).

The directionality of the influence is still unclear in that children's problems with

peers may contribute to the development of negative self-perception, anxiety,

depression or conduct problems. Conversely children with negative self-concepts and
who display behavioural problems or withdrawn or anxious behaviour may find
themselves at odds with their peers.

When some of the skills that are necessary for successful peer relations are considered
it can be seen that children with attention, social or thought problems would be at a

disadvantage when attempting to relate to peers ( Elay et al., 2004). Skills such as

emotion regulation (Gurnalick and Neville, 1997), inhibitory control (Caplan, Vespo,
Pederson and Hay 1991; Gettinger, 2003; Hay and Ross, 1982) cooperation

(Lafreniere, 1996) dealing with conflict and aggression (Hay, 1984; Shantz, 1986)
would appear to be particularly important in terms of the skills necessary for young
children to engage successfully with peers.
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Similarly not engaging in pro-social behaviour, a lack of social understanding and
reduced inhibitory control are all implicated in the development of problems in peer

relations (Badeness, Estevan, and Bacete, 2000; Price and Dodge, 1989; Vitaro,

Gagnon, and Tremblay, 1990). It is reasonably clear, then, that children

demonstrating a high degree of social, attention and thought problems would be more

than likely deficient in a number of these skills which would make it more difficult

for these children to form positive peer relationships and could very possibly lead to

peer rejection.

In support of the theory that peer relations may be an important variable in

determining self-concept, Ladd and Troop-Gordon (2003) found some evidence

suggesting that child behaviour problems and later psychological adjustment is
mediated through a) children's exposure to chronic peer relationship difficulties and

b) the beliefs that children develop from participating in adverse peer relationships.

Firstly, children who are overly aggressive or demonstrate anxious or fearful

behaviour, e.g., conflictual and impulsive behaviour, emotional vulnerability,

inhibitory problems, ritualistic behaviour (Bolger and Patterson, 2001; Caplan et al.,

1991; Mc Dowell, O'Neil and Parke, 2000) in peer relations are a greater likelihood
of forming adverse peer relations (Ladd and Burgess, 1999; Renshaw and Brown,

1993).

Secondly, from chronic relational adversity, children infer, internalise or construct

negative beliefs about themselves and their peers (Harter, 1998; Harter, Marold
Whitesell and Cobbs, 1996). There is also growing evidence that rejection by, or
aversive interactions with, peers contribute to feelings of social anxiety, especially

socially evaluative concerns (La Greca and Lopez, 1988).

Thirdly, the effect that adverse peer experience has on adjustment may be transmitted

through children's self and peer beliefs (Boivin and Bergin, 1989, Harter et al, 1996)
so that children's belief systems rather than the experiences that created them become
an enduring stimulus for maladjustment and thus a cycle is established such that

negative self-belief systems internalised through aversive interactions with significant
others (Bowlby, 1969; Cooley, 1902) are elicited by an increasing range of social
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stimuli and trigger further maladaptive emotional states and behaviours (e.g.,

externalising and internalising behaviours). This view is supported by research that
has found positive associations between aggressive and ruminative responses to peer

rejection and increases in internalising behaviours (Sandstrom, 2004) and studies with
children diagnosed with ADHD which found that negative self-schemas with respect

to social successes and failures mediate feelings of hopelessness and helplessness

resulting in lower levels of social functioning and internalising problems.

To summarise, not all aggressive (Stormshak, Bierman, Bruschi, Dodge and Coie,

1999) or socially withdrawn children (Khatri and Kupersmidt, 2003) are rejected by

peers. It is proposed that the ability to form peer relations and ensuing self-concept
will be mediated by factors such as the extent of problematic social, attention and

thought difficulties that the child exhibits since these will interfere with the essential
skills (e.g., cooperation, impulse control, emotion regulation, pro-social behaviour)
that are necessary to form effective peer relations or avoid rejection (see Figure 1).

Figure 1: Hypothesised Model illustrating relationship between Behavioural and

Psychological Problems, Mediating Variables and Negative Self-concept.

Finally age is also significantly associated with overall CSPS positive self-concept
with older children having more negative self-concept. This is as expected and is in

keeping with the literature already discussed (Eccles et al., 1993; Marsh et ah, 1991,
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1998) with regard to the increasing social and cognitive changes which contribute to

older children making more negative self-evaluations.

With regard to predictors of dimensions of self-concept it was somewhat surprising

initially to find that parent/child interaction did not appear to contribute to the
variance on any of the self-concept dimensions given the well established link
between parent/child relationship and self-perception (Bowlby, 1969; Crittenden,

1988, 1994,).

More specifically and in line with the mediational model which has been proposed it

might have been expected that the parent/child relationship would have been a

significant factor in distinguishing those children who are more able to form

relationships through having internalised a more positive self-schema. This result
must be interpreted in the context of consistently high scores on the scale so that the
lack of variance in the scores made it difficult to test the impact of parent/child
interaction on self-concept.

The results were very significant, however, in that the indication is that the majority
of the parents found the relationship with their child to be non-reinforcing and

experienced disappointment with regard to the expectations that they had for their
child. Given the importance of the parent-child relationship for all aspects of the
child's development this attitude is also likely to have impacted on, as well as reflect
the child's capacity to form interpersonal relationships and the level of behavioural
and psychological difficulties that they are displaying (Coie et al., 1995; Greenberg,

Speltz and DeKlyen, 1993; Ladd, 1989, 1999)

On reflection the measure was assessing a rather restricted dimension of the parent

child relationship and possibly did not make the fine distinctions necessary to explore
in more detail the aspects of the parent-child relationship which may have contributed
to both positive and negative self-perceptions in the child. In particular, it would have
been useful to further investigate aspects of attachment such as ambivalence and
avoidance and parental attitudes of acceptance and approval, all of which have been
linked to self-concept (Armistead et ah, 1995; Bowlby, 1969; Emler, 2001; Feiring
and Taska, 1996; Harter, 1999; Sroufe, 1990).
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ii) Academic Self-Concept:

As expected the major predictor of academic self-concept was school competence as

perceived by parents. This is in keeping with results from research that has used
multidimensional measures of self-concept where academic self-concept has been
found to relate most strongly to academic attainment (Boulter, 2002; Chapman and

Tunmer, 1995, 1997; Eccles and Wigfield, 1995; Marsh and Yeung, 1997a; Muijs,

1997; Stipek et al,.1992; Yeung and Lee, 1999).

Emler (2001) draws attention to the fact that earlier studies which found weak
correlations between self-concept and academic achievement used global measures.
Academic specific self-concept measures such as the SDQ-IA have found much

stronger associations between academic attainment and academic self-concept. The
current results support the use of multidimensional measures and the separation of
academic and non-academic dimensions of self-concept since, similar to previous
research findings (e.g., Byrne, 1996; Marsh, 1993a; Marsh et al., 1991,1998) there is

generally a clear distinction between those variables that are associated with academic
and non academic domains. In keeping with the literature base, gender was also

significant in that boys had a more positive maths self-concept. This is consistent
with Marsh et al's. (1998) findings that whilst gender differences at this age are small
and inconsistent, there is some evidence favouring boys in maths.

To summarise, while direction of causality remains unclear, academic self-concept
seems to be principally influenced by attainment. This will obviously be impacted

upon by individual characteristics of the child (e.g., ability, attention or behavioural

difficulties, cognitive factors, motivation, confidence) as well as support (parental,
teacher and peer) and socio-contextual and cultural factors,

Finally, it perhaps somewhat surprising to find that the main predictor of total SDQI-
IA self-concept was school competence given that many studies have found that
academic achievement is substantially correlated with academic domains of self-

concept but relatively uncorrelated or negatively correlated with non-academic
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domains (Byrne, 1996; Marsh, 1993a; Marsh et al., 1991, 1998). It must be
remembered however that the total score is a composite of the academic and non-

academic scales rather than a global self-concept score and in this case would have
been weighted by school competence which was found to be a consistent predictor of

self-concept on the four academic scales. Given that, otherwise, there was a clear
distinction between the variables that were associated with the academic and non-

academic dimensions it is perhaps more meaningful to keep these two domains

separate when considering causes and consequences of self-concept.

Strengths and Limitations of the Study:

The current study has a number of strengths.

Firstly, it makes a significant contribution to the existing literature on self-concept in

young children with psychological problems. The lack of research with this age

group may be due to the difficulty recruiting children of this age who are engaged in
mental health services. Anecdotal evidence would suggest that while there was a

significant number of children of this age on waiting lists, older children tended to be

prioritised in terms of being seen as they were presenting with more severe, usually

externalising difficulties. The implication is of course that children with primarily

internalising problems are less likely to be seen or be referred or be even noticed in
the first place making it exceedingly difficult to access young children who are

primarily presenting with internalising behaviour. This could be seen as a limitation
of the current study but is representative of children of this age who are being seen in
a range of services.

Another strength of the study is that it provides further evidence that self-concept is
established and can be measured in young children and highlights some of the

important variables that may be significant in terms of self-concept development.

The first limitation of the study concerns the inferences that can be drawn from the
series ofmultiple regression analyses that each included multiple predictor variables.
While there is some debate in the literature concerning this issue (Perneger, 1998) it is
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acknowledged that caution needs to be exerted with regard to the general conclusions
that can be drawn from the combined findings since there may be an increased risk of

finding a statistically significant result which in reality does not exist. The Bonferroni

approach, for example, would suggest that the Type 1 error rate could be inflated from
the traditionally acceptable level of 5% to approximately 65%. However, given that
each model was examined as a separate dependent variable, it could be argued that
these were separate hypothesis tests and that the Type 1 error risk for each test

remains at 5%. Furthermore, the inferences that were drawn were based on pattern

findings rather than strictly based on statistical significance. From this perspective,
conclusions are suggestive and are posited as hypotheses for clarification and
confirmation rather than conclusive. On reflection, an alternative approach would
have been to reduce the number of variables by removing those that showed a very

weak correlation coefficient with the dependent variables or block variables into

meaningful groups, e.g., demographic, academic and non-academic.

A further issue with regard to the use of multiple regression analyses concerns the

sample size. While there was sufficient power for the analyses, variables which may

have been important but did not reach statistical significance may have been missed.
Furthermore, due to the smaller number of participants who scored at the lower end of
some of the SDQIA subtests, there are larger residuals at the lower end of the

regression line so predictions for participants with the lowest scores may be less
accurate. While the literature indicates that children of this age invariably perceive
themselves positively, it is suggested that future studies should attempt to

purposefully sample participants with very negative self-concept scores to check
whether the inferences that have been drawn hold up.

A second limitation of the study is that it is cross-sectional and results are therefore
not generalisable. Also, the issues of causality and longitudinal effects cannot be
addressed. Thirdly, the measure of parent-child interaction was not adequate in terms

of discriminating aspects of the parent/child relationship which may have been

important in terms of self-concept development. Furthermore, measures of inferred

self-concept from peers and teachers would have enriched and perhaps confirmed
some of the possible interpretations. Practically this would have been difficult due to

the wide geographical spread of the clinical group.
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Finally, while every attempt was made to access a group of children who were

representative of the range and rates of problems that children of this age present

with, there may be sample bias with regard to those parents who consented to

participate and those who did not. Unfortunately, it was not possible to access this
information for reasons of confidentiality.

Implications for Future Research:

The current study has a number of implications for future research.

Firstly, it would seem important to conduct further studies into how young children

perceive themselves. A qualitative approach would be beneficial to help explore this
further and to help determine the best method for children to communicate this under

standing. While carrying out the interviews with the children it was the opinion of the
researcher that it would have been very informative to explore, for example, what
criteria the child was using for giving a card to self rather than other. This approach
should be correlated with inferred methods from teachers, parents and peers and
should be aimed at further exploring the relationship between peer relations,

internalising and externalising behaviours and possible mediating variables such as

social, attention and thought problems and diagnosis as well as narcissism which was

not explored in the current study but which may be a significant mediator in self-

concept formation. A longitudinal study would obviously also be preferable in terms

of establishing consistency and causality.

Secondly, if the ability to form effective peer relations is a significant factor in self-

concept, it would be important to explore what particular dimensions of social

functioning are most important and in what contexts and how might affective

processes (e.g., shame, sadness which may be associated with peer rejection) and
defensive processes mediate self-concept development.

Thirdly more attention should be given to the assessment of the parent-child

relationship and how this impacts on self -concept development particularly the
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aspects of attachment and mirroring which seem to be crucial with regard to whether
the child perceives himself to be worthy and competent or the reverse. (Cassidy,
1988, 1990; Dunn, Brown and Beardsale, 1991).

Finally programmes aimed at developing positive self-concept in children should use

the research base when deciding how to structure and evaluate their interventions.

Clinical interventions with children who exhibit challenging social behaviours should
also focus on developing social competence which could improve resilience,

adaptation and self-perception (Gettinger, 2003) and promoting the skills necessary to

develop effective peer relations such as emotion regulation, effective conflict

resolution, cooperation, impulse inhibition, turn taking and accepting feedback.

Conclusions:

This study found support for the proposition that young children have a defined self-

concept that can be measured with accuracy using self-report (Marsh et ah, 1991,

1997; Marsh et ah, 2002). Similar self-perceptions were espoused by children on a

number of expected dimensions across both measures which suggests that definite
self-referent concepts were being accessed and supports the construct validity of the
measures. Criterion validity was also particularly strong given both the significant
differences between the control and clinical groups, the expected age effects that were

apparent and the variables that were found to predict self-concept which were

consistent with the literature base.

