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ABSTRACT

FAMILY AND SOCIAL FACTORS ASSOCIATED WITH DEPRESSIVE AND 
ANXIETY DISORDERS IN LATE ADOLESCENT GIRLS

The study sought to establish the prevalence of self-reported mood disturbance and 

depressive and anxiety disorders in a community sample of girls aged 15-20 years. 

It was hypothesised that the onset of depressive/anxiety disorders would be preceded 

by stressful life events, and be more frequent in girls without strong maternal support. 

Subsidiary hypotheses concerned depression and anxiety disorders being more 

frequently found in families with poor personal relations, and in older age-groups.

Drawn from the age-sex registers of eight General Practices in North and East 

London, a sample of 645 girls were approached for a screening interview. Of these, 

529 (82.6%) accepted and were seen with their key relatives (92% mothers). Both 

key relatives and the girls completed self-report questionnaires on depressive and 

anxious mood, and also completed third-person versions on one another. At the same 

time they completed self-report and third person questionnaires on attitudes to eating 

and exercise; this work is not reported in this thesis.

A sub-sample of girls with high self-report questionnaire scores and matched low 

scorers all of whom were living with their mothers was given a second interview: 153 

of 176 eligible girls agreed. Girls and mothers were interviewed separately, but at the 

same time. The girl was given a psychiatric interview to establish ’caseness’ and 

diagnosis, and mothers and daughters were asked about stressful life events affecting 

the girl and personal relationships in the family.

Using data from the screening interview, self-reported mood disturbance was found 

in 20.8% of the girls. The second interview established that there were 38 cases of 

psychiatric disorder, of which 34 were depressive and/or anxiety disorders. The four 

cases of conduct disorder were dropped from the analysis and the sample was re

constituted in order to obtain representative numbers of girls with high scores on the



self-report eating disorders questionnaire. This left a sample of 139 girls with 

depressive and anxiety disorders and their controls, among whom it was found that 

depressive disorder was significantly associated with previous stressful life events. 

After statistical adjustment for an error in data collection, the hypothesised 

moderating effect of maternal support following stressful events was not confirmed 

for the depressed girls. Maternal depressed mood and the mother’s single parent 

status or poor quality marriage were independently related to depressive disorders in 

the daughters, and a confiding relationship with her mother did not moderate these 

significant effects. The number of girls with anxiety disorders proved to be small, 

and the hypotheses requiring multivariate analyses could not be tested.
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INTRODUCTION

Adolescent girls and young women  ̂ are the focus of this thesis.

The current study was undertaken to establish which personal and social factors were 

most frequently associated with depressive and anxiety disorders among girls aged 

between 15 and 20 years. In particular, the study set out to test two hypotheses which 

related to the girls’ experiences of stressful life events. First, it was hypothesised that 

the onset of depressive and anxiety disorders would be more frequent in girls with 

recent experiences of stressful life events and/or long-term difficulties, and second, 

that when the teenager had strong confiding relationships the likelihood of such 

disorders following stressful life events or difficulties would be reduced. A 

subsidiary hypothesis concerned the prevalence of such disorders when the girl lived 

in a family in which her behaviour and activities were strongly controlled, and her 

autonomy reduced, by parental rules. A second purpose of the study was to 

investigate the prevalence and social concomitants of eating disorders, and results 

relevant to this aim are reported elsewhere (Monck, Graham, Richman & Dobbs, 

1990).

Adolescence is a word open to a number of definitions; some authors define it in 

predominantly medical terms as post-pubertal, some in sociological terms as the 

period up to about 18 years, when young people achieve many adult rights and 

responsibilities. It is recognised that this also may appear to involve some reverse 

assumptions about the 18 and 19 year olds being children, not adults. However, this 

could be justified in part by the fact that the major part of the current study, as will 

be seen, involved adolescent girls living at home, in the role of daughter. The 

inclusion of the 18 and 19 year olds can also be justified on developmental grounds: 

there was a need to consider the effect of age and consequent personal and social 

change firom mid-adolescence to young adulthood.

^Nowadays it is usual to refer to adolescents in their late ’teens as ’young men and womai’, while 
continuing to refer to those in their mid ’teens as boys or girls. To avoid writing ’girls and young 
women’ throughout this thesis, I propose to refer to the subjects of the current study as girls.



Adolescence is a time of enormous change for the child who is moving towards 

independent adulthood, and for the peers and adults around her. It is a period in 

which there is great pressure from society and from within the individual to change 

and adapt to new demands, new roles, new goals.

It is undoubtedly a period during which many problems of relationships and personal 

adjustment appear to increase. Within the family, adolescents may also face many 

difficulties. For example, it has become clear that many girls and boys are at risk 

of abuse, both physical and sexual, within the family setting. In addition, we now 

have better evidence for the common-sense perception that parental quarrelling and 

violence adversely affects the children in the household. But one major disadvantage 

faced by many children as they grow up is their mother’s depressive mood. The 

research literature confirms that the presence of a depressed mother profoundly affects 

how effectively children master developmental tasks (Coyne & Downey, 1991). In 

the older teenager having a depressed mother tends to increase the risk of employment 

difficulties, the choice of inadequate marriage partners, and the development of 

neglectful parenting (Harris, Brown & Bifulco, 1987; Quinton, Rutter & Liddle, 

1984), as well as increasing the adolescent’s chances of developing depressive 

disorders.

For girls, in particular, the last half century has seen considerable change in several 

societies in their expectations of adulthood. They have much wider personal freedom 

to adopt new roles, both at work and in the home, than their mothers did. Freedoms 

once available only to the rich upper-classes or the bohemian few, are now possible 

for many more young women. And parents, teachers, employers and peers still feel 

and behave in very ambivalent ways about how young women should behave or what 

careers are ’suitable’. The pressures on young women may appear far more complex 

and difficult to resolve than the pressures on young men. However, it is true that 

in both sexes risk-taking behaviour such as drinking alcohol and taking drugs, 

involvement in anti-social activities or becoming sexually active rise sharply after 

puberty, and while suicidal ideation is not uncommon among girls, suicide rates rise 

more sharply among boys and young men.



For a very long time ’normality* for this age-group was believed to consist of a 

combination of distress and rebellion - the classic adolescent ’turmoil’. Douvan & 

Adelson (1966) and, later, Rutter, Graham, Chadwick & Yule (1976a) finally laid this 

myth to rest; ’turmoil’ in the form of distress felt by the adolescent was not 

uncommon, but was not reflected in serious alienation from parents and those in 

authority. The shift from believing that psychological turmoil was normal to 

identifying the small group of seriously distressed teenagers opened the subject up to 

serious epidemiological investigation. If distress was not to be found in all 

adolescents, then explanations were needed for why it was found in some.

Recent years have seen what can only be described as an explosion of interest in 

affective disorders in the adolescent years. In turn this has led to improvements in 

the research measures which are used to study adolescent problems. Up until the 

early 1980s there were almost no studies of psychiatric morbidity in young people in 

their late adolescence. Studies of younger adolescents were also not numerous. In 

the UK two studies were undertaken in the early 1970s, one in the urban environment 

of Blackburn, Lancashire (Leslie, 1974) and one in the wholly rural/small town 

environment of the Isle of Wight (reviewed by Rutter, 1989). These studies both 

concluded that major psychiatric disorders, among them affective disorders, were 

rare in late childhood, but increased in early to mid-adolescence.

The effects of life stresses such as divorce, disasters, parental psychiatric disorders 

have been studied among children and adolescents, but systematic studies of the full 

range of stressful life events and difficulties have only recently been reported among 

adolescents. The early work on the significance of stressful life events in the 

development of psychiatric illness was almost entirely with adults. Studies of the 

effects of living with a depressed parent have almost entirely been with infants and 

small children. Teenagers, particularly those in their late ’teens, have seldom been 

the subject of studies of life events and difficulties or of maternal depression.



PARTI
THE LITERATURE REVIEWS

CHAPTER 1. DEPRESSION AND ANXIETY IN ADOLESCENCE; A REVIEW 
OF THE LITERATURE ON TAXONOMY, DIAGNOSIS AND PREVALENCE

Introduction

In this chapter it is intended briefly to discuss the background to the study of 

depression and anxiety as disorders, historically focused on adults, and then to look 

at the origins of the study of depressive and anxiety disorders in adolescence. In the 

latter review, aspects of the definitions, in particular of depression, will be discussed 

in the context of the debates about normality in adolescence. Some results of the more 

authoritative and recent studies of depression and anxiety in adolescent clinic samples, 

and adolescent community samples are also reviewed.

Reviewing research with this age-group, it becomes clear that defining adolescence 

can be, in itself, problematic. The age-group which was the target of the present 

thesis has seldom been included as one group in studies of psychiatric disorder. It 

is not unusual for 18 and 19-year olds to be included in adult population studies (eg 

Mathew, Weinman & Mirabi, 1981; Brown, Sldair, Harris & Birley, 1973a), while 

15, 16 or 17 year-olds tend to be included in studies of "school-age” populations (eg 

Faux & Rowley, 1967; Lavik, 1973). It is true that in most Western societies 18 and 

19 year olds are, in many respects, more like adults than they are like those in their 

mid-teens; for example, they can vote and get married without parental permission. 

In other ways they are more like the younger adolescents: the majority still live with 

parents and are engaged in education or training rather than being at work. By 

including them among adults and seldom including them at the upper end of 

psychiatric studies of younger age-groups a number of assumptions are made about 

how similar they are to adults. The study reported in this thesis sought to avoid 

these assumptions by treating them as the older end of the mid-teen age-group, rather



than the youngest representatives of the adult world. It is probably true that both 

approaches have disadvantages.

Coleman (1980) explained that,

’because of the wide individual differences, it is not easy to 
provide a concrete answer (to the question ’what is meant by 
adolescence?’), but.. adolescence is treated as that stage in the 
life cycle which begins at puberty and ends when the individual 
reaches maturity’. [page viii]

He added that the boundaries are frequently blurred in his own (well-respected) 

writings on adolescence.

It will be seen from the following sections that there is far less information on 

depression and other affective disorders in 18 and 19 year olds than in the younger 

teenage groups. This point, together with the difficulty of establishing the exact 

chronological age group which can be defined as ’adolescence’, has led to the 

inclusion in this review of some studies which focus on younger adolescents, and 

some which focus on the young adult.

1. The diagnosis of depression in adults

The identification of depression in children and adolescents was constructed on the 

recognition of depression in adults. As Nurcombe (1992) has succinctly put it: ’The 

recent interest in childhood depression has trickled down from adult psychiatry.’ (p. 

18). Rutter (1989) has noted that the advances in research diagnostic criteria led to 

similar advances in child (and adolescent) psychiatry. To set this debate in context 

it is therefore necessary briefly to consider some aspects of the problems of diagnosis 

in adult depression.

The earliest work on depression and other affective disorders, at the end of the nine

teenth century, was based on observations of adult mental hospital in-patients



suffering from the disorder then known as melancholia. Kraepelin*s major work on 

dq>ression (1896) was based on the study of in-patients who were both psychotic and 

institutionalised. In subsequent decades patients seen in primary health care settings, 

by psychotherapists and in out-patient clinics were identified as sharing many, though 

not all, the symptoms observed in in-patients. The entry of these new patients into 

treatment led to the development of new theories of aetiology and new definitions of 

depressive states. In particular, the concept of reactive or neurotic depression 

appeared (Gillespie, 1929). Kendell (1976) pointed out that most authors and 

clinicians had adopted this dualistic approach to depression in adults, frequently using 

the terms ’psychotic’ and ’endogenous’ as synonymous, in contrast to ’neurotic’ or 

’reactive’ depression.

For several decades the main debate centred around whether adult depression was a 

unitary disorder, in which each clinically observed type merged into each other type, 

or whether it consisted of more than one distinct sub-type. Recent empirical 

research has tended to support the contention that, among adults, there is a bipolar 

factor which distinguishes endogenous from neurotic depression (Grove, Andreason, 

Young et al, 1987).

In the last forty years there has been a shift in the type of patient presenting to 

psychiatric facilities in the UK: they are now younger, less severely ill and more 

frequently non-psychotic. Empirical studies of these patients and of community 

samples broadened the spectrum of conditions subsumed under depressive and 

affective disorders. Among other changes, conditions which in the past were 

consid^ed separate (eg, neurasthenia) were later included under depressive disorders 

(American Psychiatric Association, 1987). In DSM-FV (American Psychiatric 

Association, 1994) the criteria for pre-pubertal, adolescent and adult depression are 

now identical. The common perspective nowadays is a pluralistic one, in which 

clinicians and epidemiologists seek to differentiate sub-categories of depression on the 

basis of varying aetiologies and varying responses to treatment. However, Kendell 

(1976) emphasised that, through all the earlier subdivisions proposed by various



authors, the theme of a single illness emerges strongly, distinguished by prevailing 

sadness, helplessness and hopelessness. Other symptoms are frequently cited as the 

reasons for subdividing depression, but Kendell argued that it would be equally 

logical to accept that a core of symptoms defines a single depressive condition.

Nurcombe, Siefer, Scioli et al (1989) have reviewed the several ways in which the 

term depression is used in the adult nosologies, identifying five separate uses.

(1) to refer to affect - "she looked depressed all day"
(2) to label a dynamic state - "she has unresolved depression since her
mother died";
(3) to identify a syndrome or constellation of symptoms;
(4) to identify a disorder, or syndrome which reliably categorises a
qualitatively distinct group;
(5) to designate a disease, a categorical disorder which has reliable 
genetic, physiological or anatomic correlates, and a substantially 
biophysical aetiology

In the context of the present study, it is also interesting to note that Wing, 

Bebbington, Hurry et al (1981) pointed out that ’for every treated case (of depression) 

there are as many untreated ones in the general population that differ from those 

being treated only in being milder, or shorter duration or occurring in persons who 

resist contact with the medical establishment’. In a recent paper, Costello (1990) has 

disputed this conclusion, pointing out that ’There seems to be little evidence that 

unequivocally demonstrates that community cases of depression differ from clinic 

cases. ’ It is important, therefore, not to define as depressed only those in contact 

with the psychiatric services.

2. Historical note: theories of psychiatric disturbance in adolescence

By comparison with adult studies, the recognition of depression or anxiety as 

psychiatric disorders in adolescence is a more recent phenomenon. Isolated clinical 

observations of the depressed adolescent can be found in early psychiatric textbooks



(interestingly reviewed by Parry-Jones, 1994). However, it is important to note the 

context in which these observations were set. In the early decades of this century it 

was accepted as ’inevitable’ that adolescents would show general moodiness and 

tendencies to extremes of behaviour, sometimes accompanied by extremes of grief 

or elation. This behaviour was deemed to be typical, with the implication that it was 

normal and common. The observation that this occurs in only some adolescents for 

only some part of their ’teens is more recent.

In 1904 Hall wrote the first major study of adolescence, borrowing from the German 

the phrase ‘Sturm und Drang’ (storm and stress) to describe the emotional life of the 

typical adolescent. In doing so. Hall was seeking to contrast the labile mood of the 

adolescent with a perception of childhood and adulthood being relatively stable 

periods.

‘The teens are emotionally unstable and pathic. It is a natural 
impulse to experience hot and perfervid psychic states, and the 
whole is characterized by emotionalism. We see here the 
instability and fluctuations now so characteristic. ’

(Hall, 1904, quoted in Coleman, 1974)

This view must in part have had its origin in the romantic concept of adolescence 

(particularly male adolescence) being a special stage in which neither the innocent 

conditions of childhood, nor the full responsibilities of adulthood obtain. If this stage 

was ever clearly identifiable, it must have been for a tiny minority of the adolescent 

population - the upper classes of Europe and America in the 19th and 20th centuries, 

with their extended education, and the lack of a need to work. Who, other than these 

adolescents, either had the time to experience ’sturm und drang’, or the opportunity 

to write or reflect on it when they did?

More than thirty years later Anna Freud also described the extreme attitudes and 

behaviour of the adolescent in terms which imply that no adolescent is free of these 

characteristics.



Adolescents are excessively egoistic, regarding themselves as the 
centre of the universe and the sole object of interest, and yet at 
no time in later life are they capable of so much self-sacrifice and 
devotion. They form the most passionate love-relations, only to 
break them off as abruptly as they began them. On the one hand 
they throw themselves enthusiastically into the life of the 
community and, on the other, they have an overpowering longing 
for solitude. They oscillate between blind submission to some self 
-chosen leader and the defiant rebellion against any and every 
authority. They are selfish and materially-minded and at the 
same time full of lofty idealism. They are ascetic, but will 
suddenly plunge into instinctual indulgence of the most primitive 
character. At times their behaviour to other people is rough and 
inconsiderate, yet they themselves are extremely touchy. Their 
moods veer between light-hearted optimism and the blackest 
pessimism. Sometimes they will work with indefatigable 
enthusiasm, and at other times they are sluggish and apathetic.

(Anna Freud, 1937)

While this description is couched in more familiar language than Hall’s earlier 

description, with hindsight we may perceive that Freud still falls into the trap of 

generalising from adolescents seen in clinical settings and from behaviour which may 

last for only limited periods. Few parents would recognise their ’normal’ adolescent 

as behaving in this fashion for the whole of their ’teens, though they would nearly all 

accept that adolescents sometimes show extremes of behaviour which are not found 

in other life stages.

Thus we may see that running through many early studies of adolescents is the 

assumption by adults and professionals of the existence of ’turmoil’ as a distinctive 

feature of the age group. In the first half of this century hard evidence is more 

difficult to find than simple assertion. The observations about adolescent ’turmoil’ 

usually originated in studies of clinic or hospital samples in which depressive 

symptoms showed a high level of co-morbidity with other symptoms such as 

irritability or morbid anxiety: compared with adults, adolescents suffered from a 

relatively chaotic collection of symptoms.



By contrast with the accounts based on clinical experience rather than observation

of the adolescent in the community, the last thirty years has seen a considerable rise

in systematic studies of non-clinic adolescents and these appeared, at first, to provide

a completely different picture of the ’average’ adolescent. An influential paper by

Rutt^ et al (1976a) using data from a total population study of adolescents on the Isle

of Wight, addressed the issue directly: they concluded that the sort of behaviour

described by A. Freud and Hall is relatively uncommon in the mid-teens. Drawing

on the same material, Graham & Rutter (1985) observed that ’Most adolescents do

not show emotional disturbance’. This has been confirmed by several other studies

(eg, Strober, 1986). As Ostrov, Offer & Howard (1989) have noted:

’Ironically, the view that disturbance among adolescents is to be 
expected, may have contributed to a lack of interest in 
psychiatric symptomatology in this group. Professionals 
interested in adolescence may have felt tiiat disturbance in this 
group was so expectable that studying it was not worth the 
effort. ’

(p. 394)

Indeed, Offer, Ostrov & Howard (1981) had reported a survey of mental health 

professionals which showed that they were very likely to regard ’normal’ adolescents 

as suffering from marked psychiatric symptoms. Violent mood swings, over

responsiveness to group pressures, with an excessive concern with physical 

appearance or attributes, and alienation from parents are the exception rather than the 

rule; at any one moment only a tiny minority of teenagers are so disaffected, 

although a much larger percentage may show such signs at some point during their 

’teens. Robbins, Alessi, Cook et al (1982) noted that:

’..it is often said that the unhappy moods of healthy adolescence 
cannot be distinguished from significant affective pathology. This 
can be considered an instance of the broader question of our 
ability to distinguish psychopathology from normal ’adolescent 
turmoil’.

But they went on to point out that other studies (eg, Masterson, 1967; Rutter et al, 

1976a) have established that such a discrimination can be made. This early stage of
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assuming that all adolescents could be expected to exhibit some depressive or other 

psychological symptoms in the ordinary course of events gave way to the recognition 

that such symptoms were relatively uncommon and pathological.

Alongside this body of research, which illustrates the continuing good relations with 

parents, other studies have attested to the fact that, at the same time, there is a shift 

away from close dependence on parents. One of the most important changes which 

take place during the shift from childhood into adolescence is the increased emotional 

detachment from parents, apparently occurring sooner for girls than boys (Steinberg 

& Silvu'berg, 1986), increased behavioural independence from parents (Simmons & 

Blyth, 1987; Smetana, 1988), and increased intimacy with friends, especially for girls 

(Berndt, 1982; Hunter & Youniss, 1982), and decreased intimate disclosure to 

parents (Buhrmester & Furman, 1987).

In the present thesis the influence of family relationships on depression and anxiety 

in teenage girls will be investigated. It is relevant, therefore, briefly to consider the 

three most important theories of adolescent development.

3. Depression and anxiety in the context of theories of adolescent development

Probably because theorists on adolescent development appeared to agree that ’turmoil* 

was an inevitable feature in this age-group, so for a long time it was also claimed that 

’turmoil’ did not necessarily indicate psychological abnormality, in the sense of 

’illness’ or disorder. The psychoanalytic theorists may be described as the group who 

have held this viewpoint most consistently. From the psychoanalytic perspective 

adolescence is presented as the second stage of individuation, which, coinciding with 

the hormonal instability of puberty, leads to an unusual range and intensity of inner 

conflicts and tensions. It is a period in which the individual experiences fairly 

marked life changes, but in which the lack of relevant previous experience means 

there are no psychological defences to deal with the resulting inner tensions (Bios,
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1967). The unresolved inner tensions are expressed as the familiar mood fluctuations, 

dq>ression and irritability. So important are these qualities of adolescent development 

perceived to be that some writers have even maintained that it is the absence rather 

than the presence of ’turmoil’ which might be a cause of concern (eg, lindemann, 

1964). In similar vein, Erikson (1968) identified adolescence as a period of necessary 

’identity crisis’.

It is important to note that psychoanalytic theory will tend to reduce the importance 

of interpreting depression or anxiety as illnesses or diseases. Psychoanalytic theory 

posits that depressive feelings arise from the persecution of the ego by the super-ego; 

since children lack a mature and stable super-ego, necessarily they cannot experience 

depression; even in adolescence the newly emerged super-ego rarely acts in this role, 

and thus depression in adolescence will be extremely rare.

The influence of psychotherapy has tended to emphasise the normality and 

appropriateness of ‘sturm und drang’, and the improbability of an adolescence free 

of the signs of anger against parents and the evidence of trying to break away from 

the natal family. From this perspective, depression or depressive mood observed in 

this age-group may thus have been seen only as part of the normal ’adolescent 

turmoil’, and as such requiring no special attention. Masterson (1968) observed that 

the psychoanalytic standpoint would lead one to believe that ’psychiatric syndromes, 

whm presait are ill-defined, difficult to diagnose and unstable, with patients shifting 

from one category to another.’ In addition, psychiatric symptoms in adolescence are 

often transient; differentiating serious psycho-pathology from ’normal’ adjustment 

problems can be difficult, and in the absence of longterm prospective studies of 

teenagers this is likely to remain a problem for mental health professionals. But 

Masterson’s own five-year follow-up of 72 (out of 101) 16 year-old psychiatric 

out-patients confirmed continuing major psychiatric disturbance in all subjects. He 

concluded that, for this sample, the original symptoms had not been ’adolescent 

turmoil’, but a ’way-station in a long history of psychiatric illness that began in 

childhood and followed its own inexorable course - a course only temporarily colored
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by the developmental stage of adolescence.’ (Masterson, 1968, p. 1550).

Bemporad (1988), writing from the psychoanalytic viewpoint, identified depression 

as the ’response to the loss of meaning or satisfaction sufficient to affect the 

individual’s optimal view of the self, and states that at each phase of the life cycle 

the failure to achieve developmental tasks produces a phase-specific vulnerability to 

depression. He has pointed out that adolescence presents particular stresses by 

forcing the young person to abandon the relative security of the childhood role, and 

to face the demands of greater personal independence: this role change leads to a 

sense of confusion and dysphoria in most adolescents, for shorter or longer periods.

By contrast with the psychoanalytic theories of adolescent development, sociological 

theorists emphasise the new roles into which the adolescent is moving, and the 

abandonment of the relatively simple and congruent former roles of childhood. 

[Generalisations are inevitably based on some notion of ’normality’; and here the 

experience referred to would not include children brought up in deviant, abusive or 

neglectful families in which the child has anything but simple or congruent roles.] 

According to these theorists, the adolescent is encouraged in some sense to 

experiment with becoming more independent, practising some more nearly adult 

relationships, and responsibilities. In addition, Erikson (1968) pointed out that the 

young person will increasingly have new role expectations thrust on him or her by 

others: ’now you are older you’d better get a job (ie, become a worker); or behave 

more responsibly (ie, become a fully fledged citizen); or help run the household (ie, 

become a housewife)’. Each of these are roles Western society does not expect 

children to occupy, but does expect adults to occupy. In adolescence the transition 

must be made.

It was this social aspect of adolescent transition to adulthood that Sullivan identified 

as the most important (Sullivan, 1953a). He emphasised the changes in the range and 

content of the personal relationships of the adolescent. For teenagers, Sullivan 

believed that the crucially important skills surrounding the development of intimacy
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starts in pre-adolescence with the same-sex friends, and from puberty onwards 

extends to opposite-sex friends. In his schema of change (Sullivan, 1953b) he 

identified that the early adolescent (aged 12/14 to 17/18 years) sought out sexual 

relationships and needed intimacy with opposite-sex peers (though, interestingly, there 

is no explicit mention of the needs of the homosexual teenager of either gender). In 

late adolescence (17/18 years to adulthood) such social relations, Sullivan argued, 

extend for the first time to include older adults as well as peers.

Problematically for the theoretical writer on adolescence (and sometimes for the 

teenager), neither ’society’ nor their own families have a clear picture of the pace 

or sequence of the changes which children should make in order to become an adult. 

Coleman & Hendry (1990) make the point that it is implicit in the sociological theory 

of adolescence that teenagers will be powerfully affected by the degree of consistency 

in the behaviour of others in the immediate environment, and this is perhaps a 

missing ingredient in many teenagers’ lives.

Evoi when the significant adults around them achieve consistent expectations, (West

ern) societies seem to hold very confused views on the role which teenagers should 

adopt. In Britain, even the sequence of legally defined roles, rights and 

responsibilities for those between the ages of 10 and 20 years does not appear to be 

based on a coherent view of adolescent development. For example, while young 

people cannot make a will until they are 18, they can draw money from the National 

Savings whai they are seven years old; and while they cannot buy alcohol in a public 

place until late adolescence, they can legally be offered alcohol in private at the age 

of 5 years. It is worth considering that some of the causes of instability and ’turmoil’ 

may lie as much outside the adolescents themselves while adults and society continue 

to proffer such a confused view of their status. This confusion of social expectations 

is, however, the background to everyone’s adolescence, and cannot be used to explain 

why some individuals are more disturbed than others.

It has already been noted that, while both psychoanalytic and sociological theories of
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adolescent development initially incorporated the notion of the inevitability and 

universality of adolescent ’sturm und drang*, systematic studies of representative 

community samples have led to some re-assessment of early theories. There still 

appears to be a considerable gap between those who have studied the empirical 

evidence and found little support for ’turmoil* and those presenting theoretical models 

which still incorporate ’turmoil’ as a necessary or likely experience (Coleman & 

Hendry, 1990; page 203/4).

In the last ten years a new theoretical position - lifespan developmental psychologv 

- has been put forward to explain recent findings in studies of adolescents. Coleman 

& Hendry (1990) have summarised the assumptions underpinning this perspective. 

These are first, that the environment for children and adolescents is not simply the 

family, but also the geographical, social and political setting in which they are being 

brought up. Second, there is a new emphasis on the reciprocal effects of the growing 

child and the people with whom he or she interacts (eg, Rutter, 1981b). Third, the 

new theory takes account of the recognition that children and adolescents are capable 

of shaping their own development. And finally, that development is a field in which 

a multi-disciplinary approach provides the most useful interpretations of survey and 

clinical data. Some of these assumptions can be found informing current work on 

psychological distress in adolescents (eg, Swearingen & Cohen, 1985).

4. Recognising depression in adolescents

The main focus of the present study depended on the identification of depressive and 

anxiety symptoms in a community sample of girls in their late adolescence. The 

following two sections describe some of the difficulties associated with the diagnosis 

of depression and anxiety in the target age-group.
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There has been, over the last several decades, a debate about whether a depressive 

syndrome can be identified in (childhood and) adolescence, and if it can, whether 

such a syndrome defines a separate group, or merely identifies the element of 

dyq)horia in polysymptomatic disorders like eating problems, hyperactivity, conduct 

disorders and anxiety (Nurcombe et al, 1989). In general, there have been fewer 

general population studies of psychiatric disorder in adolescence than of behaviour 

disorders, delinquency and substance abuse (eg, Langner, Gersten, McCarthy & 

Eisenberg, 1976).

In an important review of taxonomies, assessment and diagnosis of adolescent 

depression. Compas, Ey & Grant (1993) distinguish three approaches commonly used 

by clinicians and researchers. First, there has been an interest in depressed mood, 

often not professionally assessed. Second, a depressive syndrome has been detected 

by systematic assessment related to established taxonomies. Third, there has been an 

assumption of disease or disorder which can be categorised in diagnostic systems such 

as DSM-IU-R (American Psychiatric Association, 1987) or ICD-10 (World Health 

Organisation, 1990). They put forward the notion that depressed mood, depressive 

syndromes and depressive disorders reflect three different levels of depression.

Early studies with adolescents (Achenbach, 1966; Faux & Rowley, 1967; Anthony, 

1970; Arnold & Smeltzer, 1974) proposed a variety of classifications for depression 

distinct from those used with adults. Anthony (1970) distinguished ’normal* reactive 

depression from clinical depression; the latter was characterised by self-deprecation, 

the wish for death, sadness, hopelessness and loneliness. In this period Masterson 

(1968) and Gallemore & Wilson (1972) were arguing for a clearer differentiation of 

psychopathological disorders from ’emotional turmoil’ if such existed. Arnold & 

Smeltzer (1974) confirmed the existence of a depressive syndrome in a sample of 

general psychiatric adolescent patients aged 13 to 18 years. From a checklist of 

psychiatric symptoms they obtained seven factors, one of which was described as 

’ withdrawal-depression’.
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Faux & Rowley (1967) also proposed five categories of adolescent depression based 

on clinical experience with patients (aged 12 - 17 years):

a) grief response: including ’overt depression’ with symptoms 
similar to those seen in adults such as worthlessness, guilt and 
self-destruction. They included in this group various forms of 
masked depression, such as denial, withdrawal, hostility and 
fantasising;

b) endogenous depression: characterised by a constitutional 
disposition to depressive episodes, sometimes including a manic 
phase;

c) depression associated with cultural deprivation;

d) depression associated with physical incapacity;

e) drug-induced depressive episodes.

This range of depressive types suggested for adolescents is more limited in scope than 

the classifications of adult depression presented by Angold (1988a), or Nurcombe et 

al (1989) and discussed above. Faux & Rowley’s (1967) classification relied heavily 

on the traditional view of endogenous and reactive depressive states, with some 

additional categories with organic or social responses.

During the 1960s there was rising recognition that depression could be as clearly 

distinguished in childhood and adolescence as other more common psychiatric 

syndromes and disorders. But not all were agreed about this: as late as 1966 Rie, 

writing from a psychoanalytic perspective, maintained that depression did not exist 

in children or adolescents (Rie, 1966). While other psychoanalytic authors were at 

this time recognising that depression could be clinically observed in children and 

adolescents, they were also asserting that clinicians could not use the same criteria 

as were employed to diagnose depression in adults (Toolan, 1962; Glaser, 1968).

Despite increased agreement about the existence of depression in children and 

adolescents, some confusion still existed about what exactly was being detected. For 

example, as Birleson (1981, p.73) has noted, Pearce’s claim that one quarter of a

1 7



clinic population (aged 3-17 years) suffered from depressive affect may have been 

true, but the proportion meeting the criteria for depressive disorders was far less 

(Pearce, 1977, 1978). Angold (1988a) has pointed out that, in rating 23% of the 

psychiatric clinic population (aged 3-17 years) as having the symptom ’depression’, 

Pearce himself conflated two or three symptoms.