Findings from this study point to the importance of the methods used when assessing

self-perception in young children and reinforce previous findings that, in terms of

quantitative measures, a number of features appear to be associated with increased

reliability and validity. This is particularly important since some previous studies that
have used inappropriate measures and that have not found evidence of a structured

concept of selfmay have taken this as evidence that self-perception had not developed
or become established in young children. The SDQI-IA in particular demonstrated

good psychometric properties and meets a number of the criteria (e.g.,

multidimensional, direct questions, longer versus shorter, verbal versus parallel,

99



verbal and pictorial) recommended by Davis-Kean and Sandler (2001) in their meta

analysis of self-concept measures for young children. The CSPS, which is an

experimental measure, requires further exploration and possible revision in terms of

length and factor analysis. This is also a promising measure and the game format and

post boxes quickly gained the children's attention and cooperation. Along with

psychometric properties it is important to keep the user friendliness of the measure in
mind. This is particularly important when dealing with children with behavioural and
attention difficulties.

Some doubt remains as to the validity of self-report as a measurement tool with 5 year

old children (Davis-Kean and Sandler, 2001; Fantuzzo et ah, 1996) given the very

positive nature of their self evaluations. Further research is needed to explore 5 year

old children's level of understanding of the concept of self and whether they have the

developmental and cognitive capacity to introspect and articulate how they view
themselves. It is possible that young children are not capable of answering questions
about whether they like themselves as they do not think of themselves in these terms

(Davis-Kean and Sandler, 2001). As Eccles et al. (1993) noted, it may be that

entering the world of school and all that that entails helps define for children what

they are not good at. From this perspective, perhaps the positive self-perceptions of

younger children are accurate even when they have had aversive experiences (Harter,

1999). A qualitative approach should prove beneficial in exploring this further.

The study also provides support for the view that children presenting with behavioural
and psychological problems have more negative self-perceptions than children
without these problems (Asarnow and Bates, 1988; Cillessen and Bellmore, 1999;

Rudolp et al., 1997). Given that a lot of the children had severe behavioural and
conduct problems, this is in contrast to other studies with older children who have
found externalising behaviours to be associated with a more positive self-concept

(Boivin, Poulin and Vitaro, 1994; Hymel et al, 1990; Parkhurst and Asher, 1992).

A number of reasons for the findings were considered including internalisation of

negative self-schemas (Cooley, 1902; Mead, 1934) cognitive and social development

leading to a growing awareness of discrepancies between actual and ideal selves

(Crocker and Wolfe, 2001; Harter, 1999; James, 1890) a large degree of co-morbidity
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of externalising and internalising disorders associated with negative self-concept
(Harter, 1999; Treuting and Hinshaw, 2001) and the proposal that children at this age

may not have developed the defence mechanisms (e.g., denial, denigration and

aggression) that older children use to self-protect ( Harter, 1999).

A number of variables were found to contribute to predicting the variance in non

academic dimensions of self-concept. Social, attention and thought problems as well
as diagnosis and age were found to be significantly associated with self-concept
dimensions. While each of these may have independent effects on different
dimensions of self-concept, a mediational model based on the work of Ladd and

Troop-Gordon (2003) was proposed. This highlighted the importance of peer

relations as a mediating variable in the development of self-concept for children with
behavioural and emotional difficulties. From the results of the current study it is

hypothesised that the predictor variables may act independently or jointly on the

ability to form successful peer relations and that aversive or perceived aversive peer

relations may lead to negative self perception in domains of self-concept which may

lead to an increase in internalising and externalising behaviours.

The ability to form peer relationships or the perception of being liked would therefore
be significant factors in determining whether children with externalising or

internalising problems develop positive or negative self-perceptions. These

hypotheses require further testing but are somewhat consistent with the work of Edens
et al. (1999) who found that not all children with externalising behaviours are

perceived negatively by their peers or have negative self-concepts.

What does seem to be clear from the current study is that children under 8 years of

age do form self-referent evaluations and that these judgements can be accessed with

appropriate measures. The results also strongly support the view that young children
with behavioural and psychological problems perceive themselves significantly more

negatively than their peers and that this trend increases with age. Since negative self-

concept is associated with so many negative behavioural and emotional correlates it
would seem that indeed there is a case for helping these children develop a more

positive self-view. The criticisms of the self-esteem movement may be justified,

however, for being overly simplistic in its aims and perhaps for encouraging
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narcissistic tendencies rather than promoting social competence and teaching the
skills necessary to form effective interpersonal relationships.
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Dear

Re: Research Project

Please find enclosed some information about a research project that I am conducting as already
discussed. I hope to recruit participants across Northern Ireland and in the Sligo/Leitrim and Donegal
areas. I would be grateful if you could explain the purpose of the research to the team and if you feel

you wish to participate, to forward the information to any appropriate clients that you have over the
next 6 months or so. The inclusion criteria are that the child has been referred for

Behavioural/Psychological difficulties, is currently involved in a service and is aged between 5 and 8

years. The exclusion criteria relate to children who have been referred because of possible

developmental delay. Any other referrals would be appropriate.
I will be carrying out the testing so the team's involvement would be at the level of helping to source

participants and I would have no contact with families unless they return the consent form to me. You
would therefore send:

a) A letter from the team or key team member to the family (enclosed but needs to be altered to suit

your service)

b) an information sheet (enclosed)

c) a consent form (enclosed)

d) a prepaid addressed envelope (enclosed)
I have enclosed additional information leaflets, consent forms and stamped addressed envelopes and
will forward more if needed.

If you have any queries please contact me at

Thank you very much

Yours sincerely
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Information for participants

Self-Concept in young children presenting with Emotional/ Behavioural Difficulties
1 am writing to invite you and your child to participate in a research project.

What is the research about?

Little is known about how young children, particularly children who present emotional or
behavioural difficulties, think and feel about themselves. Understanding this may prove to be
important in terms of further understanding and helping such children and their families. The aim of
this research is to investigate this question and also to help further develop child-friendly measures

that could further our knowledge of how children view themselves.

What will it involve?

Participation in the research should take no more than 1 hour and it will involve the following:
1. For your child:
a) Your child will be asked to respond agree/disagree with a series of statements about themselves
e.g. "I can run fast I am good looking I make friends easily I get along well with
my parents".
Your child will then be asked to draw a picture of him/herself and two other children who he/she
knows from school. The pictures are attached to play 'post-boxes'. Finally the child is asked to post
certain postcards into the post-box of the child who is 'most like this' Descriptions on the postcards,
which are read out to the child, include things like "This child is not very strong This child has
lots of friends This child does not know a lot of things at school...."etc.
The purpose of this is to look at how your child sees him/her self.

2. Whilst your child is doing this, you will be asked to complete questionnaires about your child's
behaviour and your relationship with your child.
3. I will call to your home or if you would prefer, offer to see you at the clinic or centre, to complete
the assessments.
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Will this affect services to my child and family?

This is a research project and is independent of any work that you are doing with the child and
family service. Your decision to participate or not, therefore, has no bearing on any treatments or
services normally available to you or your child.
Should you decide to participate but later change your mind, you are always free to withdraw from
this research without need for explanation,

Who is conducting the research and what will happen to the information?
• The research is being carried out by Terri Gallagher who is a Chartered Clinical Psychologist and

lecturer at Queens University Belfast.
• All information will be treated confidentially unless information emerges which suggests your

child or another is at risk of harm or danger. I will be the only person to see the information
provided, which will then be assigned an anonymous code for future analysis. No information
which could identify you or your child will be recorded in any reports or research findings.

What should I do now?

If you would like to discuss things further, before making a decision, please contact me on

Otherwise please complete the consent form enclosed and return it to me in the stamped addressed
envelope. I will then contact you to arrange a research appointment.

Thank you for taking the time to read this information

Terri Gallagher
Chartered Clinical Psychologist
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Research Ethics Committee
Room 1009
Education Centre

Royal Group of Hospitals
Belfast BT12 6BA
Northern Ireland
Tel (028) 90632649
Fax (028) 90319550

21 February 2003

Ms T Gallagher
Assistant Course Director
School of Psychology
David Keir Building
QUB

Title of Project: Self-Concept in young children presenting with psychological difficulties

The above project was considered by the Research Ethics Committee at a meeting held on Tuesday
18 February 2003. The Committee consulted the full protocol, considered the application form and
the consent/patient information sheet and decided to give approval to your project on ethical
grounds.

If the study is being carried out in a hospital, this approval is conditional on informing the Hospital
Administration, making a note in the patients' chart that he/she has participated in the study and if it
is a drug study the ChiefPharmacist of the hospital.

Dear Ms Gallagher

RESEARCH ETHICS COMMITTEE

Application No: 41/03



Go W
HEALTH AND SOCIAL CARE TRUST

ACUTE HOSPITAL SERVICES
Direct Line 028 82833588

www. sperrin-lakeland. org

EF/pmcp

6 August 2003

Ms T Gallagher
Assistant Course Director
School of Psychology
David Keir Building
QUB
BELFAST

Dear Ms Gallagher

re: Research Project - Self Concept in Young Children Presenting
With Psychological Difficulties

The above Project was considered at the Trust's Ethical Committee meeting
in June 2003.

The Committee granted approval to proceed with the project subject to the
Trust's staff acting as a link with the families to seek their participation.

The Committee wishes you well with the study and would be pleased to
receive a copy of the final report.

Yours sincerely

EF/Ethical 2003 SPERRIN LAKELAND IS A HEALTH AND SOCIAL SERVICES TRUST
ESTABLISHED UNDER ART.10 OF THE HEALTH AND PERSONAL SOCIAL SERVICES (Nl) ORDER 1991



30th May 2003

Ms T Gallagher
Assistant Course Director
Doctorate in Clinical Psychology
School of Psychology
David Keir Building
Queen's University
BELFAST BT9 5BP

Ref: JV/LH263

iv , '

M lit

lllLIH fill

: I , ! !'

i, j if*

Dear Terri

Re: Research Project — Self Concept in 5-8 year old Children
referred for Behavioural/Psychological Difficulties

I wish to confirm approval for the above research and apologise for the
delay in providing this formal response.

Yours sincerely

Fairholme Supported Housing
Elderly Domiciliary Care Services
Physical Health & Disability Social

Work Services Team

Podiatry Sen/ices

South & East Belfast Health & Social Services Trust
Miss E. Patricia Gordon Chief Executive

Trust Headquarters
KnocUbracken Healthcare Park

Saintfielcl Road. Belfast BT3 8B11

Tel: (028) 9056 5555
Minicom: (028) 9056 5406

Fax: (028) 9056 5813



North Western Health Board,
Bord Slainte an Iar-Thuaiscirt,
GeneralManager's Office,
Letterkenny General Hospital,
Letterkenny, Co. Donegal.
Telephone: (074) 23501 (074) 25888 Fax: (074) 22824

Our Ref: YourRef:

17 April, 2003

Terri Gallagher
Assistant Course Director
School of Psychology
David Keir Building
Queen's University
Belfast
Northern Ireland

RE: Proposed research study on self concept in. young children
presenting with psychological difficulties.

Dear Ms. Gallagher,

Further to your recent, attendance at the Letterkenny General Research
Ethics Committee Meeting on Wednesday 16th April 2003, I would now
offer the following.

The committee approves the carrying out of your research in Co.
Donegal based on the following conditions. The committee would wish
you to ensure that a note is placed on each participants file (both
clinical psychology and hospital file if available) in relation to that
individual's participation in the study. This brief note should indicate
the purpose of the study and the fact that this consisted in the main of
a 45 minute interview with the child. In addition your name should be
given as a contact point should any professional involved in the care of
the child have any queries or questions in relation to your study.

I trust the above information is useful at this time.

NO IFS, NO BUTTS! WE'RE SMOKE FREE @ LGH.
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Self-Concept in Young Children

Declaration of Informed Consent

Please tick each statement, sign and return in the prepaid envelope provided:

I have read and understand the information about this research project contained
in the letter of information

I consent to my child and myself taking part in this research

I understand that all information will be treated confidentially as outlined in the
letter of information

I understand that the research is not related to any work that I may be doing with
the child and family service and that I am free to withdraw from the project at
any time

Name of child :

Name of Parent/Guardian :

Address :

Telephone Number :

Signature of Parent/Guardian :
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"L SsMiswipfci
7he Self-Description Questionnaire (SDQ) assesses four areas of non-academic self-concept (Physical Ability,
Physical Appearance, Peer Relations, Parent Relations), three areas of academic self-concept (Reading,
Mathematics, School) and general self-concept.

Ignore the details at the top of the SDO (ie leave this section blank).

SELF-DESCRIPTION QUESTIONNAIRE

© Surname: Christian Nasne; Sex (M or F):

© Year (K, 1, 2, 3): School: ■ Class:

© Age: Date of Birth (e.g. 11/09/93): Today's Date

The section below on the instrument should already be completed except for the child's age and the date.
Please ask the child their age and write this in the age box. In the date box write the date you are
administering the test as a 6 digit number e.g. 241198 would be 24"' November, 1998.If the box for sex is
blank - write the number 1 if the child is male or the number 2 if the child is female.

0001 Smith Mary 2 1 1 03 010294 • "
ID Surname

______

Christian
Name

Sex
1 - Male
2 -Female

Year
K-l
"Year 1 -2
Year 2-3

'School
(see list)

Class
.(see

v

list)

Age DOB Date Time

Dp .wiftai.is.mAMctype. Say wteSs fiTwima#
(These1 appear on theftempire ofike

This is a cfeanee to help mse Hand oat how you feel. R is saot a test There mi <p no or wraiig sjeayweifs and
everyone .will-have- different answers, i wilLask you a- mA 'then^ yae mj iadvas <Lo,& you tteei by
sayiiag.-y.fes or ho. Make sure what-you fell me Is how you feel ate ua yourself, We wall! LtoC ymt answers
to anyone, •*.

Before westart, let's try a few examples. I will read you a sentence and you will tell 1®?, how: you feel by. saying
yes or no. I will also tell yok how a friend called James.answered each of these examples.

You might not understand some sentences. If you do not understeiaf - a sentence, or a word' in a sentence, tell
me thai you don't know what itmeans.

Read the first example.

1. In .general, I am neat and My. ..

Do you understanwi vfhwt thnti meaiflis?

Explain the meaning of the sentence if the child does not know. Ask the child if they understand the meaning of
the sentence now. Repeat the sentence. . •

Ask the child:
■ : . ... _ ■;/ .



4

Repeat the sentence. Ask the child to say' yes' or 'no'. Probe the child's response as-above. Say:
^ . i ft --a . ■■ ■ ■ - ■ •

James answered 'yes-sometimes5 as sometimes he likes to go sfioppiHig, bat always.
. ' ■

: - ' ;■ " - ''.if 1 - ■ ■ Y--'W- ' ■'■■■■ :y
6. ©rawlag is easy for me-
Do yoiB understand what thaimeans?

Repeat the sentence. Ask the child to,say' yes' 01 'no'. Probe the child's response as above.

James-answered 'mo always5 as drawing Is really bard foi James to do well.

Yob have got the idea on feowto tell me what yon pink, really wdlffj so' let's try the real questions.

For thefirst three questions ask the child ifhe/she understands the sentence. Ifthe child-does not understand
the sentence explain the sentence in your own words, then repeat the sentence asking the child to respond. If
the child understands the sentence, read the sentence again and askfor a response using the same techniques
asfor the examples.

Ensure that the child understands the (difficult) words in bold type on the question sheet the first time you say
them regardless of their response. Do this by saying the synonym printed on the question sheet,and repeating
the sentence using the synonym.

__



No always No sometimes Child understands sentence

ni does not state yes or_

but

1. i can run fast.

2. I am good looking.
3. I have lots of friends

*A$k cltild-ifMe/
she understands .

sentence Tepeat ''
smimcc:

4. My parents understand- me.
(Explain as 'Know me,; for this first
encounter)
5. Work with numbers is easy for me.
(lYplljji«s:: fe>ir; t|» Is.
first encounter)
6. I do well in reading.
7. I'm good at school work.
8. I do-lots of important things.
(Explain as 'Special'; l.^ii$Jrafeneoiittter) •

9. I like to run and play hard.
10. I like the way I look.
I I. I make friends easily. 1.
12. I like my parents.
13. I look forward to working with numbers.
('Counting and Maths' if they don't
understand)
14. 1 like reading
15. I enjoy doing school work.
16. I like being the way 1 am.

17. I enjoy sports and games.
18. I have a nice looking face.

19. I get along with other kids easily.
20. My parents like rne.
21. I'm good at reading.
22. I do well on work with numbers.

('Counting and Maths' if they don't
understand)
23. I do well at school.

24. I have lots of things to be proud of.
25. 1 have good muscles.

26. I am a nice looking person.

27. 1 am easy to like.
28. If I have kids I would bring them up the same

way my parents raised me.
29. I am interested in reading.
30. I am interested in work with numbers.

('Counting and Maths' if they don't
understand)
31.1 learn things quickly in all school work.
32. i can do things as well as most people.
33. I am good at sports.
STOP ASK THE CHILD TO STRETCH

Yes sometimes Yes aSways

ISaalli
34. Other kids think i am good looking.
35. Other kids want me to be their friend.

36. My parents and I spend a lot of time together.

37. I enjoy doing work in reading.

38. I learn things quickly in work with numbers.
('Counting and Maths' if they don't
understand)
39. I am interested in all school work.

40. A lot of tilings about me are good.
41.1 can run a long way without stopping.

42. I have a good looking body.
43. I have more friends than most other kids.
44. My parents are easy to talk to.
45. Work in reading is easy for me.
46. I like work with numbers.

('Counting and Maths' if they don't
understand)
47. I look forward to all school work

48. I'm as good as most other people.
49. I am a good athlete.
(Explain as 'sports person' for this first and

50. I'm better looking than most of my friends.
51. I am popular with kids of my own age.

('Liked by kids' if they don't understand)
52. I get along well with my parents.
53. I look forward to reading.
54. I'm good at work with numbers.
55. All school work is easy for me.

56. Other people think I am a good person.
57. I'm good at throwing a ball.
58.1 have nice features like nose, and eyes and
hair.

59. Most other kids like me.

60. My parents and I have a lot of fun together.
61.1 learn things quickly in reading.

62. I like all school work.

63. I enjoy doing work with numbers.
('Counting and Maths' if they don't
understand)
64. When I do something, I do it well.



SCORING INFANTS SDQ

Physical Ability (8 items)
1. I can run fast. *Ask child ifhe/
9. I like to run and play hard.
17. I enjoy sports and games.
25. I have good muscles.
33. I am good at sports.
41.1 can run a long way without stopping.
49. I am a good athlete.
(Esplaam as'sport§;person7 for this first.and
only encounter)'
57. I'm good at throwing a ball.

Physical Appearance (8 items)

2. I am good looking.
10. I like the way I look.
18. I have a nice looking face.

26. I am a nice looking person.
34. Other kids think I am good looking.
42. I have a good looking body.
50. I'm better looking than most of my friends.
58. I have nice features like nose, arid eyes and hair.

Peer (8 items)

3. i have lots of friends. sentence *vepmt
sentence

I I. I make friends easily.
19. I get along with other kids easily.
27. I am easy to like.
35. Other kids want me to

be their friend.

43. I have more friends than most other kids.
51. I am popular with kids of my own age.
('Liked by kids' if they don't understand)
59. Most other kids like me.

Parents (8 items)

4. My parents nmderstandmrip.
(Explain as'Know-we' tflfct'
encounter)
12. 1 like my parents.
20. My parents like me.
28. If I have kids I would bring them up the same

way my parents raised me.
36. My parents and i
spend a lot of time
together.
44. My parents are easy to talk to.
52. I get along well with my parents.
60. My parents and I have a lot of fun together.



Maths (8 items)

5. Wualk v/iil'i rtUKLlifcU' it easy for mc
(E'^i!alB"as; tor this
first encounter)
13.1 look forward to working with numbers.
('Counting and Maths' if they don't
understand)
22. I do well on work with numbers.

('Counting and Maths' if they don't
understand)
30. 1 am interested in work with numbers.

('Counting and Maths' if they don't
understand)
38. I learn things quickly in work with numbers
('Counting and Maths' if they don't
understand)
46. I like work with numbers.

('Counting and Maths' if they don't
understand) y
54. I'm good at work with numbers.
63. 1 enjoy doing work with numbers.
('Counting and Maths' if they don't
understand)

Reading (8 stems)

6. I do well in reading.
14. I like reading
21. I'm good at reading.
29. I am interested in reading.
37. 1 enjoy doing work in reading.
45. Work in reading is easy for me.
53. I look forward to reading.
61.1 learn things quickly in reading.

School (8 items)

7. I'm good at school work.
15. I enjoy doing school work.
23. I do well at school.
3 I. I learn things quickly in all school work.
39. i am interested in all school work.
47. i look forward to all school work

55. All school work is easy for me.
62. 1 like all school work.



General (8 items)

8,1 do lots of important tilings.
(Explain as 'Special' for this first encounter)
16. I like being the way I am.
24. I have lots of thinlgs to be proud of.
32. I can do things as well as most people.
40. A lot of things about me are good.
48. I'm as good as most other people.
56. Other people think I am a good person.
64. When I do something, I do it well.

1.
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The CHIP Child Selff-Ferceptiom Scale

Maticsaale

The CHIP Child Self-Perception Scale represents a modification of the protocols used in the
Bene and Anthony Family Relations Test.. Children will have concrete, visual, representations of
themselves and, instead of family members, two other members of their same-sex peer group
from school. The representations will be drawn by the children themselves. As with the Family
Relations Test they "post" attributes and behaviours, written on a card, into the "postbox" of the
child to whom they think it applies most. This is a projective way of ascertaining what children
think about themselves in relation to others,'without actually asking them to introspect. Young
children especially, find introspection difficult to do and tend to tell you what they think they
should be like, or what they think you want to hear. It also turns the whole procedure into more
of an appealing "game", which children respond to better than being interviewed or questioned.
The attributes chosen are based on those shown by Burns and Zweig (1980) to be relevant for
children with chronic illnesses. Additional constmcts are drawn from the Harter Pictorial Scale
ofPerceived Competence andAcceptance for Young Children which are most pertinent to the
congenital heart disease children being studied (e.g. activity levels).

Administration and Scoring Protocol
*

?

1. Child is given 3 pieces ofwhite card and asked to draw three people:
® Him/Herself
° Two other (same sex) children in their class that they "know well"

2. A series of statements are read out from individual cards about "this boy" or "this girl" and
the child is instructed to "post" the card into the "postbox" of the child who is "most like
this". If child suggests that the statement applies to more than one child, or thai, it applies to
none of the children, remind him/her to post it to the child who is "most like this".

3. Each individual construct may be scored and analysed separately, but total "positive" /
"negative" summary scores may also be obtained. In the former case the number ofchildren
in each group who post the positive/negative construct to themselves vs others would be
analysed using chi-square procedures. In the second scoring method, group differences
would be analysed for positive ratio self/other and negative ratio self/other..



OaiM Selff-Perceptiom Scale - Seorlaag Key

CONSTRUCT SELF OTHER (1) OTHER. (2)

L Bffldy Insn&ge

This boy/girl is strong

This boy/girl is not very strong

2„ Physical Health

This boy/girl is often sick

This boy/ghi is not sick very
Often

3. Sociability

This boy/girl has
with

lots of friends to play

This boy/girl doesn't have many friends
to piay with

4» Mood

This boy/girl feels sad most of the time -

This boy/girl fee s happy most of the time

§„ Self-Image

This boy/ghi likes him/herself

This boy/girl doesn't like hina/herself
very much



CONSTRUCT SELF OTHER (1) OTHER (2)

60 Anxiety

This boy/girl feels
time

safe most of the

This boy/giil feels
the time

frightened most of

7. Aggression

This boy/girl feels angry a lot

This boy/girl doesn't feel angry very much

8„ Self-Esteem 1

This boy/girl is bold

This boj'/girl is good

9= Academic

This boy/girl knows lots of things at school

This boy/girl doesn't know very many
things at school

«>

1®. Activity - Geaaer pti

This boy/girl runs around a lot

This boy/girl doesn't run around very much

11= Activity - Compssteaace

This boy/girl is good at climbing, jumping
and running
This boy/girl isn't very good at climbing,
lumping and running
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Variables predicting total positive constructs attributed to self

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 14.017 2.617 5.355 .000

age -.986 .371 -.334 -2.656 .011

cbcl.social

problems
-.229 .092 -.313 -2.486 .016

Variables predicting total negative constructs attributed to the self

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) .540 .589 .916 .364

cbcl.social

problems
.461 .082 .620 5.594 .000

Variables predicting Physical Ability Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 39.314 1.848 21.274 .000

cbcl.social

problems
-1.105 .258 -.517 -4.276 .000



Variables predicting Physical Appearance Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 37.149 3.731 9.956 .000

cbcl.attention

problems
-.895 .319 -.369 -2.809 .007

Variables predicting Peer Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 37.382 2.797 13.367 .000

cbcl.social

problems
-1.028 .390 -.337 -2.637 .011

diagnosis -5.394 2.477 -.278 -2.178 .034

Variables predicting Parent Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 35.679 1.575 22.647 .000

cbcl.thought

problems
-.893 .330 -.357 -2.706 .009

Variables predicting Maths Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 23.065 4.525 5.097 .000

cbcl.school

competence
4.455 1.159 .538 3.844 .000

gender -7.302 3.362 -.304 -2.172 .035



Variables predicting Reading Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 20.586 3.542 5.811 .000

cbcl.school

competence
2.626 .988 .352 2.658 .011

Variables predicting School Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 19.021 3.528 5.391 .000

cbcl.school

competence
2.288 .984 .312 2.325 .024

Variables predicting General Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 39.076 2.610 14.974 .000

cbcl.attention

problems
-.899 .223 -.496 -4.034 .000



Variables predicting total Academic Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 18.972 3.277 5.790 .000

cbcl. school

competence
2.729 .914 .389 2.987 .004

Variables predicting total Non Academic Self-Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 37.850 2.307 16.409 .000

cbcl.attention

problems
-.577 .208 -.356 -2.772 .008

diagnosis -4.253 1.889 -.289 -2.251 .029

Variables predicting Total Self Concept

Unstandardized Coefficients

Standardized

Coefficients t Sig.