While some child and adolescent psychiatrists were, during the 1970s, questioning 

the usefulness of a concept of depression in childhood (Rutter, 1971; Graham, 1974), 

they did not dispute the existence of depression in adolescence, and others were 

pointing out that the prevalence of adolescent depression was not insignificant 

(Schwab, Holzer & Warheit, 1973; Hudgens, 1974). Studies of children and 

adolescents admitted to in-patient facilities or referred to out-patient clinics had shown 

that depression and anxiety were common symptoms. Pearce (1978) sought to clarify 

the nature and significance of depression in children and teenagers in a study of 784 

cases (aged 3-17 years) who attended an out-patient psychiatric clinic. The children 

who were rated on the item marked ’morbid depression, sadness, unhappiness, 

tearfulness’ was selected for further study. Of 547 children, 126 (23%) were rated 

as depressed.

Cantwell & Carlson (1979) stated that ’if one looks for the clinical picture of 

depression in children in a way analogous to the way it is looked for in adults, it can 

indeed be found and may be much more common than people think.’ (page 526). 

Carlson & Cantwell (1980) asserted that adolescents (and children) could be found 

suffering from major depression by using an adult RDC interview. However, in a 

review of rating scales used to detect depressive disorders in childhood. Petti (1978) 

concluded that depression in childhood was difticult to operationalise.

By the 1980s a number of studies were being reported which were nearly all using 

the newly refined DSM-Ul criteria in case definitions for childhood/adolescent 

disorders (including depression) (reviewed by Brandenburg, Friedman & Silver, 

1990). Many of these studies employed a multi-stage approach to case identification.
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including questionnaire screening and subsequent interviews.

At this time, a number of studies were published in which it was claimed that 

depressive disorders exist in adolescence with features similar to those observed in 

adults (Mezzich & Mezzich, 1979; Carlson & Cantwell, 1980, 1982; Kaplan, Hong 

& Weinhold, 1984; Strober, Green & Carlson, 1981; Strober & Carlson, 1982). 

Robbins et al (1982), while noting the lack of common diagnostic terminology in 

diagnosing depression in adolescents, found ’...an observable syndrome of depression, 

very similar or identical to that in adults. ’ in a sample of inpatient adolescents (mean 

age 14.8 years). When the presenting symptoms of the target group are depressive, 

suicidal or phobic mood, it appeared that adult criteria for depression can be used 

successfully to distinguish depressed from non-depressed children and adolescents 

(Mitchell, McCauley, Burke & Moss, 1988). In an earlier sample of adolescent in

patients (mean age: 14.8 years), 27% met the criteria for Major Depressive Disorder 

and a further 18% were described as showing Chronic and Intermittent Minor 

Depressive Disorder (Robbins et al, 1982). More recently. Cooper & Goodyer 

(1993) also observed that, ’An increasing body of evidence supports the view that 

young persons attending psychiatric clinics who receive a diagnosis of major 

depressive disorder have the same type and range of symptoms as those seen in 

depressed adult patients’ - citing Ryan, Puig-Antich, Ambrosini et al (1987), Kazdin

(1990), and Kolvin, Barrett, Bhate et al (1991) as providing supporting evidence. 

However, it should be noted that Kolvin, Bemey, Barrett & Bhate (1992) put forward 

findings which suggested that dysphoria, although necessary to the diagnosis of 

depression, is not a sufficient criterion in itself.

In the mid-1980s leading child and adolescent psychiatrists were emphasising some 

of the unique features of depressive and anxiety disorders in adolescents. For 

example, Rutter (1986) identified the need to take account of developmental issues, 

and noted the reasons why depression as a disorder is likely to be less common in 

childhood than in adulthood.
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a. Feelings of misery in childhood are more often reactive and 
labile, and less often accompanied by depressed cognition 
(expressed as guilt or hopelessness).

b. Depression is less often accompanied by psychomotor 
retardation and other vegetative features.

c. Depression in children co-exists with many forms of social 
problems (eg conduct disorder).

d. Depression in childhood and adolescence is more often 
accompanied by somatic symptoms

Nurcombe et al (1989) tested the presence of ’true* depression in a group of 215 

12-16 year olds consecutively admitted to a specialist adolescent psychiatric facility 

over a 15-month period. Mothers of the adolescents completed the Child Behavior 

Check List - Parents’ Version (CBCL-P) (Achenbach & Edelbrock, 1983) on the day 

the young person was admitted. Using cluster analysis, three groups of adolescents 

were distinguished, one of which was described as suffering from distinct ’nuclear’ 

depression. Further investigation showed that there was a continuously distributed 

and non-categorical depressive syndrome. These authors also acknowledged that 

relying only on a parent for information may have produced a less reliable picture 

than could be gained from using self-report questionnaires and interviews with the 

adolescents.

Among adolescents the issue of chronicity has received less attention than single 

episodes. Bartlett, Schleifer, Johnson & Keller (1991) found that 13% of inner city 

adolescents attending an adolescent medicine clinic were suffering from a current 

major depressive disorder, but many more complained of recurrent episodes and 

chronic residual symptoms. Chronicity is central to the diagnosis of dysthymia, 

wha*e the experience of depressed mood must have lasted for two years at least, with 

no remission longer than two months in that time. But the diagnosis of MDD 

requires symptoms to have been present for at least two weeks unremittingly, 

although it is becoming apparent that, among adolescents, recurring episodes may 

continue over long periods (eg, Harrington, Fudge, Rutter et al, 1990).
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Most of the work on depression in adolescence has been based on clinic samples, and 

’only a minority of depressed adolescents in the community are seen in mental health 

facilities’ (Fleming, Boyle & Offord, 1993 - citing also Fleming, Offord & Boyle, 

1989; Goodyer & Cooper, 1993; Lewinsohn, Rohde, Seeley & Hops, 1991; Offord, 

Boyle, Szatmari et al, 1987b; and Whittaker, Johnson, Shaffer et al, 1990, as 

providing further evidence).

Angold (1988a) has reviewed a range of studies of depression in (children and) 

adolescents which had either sought to establish psychiatric diagnoses using 

recognised medical nosologies such as DSM-111, or had been specifically designed to 

investigate the prevalence of depression in the community. However, even within 

these two groups of studies, there were wide differences in the definitions of 

depression. In particular, it was difficult to distinguish the severity of depression 

which was detected. Angold also noted that methods of obtaining these data affected 

results: for example, in those studies using only self-report measures higher rates of 

depression were reported than in the studies which used categorical diagnoses by 

psychiatrists.

5. Suicide

Suicide and attempted suicide are frequently taken to represent an aspect of 

depression, although the association between the two is imperfect (Compas et al, 

1993). It is not intended to review the very extensive literature here, but to draw out 

some particular features of suicide and attempted suicide in adolescent girls. For a 

detailed review see Shaffer & Piacentini (1994).

Research on adults has suggested that hopelessness may be the critical factor. 

However, it should be noted that Asamov, Carlson & Guthrie (1987) found a weak 

relationship between suicidality and hopelessness, and Rotheram-Borus & Trautman 

(1988) found that neither hopelessness nor depression significantly predicted suicidal
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intent in a female group of 12-18 year old para-suicides.

The incomplete link with depression is illustrated by two recent studies. Kashani, 

Goddard & Reid (1989a) selected a sample, stratified by three age-groups (84- years, 

124- years, and 174- years) from a community pool of 4,810 children and adolescents 

in order to study the correlates of suicidal ideation. The children and a parent 

(usually the mother) were interviewed. Depression was found to be significantly 

more prevalent in those with suicidal ideation than in those without, but the suicidal 

children were also more likely to exhibit anxiety and impulsivity. The girls with, 

rather than without, suicidal ideation were more likely to report family difficulties. 

The authors caution against giving too much weight to these correlates in a population 

in which suicidal ideation was found in only 1%. Garrison, Addy, Jackson et al 

(1991c) found that the best predictor of a given year’s suicidal ideation score among 

young adolescents was the previous year’s depression score. They also reported that 

girls and blacks showed higher suicidal ideation scores.

The prevalence both of successful suicide and of suicide attempts rises particularly 

sharply after puberty, and several studies have found suicide attempts to be associated 

with a wide range of risk-taking behaviours in Western nations (eg, Adcock, Nagy 

& Simpson, 1991), which may account for the incomplete association with 

depression.

6. Recognising anxiety disorders in adolescence

like dq)ression, anxiety in adolescence was, until recently, a neglected area of study 

(Rutter, 1989). Last & Beidel (1991) make the point that the inclusion in DSM-IH 

of ’anxiety disorder of childhood and adolescence may have been the spur to 

improved research’. Recently, general population studies of adolescents using 

structured interview assessments have shown that such disorders are relatively 

frequent (Bird et al, 1988, 1989; Velez, Johnson & Cohen, 1989), and may indeed
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be the commonest form of psychopathology in community populations (Kashani & 

Orvaschel, 1990).

In childhood and adolescence the various anxiety disorders vary somewhat in their 

aetiology and prevalence. Last, Perrin, Hersen & Kazdin (1992) reported on the 

socio-demographic and clinical characteristics of anxiety disorders found in a 

psychiatric clinic treating children and adolescents aged 5-18 years. Separation anxiety 

disorders (SAD) had the youngest age at onset (7.5 years) and panic disorders the 

oldest (14 years); children diagnosed with SAD were more likely than others to come 

from single parent families. There were high levels of co-morbidity. Studies of 

anxiety disorders alone are less common, compared with studies of depression and 

anxiety. Last et al (1992) reported the characteristics of 188 children and 

adolescents referred to a specialist clinic for anxiety disorders. Separation anxiety 

was the most common (27%) and avoidant disorder the least common (3%) of the 

eight specific DSM-lU-R anxiety disorders diagnosed in the subjects; generalized 

anxiety disorder was not found in any of the subjects. Separation anxiety was also 

found to present the highest lifetime frequency (45%), and post-traumatic stress 

disorder the lowest (4%). Anxiety and phobic disorders appear to have markedly 

earli^ onset than major depressive disorder. In a sample of 386 normal adolescents, 

all 43 with a lifetime diagnosis of simple phobia experienced onset before age 14, and 

83% of youth with a lifetime history of social phobia had onset before 14 years.

HowevCT, as we have seen, there is considerable overlap between the many disorders 

previously reported as separate, and anxiety has been described as having ’substantial 

co-morbidity’ with depression (Rutter, 1989). [The issue of co-morbidity is covered 

in detail in the next section.]

Social impairment has a considerable effect on the prevalence rates of anxiety 

disorders. For example, Kashani & Orvaschel (1988) found that 8.7% of 14-16 year 

olds met the criteria for one or more anxiety disorder if impairment was considered, 

but 17% met the criteria if symptoms only were considered.
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The study of family effects is hampered by the large number of different anxiety 

states from which children and adults suffer; seven are included in DSM-IU-R and 

DSM-IV. However, it appears that the links, if any, are not always specific. Anxiety 

disorders in the mothers of school-phobic children have been found to be no more 

frequent than in non-phobic admissions to a child psychiatric clinic (Berg, Butler & 

Pritchard, 1974). Over-anxious disordered children appear more frequently to have 

over-anxious mothers than children with separation anxiety or non-anxious controls, 

but this is not true for other forms of anxiety (Last, Phillips & Statfield, 1987).

The association of anxiety disorders and stressful events has not often been 

investigated (Last & Beidel, 1991), although clinicians often observe that the onset 

of school phobia, for example, may be precipitated by stressful events (eg, Gittelman- 

Klein & Klein, 1980).

7. Co-morbidity in adolescent psychiatric disturbance

A high level of psychopathological co-morbidity is commonly observed in adolescent 

clinic populations (eg, Pearce, 1978; Deykin, Levy & Wells, 1987; Fleming & 

Offord, 1990). However, it must be stressed that the interest in co-morbidity is a 

relatively recent development, and it was formerly much more common for clinicians 

and researchers to emphasise the need for a single diagnosis, now re-designated as 

the primary diagnosis.

Studies of depressed youngsters have consistently found that depressive symptoms co

exist with several other groups of symptoms for a large proportion of cases. Quay 

(1979) reviewed 37 factor analytic studies of disturbed children (most subjects were 

attending out-patient clinics). None of the studies identified a clear depressive factor; 

some depressive symptoms were observable among children showing anxiety and 

withdrawal. He concluded that the severity and prevalence of depression in these 

clinic populations was very low and few cases of depression were unconnected with
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other symptoms. For example, a study of the 6 to 17 year-old children of parents 

with depressive disorders (with or without additional anxiety disorders) showed that 

co-morbidity of depression and anxiety in the children was common (Weissman, 

Leckman, Merikangas et al, 1984a). Additionally, co-morbid depression and anxiety 

appears to be associated with greater symptom severity in both disorders. Bernstein

(1991) found that, out of 96 children and adolescents (aged 7 to 17 years - mean 

13.5) referred for school phobia, 24 (25%) showed both depressive and anxiety 

disorders; the co-morbid depressive/anxious states were associated with the most 

severe symptomatology on the two rating scales used to assess self-reported anxiety 

and depression. Higher self-reported anxiety scores have been reported for adolescent 

patients with depressive and anxiety disorders compared with those with pure anxiety 

disorders (Strauss, Last, Hersen & Kazdin, 1988).

Most clinicians in this field have noted that the majority of depressed adolescents 

present with multiple symptoms (eg, Kashani, Carlson, Beck et al, 1987b; Kovacs, 

Goldston & Gatsonis, 1993). For such patients, clinicians may select for comment 

the symptoms which place the adolescent in the ’depressed* category, but neglect the 

full range of symptoms that are shown. Examples of the degree of co-morbidity in 

clinic populations can be found Erst, in a study of 80 children with diagnosed 

depression, among whom 59% showed additional separation anxiety, and 48% 

showed additional phobias (Puig-Antich & Rabinovich, 1986), and another clinic- 

referred group of adolescents among whom the mean number of DSM-111 diagnoses 

was 1.9, and only 22 of 102 (22%) had one diagnosis only (Kashani, Sherman, 

Parker & Reid, 1990).

Nurcombe (1992) has emphasised that multivariate analyses of the symptoms of 

adolescent in- and out-patients show that ’depressive phenomena are commingled with 

anxiety, emotionality and social ineptitude.’ (p. 16). Major depression and dysthymia 

are frequently observed alongside aggressivity, antisocial behaviour, anxiety and 

substance abuse (eg, Achenbach & Edelbrock, 1983; Ryan et al, 1987; Nurcombe et 

al, 1989; Seller, Nurcombe, Scioli & Grapentine, 1989). The majority of these
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studies of clinic populations found that the children and adolescents were nearly 

always suffering from a range of affective symptoms, and pure depression was 

extremely rare. Zoccolillo (1992) observed that depressive and anxiety disorders 

were found to be present with conduct disorder far more than would be expected by 

chance, and that increasing severity of conduct disorder led to an increased risk of 

emotional disorders. He pointed out that the correlates of major depression in 

adolescents differs in subjects with and without co-morbid conduct disorder. By 

contrast Mitchell et al (1988) claimed co-morbid conduct disorder was very rare in 

a clinic sample of (children and) adolescents, so the picture is not completely clear.

Co-morbidity is also found in depressed teenagers who are not clinic attenders. 

Hoberman, Garfmkel & Sulik (1991) studied 5,775 junior and senior high school 

students and found that most students who scored high on one measure of psychiatric 

symptomatology, scored high on at least one other. Cooper & Goodyer (1993) have 

reported that, in a community sample of 11 to 16 year old girls, 40% of the 

depressed girls (3.6% of the sample) showed co-morbid anxious, behavioural and 

obsessional disorders.