B Std. Error Beta

(Constant) 21.388 2.604 8.214 .000

cbcl.school

competence
2.274 .726 .405 3.132 .003
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en
ter <=

age .050,
Probability
-of-F-to-re
move >=

.100).
2 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.social ter <=

problems .050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: chip - positive self

Model Summary0

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .376a .141 .124 2.115
2 ,487b .238 .206 2.013

a. Predictors: (Constant), age
b. Predictors: (Constant), age, cbcl.social problems
c. Dependent Variable: chip - positive self

ANOVAc

Sum of
Model Squares df Mean Square F Sig.
1 Regression 36.819 1 36.819 8.229 ,006a

Residual 223.701 50 4.474
Total 260.519 51

2 Regression 61.876 2 30.938 7.632 -OT—oo

Residual 198.643 49 4.054
Total 260.519 51

a. Predictors: (Constant), age
b. Predictors: (Constant), age, cbcl.social problems
c. Dependent Variable: chip - positive self

Coefficients3

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant)

age

13.404

-1.109

2.737

.387 -.376

4.897

-2.869

.000

.006

2 (Constant) 14.017 2.617 5.355 .000

age -.986 .371 -.334 -2.656 .011

cbcl.social problems -.229 .092 -.313 -2.486 .016
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Coefficients3

Model
Collinearitv Statistics

Tolerance VIF
1 (Constant)

age 1.000 1.000

2 (Constant)
age
cbcl.social problems

.982

.982

1.018

1.018

a. Dependent Variable: chip - positive self

Excluded Variablesc

Partial
Model Beta In t Sig. Correlation
1 gender .063® .477 .636 .068

cbcl.internalising.raw -.093® -.709 .482 -.101

cbcl.externalising, raw
sacore

,020a .146 .884 .021

cbcl.social problems -.313® -2.486 .016 -.335

cbcl.thought problems -.182® -1.400 .168 -.196

cbcl.attention problems -.186® -1.432 .158 -.200
cbcl.other problems -.185® -1.413 .164 -.198

cbcl.activity competence .183® 1.408 .165 .197

cbcl.social competence .156® 1.179 .244 .166

cbcl.school competence .137® 1.043 .302 .147
Parent Child Interaction -.189® -1.418 .163 -.199

family together -.054® -.407 .686 -.058

diagnosis -.004® -.028 .978 -.004

medication .135® 1.032 .307 .146

2 gender ,028b .222 .825 .032

cbcl.internalising.raw . 163b 1.020 .313 .146

cbcl.externalising, raw
sacore

b
.285 1.893 .064 .264

cbcl.thought problems -,021b -.140 .889 -.020

cbcl.attention problems 42)COo .185 .854 .027

cbcl.other problems .015b .091 .928 .013

cbcl.activity competence .080b .595 .554 .086

cbcl.social competence .011b .076 .940 .011

cbcl.school competence .078b .602 .550 .087

Parent Child Interaction -,049b -.335 .739 -.048

family together -,072b -.575 .568 -.083

diagnosis ,048b .371 .713 .053

medication .039b .293 .771 .042
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Excluded Variables0

Collinearity Statistics
Minimum

Model Tolerance VIF Tolerance
1 gender .992 1.008 .992

cbcl.internalising.raw .999 1.001 .999

cbcl.externalising, raw
sacore

.942 1.061 .942

cbcl.social problems .982 1.018 .982

cbcl.thought problems .997 1.003 .997
cbcl.attention problems 1.000 1.000 1.000
cbcl.other problems .982 1.019 .982

cbcl.activity competence .997 1.003 .997
cbcl.social competence .971 1.030 .971
cbcl.school competence .988 1.012 .988
Parent Child Interaction .950 1.052 .950

family together .997 1.003 .997

diagnosis .984 1.016 .984
medication .997 1.003 .997

2 gender .979 1.021 .970

cbcl.internalising.raw .612 1.633 .602

cbcl.externalising, raw
sacore

.652 1.534 .652

cbcl.thought problems .709 1.411 .698
cbcl.attention problems .570 1.754 .560
cbcl.other problems .604 1.655 .604

cbcl.activity competence .864 1.157 .852

cbcl.social competence .757 1.320 .757

cbcl.school competence .948 1.055 .942

Parent Child Interaction .737 1.357 .737

family together .993 1.007 .978

diagnosis .959 1.043 .957

medication .893 1.120 .880

a. Predictors in the Model: (Constant), age
b. Predictors in the Model: (Constant), age, cbcl.social problems
c. Dependent Variable: chip - positive self

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.social

Model Dimension Eigenvalue Index (Constant) age problems
1 1 1.994 1.000 .00 .00

2 .006 18.611 1.00 1.00
2 1 2.869 1.000 .00 .00 .02

2 .125 4.789 .01 .01 .98

3 .006 22.327 .98 .98 .00

a. Dependent Variable: chip - positive self
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Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 2.69 9.09 5.88 1.303 59
Residual -5.09 3.79 -.22 2.081 59
Std. Predicted Value -2.635 3.168 .256 1.183 59
Std. Residual -2.526 1.882 -.108 1.034 59

a. Dependent Variable: chip - positive self

Charts

Histogram
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Partial Regression Plot

Dependent Variable: chip - positive self

age

Partial Regression Plot

Dependent Variable: chip - positive self

cbcl.social problems

Regression
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.social ter <=

problems .050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: chip - negative self

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .620a .385 .373 1.819

a. Predictors: (Constant), cbcl.social problems
b. Dependent Variable: chip - negative self

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 103.543 1 103.543 31.294 ,000a
Residual 165.438 50 3.309
Total 268.981 51

a. Predictors: (Constant), cbcl.social problems
b. Dependent Variable: chip - negative self

Coefficients3

Unstandardized
Coefficients

Standardized
Coefficients

Model B Std. Error Beta t Siq.
1 (Constant) .540 .589 .916 .364

cbcl.social problems .461 .082 .620 5.594 .000
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Coefficients3

Model
Collinearity Statistics

Tolerance VIF
1 (Constant)

cbcl.social problems 1.000 1.000

a. Dependent Variable: chip - negative self

Excluded Variables'3

Model Beta In t Sig.
Partial

Correlation
1 gender ,006a .055 .957 .008

age .188a 1.710 .094 .237

cbcl.internalising.raw -.021a -.147 .884 -.021

cbcl.externalising, raw -.209a -1.656 .104 -.230
sacore

cbcl.thought problems .003® .021 .984 .003
cbcl.attention problems .004® .025 .980 .004
cbcl.other problems -.026® -.185 .854 -.026

cbcl.activity competence .169® 1.432 .159 .200

cbcl.social competence -.114® -.920 .362 -.130

cbcl.school competence -.027® -.237 .814 -.034
Parent Child Interaction -.159® -1.307 .197 -.184

family together -.078® -.698 .489 -.099

diagnosis .157® 1.403 .167 .197

medication -.171® -1.476 .146 -.206
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Excluded Variables'3

Collinearity Statistics

Model Tolerance VIF
Minimum
Tolerance

1 gender .985 1.016 .985

age .982 1.018 .982

cbcl.internalising.raw .625 1.600 .625

cbcl.externalising, raw
sacore

.748 1.337 .748

cbcl.thought problems .725 1.380 .725
cbcl.attention problems .577 1.734 .577
cbcl.other problems .651 1.537 .651

cbcl.activity competence .864 1.157 .864
cbcl.social competence .811 1.234 .811
cbcl.school competence .955 1.048 .955
Parent Child Interaction .817 1.224 .817

family together .997 1.003 .997

diagnosis .970 1.031 .970
medication .893 1.120 .893

a. Predictors in the Model: (Constant), cbcl.social problems
b. Dependent Variable: chip - negative self

Collinearity Diagnostics3

Variance Proportions

Model Dimension Eigenvalue
Condition
Index (Constant)

cbcl.social
problems

1 1 1.904 1.000 .05 .05
2 .096 4.448 .95 .95

a. Dependent Variable: chip - negative self

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value .54 7.46 3.43 1.401 59

Residual -3.77 4.46 -.16 1.933 59
Std. Predicted Value -2.091 2.763 -.062 .984 59
Std. Residual -2.071 2.452 -.088 1.063 59

a. Dependent Variable: chip - negative self

Charts
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Histogram

Dependent Variable: chip - negative self
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.social ter <=

problems .050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.physical ability

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .517a .268 .253 5.704

a. Predictors: (Constant), cbcl.social problems
b. Dependent Variable: sdq.physical ability

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 594.775 1 594.775 18.282 ,000a
Residual 1626.668 50 32.533
Total 2221.442 51

a. Predictors: (Constant), cbcl.social problems
b. Dependent Variable: sdq.physical ability

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 39.314 1.848 21.274 .000

cbcl.social problems -1.105 .258 -.517 -4.276 .000
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Coefficients3

Model
Collinearity Statistics

Tolerance VIF
1 (Constant)

cbcl.social problems 1.000 1.000

a. Dependent Variable: sdq.physical ability

Excluded Variables'3

Model Beta In t Sig.
Partial

Correlation
1 gender -.128® -1.053 .297 -.149

age -.188® -1.561 .125 -.218

cbcl.internalising.raw ,087a .562 .577 .080

cbcl.externalising, raw a
.012 .084 .933 .012

sacore

cbcl.thought problems -,258a -1.858 .069 -.257

cbcl.attention problems -,153a -.959 .342 -.136

cbcl.other problems -,047a -.308 .759 -.044

cbcl.activity competence . 132a 1.012 .316 .143

cbcl.social competence ,086a .639 .526 .091

cbcl.school competence .115a .930 .357 .132

Parent Child Interaction -.063a -.469 .641 -.067

family together -,028a -.225 .823 -.032

diagnosis -,101a -.818 .417 -.116

medication . 131a 1.024 .311 .145
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Excluded Variables'3

Collinearity Statistics

Model Tolerance VIF
Minimum
Tolerance

1 gender .985 1.016 .985

age .982 1.018 .982

cbcl.internalising.raw .625 1.600 .625

cbcl.externalising, raw
sacore

.748 1.337 .748

cbcl.thought problems .725 1.380 .725
cbcl.attention problems .577 1.734 .577
cbcl.other problems .651 1.537 .651

cbcl.activity competence .864 1.157 .864
cbcl.social competence .811 1.234 .811
cbcl.school competence .955 1.048 .955
Parent Child Interaction .817 1.224 .817

family together .997 1.003 .997

diagnosis .970 1.031 .970
medication .893 1.120 .893

a. Predictors in the Model: (Constant), cbcl.social problems
b. Dependent Variable: sdq.physical ability

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.social

Model Dimension Eigenvalue Index (Constant) problems
1 1 1.904 1.000 .05 .05

2 .096 4.448 .95 .95

a. Dependent Variable: sdq.physical ability

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N

Predicted Value 22.74 39.31 32.38 3.359 59

Residual -14.26 10.74 .09 5.797 59
Std. Predicted Value -2.763 2.091 .062 .984 59
Std. Residual -2.500 1.883 .016 1.016 59

a. Dependent Variable: sdq.physical ability

Charts
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Histogram

Dependent Variable: sdq.physical ability

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.physical ability

Regression Standardized Predicted Value

Regression
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.attentio ter <=
n problems .050,

Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.physical appearance

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .369a .136 .119 10.036

a. Predictors: (Constant), cbcl.attention problems
b. Dependent Variable: sdq.physical appearance

ANOVAb

Model
Sum of
Squares df Mean Square F Siq.

1 Regression 794.926 1 794.926 7.893 .007a
Residual 5035.766 50 100.715
Total 5830.692 51

a. Predictors: (Constant), cbcl.attention problems
b. Dependent Variable: sdq.physical appearance

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 37.149 3.731 9.956 .000

cbcl.attention problems -.895 .319 -.369 -2.809 .007
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Coefficients3

Model
Collinearity Statistics

Tolerance VIF
1 (Constant)

cbcl.attention problems 1.000 1.000

a. Dependent Variable: sdq.physical appearance

Excluded Variables6

Model Beta In t Sig.
Partial

Correlation
1 gender .024a .172 .864 .025

age -,153a -1.165 .250 -.164

cbcl.internalising.raw ,059a .405 .688 .058

cbcl.extemalising. raw ,230a 1.364 .179 .191
sacore

cbcl.social problems ,024a .139 .890 .020

cbcl.thought problems 175a -.887 .380 -.126
cbcl.other problems ,167a .989 .328 .140

cbcl.activity competence ,042a .291 .773 .041
cbcl.social competence ,057a .406 .686 .058
cbcl.school competence .080a .552 .584 .079

Parent Child Interaction .036a .239 .812 .034

family together ,101a .769 .446 .109

diagnosis -,239a -1.838 .072 -.254

medication -.055a -.378 .707 -.054
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Excluded Variables'3

Collinearity Statistics

Model Tolerance VIF
Minimum
Tolerance

1 gender .931 1.074 .931

age 1.000 1.000 1.000

cbcl.internalising.raw .828 1.207 .828

cbcl.externalising, raw
sacore

.599 1.670 .599

cbcl.social problems .577 1.734 .577

cbcl.thought problems .446 2.244 .446
cbcl.other problems .608 1.644 .608

cbcl.activity competence .844 1.185 .844

cbcl.social competence .905 1.105 .905
cbcl.school competence .826 1.211 .826
Parent Child Interaction .783 1.278 .783

family together 1.000 1.000 1.000

diagnosis .975 1.026 .975
medication .819 1.220 .819

a. Predictors in the Model: (Constant), cbcl.attention problems
b. Dependent Variable: sdq.physical appearance

Colllnearity Diagnostics3

Variance Proportions

Model Dimension Eigenvalue
Condition
Index (Constant)

cbcl.attention
problems

1 1 1.928 1.000 .04 .04
2 .072 5.169 .96 .96

a. Dependent Variable: sdq.physical appearance

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 19.25 37.15 27.55 4.003 59
Residual -21.99 16.17 .81 9.877 59
Std. Predicted Value -2.071 2.464 .031 1.014 59

Std. Residual -2.191 1.612 .081 .984 59

a. Dependent Variable: sdq.physical appearance

Charts
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Histogram
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Regression
Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1

cbcl.social
problems

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
2

diagnosis

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.peer

Model Summary0

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .381a .145 .128 8.803

2 .470b .221 .189 8.490

a. Predictors: (Constant), cbcl.social problems
b. Predictors: (Constant), cbcl.social problems, diagnosis
c. Dependent Variable: sdq.peer

ANOVAc

Sum of
Model Squares df Mean Square F Sig.
1 Regression 658.993 1 658.993 8.505 ,005a

Residual 3874.238 50 77.485
Total 4533.231 51

2 Regression 1000.926 2 500.463 6.942 ,002b
Residual 3532.305 49 72.088
Total 4533.231 51

a. Predictors: (Constant), cbcl.social problems
b. Predictors: (Constant), cbcl.social problems, diagnosis
c. Dependent Variable: sdq.peer
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Coefficients3

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant)

cbcl.social problems
36.286

-1.163

2.852

.399 -.381

12.723

-2.916

.000

.005

2 (Constant) 37.382 2.797 13.367 .000
cbcl.social problems -1.028 .390 -.337 -2.637 .011

diagnosis -5.394 2.477 -.278 -2.178 .034
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Coefficients3

Model
Collinearitv Statistics

Tolerance VIF
1 (Constant)

cbcl.social problems 1.000 1.000

2 (Constant)
cbcl.social problems .975 1.026

diagnosis .975 1.026

a. Dependent Variable: sdq.peer

Excluded Variables0

Partial
Model Beta In t Sig. Correlation
1 gender . 162a 1.236 .222 .174

age in months -,069a -.522 .604 -.074

cbcl.internalising, raw .170a 1.026 .310 .145

cbcl.externalising, raw
sacore

-,063a -.414 .680 -.059

cbcl.thought problems -,139a -.902 .372 -.128

cbcl.attention problems 171a -.990 .327 -.140

cbcl.other problems -.034a -.208 .836 -.030

cbcl.activity competence .081® .572 .570 .082

cbcl.social competence .141® .972 .336 .138
cbcl.school competence .222® 1.689 .098 .234

Parent Child Interaction -.066® -.450 .655 -.064

family together .016® .119 .906 .017

diagnosis -.278® -2.178 .034 -.297
medication -.042® -.304 .762 -.043

2 gender .110b .848 .401 .121

age in months -,018b -.137 .891 -.020

cbcl.internalising.raw ,155b .970 .337 .139

cbcl.externalising, raw
sacore

.Q
o1 -.280 .780 -.040

cbcl.thought problems -,035b -.221 .826 -.032
cbcl.attention problems -,070b -.398 .692 -.057
cbcl.other problems .004b .027 .978 .004

cbcl.activity competence .036b .258 .798 .037
cbcl.social competence ,134b .955 .345 .136
cbcl.school competence ,143b 1.043 .302 .149
Parent Child Interaction -,043b -.302 .764 -.044

family together -,046b -.353 .726 -.051

medication -,251b -1.658 .104 -.233
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Excluded Variables0

Collinearity Statistics
Minimum

Model Tolerance VIF Tolerance
1 gender .985 1.016 .985

age in months .982 1.018 .982

cbcl.internalising.raw .625 1.600 .625

cbcl.externalising, raw
sacore

.748 1.337 .748

cbcl.thought problems .725 1.380 .725
cbcl.attention problems .577 1.734 .577
cbcl.other problems .651 1.537 .651

cbcl.activity competence .864 1.157 .864
cbcl.social competence .811 1.234 .811
cbcl.school competence .955 1.048 .955
Parent Child Interaction .817 1.224 .817

family together .997 1.003 .997

diagnosis .975 1.026 .975

medication .893 1.120 .893
2 gender .944 1.059 .934

age in months .947 1.055 .940

cbcl.internalising.raw .624 1.603 .610

cbcl.externalising, raw
sacore

.744 1.343 .740

cbcl.thought problems .644 1.553 .644
cbcl.attention problems .526 1.900 .526
cbcl.other problems .643 1.556 .643

cbcl.activity competence .843 1.186 .843
cbcl.social competence .810 1.234 .796
cbcl.school competence .845 1.184 .845
Parent Child Interaction .812 1.231 .807

family together .951 1.052 .929
medication .669 1.496 .669

a. Predictors in the Model: (Constant), cbcl.social problems
b. Predictors in the Model: (Constant), cbcl.social problems, diagnosis
c. Dependent Variable: sdq.peer

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.social

Model Dimension Eigenvalue Index (Constant) problems diagnosis
1 1 1.904 1.000 .05 .05

2 .096 4.448 .95 .95
2 1 2.416 1.000 .03 .03 .07

2 .487 2.227 .05 .05 .93
3 .096 5.012 .93 .92 .00

a. Dependent Variable: sdq.peer
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Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 20.68 37.38 28.92 4.422 59
Residual -18.08 15.24 .60 8.145 59
Std. Predicted Value -1.826 1.944 .035 .998 59
Std. Residual -2.129 1.794 .071 .959 59

a. Dependent Variable: sdq.peer
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Partial Regression Plot

Dependent Variable: sdq.peer

cbcl.social problems

Partial Regression Plot
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.though ter <=
t problems .050,

Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.parents

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 ,357a .128 .110 7.083

a. Predictors: (Constant), cbcl.thought problems
b. Dependent Variable: sdq.parents

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 367.310 1 367.310 7.321 ,009a
Residual 2508.459 50 50.169
Total 2875.769 51

a. Predictors: (Constant), cbcl.thought problems
b. Dependent Variable: sdq.parents

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 35.679 1.575 22.647 .000

cbcl.thought problems -.893 .330 -.357 -2.706 .009
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Coefficients3

Model
Collinearity Statistics

Tolerance VIF
1 (Constant)

cbcl.thought problems 1.000 1.000

a. Dependent Variable: sdq.parents

Excluded Variables'3

Model Beta In t Sig.
Partial

Correlation
1 gender . 177a 1.354 .182 .190

age -,149a -1.127 .265 -.159

cbcl.internalising.raw ,273a 1.835 .073 .254

cbcl.externalising, raw -,092a -.581 .564 -.083
sacore

cbcl.social problems .003a .020 .984 .003
cbcl.attention problems -,162a -.817 .418 -.116
cbcl.other problems .049a .285 .777 .041

cbcl.activity competence -,057a -.404 .688 -.058
cbcl.social competence ,058a .413 .682 .059
cbcl.school competence .217a 1.647 .106 .229
Parent Child Interaction 171a -1.132 .263 -.160

family together ,182a 1.354 .182 .190

diagnosis -.217® -1.603 .115 -.223

medication .048® .338 .737 .048
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Excluded Variables'3

Collinearity Statistics

Model Tolerance VIF
Minimum
Tolerance

1 gender .999 1.001 .999

age .997 1.003 .997

cbcl.internalising.raw .751 1.332 .751

cbcl.externalising, raw
sacore

.706 1.416 .706

cbcl.social problems .725 1.380 .725
cbcl.attention problems .446 2.244 .446
cbcl.other problems .607 1.647 .607

cbcl.activity competence .905 1.105 .905
cbcl.social competence .903 1.108 .903
cbcl.school competence .968 1.033 .968
Parent Child Interaction .763 1.310 .763

family together .954 1.048 .954

diagnosis .926 1.080 .926
medication .872 1.147 .872

a. Predictors in the Model: (Constant), cbcl.thought problems
b. Dependent Variable: sdq.parents

Collinearity Diagnostics3

Variance Proportions

Model Dimension Eigenvalue
Condition
Index (Constant)

cbcl.thought
problems

1 1 1.782 1.000 .11 .11
2 .218 2.858 .89 .89

a. Dependent Variable: sdq.parents

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 24.07 35.68 32.51 2.697 59
Residual -16.79 12.36 .35 6.753 59
Std. Predicted Value -3.086 1.242 .063 1.005 59
Std. Residual -2.370 1.745 .049 .953 59

a. Dependent Variable: sdq.parents

Charts
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Histogram

Dependent Variable: sdq.parents

Std. Dev = .95

Mean = .05

N = 59.00

Regression Standardized Residual
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1

cbcl.school
competenc
e

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
2

gender

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.maths

Model Summary0

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 ,401a .161 .144 10.165
2 ,484b .235 .203 9.807

a. Predictors: (Constant), cbcl.school competence
b. Predictors: (Constant), cbcl.school competence, gender
c. Dependent Variable: sdq.maths

ANOVA0

Sum of
Model Squares df Mean Square F Sig.
1 Regression 990.986 1 990.986 9.591 .003a

Residual 5165.995 50 103.320
Total 6156.981 51

2 Regression 1444.617 2 722.309 7.511 ,001b
Residual 4712.364 49 96.171
Total 6156.981 51

a. Predictors: (Constant), cbcl.school competence
b. Predictors: (Constant), cbcl.school competence, gender
c. Dependent Variable: sdq.maths

Coefficients3

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant)

cbcl.school competence
17.439

3.321

3.845

1.072 .401

4.535

3.097

.000

.003
2 (Constant) 23.065 4.525 5.097 .000

cbcl.school competence 4.455 1.159 .538 3.844 .000

gender -7.302 3.362 -.304 -2.172 .035
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Coefficients3

Model
Collinearity Statistics

Tolerance VIF
1 (Constant)

cbcl.school competence 1.000 1.000
2 (Constant)

cbcl.school competence .797 1.255

gender .797 1.255

a. Dependent Variable: sdq.maths

Excluded Variables0

Partial
Model Beta In t Sig. Correlation
1 gender -,304a -2.172 .035 -.296

age -,104a -.797 .429 -.113

cbcl.internalising, raw .098a .751 .456 .107

cbcl.externalising, raw
sacore

,053a .388 .700 .055

cbcl.social problems .014a .106 .916 .015

cbcl.thought problems -.057a -.426 .672 -.061
cbcl.attention problems -,035a -.243 .809 -.035
cbcl.other problems .009a .069 .945 .010

cbcl.activity competence -,106a -.782 .438 -.111
cbcl.social competence ,136a 1.051 .298 .149
Parent Child Interaction -,049a -.360 .720 -.051

family together ,100a .760 .451 .108

diagnosis .040a .293 .771 .042

medication -,093a -.704 .485 -.100
2 age -.116b -.924 .360 -.132

cbcl.internalising.raw . 158b 1.248 .218 .177

cbcl.externalising, raw b
.040 .304 .762 .044

sacore

cbcl.social problems .005b .042 .967 .006

cbcl.thought problems -,040b -.314 .755 -.045

cbcl.attention problems -,063b -.451 .654 -.065

cbcl.other problems ,044b .339 .736 .049

cbcl.activity competence -,067b -.507 .615 -.073
cbcl.social competence . 107b .851 .399 .122
Parent Child Interaction -,025b -.192 .849 -.028

family together . 106b .838 .406 .120

diagnosis .052b .389 .699 .056
medication -,074b -.578 .566 -.083



Excluded Variables0

Collinearity Statistics
Minimum

Model Tolerance VIF Tolerance
1 gender .797 1.255 .797

age .988 1.012 .988

cbcl.internalising.raw 1.000 1.000 1.000

cbcl.externalising, raw
sacore

.900 1.111 .900

cbcl.social problems .955 1.048 .955

cbcl.thought problems .968 1.033 .968

cbcl.attention problems .826 1.211 .826
cbcl.other problems .974 1.027 .974

cbcl.activity competence .916 1.091 .916
cbcl.social competence .997 1.003 .997
Parent Child Interaction .941 1.062 .941

family together .975 1.026 .975

diagnosis .897 1.114 .897
medication .979 1.021 .979

2 age .986 1.014 .792

cbcl.internalising.raw .960 1.042 .765

cbcl.externalising, raw
sacore

.898 1.113 .740

cbcl.social problems .954 1.049 .772

cbcl.thought problems .965 1.037 .770
cbcl.attention problems .819 1.221 .701
cbcl.other problems .959 1.042 .766

cbcl.activity competence .898 1.113 .764
cbcl.social competence .985 1.015 .787
Parent Child Interaction .935 1.070 .746

family together .974 1.027 .783

diagnosis .896 1.116 .723
medication .974 1.026 .789

a. Predictors in the Model: (Constant), cbcl.school competence
b. Predictors in the Model: (Constant), cbcl.school competence, gender
c. Dependent Variable: sdq.maths

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.school

Model Dimension Eigenvalue Index (Constant) competence gender
1 1 1.930 1.000 .03 .03

2 .070 5.266 .97 .97
2 1 2.871 1.000 .01 .01 .01

2 .073 6.288 .26 .98 .15
3 .057 7.127 .73 .01 .84

a. Dependent Variable: sdq.maths
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Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 17.37 42.49 28.52 5.322 52
Residual -20.35 18.18 .00 9.612 52
Std. Predicted Value -2.095 2.625 .000 1.000 52
Std. Residual -2.076 1.853 .000 .980 52

a. Dependent Variable: sdq.maths

Charts

Histogram

Dependent Variable: sdq.maths
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Partial Regression Plot

Dependent Variable: sdq.maths

gender

Partial Regression Plot

Dependent Variable: sdq.maths

cbcl.school competence

Regression
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Variables Entered/Removed3

Model
Variables
Entered

Variables
Removed Method

1

cbcl.school
competenc
e

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.reading

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .352a .124 .106 9.364

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.reading

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 619.502 1 619.502 7.065 .011a
Residual 4384.268 50 87.685
Total 5003.769 51

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.reading

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 20.586 3.542 5.811 .000

cbcl.school competence 2.626 .988 .352 2.658 .011
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Coefficients3

Model
Collinearit\ Statistics

Tolerance VIF
1 (Constant)

cbcl.school competence 1.000 1.000

a. Dependent Variable: sdq.reading

Excluded Variables'3

Model Beta In t Sig.
Partial

Correlation
1 gender .017a .115 .909 .016

age .050a .374 .710 .053

cbcl.internalising.raw ,045a .335 .739 .048

cbcl.externalising, raw -.032a -.224 .824 -.032
sacore

cbcl.social problems .009a .062 .950 .009

cbcl.thought problems -,078a -.577 .566 -.082
cbcl.attention problems -,095a -.647 .521 -.092
cbcl.other problems .012a .091 .928 .013

cbcl.activity competence ,050a .361 .720 .051
cbcl.social competence ,124a .938 .353 .133
Parent Child Interaction -,122a -.893 .376 -.127

family together .103a .763 .449 .108

diagnosis . 157a 1.124 .267 .159
medication ,004a .027 .979 .004
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Excluded Variables'3

Model

Collinearity Statistics i

Tolerance VIF
Minimum
Tolerance

1 gender .797 1.255 .797

age .988 1.012 .988

cbcl.internalising.raw 1.000 1.000 1.000

cbcl.externalising, raw
sacore

.900 1.111 .900

cbcl.social problems .955 1.048 .955

cbcl.thought problems .968 1.033 .968
cbcl.attention problems .826 1.211 .826
cbcl.other problems .974 1.027 .974

cbcl.activity competence .916 1.091 .916
cbcl.social competence .997 1.003 .997
Parent Child Interaction .941 1.062 .941

family together .975 1.026 .975

diagnosis .897 1.114 .897

medication .979 1.021 .979

a. Predictors in the Model: (Constant), cbcl.school competence
b. Dependent Variable: sdq.reading

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.school

Model Dimension Eigenvalue Index (Constant) competence
1 1 1.930 1.000 .03 .03

2 .070 5.266 .97 .97

a. Dependent Variable: sdq.reading

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 23.21 36.34 29.35 3.485 52

Residual -21.78 14.79 .00 9.272 52
Std. Predicted Value -1.760 2.007 .000 1.000 52
Std. Residual -2.325 1.579 .000 .990 52

a. Dependent Variable: sdq.reading

Charts
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Histogram

Dependent Variable: sdq.reading

Std. Dev = .99

Mean = 0.00

N = 52.00
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Variables Entered/Removed3

Model
Variables
Entered

Variables
Removed Method

1

cbcl.school
competenc
e

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.school

Model Summary15

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 ,312a .098 .080 9.327

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.school

ANOVAb

Model
Sum of
Squares df Mean Square F Siq.