Reviewing the evidence from epidemiological studies of depression in children and 

adolescents which had used standardized interviews and DSM-III-R criteria, Angold 

and Costello (1993) found high levels of co-morbidity reported in all studies. Most 

frequently depression co-existed with anxiety disorders (30%-75%), conduct disorders 

(21%-83%), and attention deficit disorder (0%-57%). Interestingly, the rates of co

morbidity in community studies were the same as for the clinic studies. Compas et 

al (1993) claim that ’depressed mood is most closely related to anxious mood when 

both types of emotion are measured’ (p. 336). They point out that numerous studies 

have observed this overlap (Kovacs et al, 1984a & b; Mitchell et al, 1988; Edelbrock 

& Costello, 1988a; Kovacs, 1990; Garrison, Addy, Jackson et al, 1991a; reviewed 

by Brady & Kendall, 1992) and suggest that this results from sharing the key feature 

of ’negative affectivity’ at all three levels of ’mood disorder’, syndrome and disorder. 

Pearce (1978) found high levels of anxiety, school phobia and refusal in children
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diagnosed as depressed.

Arising from this evidence, Boyle and his colleagues, investigating the prevalence of 

emotional and behaviour disorder in the Ontario state population between ages 4 and 

16 years, chose to collapse the various categories of depression and anxiety disorders 

into one (Boyle, Offord, Hofman et al, 1987). This had been the decision at an 

earlier date of Rutter and his colleagues in the Isle of Wight study (Rutter, Tizard, 

Yule et al, 1976a).

At the same time that it was recognised that depressed youngsters are frequently 

anxious, there was also an increased recognition of the reverse: depression is common 

among adolescents with a primary diagnosis of anxiety disorders. Last et al (1992) 

found that lifetime rates of depressive disorders varied from 25 % in clinic adolescents 

with obsessive-compulsive disorders to 56% in adolescents with social phobias. In 

addition. Last and her colleagues found that most of the clinic sample had a lifetime 

history of multiple anxiety disorders. At the older end of the age-range studied in the 

current thesis, a study of suicidal behaviour in college students found high 

correlations between the scores on a range of self-report questionnaires designed to 

establish depression, hopelessness and anxiety (Connell & Meyer, 1991); these 

authors also noted that anxiety and depression are often found together in clinical 

settings.

In his review of the literature on child and adolescent depression, Angold (1988b) 

observed that depression was common in adolescents referred for a variety of 

educational, medical and psychiatric problems apparently centring on other issues. 

Inevitably, this affects the ease with which reliable diagnoses can be achieved. For 

example, Puig-Antich & Gittelman (1982) observed that it can be exceptionally 

dif&cult to determine the primary diagnosis in children in the presence of many other 

symptoms. Further reviewing child and adolescent studies, Nurcombe (1992) 

concluded that the empirical evidence supported the existence of a small group of 

adolescents with categorical depression, but a much larger group with non-specific
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depression, which represents only one dimension of their symptomatology. He also 

concluded that there was no evidence from multivariate analysis which suggested 

categorical depression in pre-pubertal children.

It is therefore perhaps not surprising to find Costello & Angold (1988) stating that 

there is ’still considerable uncertainty about the status of depression in childhood’, 

and Nurcombe (1992) challenging the validity of distinguishing, in adolescents, 

between misery and melancholia: the latter traditionally seen as a severe form of 

depression with moods much blacker than misery.

8. Social impairment and affective disorders in adolescence

In the last decade attention has increasingly been focused on social impairment as an 

aspect of severe or chronic depression and anxiety. In particular, depression as a 

psychiatric disorder can be seen not only as a group of associated symptoms present 

in a stable form, but also as a stable group of functional impairments: ’Depressed 

children usually have multiple problems that impinge on most aspects of their lives, 

particularly on social functioning and scholastic attainment.’ (Harrington, 1993, p. 

21). The revised (third) edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-lll-R) (APA, 1987), and recent developments of that nosology (eg 

Compas et al, 1993) acknowledge the importance of social impairment in diagnosis 

of depression, in adolescents and adults.

Writing specifically about children (not adolescents) Birleson (1981) defined 

’depressive disorder’ to mean ’a specific affective behaviour pattern where there is 

impairment of the individual’s ability to function effectively in his or her environment 

and which persists for some time’ (page 74). This excluded the affective variant of 

temporary grief reactions, the manifestations of chronic personality traits, normal 

mood states and the ’demoralisation syndrome’ noted by Gittelman-Klein & Klein 

(1971). On this basis, Birleson proposed an operational definition which included
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i) evidence of recent expressed unhappiness, sadness, misery or
weepiness;

ii) a history of behaviour change of more than 2 weeks but less
than a year;

iii) evidence of impairment in social relationships and/or decline
in school performance; and

iv) the presence of 2 or more of the following symptoms: sleep
disturbance, appetite disturbance, loss of usual energy or 
interest, reduction in activity, expression of self 
-deprecating ideas, suicidal threats or behaviour, increased 
irritability, new somatic complaints, wandering behaviour, 
and depressive delusions and hallucinations.

(Birleson, 1981, p.76.)

Birleson proposed that all four criteria had to be met before a diagnosis of depressive 

disorder was made. The interview developed to probe these symptoms did not 

specifically include social impairment, but covered withdrawn and inhibited 

behaviour, and difficulty in establishing rapport.

However, while it is recognised that impairment of functioning should play a part in 

the recognition of different levels of severity of psychopathology, incorporating this 

dimension into diagnoses makes some assumptions about aetiology that cannot yet be 

sustained by research evidence. Puig-Antich, Kaufman, Ryan et al (1993) found that 

adolescents with Major Depressive Disorder had ’severe difficulties’ in their 

relationships with their parents, siblings and peers, and showed poor school 

performance while they were depressed. However, these authors point out that in a 

cross-sectional study design it was not possible to determine whether the depression 

preceded or followed the poor psychosocial functioning, nor whether the remission 

of depressive symptoms would be accompanied by improved functioning. The exact 

relationship between depression (and anxiety) and psychosocial functioning remains 

relatively un-researched. As Giaconia, Reinherz, Silverman et al (1994) have 

recently pointed out, disturbed social functioning has particular importance in late 

adolescence which can be seen as a critical period for the development of social skills 

before adulthood (page 707).
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The disturbance of attachments appear to have particular importance in adolescent 

depressive episodes: Barrera & Garrison-Jones (1992) found that depressive symptoms 

in a sample of 94 adolescent inpatients were predicted by social relationship variables, 

after taking account of the effects of anxiety and conduct disorder symptoms. 

Depression was negatively related to family and paternal support, but was positively 

related to peer support. It is, of course, not possible to say whether the impaired 

attachments follow or precede the depressive or anxiety symptoms.

9. Using different informants to collect data on adolescent symptoms

It is worth noting that depression and anxiety in teenagers is frequently diagnosed by 

having access to symptom reports from teachers and parents, in addition to those 

from the teenagers themselves. In this, studies of young people are different from the 

studies of adults, where the adult is often the only informant. Questionnaires may be 

administered to the adolescents or to third parties, usually mothers and/or teachers 

(fathers are seen as poor informants on the teenager’s own feelings and are seldom 

asked for this information). Some studies have used only one informant, while others 

have used several. Some recent studies of children and adolescents have used a two 

stage design - screening followed by interviewing - in which information can be got 

from both child and mother (eg. Bird et al, 1988; Goodyer, Cooper, Vize & Ashby, 

1993).

Self- and parental reports may produce different information. For example, while 

Moretti, Fine, Haley & Marriage (1985) showed that, when children (8-17 years) 

were the informants, those meeting DSM-III Major Depressive Disorder (MDD) 

criteria reported significantly more depressive symptoms than when they did not meet 

MDD criteria, when the parents were the informants about their children’s depressive 

symptoms they did not distinguish between those meeting and not meeting the MDD
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diagnosis. These authors emphasised that children and teenagers can provide valid 

reports.

A good deal of adolescent misery and unhappiness reported by the 14/15 year olds 

in the Isle of Wight studies was not reported by teachers and parents despite the fact 

that the data were collected contemporaneously (Rutter et al, 1976a & 1976b). This 

insensitivity of parents to some aspects of the psychopathology and behavioural 

problems of their adolescent children has been shown in other studies (eg, Kashani 

et al, 1989a; Verhulst & van der Ende, 1992).

A number of studies both of community samples and out-patient samples have now 

confirmed that children and adolescents report more psychopathological symptoms 

than their parents report about them (eg, Orvaschel, Weissman, Padian & Lowe, 

1981; Heijanic & Reich, 1982; Moretti et al, 1985; Earls, Smith, Reich & Jung, 

1988). It may be worth noting that in studies of in-patient samples and of conduct 

disorder the opposite seems to be true: parents of these children report more 

symptoms than do their children. Weissman, Wickramaratne, Warner et al (1987a) 

found that some mothers were either unaware of or under-reported their children’s 

psychiatric symptoms.

10. Prevalence of depressive and anxiety disorders in community populations of 
adolescents

A number of studies have provided estimates of the prevalence of depression and 

anxiety in young people. The studies are difficult to compare because of the wide 

range of ages and other characteristics of the subjects, and the different methods used 

to determine depression and anxiety, and the different levels of severity of disorder 

or disturbance. The large majority of the studies reviewed by Angold (1988a) which 

had been designed to assess depression in community populations of teenagers were 

concerned with the early and mid-adolescent age groups, and not with the age-group 

which was the focus of the present thesis. The highest upper age limit in thirteen
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studies reviewed by Angold was 18 years (two studies reviewed below).

F illin g  & Offord (1990) reviewed 14 epidemiological studies of depressive disorders 

in childhood (ages 6-11) and adolescence (ages 12-19), finding shortcomings in 

sampling and inconsistency in the measurement of depression in all the studies. 

Compas et al (1993) concluded that, ’Estimates of the prevalence of depressive mood 

vary according to how depressed mood is measured..., (and) the time frame during 

which symptoms are assessed’ (p.335), while pointing out that different 

methodologies are being used quite properly to tap different levels of symptom 

severity. The lower prevalence rates of MDD than depressed mood, ’reflect more 

than simply the use of increasingly stringent diagnostic criteria at each successive 

level.’ (p. 335), but the three levels (mood, syndrome and disorder) reflect the 

different symptoms that are being included and excluded by each classification 

system. Supporting this point, in the thirteen studies reviewed by Angold (1988a) 

prevalence rates of depressed mood were higher when only a self-report questionnaire 

was used (eg, Fleming et al, 1989; Kandel & Davies, 1982). Psychiatric interviews 

with the adolescents produced markedly lower rates of depressive syndrome or MDD.

Table 1.1 (on the following pages) summarises the results and the main features of 

the community studies of anxiety and depression in adolescent community samples 

in the last two decades.

Some of the studies in Table 1.1 require some further comment: the numbering in the 

following paragraphs refers to the numbers against each study in the Table. The total 

population study of 10/11 year olds on the Isle of Wight, re-visited when they were 

14/15 years old (study 2), remains one of the most comprehensive of the 

q>idemiological studies of psychiatric disorder in mid-adolescence (Rutter, Tizard & 

Whitmore, 1970; Rutter et al, 1976b). At age 15 psychiatric assessments were made 

of those with high teacher or parent behaviour ratings and a randomly selected sample 

of low scoring controls. Interviews with the adolescents showed that the 1-year period 

prevalence for psychiatric disorder was between 10% and 15%. While there had
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Table 1.1 Key features of prevalence studies of depression and anxiety disorders in late adolescence

Author* Characteristic* of sample Measure* Results Comment
(date)

Sex Ages
(years)

Location N.
(RR)'

Self-rqiort
(time-firame)

Parent re 
child

Clinical 
interview 
with child

MDD Dysthymia Anxiety
disorder*

1. Albert & Beck 
(1975)

m/f
13-15

7/8th grade*, 
one US 
school

63
Beck
Depression 
Inventory 
(BDD 
(2 wks)

giris*37%
mod/severe
depression

2. Rutter et al. 
(1970,
1976a)

m/f 14/15 Total pop
ulation: I. of 
Wight

2303 interview interview
with
selected
sample

1.5% 10% ;
self-report
48%

self-report
28.4%

considerable 
under
reporting by 
parents and 
teacher*

3. U vik  (1977) m/f 16 4 urban, one 
rural school* 
in US

382 4- 
101

interview 20% urban 
8% rural

4. Teri (1982) m/f 14-17 one US high 
school

568
(RR*
75%)

BDI 
(2 wks)

49% mild, 
32% mod/ 
severe 
depression

white middle 
class pop.

RR response rate
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Table 1.1 (contd)

Authors Characteristics of sample Measures Results Corrunent
(date)

Sex Ages
(years)

Location N. (RR): Self-report

(time&ame)

Parent re 
child

Clinical 
interview 
with child

MDD Dysthymia Anxiety
disorders

5. Kaodel A  Davies 
(1982)

m/f 13-18 20 High 
schools in 
NY State

4202
(RR-
81%)

six questions on 
dq»ressed mood

15%
severe dep. 
mood

self-report
15%severe
,28%
moderate

6. Schoenbach et al 
(1982/83)

m/f 12-16 US junior 
high school

624
(RR-
76%)

CES-D (n=384 
only)
(1 week)

2.9%

7. Kaplan et al 
(1984)

m/f 11-18 1 junior 2 
senior US 
high schools

385 BDI

(2 weeks\)

13% mild, 
7% mod., 
2% severe 
depression

8. D’Atcy & 
Siddlque (1984)

m/f 13-18 sample from 
one city 
Canada

1038 30-item GHQ 

(1 month)

girls with 
12 or more 
symptoms: 
15%

Anxiety A  
social
dysfunction
most
frequently

9. Kashani A  
Orvaschel (1988)

m/f 14-16 sanq>le from 
US Midwest 
schools

150
(RR-
72%)

Piers-Harris, 
Ways of coping 
Multiple Affect 
Adjective 
Checklist

DICA-P DICA 8% mod—
17%;
cases—
8.7%
(DSM-DQ

cases
includes 
inqiairmeiit; 
6% co- 
morbid 
Dep/anx

RR response rete
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Table 1.1 (contd)

Author# Characteristics of sample Measures Results Comment
(date)

Sex Ages
(years)

Location N.
(RR)»

Self-r^Knt

(timeframe)

Parent re 
child

Clinical 
interview 
with child

MDD Dysthymia Anxiety
disorders

10. Kashani et al 
(1987/89)

m/f 14-16 Sangle 
schools in 
one US city

150
(RR*
72%)

DICA-P DICA 4.7% 8.0% 75% co- 
morbidity 
with anxiety

11. Velez et al 
(1989)

m/f 13-18
+
two- 
year 
follow- 
up aged 
15-20

New York 
State, US 
Random 
Sample 
Household

776 CBCL
(Achenbach)

DISC 
parents 
(Time 1 
&Time 
2)

DISC Time 1: 
3.7%

Time 2: 
3.1%

Hme 1: 
19.5%

Time 2: 
13%

12. Fleming et al 
(1989)

m/f 6-16 Community
sample,
Canada

2852
(RR;
91%)

SDI derived 
from CBCL 
(Achenbach)

5.9% 45% co- 
mofbid with 
anxiety

13. Bernstein et al 
(1989)

m/f 15-19 Rural US 
h i^  school

988 Beck Depression 
Inventory & 
Manifest 
Anxiety Scale-R

6% 0.59
correlation of 
depression & 
anxiety

14. Sief el-Din 
(1990)

m/f ’mid
teens’

Alexandria,
Egypt:
School
sanq>le

1561 Children’s
Depression
Inventory

Interview 
with high 
scorers

CDI score 
High:3.4% 
Low:6.4%

Only 33% 
high scorers 
agreed to be 
interviewed

RR response rete
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Table 1.1 (contd)

Authors Characteristics of sample Measures Results Comment
(date)

Sex Ages
(years)

Location N. (RR)" Self-report

(timeframe)

Parent re 
child

Clinical 
interview 
with child

MDD Itysthymia Anxiety
disorders

15. Garrison et al 
(1990)

m/f 11-17 US
suburban 
high schools

677
(RR=
89%)

20-item CES-D 
(Radloff, 1977)

4.4%

16. Deykin et al 
(1987 )

m/f 16-19 US colleges 
(1 mixed, 1 
female)

424
(RR=
42%)

DIS 8J%
lifetime

17. Larsson & 
Melin (1990)

m/f 13-18 school
sample

Psychiatric
clinic
Sweden

539
(RR=
90%)
75
(RR=
85%)

BDI 8% mod., 
2% severe 
depression

18. Reinherz et al 
(1993)

m/f mean
17.9

community
sample
Northeastern
US

386 NIMH-
Dis-ni
(Robins et 
al, 1989)

9.4% 22.8%
idiobia
(lifetime
prevalence)

vAite
working
class

RR response rate
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Table 1.1 (contd)

Authors
(date)

Characteristics of sample Measures Results Comment

Sex Ages
(years)

Location N.
(RR)»

Self-report
(time&ame)

Parent re 
child

Clinical 
interview 
with child

MDD Dysthymia Anxiety
disorders

19. Cooper & 
Goodyer (1993)

girls 11-16 3 UK state 
schools

1072 32-item
MFQ*

DISC point
prevalence
3.6%

12-month
prevalence
6%

’Partial
syndrome’
point prev.
8.9%
12-month
prevalence
20.7%

20. Lewinsohn et al 
(1994)

m/f 14-18 random high 
school pop. 
Oregon US

Time 1: 
1710
(RR=

61%)

Time 2: 
1508
(RR-
88%)

K-SADS point
prevalence 
= 1.4% 
lifetime 
prevalence 
at Time 1 
= 15.2%; 
at Time 2 
=24%

Time 2 
point
prevalence

0.1%;
lifetime
prevalence
=3.0%

Time 2 
point
prevalence 
-  3.2%; 
lifetime 
prevalence 
»  5.6%

RR response rate

MFQ (Costello & Angold, 1988)
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been only 3 cases of depression in this population when they were 10/11 years old, 

but by the time they were re-visited at age 14/15 there were nine cases of depression 

and another 26 cases of depression and anxiety.