1 Regression 470.217 1 470.217 5.405 .024a
Residual 4349.552 50 86.991
Total 4819.769 51

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.school

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Siq.
1 (Constant) 19.021 3.528 5.391 .000

cbcl.school competence 2.288 .984 .312 2.325 .024
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Coefficients3

Model
Collinearit\ Statistics

Tolerance VIF
1 (Constant)

cbcl.school competence 1.000 1.000

a. Dependent Variable: sdq.school

Excluded Variables'3

Partial
Model Beta In t Sig. Correlation
1 gender -,198a -1.323 .192 -.186

age -,246a -1.865 .068 -.257

cbcl.internalising.raw ,074a .547 .587 .078

cbcl.externalising, raw a

.097 .679 .501 .096
sacore

cbcl.social problems -,086a -.621 .537 -.088

cbcl.thought problems -.112a -.814 .419 -.116
cbcl.attention problems -.110a -.743 .461 -.106
cbcl.other problems -,044a -.322 .749 -.046

cbcl.activity competence -,092a -.650 .519 -.092
cbcl.social competence .164a 1.223 .227 .172
Parent Child Interaction -,053a -.382 .704 -.054

family together ,065a .477 .636 .068

diagnosis 138a -.975 .334 -.138
medication -,042a -.310 .758 -.044
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Excluded Variables'5

Model

Collinearity Statistics

Tolerance VIF
Minimum
Tolerance

1 gender .797 1.255 .797

age .988 1.012 .988

cbcl.internalising.raw 1.000 1.000 1.000

cbcl.externalising, raw
sacore

.900 1.111 .900

cbcl.social problems .955 1.048 .955

cbcl.thought problems .968 1.033 .968
cbcl.attention problems .826 1.211 .826
cbcl.other problems .974 1.027 .974

cbcl.activity competence .916 1.091 .916
cbcl.social competence .997 1.003 .997
Parent Child Interaction .941 1.062 .941

family together .975 1.026 .975

diagnosis .897 1.114 .897
medication .979 1.021 .979

a. Predictors in the Model: (Constant), cbcl.school competence
b. Dependent Variable: sdq.school

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.school

Model Dimension Eigenvalue Index (Constant) competence
1 1 1.930 1.000 .03 .03

2 .070 5.266 .97 .97

a. Dependent Variable: sdq.school

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N

Predicted Value 21.31 32.75 26.65 3.036 52
Residual -18.03 16.40 .00 9.235 52
Std. Predicted Value -1.760 2.007 .000 1.000 52
Std. Residual -1.933 1.759 .000 .990 52

a. Dependent Variable: sdq.school

Charts
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o 2
c
<u

cr
(D

Std. Dev = .99

Mean = 0.00

N = 52.00

-2.00 -1.50 -1.00 -.50 0.00 .50 1.00 1.50

-1.75 -1.25 -.75 -.25 .25 .75 1.25 1.75

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.school

Regression Standardized Predicted Value

Regression

Page 184



Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.attentio ter <=
n problems .050,

Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.general

Model Summary6

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .496a .246 .230 7.019

a. Predictors: (Constant), cbcl.attention problems
b. Dependent Variable: sdq.general

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 801.757 1 801.757 16.274 ,000a
Residual 2463.320 50 49.266
Total 3265.077 51

a. Predictors: (Constant), cbcl.attention problems
b. Dependent Variable: sdq.general

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 39.076 2.610 14.974 .000

cbcl.attention problems -.899 .223 -.496 -4.034 .000
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Coefficients3

Model
Collinearih Statistics

Tolerance VIF
1 (Constant)

cbcl.attention problems 1.000 1.000

a. Dependent Variable: sdq.general

Excluded Variables6

Model Beta In t Sig.
Partial

Correlation
1 gender -,080a -.623 .536 -.089

age -,203a -1.683 .099 -.234

cbcl.internalising.raw .069a .505 .616 .072

cbcl.externalising, raw
sacore

a

.124 .779 .440 .111

cbcl.social problems -,092a -.564 .575 -.080

cbcl.thought problems -,180a -.979 .333 -.138
cbcl.other problems ,032a .202 .841 .029

cbcl.activity competence .052a .389 .699 .055
cbcl.social competence ,216a 1.702 .095 .236
cbcl.school competence ,010a .075 .941 .011
Parent Child Interaction ,043a .310 .758 .044

family together .115a .935 .354 .132

diagnosis -,203a -1.657 .104 -.230
medication -,134a -.988 .328 -.140
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Excluded Variables'1

Collinearity Statistics

Model Tolerance VIF
Minimum
Tolerance

1 gender .931 1.074 .931

age 1.000 1.000 1.000

cbcl.internalising.raw .828 1.207 .828

cbcl.externalising, raw
sacore

.599 1.670 .599

cbcl.social problems .577 1.734 .577

cbcl.thought problems .446 2.244 .446
cbcl.other problems .608 1.644 .608

cbcl.activity competence .844 1.185 .844
cbcl.social competence .905 1.105 .905
cbcl.school competence .826 1.211 .826
Parent Child Interaction .783 1.278 .783

family together 1.000 1.000 1.000

diagnosis .975 1.026 .975
medication .819 1.220 .819

a. Predictors in the Model: (Constant), cbcl.attention problems
b. Dependent Variable: sdq.general

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.attention

Model Dimension Eigenvalue Index (Constant) problems
1 1 1.928 1.000 .04 .04

2 .072 5.169 .96 .96

a. Dependent Variable: sdq.general

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N I
Predicted Value 21.10 39.08 29.43 4.020 59

Residual -13.10 13.41 .69 7.094 59
Std. Predicted Value -2.071 2.464 .031 1.014 59
Std. Residual -1.866 1.910 .098 1.011 59

a. Dependent Variable: sdq.general

Charts



Histogram

Dependent Variable: sdq.general

Regression Standardized Residual

Scatterplot
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Variables Entered/Removed3

Model
Variables
Entered

Variables
Removed Method

1

cbcl.school
competenc
e

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.academic

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 ,389a .151 .134 8.66182

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.academic

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 669.453 1 669.453 8.923 ,004a
Residual 3751.353 50 75.027
Total 4420.807 51

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.academic

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 18.972 3.277 5.790 .000

cbcl.school competence 2.729 .914 .389 2.987 .004
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Coefficients3

Model
Collinearit\ Statistics

Tolerance VIF
1 (Constant)

cbcl.school competence 1.000 1.000

a. Dependent Variable: sdq.academic

Excluded Variables'3

Model Beta In t Sig.
Partial

Correlation
1 gender -.182a -1.252 .216 -.176

age -,098a -.748 .458 -.106

cbcl.internalising.raw .086a .653 .517 .093

cbcl.externalising, raw
sacore

.0563 .407 .686 .058

cbcl.social problems -,013a -.095 .925 -.014

cbcl.thought problems -,075a -.563 .576 -.080
cbcl.attention problems -,078a -.538 .593 -.077
cbcl.other problems .004a .033 .974 .005

cbcl.activity competence -,055a -.397 .693 -.057
cbcl.social competence ,148a 1.134 .262 .160
Parent Child Interaction -,083a -.617 .540 -.088

family together .108a .814 .420 .115

diagnosis roCOo .220 .827 .031
medication -,054a -.409 .684 -.058



Excluded Variables'3

Model

Collinearity Statistics

Tolerance VIF
Minimum
Tolerance

1 gender .797 1.255 .797

age .988 1.012 .988

cbcl.internalising.raw 1.000 1.000 1.000

cbcl.externalising, raw .900 1.111 .900
sacore

cbcl.social problems .955 1.048 .955

cbcl.thought problems .968 1.033 .968
cbcl.attention problems .826 1.211 .826
cbcl.other problems .974 1.027 .974

cbcl.activity competence .916 1.091 .916
cbcl.social competence .997 1.003 .997
Parent Child Interaction .941 1.062 .941

family together .975 1.026 .975

diagnosis .897 1.114 .897

medication .979 1.021 .979

a. Predictors in the Model: (Constant), cbcl.school competence
b. Dependent Variable: sdq.academic

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.school

Model Dimension Eigenvalue Index (Constant) competence
1 1 1.930 1.000 .03 .03

2 .070 5.266 .97 .97

a. Dependent Variable: sdq.academic

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 21.7014 35.3486 28.0788 3.62306 52
Residual -19.2250 15.5692 .0000 8.57648 52
Std. Predicted Value -1.760 2.007 .000 1.000 52
Std. Residual -2.220 1.797 .000 .990 52

a. Dependent Variable: sdq.academic

Charts
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Histogram

Dependent Variable: sdq.academic

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.academic
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Variables Entered/Removed3

Variables Variables
Model Entered Removed Method
1 Stepwise

(Criteria:
Probability
-of-F-to-en

cbcl.attentio ter <=
n problems .050,

Probability
-of-F-to-re
move >=

.100).
2 Stepwise

(Criteria:
Probability
-of-F-to-en

diagnosis
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.non academic

Model Summary0

Adjusted R Std. Error of
Model R R Square Square j the Estimate
1 .450a .203 .187 6.45040
2 .527b .277 .248 6.20295

a. Predictors: (Constant), cbcl.attention problems
b. Predictors: (Constant), cbcl.attention problems, diagnosis
c. Dependent Variable: sdq.non academic

ANOVAc

Sum of
Model Squares df Mean Square F Sig.
1 Regression 528.273 1 528.273 12.697 ,001a

Residual 2080.385 50 41.608
Total 2608.657 51

2 Regression 723.305 2 361.653 9.399 ,000b
Residual 1885.352 49 38.477
Total 2608.657 51

a. Predictors: (Constant), cbcl.attention problems
b. Predictors: (Constant), cbcl.attention problems, diagnosis
c. Dependent Variable: sdq.non academic

Coefficients3

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant)

cbcl.attention problems
37.953

-.730

2.398

.205 -.450

15.825

-3.563

.000

.001
2 (Constant) 37.850 2.307 16.409 .000

cbcl.attention problems -.577 .208 -.356 -2.772 .008

diagnosis -4.253 1.889 -.289 -2.251 .029
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Coefficients3

Model
Collinearit\ Statistics

Tolerance VIF
1 (Constant)

cbcl.attention problems 1.000 1.000
2 (Constant)

cbcl.attention problems
diagnosis

.894

.894

1.118

1.118

a. Dependent Variable: sdq.non academic

Excluded Variables0

Partial
Model Beta In t Sig. Correlation
1 gender .045a .344 .733 .049

age in months -,200a -1.610 .114 -.224

cbcl.internalising.raw .040a .282 .779 .040

cbcl.externalising, raw
sacore

,037a .227 .821 .032

cbcl.social problems -,209a -1.263 .213 -.178

cbcl.thought problems -,231a -1.229 .225 -.173
cbcl.other problems ,027a .162 .872 .023

cbcl.activity competence .069a .501 .619 .071
cbcl.social competence .153a 1.160 .252 .163
cbcl.school competence ,178a 1.290 .203 .181
Parent Child Interaction -,104a -.726 .471 -.103

family together .099a .782 .438 .111

diagnosis -,289a -2.251 .029 -.306
medication -,023a -.160 .874 -.023

2 gender .004b .031 .975 .005

age in months -,148b -1.197 .237 -.170

cbcl.internalising.raw ,015b .111 .912 .016

cbcl.externalising, raw
sacore

b
.005 .033 .974 .005

cbcl.social problems -.236b -1.491 .143 -.210

cbcl.thought problems -,158b -.851 .399 -.122

cbcl.other problems ,017b .110 .913 .016

cbcl.activity competence ,044b .332 .742 .048

cbcl.social competence .156b 1.231 .224 .175

cbcl.school competence . 106b .765 .448 .110

Parent Child Interaction -.110b -.796 .430 -.114

family together .035b .279 .782 .040
medication -,196b -1.319 .194 -.187
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Excluded Variables0

Collinearitv Statistics
Minimum

Model Tolerance VIF Tolerance
1 gender .931 1.074 .931

age in months 1.000 1.000 1.000

cbcl.internalising.raw .828 1.207 .828

cbcl.externalising, raw
sacore

.599 1.670 .599

cbcl.social problems .577 1.734 .577

cbcl.thought problems .446 2.244 .446

cbcl.other problems .608 1.644 .608

cbcl.activity competence .844 1.185 .844

cbcl.social competence .905 1.105 .905

cbcl.school competence .826 1.211 .826
Parent Child Interaction .783 1.278 .783

family together 1.000 1.000 1.000

diagnosis .894 1.118 .894

medication .819 1.220 .819

2 gender .911 1.097 .856

age in months .954 1.048 .853

cbcl.internalising.raw .823 1.215 .739

cbcl.externalising, raw
sacore

.594 1.684 .541

cbcl.social problems .574 1.743 .526

cbcl.thought problems .429 2.331 .429
cbcl.other problems .608 1.645 .563

cbcl.activity competence .838 1.193 .781
cbcl.social competence .905 1.105 .816
cbcl.school competence .769 1.301 .769
Parent Child Interaction .782 1.278 .713

family together .941 1.062 .842

medication .657 1.523 .657

a. Predictors in the Model: (Constant), cbcl.attention problems
b. Predictors in the Model: (Constant), cbcl.attention problems, diagnosis
c. Dependent Variable: sdq.non academic

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.attention

Model Dimension Eigenvalue Index (Constant) problems diagnosis
1 1 1.928 1.000 .04 .04

2 .072 5.169 .96 .96

2 1 2.470 1.000 .02 .02 .06
2 .461 2.315 .05 .03 .89

3 .069 5.967 .93 .96 .05

a. Dependent Variable: sdq.non academic
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Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 22.0517 37.8505 30.0710 3.77686 59
Residual -13.6911 12.6391 .5976 6.17988 59
Std. Predicted Value -2.117 2.078 .012 1.003 59
Std. Residual -2.207 2.038 .096 .996 59

a. Dependent Variable: sdq.non academic

Charts

Histogram

Dependent Variable: sdq.non academic

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.non academic
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Partial Regression Plot

20

10

.2 0
E
CD
"O
CO
O
CO _10
c
o
c

&
w -20

-20 -10 0 10

cbcl.attention problems

Partial Regression Plot

Dependent Variable: sdq.non academic
20

10

.2 0
E
CD
T3
CO
O
CO _10
c
o
c

cr

w -20
-1.0 -.5 0.0 .5 1.0 1.5

diagnosis

Page 11

Dependent Variable: sdq.non academic



Variables Entered/Removed3

Model
Variables
Entered

Variables
Removed Method

1

cbcl.school
competenc
e

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.total

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .405a .164 .147 6.88321

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.total

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 464.651 1 464.651 9.807 .003a
Residual 2368.926 50 47.379
Total 2833.578 51

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.total

Coefficients3

Unstandardized
Coefficients

Standardized
Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 21.388 2.604 8.214 .000

cbcl.school competence 2.274 .726 .405 3.132 .003
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Coefficients3

Model
Collinearit\ Statistics

Tolerance VIF
1 (Constant)

cbcl.school competence 1.000 1.000

a. Dependent Variable: sdq.total

Excluded Variables'3

Model Beta In t Sig.
Partial

Correlation
1 gender ,010a .071 .943 .010

age -,142a -1.096 .278 -.155

cbcl.internalising.raw .024a .185 .854 .026

cbcl.externalising, raw -.0293 -.213 .832 -.030
sacore

cbcl.social problems -.115a -.867 .390 -.123

cbcl.thought problems -,101a -.762 .450 -.108
cbcl.attention problems -,164a -1.156 .253 -.163
cbcl.other problems -,058a -.441 .661 -.063

cbcl.activity competence ,010a .071 .944 .010
cbcl.social competence . 172a 1.336 .188 .187
Parent Child Interaction -,074a -.555 .582 -.079

family together .176a 1.352 .182 .190

diagnosis ,001a .008 .993 .001
medication -,100a -.761 .451 -.108
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Excluded Variables'3

Collinearity Statistics
Minimum

Model Tolerance VIF Tolerance
1 gender .797 1.255 .797

age .988 1.012 .988

cbcl.internalising.raw 1.000 1.000 1.000

cbcl.externalising, raw
sacore

.900 1.111 .900

cbcl.social problems .955 1.048 .955

cbcl.thought problems .968 1.033 .968
cbcl.attention problems .826 1.211 .826
cbcl.other problems .974 1.027 .974

cbcl.activity competence .916 1.091 .916

cbcl.social competence .997 1.003 .997
Parent Child Interaction .941 1.062 .941

family together .975 1.026 .975

diagnosis .897 1.114 .897
medication .979 1.021 .979

a. Predictors in the Model: (Constant), cbcl.school competence
b. Dependent Variable: sdq.total

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.school

Model Dimension Eigenvalue Index (Constant) competence
1 1 1.930 1.000 .03 .03

2 .070 5.266 .97 .97

a. Dependent Variable: sdq.total

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 23.6619 35.0316 28.9750 3.01841 52

Residual -16.3097 13.8642 .0000 6.81539 52

Std. Predicted Value -1.760 2.007 .000 1.000 52

Std. Residual -2.369 2.014 .000 .990 52

a. Dependent Variable: sdq.total

Charts
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Histogram

Dependent Variable: sdq.total

Std. Dev = .99

Mean = 0.00

N = 52.00

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.total

Regression Standardized Predicted Value



Excluded Variables0

Collinearitv Statistics
Minimum

Model Tolerance VIF Tolerance
1 gender .931 1.074 .931

age in months 1.000 1.000 1.000

cbcl.internalising.raw .828 1.207 .828

cbcl.externalising. raw .599 1.670 .599
sacore

cbcl.social problems .577 1.734 .577

cbcl.thought problems .446 2.244 .446
cbcl.other problems .608 1.644 .608

cbcl.activity competence .844 1.185 .844
cbcl.social competence .905 1.105 .905
cbcl.school competence .826 1.211 .826
Parent Child Interaction .783 1.278 .783

family together 1.000 1.000 1.000

diagnosis .894 1.118 .894

medication .819 1.220 .819
2 gender .911 1.097 .856

age in months .954 1.048 .853

cbcl.internalising.raw .823 1.215 .739

cbcl.externalising. raw
sacore

.594 1.684 .541

cbcl.social problems .574 1.743 .526

cbcl.thought problems .429 2.331 .429
cbcl.other problems .608 1.645 .563

cbcl.activity competence .838 1.193 .781
cbcl.social competence .905 1.105 .816
cbcl.school competence .769 1.301 .769
Parent Child Interaction .782 1.278 .713

family together .941 1.062 .842
medication .657 1.523 .657

a. Predictors in the Model: (Constant), cbcl.attention problems
b. Predictors in the Model: (Constant), cbcl.attention problems, diagnosis
c. Dependent Variable: sdq.non academic

Collinearity Diagnostics3

Variance Proportions
Condition cbcl.attention

Model Dimension Eigenvalue Index (Constant) problems diagnosis
1 1 1.928 1.000 .04 .04

2 .072 5.169 .96 .96
2 1 2.470 1.000 .02 .02 .06

2 .461 2.315 .05 .03 .89
3 .069 5.967 .93 .96 .05

a. Dependent Variable: sdq.non academic



Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 22.0517 37.8505 30.0710 3.77686 59
Residual -13.6911 12.6391 .5976 6.17988 59
Std. Predicted Value -2.117 2.078 .012 1.003 59
Std. Residual -2.207 2.038 .096 .996 59

a. Dependent Variable: sdq.non academic

Charts

Histogram

Dependent Variable: sdq.non academic

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.non academic

Regression Standardized Predicted Value



Partial Regression Plot

Dependent Variable: sdq.non academic

cbcl.attention problems

Partial Regression Plot

Dependent Variable: sdq.non academic

diagnosis



Variables Entered/Removed3

Model
Variables
Entered

Variables
Removed Method

1

cbcl.school
competenc
e

Stepwise
(Criteria:
Probability
-of-F-to-en
ter <=
.050,
Probability
-of-F-to-re
move >=

.100).
a. Dependent Variable: sdq.total

Model Summary13

Adjusted R Std. Error of
Model R R Square Square the Estimate
1 .405a .164 .147 6.88321

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.total

ANOVAb

Model
Sum of
Squares df Mean Square F Sig.

1 Regression 464.651 1 464.651 9.807 ,003a
Residual 2368.926 50 47.379
Total 2833.578 51

a. Predictors: (Constant), cbcl.school competence
b. Dependent Variable: sdq.total

Coefficients3

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 21.388 2.604 8.214 .000

cbcl.school competence 2.274 .726 .405 3.132 .003
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Coefficients3

Model
Collinearit\ Statistics

Tolerance VIF
1 (Constant)

cbcl.school competence 1.000 1.000

a. Dependent Variable: sdq.total

Excluded Variables15

Model Beta In t Sig.
Partial

Correlation
1 gender ,010a .071 .943 .010

age -,142a -1.096 .278 -.155

cbcl.internalising.raw ,024a .185 .854 .026

cbcl.externalising, raw
sacore

-,0293 -.213 .832 -.030

cbcl.social problems -.115a -.867 .390 -.123

cbcl.thought problems -,101a -.762 .450 -.108
cbcl.attention problems -. 164a -1.156 .253 -.163
cbcl.other problems -,058a -.441 .661 -.063

cbcl.activity competence ,010a .071 .944 .010
cbcl.social competence .172a 1.336 .188 .187
Parent Child Interaction -,074a -.555 .582 -.079

family together .176® 1.352 .182 .190

diagnosis CDoo .008 .993 .001
medication -,100a -.761 .451 -.108



Excluded Variables'1

Model

Collinearitv Statistics

Tolerance VIF
Minimum
Tolerance

1 gender .797 1.255 .797

age .988 1.012 .988

cbcl.internalising.raw 1.000 1.000 1.000

cbcl.externalising, raw
sacore

.900 1.111 .900

cbcl.social problems .955 1.048 .955

cbcl.thought problems .968 1.033 .968
cbcl.attention problems .826 1.211 .826
cbcl.other problems .974 1.027 .974

cbcl.activity competence .916 1.091 .916
cbcl.social competence .997 1.003 .997
Parent Child Interaction .941 1.062 .941

family together .975 1.026 .975

diagnosis .897 1.114 .897
medication .979 1.021 .979

a. Predictors in the Model: (Constant), cbcl.school competence
b. Dependent Variable: sdq.total

Collinearity Diagnostics3

Variance Proportions

Model Dimension Eigenvalue
Condition
Index (Constant)

cbcl.school
competence

1 1 1.930 1.000 .03 .03
2 .070 5.266 .97 .97

a. Dependent Variable: sdq.total

Residuals Statistics3

Minimum Maximum Mean Std. Deviation N
Predicted Value 23.6619 35.0316 28.9750 3.01841 52
Residual -16.3097 13.8642 .0000 6.81539 52
Std. Predicted Value -1.760 2.007 .000 1.000 52
Std. Residual -2.369 2.014 .000 .990 52

a. Dependent Variable: sdq.total

Charts



Histogram

Dependent Variable: sdq.total

Std. Dev = .99

Mean = 0.00

N = 52.00

Regression Standardized Residual

Scatterplot

Dependent Variable: sdq.total

Regression Standardized Predicted Value
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Appendix I Sample Distribution Statistics

Dependent Variable N Group Mean Std

CBCL Total 89 Control 18.91 17.89
60 Clinical 77.31 35.62

CBCL internalising 89 Control 4.04 4.79
60 Clinical 17.58 11.17

CBCL externalising 89 Control 6.48 6.69
60 Clinical 27.85 14.48

CBCL social problems 89 Control 1.33 31.70
60 Clinical 6.27 3.03

CBCL thought problems 89 Control .43 1.17
60 Clinical 3.54 3.01

CBCL attention problems 89 Control 2.54 2.98
60 Clinical 10.73 4.47

CBCL other problems 89 Control 4.09 3.97
60 Clinical 14.59 8.59

CBCL act competence 89 Control 5.33 1.98
60 Clinical 4.05 2.01

CBCL social competence 89 Control 6.96 2.06
60 Clinical 4.78 2.22

CSPS positive self 188 Control 5.78 2.08
60 Clinical 5.70 2.23

CSPS negative self 188 Control 2.61 1.76
60 Clinical 3.25 2.31

SDQ physical ability 188 Control 35.54 4.48
60 Clinical 32.53 6.55

SDQ physical appearance 188 Control 32.18 7.43
60 Clinical 28.38 10.34

SDQ peer 188 Control 34.84 4.98
60 Clinical 29.53 9.09

SDQ parents 89 Control 35.42 4.41
60 Clinical 32.86 7.22

SDQ maths 89 Control 34.70 5.40
60 Clinical 29.68 10.80

SDQ reading 89 Control 35.62 4.46
60 Clinical 29.86 9.86

SDQ school 188 Control 34.46 5.66
60 Clinical 27.50 9.81

SDQ general 188 Control 35.02 4.11
60 Clinical 30.03 7.85

SDQ academic 188 Control 34.58 4.73
60 Clinical 29.01 9.20

SDQ non-academic 188 Control 34.13 4.09
60 Clinical 30.66 6.99

SDQ total 188 Control 34.32 3.97
60 Clinical 29.76 7.41



Appendix I- Sample Distribution Statistics

Check for Multivariate Normality

Regression
Variables Entered/Removed(b)

Model
Variables
Entered

Variables
Removed Method

1
general,
CHIP,

negative
self,

CHIP.positiv
e self,

physical
ability,

physical
appearance

, school,
peer(a)

Enter

a All requested variables entered,
b Dependent Variable: Group

Model Summary(b)

Adjusted R Std. Error of
Model R R Square Square the Estimate

1 .401(a) .161 .136 66.669

a Predictors: (Constant), general, CHIP, negative self, CHIP.positive self, physical ability, physical
appearance, school, peer
b Dependent Variable: Group

ANOVA(b)

Model
Sum of
Squares df Mean Square F Sig.