This total population survey also identified a group of teenagers who did not show 

explicit psychiatric symptoms, but who nevertheless reported marked mood swings 

and considerable personal misery when they were interviewed (Rutter, 1979). More 

than 40% of both boys and girls said they cried or felt like crying with misery and 

one in 12 reported some suicidal thoughts which had been undetected by their parents 

or teachers (Rutter et al, 1976a). If these self-reported symptoms were added to the 

information from questionnaires and interviews with parents and teachers, the overall 

rate of psychiatric disturbance rose to 21%. The authors of this study have 

subsequently made the point that ’it is clear that psychiatric surveys in adolescence 

must include information from the teenager himself (sic) as well as from parents and 

teachers’ (Graham & Rutter, 1985).

Most of the studies used psychiatric interviews with the adolescents (studies 2, 3, 9, 

10, 11, 14, 16, 19, 20 and 21); the self-report scales vary in their efficacy as screens 

for specific DSM-UI or RDC diagnoses, as opposed to identifying depressed or 

anxious mood (eg, the Beck Depression Inventory or the General Health 

Questionnaire), and vary in their time-frames.

Turning to the older adolescent (post school) age groups, we find that there are 

relatively few studies of psychiatric disorder in whole community populations, and 

a tendency to pick out the more easily accessible, but unrepresentative, groups like 

college students (eg. Farmer & Harvey, 1975) .

It has already been stated that many recent epidemiological studies of adolescent 

psychopathology present combined data on depression and anxiety disorders together. 

A small number of studies have been of anxiety disorders alone (Bernstein, Garfinkel 

& Hoberman, 1989).
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11. Longitudinal studies of depression and anxiety in adolescents

The importance of prospective studies has been emphasised by Rutter (1989), not 

least because '(such) studies are needed to investigate the reasons why so many 

individuals do not develop disorder after exposure to risk factors.’ (page 641). In 

addition, it is only with longitudinal studies that one can be certain of the timing of 

risk factors. Where cross-sectional studies with a retrospective element may point to 

risk factors, longitudinal studies can determine more exactly whether certain factors 

already distinguish the susceptible members of a population and establish the extent 

and nature of continuities and discontinuities between (childhood and) adolescent 

disorder and subsequent adult disorder.

Longitudinal studies of psychopathology in adolescents, particularly following them 

into adult life, have not been very common. The majority of such studies tend to be 

of children identified for psychiatric or behavioural disorders in the earlier years (eg, 

Harrington et al, 1990), in other words clinic attenders. In relation to depression and 

anxiety disorders it appears that early onset uniformly has a poor outcome (Geller, 

1993). Rao, Weissman, Martin & Hammond (1993) reported the follow-up of 204 

child/adolescent patients originally aged between 6 and 17 years. Between five and 

thirteen years later the depressed adolescents showed a suicide rate of 4.4% compared 

with none in the anxious or control groups. Other symptomatology was not reported. 

While genetic predisposition may play a part, clearly other factors may mediate the 

relationship between early and later depression and anxiety. Garber, Kriss, Koch & 

Lindholm (1988) reported that all of a sample of in-patient depressed adolescents had 

further depressive episodes over the next eight years, and Kovacs and her colleagues 

found 70% of identified child and adolescent with major depressive disorder had a 

further episode within five years (Kovacs, Feinberg, Crose-Novak et al, 1984a, 

1984b).

The only substantial follow-up study of a community sample of adolescents is that of
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Kandel & Davies (1982, 1986), in which 83% of a representative sample of New 

York State high school students were contacted nine years after an initial survey of 

depressive and anxious mood. Those who, as 15-16 year olds had exhibited mood 

disorder tended to show poorer psycho-social adjustment in young adulthood, for 

example heavier smoking and use of prescribed tranquilizers (among women). In 

particular, earlier dysphoria appeared to be associated with later inability to establish 

close relationships with others, perhaps reproducing the earlier lack of closeness with 

parents.

40



12. Summary

In his wide-ranging review on depression in adolescence, Angold (1988b) concluded 

that there was some agreement that a group of adolescents existed in the community 

which showed persistent sadness, withdrawal or anxiety, but that the methodological 

problems and defects of many studies prevented the emergence of any clear-cut and 

reliable conclusions. Nurcombe (1992) also supported this view. Numerous studies 

have shown that teenagers themselves report relatively high levels of misery, somatic 

symptoms, anxiety and fears, irritability and aggression (eg, Rutter et al, 1976a). 

Evid^ce from the range of studies reviewed in this chapter suggest that between 3% 

and 21% of adolescents suffer from symptoms of depression and anxiety, but that 

these results are affected by the methods of investigation, by variations in the 

definitions of severity and more complex issues such as the episodic nature of 

depression in adolescents. Unlike the depression of adults, adolescent depressive 

mood frequently co-exists with other disorders - most commonly anxiety and phobic 

disorders, but also conduct disorder and substance abuse. Late adolescence emerges 

as a period of considerable risk for depression, and some risk for anxiety/phobias.

It is not unusual to find that parents and teachers fail to observe some of these 

depressive and anxious symptoms in teenagers (Velez & Cohen, 1988; Moretti et al, 

1985; Weissman, Wickramaratne, Warner et al, 1987a). There is an increasingly 

common view that the criteria used to define adult depression are not always wholly 

appropriate to the definitions of adolescent depressive disorders, and that more 

attention needs to be given to symptoms associated particularly with this 

developmental stage (Angold, 1988b; Nurcombe, 1992). Adolescent depressive and 

anxiety disorders are not miniature replicas of adult disorders (Verhulst & Koot, 

1991), and developmental issues need to be considered (see special edition of 

Development & Psychopathology, 4, 1992, for a range of studies addressing this 

issue).
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Summarising this chapter, it can be seen that the increasing sophistication of systems 

used to detect depressive and anxiety disorders confirmed that such disorders exist in 

the adolescent population. Compared with adults, however, the symptom picture is 

clouded by the frequent presence of other (non-depressive) symptoms, and depressed 

teenagers not infirequently show a cluster of symptoms which would be unusual in 

depressed adults. Categorical depression is not common, and rather seldom accords 

with depression as seen in adults. Overall, there was evidence that it would not be 

in^propriate in the present study to investigate anxiety and depression together, and 

that quite large proportions of a non-clinic female adolescent population might be 

expected to show such disorders. The next chapter describes the factors most 

commonly associated with depressive and anxiety disorders in adolescent populations.
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CHAPTER 2 FACTORS ASSOCIATED WITH ADOLESCENT DEPRESSION 
AND ANXIETY

In Chapter 1 the prevalence of depressive and anxiety disorders in adolescence was 

reviewed. This chapter looks in greater detail at the factors associated with depression 

and anxiety disorders in adolescence. In recent years three papers have been published 

reviewing the factors associated with adolescent depression (Wells, Deykin & Klerman, 

1985; Angold, 1988a & 1988b; Goodyer, 1990a). But in view of the extent of co

morbidity, the larger literature on adolescent psychiatric disturbance and disorders will 

be drawn on when appropriate. In this chapter only the factors for which there is reliable 

and consistent evidence or those with direct relevance to the present thesis will be 

discussed.

1. Age

Although age and gender are inter-related in any discussion of depression and anxiety 

in adolescence, the issue of gender is discussed separately below. As has been noted at 

intervals in the previous chapter, one of the more frequent observations is that major and 

minor depression and anxiety are more common after puberty than before (eg, Albert & 

Beck, 1975; Rutter et al, 1976b; Kandel & Davies, 1982; Kaplan et al, 1984). However, 

this change, though observable in boys, is only significant for girls (see section on 

Gender, page 47).

Depressive and anxiety disorders are both more common in older adolescents and 

probably emerge with more severe symptomatology. The increase in prevalence is 

significant for girls, but not for boys. Pearce (1977) found that the 'depressed' group in 

a sample of children and adolescents referred to a psychiatric clinic were significantly 

older and more likely to be post-pubertal than the 'non-depressed'. Pearce (1978) 

reported the rate of depressive disorders in post-pubertal clinic attenders was one in four 

(25%), while in pre-pubertal attenders the rate was one in nine (11%). In the Isle of
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Wight study of a total child population three cases of depression were observed among 

10/11 year-olds. Among the same population revisited at age 14/15 years, nine cases of 

depression were found with another 26 cases of depression with anxiety (Rutter et al, 

1976b). Kaplan et al (1984), studying 11-18 year-olds, found higher Beck Depression 

Inventory scores (indicating greater depressive feelings) significantly more often in the 

older adolescents.

This change between childhood and mid-adolescence in relation to affective disorders 

(including depressive and anxiety disorders) has been described as the most pronounced 

of all the psychiatric changes over this life stage (Rutter, 1985).

Kandel & Davies (1982) found a rising rate of self-reported depressive mood for both 

male and female high school students (though much more marked in the girls) from age 

13 through 18 years. This pattern was also observed by D'Arcy & Siddique (1984) in 

their cross-sectional study of 14 - 17 year-olds  ̂ in a large Canadian town. In this 

population there was a linear positive association between increasing age and 

psychological distress measured with the 30-item General Health Questionnaire [bearing 

in mind that 'distress' is not necessarily the same thing as depressive and anxious mood, 

and the GHQ-30 includes a number of items on social impairment].

The exact pattern of this rise in the prevalence of depression with age is still unclear. 

However, there is no steady increase for both sexes and all socio-economic groups from 

low rates of depression before puberty to higher rates in early adulthood. In the study by 

Velez et al (1989), major depressive disorders and oppositional disorders reached a peak 

in mid-adolescence and then declined; in contrast, attention deficit disorders and 

over-anxiety declined as the children moved into and through adolescence; rates of 

separation disorder and overanxiety were roughly twice as high in the under 13 year-olds. 

Some other studies have confirmed these particular patterns (Angold 1988a, 1988b;

This sample contained a very small number of adolescents aged less than 14 years or over 17 years - 
in total (mly 0.05% of the study population.
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Costello, 1989; Ge, Lorenz, Conger et al, 1994a). At least one study, finding highest 

self-reported symptoms in the 16-year old group, suggested that taking exams might be 

the trigger; two years later, rates of depressive symptoms were much lower for those in 

work and those still in full-time education (Cairns, McWhirter, Barry & Dufify, 1991).

Similar findings emerged fi*om a study of black urban high school students, among whom 

there were no age differences in the rates of depression between 15- 18  years, but the 

self-report symptom scores of the adolescents in all age groups were higher than a 

comparison group of young adults (Freeman, Rickels, Mudd et al, 1982).

Some studies have reported higher rates of affective disorders for young people in their 

twenties than for early adolescents, suggesting a straightforward association between 

rising prevalence of depression and increasing age (Baldwin, 1968; Wing & Fryers, 

1976; Frerichs, Aneshansel & Clark, 1981; Radloff, 1982). In support of this 

perspective, Strober et al (1981) also reported that overall endogenous and psychotic 

depression occurred less fi*equently in adolescents than young adults. From the same 

data base, Carlson & Kashani (1988) combined the results of three studies to show that 

only some of the symptoms associated with major depression increased with age fi*om 

childhood to adulthood (eg, hopelessness, psychomotor retardation), while the 

fi-equencies of other symptoms remained very similar (eg, poor concentration, insomnia 

and suicidal ideation). They concluded that although age modifies symptom fî equency, 

the basic phenomenology remains similar, but since some of the findings cut across those 

of many other studies, their conclusions may be approached with care. Ge et al (1994a) 

found that depressive symptoms in boys moving fi-om pre-puberty to adolescence by- 

and-large decreased or remained stable over 4 years. For girls of the same age in the 

same study, the mean level of depressive symptoms rose markedly after the age of 13 

years. Mean levels of symptoms for girls peaked at age 15, declined for 2-3 years, and 

then rose again at age 20 years (which was the upper age-limit in the study).

It has been suggested that not only is there a different prevalence of MDD and anxiety 

disorders before and after puberty, but that this symptom variation may be a
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developmental effect (Cooper & Goodyer, 1993. These authors used a self-report 

screening questionnaire followed by a clinical interview to establish major depressive 

disorders in a community sample of girls aged 11-16 years. The symptom profile of the 

depressed cases in the sample altered across three age-bands (11-12, 13-14, 15-16 years), 

suggesting an age effect in the presentation of clinical symptoms. All the studies quoted 

above were cross-sectional and Ge et al. (1994a) drew attention to the important 

distinction between age differences (found between different age groups in cross- 

sectional data) and age changes (found in individuals over time). They point out that the 

evidence from these two types of study are sometimes discrepant and ask whether age 

differences observed in cross-sectional data are consistent with age changes for the 

individual over time?

Interactions between age and gender have frequently been observed. In not untypical 

results fi*om a community study, Kashani, Orvaschel, Rosenberg & Reid (1989b) found 

that affective problems (including depressive symptoms) increased with age for females, 

while conduct disorders increased with age for males. Angold, Weissman, John et al

(1991) studied 220 children and young people aged 6 to 23 years. Self-reports of 

depressive symptomatology fi’om 89 of these subjects showed that the older girls, but not 

the older boys, reported about two more depressive symptoms on average than the 

younger girls. The same pattern has been observed in a sample of 1288 French 

adolescents aged 11-19 years in public and private schools. Among girls, but not boys, 

the rate of depressive and functional symptoms increased with rising age; by the age of 

18 differences between boys and girls were significant (Choquet & Ledoux, 1991).

Insofar as suicide and attempted suicide are related to depressive disorder, the evidence 

is clear that, within the adolescent years, rising age greatly increases the risks. Suicide 

under the age of 12 years is very rare in the UK (Shaffer, 1974), but the rate rises over 

100-fold fi'om age 10 to age 14, and continues to rise thereafter to a peak in the early 

twenties (McClure, 1984, 1986). Indeed, for both males and females the peak age of 

suicide is the late "teens and early twenties (Hawton & Goldacre, 1982). Only one study 

suggests a different pattern: Velez & Cohen (1988) found a peak rate at 13-14 years.
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with declining rates in late adolescence. Attempted suicide rises to a peak at age 19.

However, it is important to set these figures for depression and anxiety in context. 