1 Regressio
n

Residual

Total

204313.62
5

1066748.3
75

1271062.0
00

7

240

247

29187.661

4444.785

6.567 .000(a)

a Predictors: (Constant), general, CHIP, negative self, CHIP.positive self, physical ability, physical
appearance, school, peer
b Dependent Variable: Group



Coefficients(a)

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 267.768 36.860 7.265 .000

CHIP.positive
self

-1.397 2.465 -.041 -.567 .571

CHIP.

negative self
.469 2.668 .013 .176 .861

physical ability -.007 1.085 .000 -.006 .995

physical
appearance

-.621 .743 -.061 -.701 .484

peer .156 .999 .014 .156 .876

school -2.782 .839 -.291 -3.317 .001

general -1.007 1.418 -.080 -.710 .478

a Dependent Variable: Group

Residuals Statistics(a)

Minimum Maximum Mean Std. Deviation N

Predicted Value 88.34 226.48 124.50 28.761 248

Std. Predicted Value -1.257 3.546 .000 1.000 248

Standard Error of
Predicted Value 5.821 26.144 11.354 3.810 248

Adjusted Predicted Value 86.93 233.16 124.46 29.087 248

Residual -180.33 131.46 .00 65.718 248

Std. Residual -2.705 1.972 .000 .986 248

Stud. Residual -2.843 2.040 .000 1.002 248

Deleted Residual -199.16 140.69 .04 67.928 248

Stud. Deleted Residual -2.886 2.054 .000 1.004 248

Mahal. Distance .887 36.988 6.972 5.681 248

Cook's Distance .000 .105 .004 .008 248

Centered Leverage Value .004 .150 .028 .023 248

a Dependent Variable: Group

Explore
Case Processing Summary

Cases

Valid Missing Total

N Percent N Percent N Percent

Mahalanobis Distance 248 100.0% 0 .0% 248 100.0%



Descriptives

Statistic Std. Error
Mahalanobis Distance Mean

95% Confidence
Interval for Mean

5% Trimmed Mean

Median

Variance

Std. Deviation

Minimum

Maximum

Range
Interquartile Range
Skewness

Kurtosis

Lower Bound

Upper Bound

6.9717742

6.2612789

7.6822695

6.3765982

5.2907966

32.271

5.6807509
0

.88667

36.98796

36.10129

6.3777767

1.743

3.752

.36072804

Extreme Values

1 Case Number Group Value

Mahalanobis Highest 1 88 88 36.98796
Distance 2 238 238 26.27466

3 239 239 23.49615

4 174 174 23.15867

5 129 129 22.90456

Lowest 1 224 224 .88667

2 57 57 .96731

3 51 51 .98803

4 58 58 1.01866

5 209 209 1.04742

Critical value for 7 dependent variables is 24.32. The above table
indicates 1 outlier in a sample of 247 so multivariate normality can be
assumed



Regression
Variables Entered/Removed(b)

Model
Variables
Entered

Variables
Removed Method

1

cbcl.social

competence

cbcl.thought
problems,

cbcl.activity
competence

cbcl.internal

ising.raw,
cbcl.externa

Using, raw
sacore,

cbcl.social

problems,
cbcl.other

problems,
cbcl.attentio

n

problems(a)

Enter

a All requested variables entered,
b Dependent Variable: ID

Model Summary(b)

Adjusted R Std. Error of
Model R R Square Square the Estimate

1 .713(a) .508 .480 31.227

a Predictors: (Constant), cbcl.social competence, cbcl.thought problems, cbcl.activity competence,
cbcl.internalising.raw, cbcl.externalising, raw sacore, cbcl.social problems, cbcl.other problems,
cbcl.attention problems
b Dependent Variable: ID

ANOVA(b)

Model
Sum of
Squares df Mean Square F Sig.

1 Regressio
n

Residual

Total

139851.65
7

135540.61
3

275392.27
0

8

139

147

17481.457

975.112

17.928 .000(a)

a Predictors: (Constant), cbcl.social competence, cbcl.thought problems, cbcl.activity competence,
cbcl.internalising.raw, cbcl.externalising, raw sacore, cbcl.social problems, cbcl.other problems,
cbcl.attention problems



b Dependent Variable: ID

Coefficients(a)

Unstandardized Standardized
Coefficients Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) 105.529 11.218 9.407 .000

cbcl.internalising
.raw

-.135 .471 -.032 -.286 .776

cbcl.extemalisin
g. raw sacore

-.609 .364 -.209 -1.673 .097

cbcl.social

problems
-3.032 1.681 -.235 -1.804 .073

cbcl.thought
problems

1.573 1.776 .095 .885 .377

cbcl.attention

problems
-2.035 1.177 -.255 -1.729 .086

cbcl.other

problems
-.531 .698 -.099 -.762 .447

cbcl.activity
competence

-.092 1.501 -.004 -.061 .951

cbcl.social
competence

.659 1.451 .036 .454 .650

a Dependent Variable: ID

Residuals Statistics(a)

Minimum Maximum Mean Std. Deviation N

Predicted Value -18.09 111.49 75.11 30.844 148

Std. Predicted Value -3.022 1.180 .000 1.000 148

Standard Error of
Predicted Value 3.843 14.091 7.304 2.448 148

Adjusted Predicted Value -21.20 112.87 75.05 31.228 148

Residual -75.57 83.30 .00 30.365 148

Std. Residual -2.420 2.668 .000 .972 148

Stud. Residual -2.457 2.865 .001 1.002 148

Deleted Residual -77.88 96.11 .06 32.279 148

Stud. Deleted Residual -2.503 2.943 .001 1.008 148

Mahal. Distance 1.234 28.938 7.946 6.099 148

Cook's Distance .000 .140 .007 .014 148

Centered Leverage Value .008 .197 .054 .041 148

a Dependent Variable: ID



Explore

Case Processing Summary

Cases

Valid Missing Total

N Percent N Percent N Percent
Mahalanobis Distance 148 99.3% 1 .7% 149 100.0%

Descriptives

Statistic Std. Error
Mahalanobis Distance Mean 7.9459459 .50134827

95% Confidence Lower Bound 6.9551648
Interval for Mean Upper Bound

8.9367271

5% Trimmed Mean 7.4122839

Median 5.9352722

Variance 37.200

Std. Deviation 6.0991649

Minimum
0

1.23354

Maximum 28.93821

Range 27.70467

Interquartile Range 8.1641680

Skewness 1.250 .199

Kurtosis 1.091 .396

Extreme Values

I I Case Number ID Value

Mahalanobis Highest 1 28 28 28.93821
Distance 2 57 57 28.60604

3 1 1 23.05815

4 39 39 23.01407

5 29 29 22.09565
Lowest 1 126 126 1.23354

2 94 94 1.41999

3 117 117 1.42272

4 76 76 1.55578

5 120 120 1.61298

Critical value for 8 dependent variables is 26.13. The above table indicates
that there are 2 outliers in a sample of 147 so multivariate normality is
assumed



Regression
Variables Entered/Removed(b)

Model
Variables
Entered

Variables
Removed Method

1

sdq.total,
sdq.parents,
sdq.reading,
sdq.maths,

sdq.non
academic,

sdq.academ
ic(a)

Enter

a All requested variables entered,
b Dependent Variable: ID

ANOVA(b)

Model
Sum of

Squares df Mean Square F Sig.
1 Regressio

n
41124.085 6 6854.014 4.150 .001(a)

Residual 234525.91
5

142 1651.591

Total 275650.00
0

148

a Predictors: (Constant), sdq.total, sdq.parents, sdq.reading, sdq.maths, sdq.non academic, sdq.academic
b Dependent Variable: ID

Coefficients(a)

Unstandardized
Coefficients

Standardized
Coefficients

Model B Std. Error Beta t Sig.
1 (Constant) -19.500 22.512 -.866 .388

sdq.parents .252 .814 .034 .310 .757

sdq.maths -.402 1.209 -.079 -.332 .740

sdq.reading .842 1.072 .154 .785 .434

sdq.academic .022 2.321 .004 .010 .992

sdq.non
academic

.435 1.366 .057 .319 .750

sdq.total 1.728 1.796 .243 .962 .338

a Dependent Variable: ID



Residuals Statistics(a)

Minimum Maximum Mean Std. Deviation N

Predicted Value 15.53 95.58 75.00 16.669 149

Std. Predicted Value -3.567 1.235 .000 1.000 149
Standard Error of
Predicted Value 3.572 29.612 7.785 4.135 149

Adjusted Predicted Value 14.80 95.99 75.55 16.464 149
Residual -84.98 73.42 .00 39.807 149

Std. Residual -2.091 1.807 .000 .980 149

Stud. Residual -2.113 1.838 -.006 1.000 149

Deleted Residual -86.75 77.75 -.55 41.588 149

Stud. Deleted Residual -2.139 1.854 -.007 1.003 149
Mahal. Distance .150 77.585 5.960 9.933 149

Cook's Distance .000 .127 .007 .015 149

Centered Leverage Value .001 .524 .040 .067 149

a Dependent Variable: ID

Case Processing Summary

Cases

Valid Missing Total

N Percent N Percent N Percent

Mahalanobis Distance 149 98.7% 2 1.3% 151 100.0%

Descriptives

Statistic Std. Error

Mahalanobis Distance Mean

95% Confidence
Interval for Mean

5% Trimmed Mean

Median

Variance

Std. Deviation

Minimum

Maximum

Range
Interquartile Range
Skewness

Kurtosis

Lower Bound

Upper Bound

5.9597315

4.3517538

7.5677093

4.5698966

2.3573947

98.655

9.9325166
1

.15009

77.58532

77.43522

5.8077875

5.023

32.216

.81370347

.199

.395



Extreme Values

Case Number ID Value
Mahalanobis Highest 1 36 36 77.58532
Distance 2 28 28 74.32366

3 2 2 22.49480

4 11 11 22.46648

5 37 37 20.95894

Lowest 1 125 125 .15009

2 78 78 .21338
3 33 33 .25472

4 63 63 .36009

5 45 45 .55289

Critical value for 6 dependent variables is 22.46. The above table
indicates that there are 2 outliers in a sample of 148 so multivariate
normality is assumed.



Appendix J



T-Test

Group Statistics

Std. Error
diagnosis N Mean Std. Deviation Mean

cbcl total score none 37 73.65 36.622 6.021

Diagnosis 22 83.45 33.816 7.210

cbcl.internalising.raw none 37 17.19 12.007 1.974

Diagnosis 22 18.23 9.856 2.101

cbcl.externalising, raw none 37 26.62 14.928 2.454
sacore Diagnosis 22 29.91 13.801 2.942
cbcl.social problems none 37 5.86 3.155 .519

Diagnosis 22 6.95 2.768 .590

cbcl.thought problems none 37 2.92 2.639 .434

Diagnosis 22 4.59 3.376 .720
cbcl.attention problems none 37 9.68 4.184 .688

Diagnosis 22 12.50 4.469 .953

cbcl.other problems none 37 13.57 8.153 1.340

Diagnosis 22 16.32 9.214 1.964

cbcl.activity competence none 37 4.378 1.8649 .3066

Diagnosis 22 3.318 1.9306 .4116
cbcl.social competence none 37 5.068 2.0655 .3396

Diagnosis 22 4.295 2.4430 .5208
cbcl.school competence none 33 3.697 1.3343 .2323

Diagnosis 19 2.711 1.0842 .2487
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Independent Samples Test

Levene's Test for
Equality of Variances

F Sig.
cbcl total score Equal variances

assumed

Equal variances
not assumed

.037 .848

cbcl.internalising.raw Equal variances
assumed

Equal variances
not assumed

1.146 .289

cbcl.externalising, raw
sacore

Equal variances
assumed

Equal variances
not assumed

.065 .799

cbcl.social problems Equal variances
assumed

Equal variances
not assumed

.469 .496

cbcl.thought problems Equal variances
assumed

Equal variances
not assumed

1.630 .207

cbcl.attention problems Equal variances
assumed

Equal variances
not assumed

.162 .689

cbcl.other problems Equal variances
assumed

Equal variances
not assumed

1.184 .281

cbcl.activity competence Equal variances
assumed

Equal variances
not assumed

.205 .652

cbcl.social competence Equal variances
assumed

Equal variances
not assumed

.273 .603

cbcl.school competence Equal variances
assumed

Equal variances
not assumed

1.894 .175
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Independent Samples Test

t-test for Ec uality of Means

t df Sig. (2-tailed)
Mean

Difference
cbcl total score Equal variances

assumed -1.023 57 .311 -9.81

Equal variances
not assumed -1.044 47.132 .302 -9.81

cbcl.internalising.raw Equal variances
assumed -.342 57 .733 -1.04

Equal variances
not assumed -.360 51.171 .720 -1.04

cbcl.externalising, raw
sacore

Equal variances
assumed -.841 57 .404 -3.29

Equal variances
not assumed -.858 47.089 .395 -3.29

cbcl.social problems Equal variances
assumed -1.341 57 .185 -1.09

Equal variances
not assumed -1.387 48.933 .172 -1.09

cbcl.thought problems Equal variances
assumed -2.118 57 .039 -1.67

Equal variances
not assumed -1.990 36.245 .054 -1.67

cbcl.attention problems Equal variances
assumed -2.445 57 .018 -2.82

Equal variances
not assumed -2.403 41.941 .021 -2.82

cbcl.other problems Equal variances
assumed -1.194 57 .238 -2.75

Equal variances
not assumed -1.157 40.043 .254 -2.75

cbcl.activity competence Equal variances
assumed 2.084 57 .042 1.060

Equal variances
not assumed 2.066 43.038 .045 1.060

cbcl.social competence Equal variances
assumed 1.296 57 .200 .772

Equal variances
not assumed 1.242 38.580 .222 .772

cbcl.school competence Equal variances
assumed 2.740 50 .008 .986

Equal variances
not assumed 2.899 44.182 .006 .986
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Independent Samples Test

t-test for Equality of Means

Std. Error
95% Confidence Interval

of the Difference

Difference Lower Upper
cbcl total score Equal variances

assumed 9.588 -29.006 9.394

Equal variances
not assumed 9.393 -28.700 9.089

cbcl.internalising.raw Equal variances
assumed 3.032 -7.110 5.033

Equal variances
not assumed 2.883 -6.825 4.749

cbcl.extemalising. raw
sacore

Equal variances
assumed 3.910 -11.117 4.542

Equal variances
not assumed 3.832 -10.995 4.420

cbcl.social problems Equal variances
assumed .813 -2.717 .538

Equal variances
not assumed .786 -2.669 .489

cbcl.thought problems Equal variances
assumed .789 -3.253 -.091

Equal variances
not assumed .840 -3.376 .032

cbcl.attention problems Equal variances
assumed 1.155 -5.138 -.511

Equal variances
not assumed 1.175 -5.196 -.453

cbcl.other problems Equal variances
assumed 2.304 -7.365 1.864

Equal variances
not assumed 2.378 -7.557 2.056

cbcl.activity competence Equal variances
assumed .5087 .0416 2.0788

Equal variances
not assumed .5132 .0252 2.0952

cbcl.social competence Equal variances
assumed .5955 -.4204 1.9647

Equal variances
not assumed .6218 -.4859 2.0302

cbcl.school competence Equal variances
assumed .3600 .2634 1.7095

Equal variances
not assumed .3403 .3007 1.6722