Moving fi-om childhood through adolescence increases the risk of a number of 

psychiatric disorders, not just of depression. One study fi'om the 1960s found higher 

clinic referral rates in the 10-19 year old age-group than any other decade of life (Rosen, 

Bahn, Shellow & Bower, 1965).

An important question remains: is the positive association which is found in the 'teens 

between age and depression a fiinction of puberty or of age regardless of pubertal status? 

If the latter explanation held true, it could be expected that though rates rise in the 

age-groups 11-16 years (the years of puberty), there would be no comparable rise fi'om 

16-20 years. In fact, most studies have shown the rise in rates of depression continues 

steadily through to age 19, and even for some years afterwards. The only study which has 

addressed this question has suggested that chronological age is more closely related to 

onset of depression than pubertal status. Angold & Rutter (1992) found that, when age 

was controlled for, pubertal status had no effect on depression scores (derived fi'om the 

presence or absence of five depression symptoms noted by clinicians).

With the exception of a study by Kashani et al, (1989b) which found clear evidence fi'om 

three age-cohorts (8, 12, and 17 years) that anxiety symptoms increased with age, most 

studies of anxiety disorders have not produced such clear evidence of an age effect as is 

found in depression studies (Costello, 1989).

2. Gender

The second feature of adolescent depressive and anxiety disorders which is most 

fi'equently reported is that the rise in the prevalence of both disorders after puberty 

qDpears most strongly among girls (Albert & Beck, 1975; Teri, 1982; Rutter, 1986; Bird 

et al, 1988; Links, Boyle, & Offord, 1989; Avison & Mcalpine, 1992). The sex ratio for

47



depressive disorders and for depressive symptoms is about 1:1 in childhood (Rutter, 

1970; Kashani, McGee, Clarkson et al, 1983; Rutter, 1986; Fleming et al, 1989), but 

most studies have found the gender difference becomes increasingly marked after 

puberty (Kandel & Davies, 1982; Deykin et al, 1987; Kashani et al, 1987a & 1987b; 

Garrison, Schlucter, Schoenbach et al, 1989; Velez et al, 1989).

It seems that the rate of depression in boys remains much the same as they move into 

adolescence, whereas the rate for girls reportedly doubles. As Angold & Rutter (1992) 

have pointed out, since the difference does not appear to be based in the biological 

changes of puberty, there is a need to look for etiological factors which impinge 

differentially on boys and girls over this period. Other explanations of these marked 

gender differences, however, have emphasised that it is the expression of symptoms that 

differs, and that as many boys as girls are disturbed in adolescence, but that males tend 

to act out rather than internalize their feelings (Kandel & Davies, 1982).

Ostrov et al (1989), briefly reviewing the literature on gender differences in adolescent 

psychiatric disorders and, more specifically, depressive disorders, concluded that few 

studies had addressed this issue in detail. In their own study of students in three Chicago 

high schools, chosen to reflect contrasting demographic status, 497 adolescents between 

16 and 18 years (83% of the original sample) completed the Symptom Checklist (SCL). 

The SCL was developed to tap a wide range of psychiatric symptoms (Derogatis, 1977). 

The girls attested to a greater degree of symptomatology both during the previous 2 

weeks and in the previous year; one-third of the girls, compared with one-fifth of boys, 

reported frequently feeling sad. The authors concluded that when they show mood 

disturbance, teenage girls are more likely than boys to suffer from symptoms indicative 

of depression and anxiety rather than irritability or aggression (Ostrov et al, 1989).

A marked rise in self-reported depressive symptoms observed in girls was not matched 

among boys over three developmental stages from pre-adolescence to mid-adolescence 

(aged from 10.5 to 16.5 years) (Forehand, Neighbors & W^erson, 1991a). The boys' 

symptoms remained almost identical in the three age groups, and the authors noted that
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this was in contrast to the finding of Rutter (1986) and Links et al (1989) that boys' 

depressive symptoms decreased over these age groups. D'Arcy & Siddique (1984) found 

significant differences between 14-17 year-old boys' and girls' responses to the 30-item 

GHQ, with girls indicating greater psychopathology in all four year bands. Reinherz, 

Giaconia, Pakiz, et al (1993a) found Major Depressive Disorder three times as fi-equent 

in female than male adolescents. Females may also maintain higher symptom scores 

over time than male adolescents (Baron & Campbell, 1993).

The gender difference in prevalence appears in clinic and non-clinic samples. Kashani 

et al (1990) reported that, in a sample of 102 adolescents consecutively admitted to a 

specialist psychiatric facility, a significantly greater proportion of girls (42%) than boys 

(19%) were depressed. In addition, the severity of girls' depressive symptoms was 

greater than those shown by the boys.

It must be noted, however, that a minority of studies have found no gender differences 

in the incidence or prevalence of these disorders (Schoenbach, Kaplan, Grimson & 

Wagner, 1982; Kashani et al, 1989b; Garrison, Addy, Jackson et al, 1992). The reasons 

are unclear why results fi'om these studies failed to illustrate the almost universal finding 

on gender differences, but the younger age of subjects may provide a clue. The study by 

Kashani and his colleagues (1989a & 1989b) included children as well as adolescents, 

and the study by Garrison et al (1992) referred to 12-14 year olds only. As has been 

noted, Ge et al (1994a) found a marked gender difference only after the age of 14.

This fi'equently reported gender difference is in contrast to the rates for psychological 

disorders in general, which appear more frequently in boys than girls. Even among 16 

year-olds, Lavik (1976) found that the prevalence of psychiatric disorders was still 50 per 

cent greater for boys than for girls, largely because of the very high rates of conduct 

disorder in boys. However, Lavik also noted that mild and moderate disturbance was 

more common among the girls in mid-adolescence, and girls reported psychosomatic and 

neurotic symptoms twice as frequently as the boys. Farmer & Harvey (1975) found twice 

the rates of minor psychiatric disturbance among young women than young men in a
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General Practice sample aged between 16 and 24 years, and this has been replicated by 

others (eg, Weissman & Klerman, 1977). Both major depressive disorders and 

over-anxiety showed greater prevalence among adolescent girls than boys in the longitu

dinal study by Velez et al (1989). In this study, as in many others of teenagers, the higher 

overall rates of disturbance among boys was accounted for by the higher rates of conduct 

disorder in boys.

The reasons behind the marked gender differences in psychiatric disorders in adolescence 

are not clear. A review of adult depression studies concluded that the gender differences 

were real, and not artifacts of reporting or health care (Weissman & Klerman, 1977). 

These authors emphasised that it is very unlikely that any one of the genetic or social 

explanations will be found to account for all differences in rates between males and 

females.

Since that study, however, it has been suggested that the gender difference in prevalence 

of depression in adolescence may well have roots in earlier social experiences: Reinherz 

et al. (1993b) reported a 14-year longitudinal study of 385 adolescents followed from age 

5 to 18. The risk factors associated with lifetime diagnosis of major depression were 

markedly different for girls and boys. Among girls. Major Depressive Disorder was 

associated with perceived unpopularity and anxiety at age 9, lower self-esteem and 

poorer perception of their family role (at age 18), and more stressful events (reviewed 

in Chapter 3). Ge and colleagues have also observed that teenage girls experience more 

stressful events than the boys (Ge et al, 1994a).

Some investigators have suggested that boys are generally more vulnerable to stress than 

girls (Rutter, 1970; 1981a), but there is increasing evidence that, while this may be true 

in childhood, in adolescence the pattern is almost certainly reversed (Werner & Smith, 

1982; Compas, Slavin, Wagner & Vanatta, 1986; Ge et al. 1994a). The latter authors 

point out that their results can offer no reason for why the girls react to stress with more 

depressive than acting-out symptomatolgy. Hormonal changes are one possible 

explanation, and others have suggested the importance of gender differences in
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attributional style and coping strategies (Nolen-Hoeksema, 1987; Nolen-Hoeksema, 

Girgus & Seligman, 1991).

Several authors have suggested that the di£ferences lie mainly in symptom expression  ̂

although Offord, Ostrov & Howard (1987a) pointed out that such results do not 

particularly clarify whether the gender differences arise from cultural biases in attesting 

to certain symptoms, from 'real' differences or, most likely, from a mixture of these two 

influences.

Almqvist (1986) also argued for the existence of cultural influences. He studied a birth 

cohort of children bom in 1955 in Helsinki, followed up prospectively for 7 years from 

age 15 to age 21, when the young people were sent a postal questionnaire (including the 

Cornell Medical Index), which elicited an 83% response rate. The young women 

reported significantly more use of psychiatric facilities, but records of antisocial 

behaviour (crime, vagrancy, intoxicant abuse) were significantly higher among the young 

men. Almqvist argues that this behaviour reflects psychological disturbance, and 

therefore the overall incidence of psychological disorders was greater among the young 

men than the young women. Of course this raises the issue of what should qualify as 

psychological disorder, but also underlines the cultural nature of some definitions: 

antisocial behaviour by boys is dealt with by the police and the courts, not by 

psychiatrists. However, in response to the questionnaire the young men reported 

depressive symptoms as frequently as the young women, but the latter were significantly 

more likely to report anxiety. Almqvist also found that while young women were more 

likely to receive a diagnosis of'suicidal tendencies' in out-patient clinics, there were no 

sex differences in the in-patient group. Boys, however, were three times more likely to 

commit suicide (Almqvist, 1986 page 304). Some care needs to be taken with these 

results as the author notes that the response rate in boys was lower than in girls and the 

non-respondents were more likely to have experienced childhood or adolescent 

'problems'.

The pattern of these findings may be linked to those of Kandel & Davies (1982). In their
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study of American high school students they found that at age 13 the rates for 

(self-reported) depressive mood were almost identical among boys and girls, but from 

ages 14 through 18 girls scored significantly higher. Like Almqvist (1986) these authors 

argued for accepting that much delinquent and anti-social behaviour masked depression 

among boys, and if the rates for these two conditions were added to the boys' rates for 

depressive mood, the overall rates of disturbance were similar for the two sexes.

Bernstein et al (1989) found that female gender was significantly associated with high 

self-report anxiety scores in a community high school population aged 15- 19  years. But 

the association of gender and anxiety was mediated by several other variables: a group 

of personal family factors (sexual abuse, recent suicide attempts, use of street drugs, use 

of alcohol, poor school grades and a family history of depression) distinguished the 

high-anxiety and low-anxiety girls, but not the high- and low-anxiety boys. Like 

depressive and anxiety disorders, simple phobia has been found to be significantly more 

common in girls than boys (McGee, Feehan, Williams et al, 1990).

3. Family influences

The nature of the influence exerted by the depressed adolescent's family is particularly 

difficult to establish. Study after study shows that factors within family life are highly 

associated with depression and anxiety. However, it is obvious that for most children 

'family' means sharing the three most powerful influences on disorder or personality: it 

means a genetic link with parents, shared experiences of stressful events and continuing 

relationships with early carers (nearly always mothers). The known associations of these 

three with depressive and anxiety disorders in adolescents are briefly reviewed below.

The first point to make, however, is that although in the following sections an attempt 

has been made to deal with each factor or group of factors in turn, they are overlapping 

and difficult to disentangle. The mechanisms by which these associations are produced 

are themselves complex, and the variable contributions of genetic and early or current
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environmental factors difficult to isolate from one another. Current twin research holds 

out hope of defining the relative weight of such influences (Eley, personal 

communication).

i) Family psychiatric history

Beardslee (1989) has noted that 'depression is a family illness'. But many studies of 

children and adolescents have found significant associations between depression in 

parents and a range of psychiatric disorders (including depression and anxiety) in their 

offspring (eg, Beardslee, Bemporad, Keller & Klerman, 1983; Weissman, John, 

Merikangas et al, 1986). Kandel & Davies (1982) reported a significant association 

between adolescent and parental depressed (self-reported) mood, although, as noted, the 

'depression' scale included only six questions. Bird et al (1989) also noted an association 

between adolescents' depressive disorder and a maternal history of psychiatric problems. 

Much of the work on the damaging effects of parental depression has concerned mothers 

and small children (reviewed by Puckering, 1989).

Several studies of the children of psychiatric patients have shown that depressive 

disorders in one or other biological parent is associated with raised rates of affective 

disorders in children. For example, Weissman et al (1984a) concluded that depression 

in the parents increased the risk of depression in their 6-17 year-old children, with some 

specificity: for example, the addition of panic or anxiety disorders with depression in the 

parent produced a higher risk of separation anxiety and major depression in the children. 

The authors warned that, because the children were not interviewed, and their assignment 

to DSM-111 diagnoses was based only on parental reports, the rates of disorder were 

probably under-estimated. Their findings, however, are in line with those of other studies 

of depressive patients (Weissman, Prusoff, Gammon et al, 1984b; Orvaschel, 1983; 

Beardslee et al, 1983; Cytryn, McKnew, Bartko et al, 1982).

However, depression in parents is also associated with raised rates of behavioural 

disturbance, and the presence of other affective symptoms in their children (Rutter, 1971;
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Kashani, Burk & Reid, 1984; Kashani, Burk, Horwitz et al 1985; Kovacs, Gatsonis, 

Paulauska et al, 1989). Rutter (1970, 1981a) has also noted that when parental mental 

illness is accompanied by parental separation children were especially vulnerable to 

emotional and behavioural disturbance, and that much of the effect of the mentally ill 

parent is mediated through the accompanying discord and disruption. In addition, Rutter 

found that not all the children in a family were equally vulnerable: those with 'adverse 

temperamental characteristics' were twice as likely to become the targets of parental 

criticism. Thus the personal environment of the children in a family with mentally ill 

parent(s) varies widely.

The reverse relationship - between depression in children and the likelihood of 

psychiatric disorder in their parents - has more rarely been studied. In the few available 

studies, it has been shown that adolescents with depressive disorders have parents with 

raised lifetime rates of affective and other psychiatric disorders (Strober, 1984b; Strober, 

Morrell, Burroughs et al, 1988; Puig-Antich, Goetz, Davies et al, 1989; Mitchell et al, 

1989). Strober (1984b) studied first and second-degree adult relatives of depressed 

adolescent in-patients, finding higher than expected rates of affective disorders and 

alcoholism. The same author had earlier reported that affective disorders were more 

likely to appear in the families of depressed adolescent in-patients, than in the families 

of schizophrenic or conduct disordered adolescents (Strober, 1983). Mitchell et al (1989) 

assessed the parents of children and teenagers admitted to a psychiatric facility, and 

found that depression in the young conferred a high probability of depression in the 

family tree.

::) Family relationships

As Coyne, Downey & Boergers (1992) observed, the presence of a depressed adult or 

child identifies families with extensively troubled relationships. Hetherington & Martin 

(1986) have reviewed the effects of family environments on anxious-withdrawn children, 

finding that parental behaviour was an important influence. Interest in the effects of 

family relationships on depression and anxiety in the children has also come fi’om those 

studying the impact of marital disharmony and abuse between family members. Studies
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of adolescents attending psychiatric clinics have noted the frequent presence of disturbed 

relationships with other family members among those presenting with depressed symp

toms, but there is an obvious difficulty in establishing whether the disturbed relationships 

are the result or the cause of the adolescent's depression or depressed mood (noted by, 

for example, Pearce, 1978; Adams & Adams, 1991). Several studies have found 

increased rates of conflict between depressed adolescents and their mothers compared 

with normal controls (eg, Kashani, Burback & Rosenberg, 1988; Daniels & Moos, 1990). 

Disturbed relationships in mother-child, father-child, peer, and sibling relations have 

been reported for depressed adolescents (mean age 14.7 years) compared with normal 

controls (Puig-Antich et al, 1993). In one US community study the 15-18 year old boys 

and girls with high self-reported depressive mood also recorded poor relationships with 

their parents (Kandel & Davies, 1986), while Reynolds & Rob (1988) found that among 

teenagers in Sydney the prevalence of self-reported depressive mood was three times as 

high when the family was perceived as unloving or unsupportive. Such an association, 

however, does nothing to distinguish cause and effect. In a detailed review of the role of 

personal relationships in the aetiology of child psychopathology, Goodyer (1990a) noted 

that maternal behaviour, attitudes and early experiences have been found to influence 

parenting of young children, parental well-being, maternal competence, and maternal 

confiding relationships. Hammen (1992) firmly states that both depressed mothers and 

depressed children contribute to the generation of interpersonal conflict within and 

outwith the family. Hammen also drew attention to the effects of assortative 

partnerships: 'women from dysfunctional families will tend to marry men with 

diagnoses', thus increasing the risk status of their children.

The importance of this lies in the fact that parents (& substitutes) are among the most 

influential relationships in the child's life. From longitudinal studies of depressive 

mothers and toddlers, Lyons-Ruth has reported that marital conflict is highly related to 

both maternal depressive symptoms and depressed affect in the children. Further 

investigation suggested that dysregulated relationships in the mother's own childhood 

accounted for both the poor parental skills and the poor partnership relationships (Lyons- 

Ruth, 1992).
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The eariy experiences which affect the attachment of parents and children may also have 

a long-term impact on the depressed adolescent. Armsden, McCauley, Greenberg et al 

(1990) studied parent and peer attachment in four groups of young adolescents: clinically 

depressed, nondepressed psychiatric controls, nonpsychiatric controls and adolescents 

with resolved depression. It appeared that attachment to parents was most likely to 

reflect current depressive symptoms. The depressed teenagers were significantly less 

attached to parents than either of the two control groups, and showed less secure peer 

attachment than the nonpsychiatric control group. Parent attachment was negatively 

correlated with severity of depression assessed on self-ratings and interviews for the 

psychiatric groups, and was associated with a history of suicidal ideation.

Very recently, Ge, Conger, Lorenz et al (1995) have drawn attention of the mutuality of 

these effects. Results of a three-phase study of adolescents and both their parents showed 

that parent and adolescent self-reported 'distress' (using the Symptom Checklist - 9 0 -  

Revised (Derogatis, 1983) were inter-related. Parents' symptoms were related to 

subsequent symptoms in their children, but the reverse was also true: children's earlier 

symptoms are also related to parents' subsequent distress. Fathers' distress was 

significantly related to subsequent distress in the girls, and while the reverse was not true 

in first wave of data collection it was true when the girls were older: older daughters' 

distress was related to subsequent distress in fathers Mothers' distress did not have the 

same relationship with their daughters' distress. These authors concluded that distress 

reported by parents and adolescents operates as a mutual source of distress, but that these 

influences are bi-directional and are affected by the gender of the parent and teenager, 

and the age of the latter. As the authors themselves point out, the model of mutual effect 

explains only a small part of the variance in distress, leaving room for other explanatory 

factors.

iii) Relationships with mothers and the effects of maternal depression

The important place of mothers among the range of family relationships has been 

acknowledged. The very large majority of studies of the effects on children of depressed 

parents have been concerned only with mothers. Reviewing this field, Cohn & Campbell
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(1992) have observed that maternal depression 'is a major risk factor for a wide range of 

developmental domains.' (page 103). Much of the suboptimal outcomes for infants 

appear to be connected to the aggressive behaviour of the depressed mothers (Cohn, 

Matias, Tronick et al, 1986). In childhood, as opposed to infancy, maternal depression 

is associated with both behaviour problems and affective disorders (Beardslee et al, 1983; 

Downey & Coyne, 1990). Developmental models of psychopathology have indicated 

that behaviour learned in an infancy spent with a depressed mother will affect subsequent 

social competencies (material reviewed by Hetherington & Martin, 1986; Sameroff & 

Emde, 1989). When mothers are depressed attachment between the young child and 

mother is commonly insecure, in turn pre-disposing the child to depression (Puckering, 

1989). Lyons-Ruth (1992) has also made the important point that the chronic 

hopelessness and depressive symptoms experienced by many low-status women may be 

at least as damaging to the growing child as Major Depressive Disorder in their mother.

Biological parents share many aspects of their children's social and physical 

environment, and they will be exposed to most of the same adverse events and circum

stances. Severely stressful events are frequently associated with the onset of depression 

in mothers (Brown & Harris, 1978); many children exposed to adverse life events are 

therefore not infrequently also living with a depressed caregiver. Since it has been well 

documented that maternal depression leads to the impairment of parenting skills (eg, Ge 

et al, 1994b), it can be seen that children facing adverse events which are shared with 

adults in the family may have to face the additional 'difBculty* of impaired parenting 

(reviewed by Puckering, 1989; see also Rutter, 1985; Quinton & Rutter, 1985; Burbach 

& Borduin, 1986). Maternal depression is also associated with marital difficulties (eg. 

Bond & McMahon, 1984), which in turn have adverse effects for the children (see 

below).

It should be noted that most of the studies quoted above have been concerned with 

samples in which either the parent or the teenager is a psychiatric patient. The 

association of depression in mothers and their teenage children has less often been 

studied in the community. One such study was undertaken by Forehand, Brody, Slotkin
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et al (1988). Using a self-selected sample of 11-14 year olds tested twice with a gap of 

12 months, Forehand and colleagues found that there was no association between 

matinal and adolescent depression. Multivariate analyses indicated that different ûimily 

factors predicted depressive mood in mothers and adolescents. For mothers, marital 

conflict was the main predictor of depressed mood, whereas for the adolescents the single 

predictor was parent-child relationship. However, it has to be pointed out that these were 

the only family factors investigated, and do not give the full spread of likely influences 

on adolescent depressive mood.

In an extension of this work. Forehand & McCombs (1988) studied 99 non-clinic two- 

parent families with adolescents aged 11.7 -15.0 years recruited and paid to participate. 

At two time points 12 months apart self-report questionnaires were completed by 

mothers and adolescents and teachers were asked to report on four areas of teenage social 

competence. Results showed that maternal depressive mood predicted generally (non

specific) poor functioning by the teenager 12 months later, but was not related to 

concurrent teenage functioning. The authors point out that the effect of maternal 

depression is almost certainly transactional, not uni-directional, and does not necessarily 

imply causation.

These complex links between the mother's depression and her child's make the 

distinctions between some etiological factors somewhat artificial. For example, the 

importance of the link between depression in the mothers and disturbance in their 

children is apparent even when they share a major external stressor such as civil war. In 

a study of life experiences, response styles and mental health among mothers and 

children in war-torn Beirut, Bryce, Walker, Ghorayeb & Kanj (1989) found that the 

mother's depressive symptomatology was the best predictor of her child's reported 

morbidity; higher symptoms in the mother were associated with higher morbidity in the 

child. For these children the environment included not only the civil war (a stressor they 

shared with their mother), but also their mother's depression. It is worth noting, however, 

that the report on the children's depressive symptoms came from the mothers; it is 

possible that they may have unconsciously exaggerated this aspect of their child's
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psychological state.

These issues have traditionally less often been explored in adolescents than in small 

children. However, a large number of research studies now support the view that the 

pattern o f affect and behaviour in the mother-child dyad is relatively stable over time 

(reviewed by Lyons-Ruth, 1992). For example, in a group of 12-19 year-olds, 

Greenberg, Siegel & Leitch (1983) found that adolescents' affective attachment to their 

parents was highly related to their current feelings of well-being.

This conclusion is not dissimilar to Parker's (1983) finding that 'affectionless control' 

from parents was significantly more likely to be reported by adults with neurotic 

depression than controls matched for social class, gender and age. Depressive adults 

were more likely to perceive their parents as having provided too little care in their 

childhood and/or having been over-protective. However, the distribution of'care' scores 

suggested that lack of parental care was a 'sufficient but not necessary cause' of 

subsequent depressive disorders (page 959). Discussing the several possible 

explanations of this link, Parker rejected a spurious association arising from genetically 

determined behaviour in parents meeting innate vulnerabilities in children; a study of 

adopted children showed the same results as the previous studies of biological parents.

Recently, the notion that psychiatric disturbance in parents is also associated with raised 

rates of stressful events and difficulties for their children has been put forward (Goodyer, 

Wright & Altham, 1988). Goodyer et al (1993) found that there was significantly greater 

risk of psychopathology in the mothers of depressed (but non-referred) girls aged 11-16 

years, than among the mothers of matched non-depressed girls. The most prevalent 

disorder in the mothers of depressed girls was depression, but a high proportion also 

exhibited anxiety disorders. They found that mothers with a history of psychiatric 

disturbance reported more recent stressfiil events for their children, and suggested that 

maternal psychopathology produces families which are 'life-event prone'. Studies by 

Hammen and her colleagues also suggest that child psychopathology is attributable not 

just to maternal psychiatric disturbance, but also to concurrent chronic family stress.
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Nevertheless, current maternal depressive symptoms (as opposed to a lifetime diagnosis) 

showed the most consistent association with a range of child outcomes, including child 

psychiatric disorder, after controlling for chronic stress and maternal depression 

(Hammen, Gordon, Burge et al, 1987).

4. Stressful life events

The role of the full range of stressful life events and long-term diflBculties (on-going 

stressors) in the development of depression and anxiety is reviewed in further detail in 

Chapter 3. In the following sections, some very specific life stressors are discussed.

i) Loss of parents

Loss of parents through death, divorce or lengthy separation was identified early on as 

associated with depression in children and adolescents (eg, the work of Bowlby (1969a 

& 1969b) with infants and small children). However, it is difficult to separate out the 

effects o f 'loss' for the adolescent herself, with common consequences of that loss (eg, 

living with the remaining parent's own reactions, or increased poverty). As we have 

seen, depression in parents, particularly mothers, increases the chances of depression and 

anxiety in their children; divorce and separation on the one hand and bereavement on the 

other are likely to put parents at increased risk of depressive or anxious mood.

However, it is also becoming clear that the well-being of parents in the face of stressors 

mediates the potentially severe impact of events such as death (Black & Urbanowitz, 

1987) or environmental disaster and death (McFarlane, 1987, 1988; McFarlane, 

Policansy & Irwin, 1987). Moreover, the relationship with the remaining parent appears 

to contribute more to feelings of depression in children than the loss of parents 

(Hetherington & Martin, 1986).

It should be noted also that a race effect has been found by Garrison et al (1989): for 

white teenagers elevated scores on a self-report depression scale were associated with the
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presence of only one parent, but for black teenagers high scores were associated with the 

presence of two parents. This neatly illustrates the complexity of some of these issues: 

either black and white youth react differently to the same cluster of circumstances (which 

go with having only one parent), or single-parenting carries different types of risks in the 

black and white communities in the United States.

Siegel & GrifiBn (1984) noted that self-reported depression (using the Beck Depression 

Inventory) was significantly more common in 99 adolescent children of divorced parents 

(aged 12-18 years) than those in intact families.

a) Bereavement

Garmezy (1983) noted that there were few studies of the effects on adolescents of 

bereavement as a stressor. In children, it appears that the immediate effects of 

bereavement may be severe, but of relatively short duration (Van Eerdewegh, Bieri, 

Parilla & Clayton (1982) reviewed by Goodyer, 1990a). Goodyer noted two studies 

which suggest that the loss of a same-sex parent is more likely to be followed by 

depressive symptoms in adolescents (Raphael, 1982; Rutter, 1966). Aro and Rantanen

(1992) found that self-reported 'distress' in school students aged 1 4 - 1 6  years was 

marked in boys following a parental death, but that girls who had lost their parent(s) by 

death did not differ fi’om the girls in intact families. There is also some evidence that 

there is a short-term relationship between parental death and anxiety/shyness (Felner, 

Garber, Gintner et al, 1980).

However, as Lloyd (1980a & 1980b) has noted in relation to early bereavement and onset 

of depression in adulthood, most depressed adults did not lose their parents in childhood, 

so additional causal factors need to be found.

b) Divorce and parental separation

Divorce and parental separation are now common experiences for adolescents in Britain 

and some other Western countries (Richards, 1988; Wallerstein, 1983).
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Divorce is not a simple 'loss' event for the children: it is frequently preceded and 

followed by continuing conflict between the parents. It is becoming clear that conflict 

between parents is a more important influence on children's and adolescents adjustment 

during separation and divorce than the events themselves (reviewed by Hanson, Saunders 

& Kistner, 1992). Interparental conflict combined with dominant behaviour in the 

opposite-sex parent has been found to be significantly predictive of adolescent 

psychopathology (Schwarz & Getter, 1980).

Goodyer (1990a) concluded there are no easy generalisations about the effects of divorce. 

The processes surrounding the divorce, and the children's developmental status and 

support networks outside the home all contribute to the adolescents' adjustment. Most 

children and adolescents respond to the divorce situation with a mixture of symptoms: 

simple depression is an uncommon response, but reactions among adolescents can 

include extreme anger towards the absent parent. Richards (1988) has noted that sexual 

relationships and illegitimate births increase in girls after divorce (there have been few 

good studies of this behaviour among boys), but in the light of more recent research into 

the disproportionate risks of sexual abuse from step-fathers (for boys as well), the 

mechanisms lying behind such statistics need to be treated with care. There are problems 

in sorting out the effects of the divorce/separation per se and other characteristics of the 

parents or families. It has been observed, for example, that divorcing parents show higher 

levels of disturbance and depression than non-divorcing controls (Wallerstein, 1983), and 

divorce is more common in families already suffering from a range of social 

disadvantages (summarised by Richards, 1988).

Parental divorce or separation has been found to be associated with teenagers perceiving 

lack of love and support from parents, in turn associated with higher levels of teenagers' 

self-reported depressive mood (Reynolds & Rob, 1988). Aro & Rantanen (1992) 

compared adolescents in intact families and those 14-16 year-olds who had experienced 

divorce in the family; the latter reported more distress, lower self-esteem and poorer 

school performance, and the difference was particularly marked in the girls (unlike the 

effects of parental death - see above).
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This was an unexpected finding: commonly boys report more distress than girls 

following divorce of their parents. In a volunteer sample of children and mothers, nearly 

half of whom were from recently divorced families, Forehand et al (1991a) investigated 

differences in the reactions of pre- and post-pubertal boys and girls to divorce. In 

common with other studies reviewed above, among pre-pubertal children boys reported 

more depressive symptoms and among post-pubertal adolescents girls reported more 

depressive symptoms. Forehand et al, however, found no sex differences in the young 

adolescent's reaction to divorce at any of three developmental ages from childhood 

through early adolescence.

ii) Sexual, physical and other abuse

Depression and anxiety have been noted as frequent features of sexually abused 

adolescents (Beitchman, Zucker, Hood et al, 1991; Monck, Sharland, Bentovim et al, in 

press), but systematic psychiatric assessments of victims of abuse are rare, and the few 

studies which have included such assessments and also included control groups suggest 

that depressive symptoms are just as frequently found in adolescents attending 

psychiatric clinics for reasons other than abuse. Conversely, although the behavioural 

and emotional symptoms of abused adolescents may typically include depressed mood, 

a wide range of other psychiatric symptoms also appear.

De Wilde, Kienhorst, Diekstra & Wolters (1992) found suicide attempters reporting 

significantly more sexual and physical abuse than normal age-matched controls, but not 

than depressed non-attempters. Parents who abuse or neglect their children are more 

frequently to be found in families which are already showing major dysfunction in other 

areas, including high levels of inter-personal conflict in non-abused members, and these 

frctors are also known to contribute to increased risk of adolescent depression. The exact 

relationship between childhood experiences of abuse and neglect and subsequent adult 

depression has yet to be clarified, but there are indications that there may be long-term 

effects (Andrews, Valentine & Valentine, 1995).
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iii) Other social 'adversities'

By comparison with the ongoing stress provided by quarrelling parents, divorce, lengthy 

separations, etc, some studies of depression in adolescence have covered aspects of the 

young people's circumstances, such as membership of low-status ethnic groups which are 

the target of local or institutionalized racism, unemployment or lower social class, all of 

which appear to function as long-term stressors.

a) Race^

Freeman et al (1982) found that 16% of black urban adolescents aged 14-18 years 

reported high levels of depression; from prevalence data reported earlier in this chapter, 

it can be seen that these rates for black adolescents are not significantly different from 

those reported for white youngsters.

Garrison et al (1989) noted that minority (black) race was associated with higher 

self-reported depressive symptom scores among female junior high school students in the 

USA (aged between 13 and 16 years), a pattern which was consistent with some previous 

findings (Frerichs et al, 1981). Schoenbach et al (1982) had noted that depression was 

more common among black than among white adolescent males. Kandel & Davies 

(1982), however, did not observe this association. Evidence from school studies suggests 

that the social context may have an important effect on young black people's feelings and 

perceptions in predominantly white societies: Rosenberg (1975) found that the self-image 

of black high school students was much higher in all-black schools than in mixed schools 

with similar socio-economic make-up. This is not the same as saying that black 

adolescents are depressed and anxious when they are in mixed schools, but it may be 

seen as an indication of a group 'at-risk' of depressive feelings.

*To imply that membership of a particular racial group was an 'adversity' would clearly be insulting; 
it is when that membership is accon^anied by extensive racism in the surrounding community that it 
emerges as an adversity.
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b) Socio-economic status

Lower socio-economic status has been identified as an important risk factor in a number 

of adolescent psychiatric disorders, including alcohol/substance abuse, major depression 

and phobias (Boyd, Rae, Thompson et al, 1990; Holzer, Shea, Swanson et al, 1986). 

Kandel and Davies (1982) found that 14-18 year-olds from families with annual incomes 

below $3000 were significantly more likely to report themselves as depressed; Kaplan 

et al (1984) observed higher depression scores in adolescents fi'om lower socio-economic 

families, once gender and age were adjusted for; Schoenbach et al (1982) found that low 

family income was associated with teenage depressive mood, while parental education 

was not. Reinherz et al (1993b) also found lower SES adolescents at significantly greater 

risk than higher SES adolescents for major depression and phobias. In the United States 

and in the UK race and socio-economic status interact and studies which separate these 

influences on adolescent depressive symptoms are not available. Lower socio-economic 

status may also be seen as a proxy measure of many stressful life circumstances, such as 

poor schooling, poor housing, more ill-health, disrupted family life, or paternal 

criminality.

It should be noted that low socio-economic status has been found associated with a range 

of indicators of poor social adjustment, not just with psychiatric disorders (eg, Rutter & 

Quinton, 1977). Luthar (1991) has suggested that where studies do not find such an 

effect, it is likely to be the result of sampling bias.

c) Unemployment

#  Personal unemployment: has been associated in studies of adult women with a 

greater risk of attempted suicide (Hawton, Fagg & Simkin, 1988) and of depression (Hall 

& Johnson, 1988). However, more unemployed than employed suicide attempters have 

been found to have a history of psychiatric difficulties. Two explanations of the link 

between suicide attempts and unemployment are thus possible: that unemployment raises 

the risk of suicide, or that women predisposed to psychiatric disturbance and suicide are 

more likely to become unemployed. It is also possible that both explanations are true 

(Hawton et al, 1988).
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The relationship between depressive conditions and unemployment of young people in 

the years immediately after leaving school (at age 16) has been reported by Banks & 

Jackson (1982), and by Stafford, Jackson & Banks (1980). The 12-item version of the 

General Health Questionnaire was given to a stratified sample of 2767 pupils in their last 

year of compulsory education in 12 inner city schools in the UK. The pupils selected for 

study were those with fewer than three 0-levels or CSE equivalents who were planning 

to leave school at age 16. They were thus a relatively low-achieving group. They were 

followed up during the subsequent two and a half years. Among the 16 year olds, the 

girls showed higher GHQ scores than the boys, and their scores were similar to those 

found in adult women, and represented higher rates of depressive symptoms than those 

found among the 14/15-year old girls in the Isle of Wight study. However, the authors 

noted that the mean scores were higher for the whole sample when they were still at 

school than when they had left. After leaving school the unemployed girls (but not the 

unemployed boys) and the girls from working class backgrounds showed particularly 

high scores, and it was possible to show that the higher GHQ scores followed, rather than 

preceded, the young people's unemployment. It appeared that unemployment might play 

a causal role in the increase of symptoms, but no other etiological issues (eg, family 

relationships, stressful events) were studied or controlled for (Banks & Jackson, 1982; 

Stafford et al, 1980).

These findings received confirmation fi*om a study of unemployed youngsters one year 

after leaving school, using their employed peers as a comparison group. The unemployed 

youngsters had more frequent anxiety and somatic symptoms and lower levels of 

psychological well-being. The differences remained after taking account of psychological 

status prior to leaving school, making it likely that malaise is the consequence rather than 

the cause of unemployment (Donovan, Oddy, Pardoe & Ades, 1986). In their nine-year 

follow-up study of a high school population, Kandel & Davies (1986) found that 

'intervening events' acted as predictors of depressed mood in young adulthood. Once 

other variables (eg, gender, socio-economic) had been controlled for, the young peoples' 

unemployment emerged as one of only two significant intervening events.
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#  Parental unemployment: As has been noted already, low family income (frequently 

associated with parental unemployment) has also been found to be related to adolescent 

depressed mood. The problem with most of these studies is that they have not interpreted 

the effects of low income, which may be different in different families, and is frequently 

associated with other long-term stressors, such as lower educational achievement in 

parents and children, lower socio-economic status with the employment vulnerabilities 

that go with this, and racial discrimination. An exception to this is the studies by 

McLoyd (1989) and Elder, van Nguyen & Caspi (1985) in which it was shown that the 

effects on children of the economic stress associated with the Great Depression in the 

USA was mediated by the fathers' behaviour in providing or failing to provide emotional 

support within the family. Lempers & Clark-Lempers (1990) found that severe economic 

stress in a rural US community was significantly associated with higher levels of 

depression and loneliness reported by male and female adolescents (c. 13 years - 18 

years). For the girls, but not the boys, the effects of economic stress were mediated by 

the decreased levels of paternal support. The importance of this study lies in the 

demonstration that parental support acted as a buffer to adolescent depression in the face 

of economic disadvantage.

d) Chronic ill health

Adolescents with chronic diseases have sometimes been found to have higher self- 

reported depression scores and lower self-esteem scores than matched healthy peers (eg, 

Seigel, Golden, Gough et al, 1990). This latter study investigated the prevalence of 

stressful events in three disease groups and the matched controls, and found no 

significant differences. The chronic diseases themselves constituted severely stressful 

on-going adversity, which we will see is also highly related to depressive and anxious 

disorders (see Chapter 3).

However, Capelli, McGrath, Heick et al (1989) found no differences in self-reported 

depression, coping and social support between adolescents with diabetes and cystic 

fibrosis and healthy controls. They did observe that the adolescent's perception of his 

or her physical health and reactions of the family were 'sources of stress ' In a small study
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of 30 adolescent cancer patients, Tebbi, Bromberg & Mallon (1988) found that the rate 

of major and minor depression (established by interview) was no greater than in the 

adolescent population at large.

e) School performance and social competence

School performance is as likely to be an outcome of depressive or anxious mood as it is 

to be a causal factor. For example, Garrison et al (1989) noted a strong association 

between high scores and school absenteeism, which might itself act as a mediating factor 

in the association found between school performance and depressive symptoms. Any 

association with self-reported or clinically identified depression or anxiety disorders has 

to be approached with care. In the growing literature on bullying in school it is clear that 

there is an association between victim status on the one hand and depression, anxiety and 

school phobia on the other, but the exact nature of this association is still unclear: it is 

not proposed to cover the bullying literature in this review.

Social competence may play a part in marking the child as a potential victim, but 

victimization may also increase social incompetence and isolation. It has been shown that 

depressed teenagers are socially less adept than non-depressed peers, and that this 

difference may persist for some time after the main depression symptoms have abated 

(Kovacs & Goldston, 1991). In one study of school-age adolescents, Brage & Meredith 

(1994) found that loneliness and self-esteem had a direct effect on self-reported 

depression, and that other factors such as age and gender were indirectly related to 

depression through their association with the first two factors.

f) Combinations of social factors

There is a link between multiple forms of adversity within the family setting and 

children's behaviour and affect. In a study of the effects of adversity on children's 

psychopathology, Rutter & Quinton (1977) developed the Family Adversity Index (FAI) 

to assess the child's home environment. The FAI included six items: paternal 

unemployment, persisting marital discord or one-parent family status, over-crowding 

and/or large family, delinquency in the father, maternal depression or neurosis, and at
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least one week of institutional care for the child (itself a proxy for inadequate parental 

care). While the presence or absence of any one item had no effect, the risk of 

psychiatric disorder in the children rose with each additional item. Subsequent studies 

confirmed this cumulative effect (Blanz, Schmidt & Esser, 1991).

5. Previous history of psychiatric disorders

As noted in Chapter 1, there have been few longitudinal studies of psychiatric disorders 

fi"om childhood through adolescence into adulthood, and therefore little chance to test the 

contribution made by an adult's or adolescent's previous history of psychopathology. 

Harrington (1993) has reviewed the existing studies, concluding that depressed children 

and adolescents are at markedly increased risk of subsequent episodes for many years to 

come. As Hammen (1992) expresses it 'the most potent predictor of depression is past 

depression'. Other studies confirm strong continuities: Allehoff, Esser, Schmidt (1988) 

found that psychiatric disorders at age 13 are best predicted by disorders at age 8. 

Garrison, Jackson, Marsteller et al (1990), studying 550 13-16 year old students in three 

consecutive years, also noted that the best predictor of subsequent depressive symptom 

scores was the previous year's symptoms score.

Perhaps less surprisingly, among clinic attenders continuities are marked. Although 

Kovacs & Gatsonis (1989) found high rates of recovery there was also significantly high 

rates of subsequent recurrence of depression in a 9-year follow-up study of 8-13 year old 

child psychiatric out-patient attenders. Similarly, Harrington et al (1990) found a high 

degree of diagnostic continuity in an 18 year follow-up study of 6-16 year olds originally 

attending a child psychiatric clinic. Reviewing these issues, Kovacs & Goldston (1991), 

concluded that depressed children and adolescents continue to show impaired social 

functioning over time, and that the likely mechanism is that current malfunctioning 

interrupts the age-appropriate learning of new skills or reinforcement of previous skills.

There is increasing interest in 'time course' studies examining age at onset, recovery and 

recurrence after recovery. Among adolescents (and children), Kovacs et al (1984a &
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1984b) found 26% of recovered cases of Major Depressive Disorder relapsed in one year 

and 40% in two years. Lewinsohn, Clarke, Seeley & Rohde (1994) studied the time 

course of MDD in over 1500 Oregon school students, average age 16.6 years. Diagnostic 

interviews were held twice roughly 13 months apart. Earlier onset was significantly 

related to female gender and a history of suicide attempts, and approached a significant 

association with co-morbid anxiety. Earlier onset was also associated with longer 

duration of episodes, but, perhaps rather surprisingly, was also associated with longer 

time to recurrence, for which the authors did not have an explanation.

6. Summary

Summarising the factors which are associated with depression and anxiety, we see that 

girls rather than boys and older rather than younger adolescents are more at risk; that 

some specific severely stressful events or difficulties such as death of parents, divorce 

or parental separation may precede the onset of depression; and that a range of social 

disadvantages, such as personal unemployment, membership of a minority ethnic or 

religious group, and family poverty are also associated with raised rates of depression 

and anxiety in the adolescent.

Results from recent studies suggest that the most important preceding and concurrent 

factors in adolescent depression or anxiety may be found in maternal distress and poor 

relations with the adolescent herself. Although many studies have described the 

association of parental depression and of family dysfunction with depression in children 

of the family, inevitably these factors are commonly confounded. In real life, parents 

share the advantageous or disadvantageous home environment, and some personal 

attributes (eg, race), with their children. Their own reactions to that environment, 

however, may increase the adverse effects for their children.

The large majority of studies have concentrated on the younger adolescent, and very few 

studies have included home interviews. Indeed, a large proportion of the studies of
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adolescents in the community have only administered self-report questionnaires in school 

or college settings. Studies have drawn conclusions about associations with 

environmental and family factors, but have seldom studied aetiological factors. The 

majority of studies of adolescents have been cross-sectional, but there are signs that 

researchers are more frequently using longitudinal methods, which will have important 

results for our knowledge of the origins and the consequences of adolescent depression.

This review of the literature on adolescent depression has indicated a large number of 

possible avenues for future research, some of which were highlighted only after the 

present study was begun. In planning the present study it was decided to concentrate on 

a small number of issues. First, to establish the prevalence of depressive symptoms in 

late adolescence (from age 15 through 19 years). Second, to study the effect of a variety 

of factors on the aetiology of depressive symptoms; among these we included 

demographic factors, the girls' own stressful life events, family relationships, maternal 

depressive mood, and the quality of the parents' relationship.

The study of stressful life events was an important target of the current study. The next 

chapter reviews the literature on stressful life events and difficulties, and coping 

mechanisms in adolescents.
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CHAPTER 3. THE ROLE OF STRESSFUL LIFE EVENTS AND 
DIFFICULTIES IN THE ONSET OF DEPRESSIVE AND ANXIETY DISORDERS 
IN ADOLESCENCE.

Introduction

The subject of the effects of stressful life events on illness, both physical and 

psychological, has spawned a large number of studies, but only in the last fifteen or so

years have the effects on children and adolescents has been studied in detail.

The chapter is divided into eight sections covering the following topics: first, definitions 

of the terms stress and stressor in life events studies; second, an outline of the conceptual 

and methodological issues which arise in measurement. The third section outlines the 

development of measures for assessing life stress, with particular reference to measures 

for adolescents. In the fourth section the role of mediating factors in the relationship 

between life stress and psychiatric disorder is discussed. In section five the evidence for 

a direct association between stressful events and difficulties and depressive or anxiety 

disorders in adolescence is reviewed. In section six the modifying role of social support 

and other coping strategies reported fi-om adolescent studies of life events is reviewed. 

The last two sections discuss what is known about the incidence and timing of stressfiil 

events in community populations of adolescents, and the role of pre-existing 

psychopathology in any associations of stressful events and psychiatric disorders.

In the literature on life stress and psychiatric disorder there have been more studies 

concerning adults than adolescents, and most of the methodological and conceptual 

advances in this difficult field have been made by those working with adult samples 

(reviewed by Brown & Harris, 1989). Inevitably, therefore, some reference will be made 

to adult as well as adolescent studies in the earlier sections of this chapter.

Reviewing the literature on risk factors relating to adolescent depression. Wells et al

(1985) concluded that few studies had focused on the effects of stressful life events, and
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Compas et al (1986) reported only ten studies examining the association of cumulative 

life events with psychological and physical dysfunction in adolescents. Since then a 

number of studies have appeared (Goodyer, Kolvin & Gatzanis, 1985; Sandberg, Rutter, 

Giles et al, 1993), but these were not available at the time the current project was being 

planned.

1. Definitions: life events and difficulties as stressors

It does not require a profound knowledge of human beings to notice that certain events 

in people's lives will produce marked and often distressed responses, ranging from 

feelings of inadequacy and temporary sadness to deep depression, and even suicide. The 

common phrases "It was the last straw (that broke the camel's back)", or "I'm at the end 

of my tether", or "I'm at my wits' end" all indicate an everyday understanding that there 

is a limit to most people's endurance.

However, it is also commonplace that the point at which people declare that something 

was, for them, 'the last straw* will vary considerably. And just as subjectively defined 

breaking points differ, so objectively people vary considerably in their capacity to 

survive hostile events and circumstances without developing marked psychological or 

physical reactions. Thus, while the effects of some life events can be adverse, there are 

also certain factors which provide protection against those effects. Acknowledging that 

people vary in their responses to stressful events and difficulties, it is nevertheless 

possible to observe systematic relationships between stress and psychiatric disorder.

The particular quality of life events which is associated with their role in the 

development of disease lies in their action as stressors. Stress has variably been defined 

as a form of stimulus, an inferred inner state and an observed reaction (Rutter, 198 la; 

Johnson, 1986). In simple language, stress is both what happens to people and their 

reactions to what happens, as defined by themselves or by others. The stress of taking 

exams may be accompanied by internal feelings of stress (eg, depression, stomach
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cramps or breathlessness), and external signs that others can observe (eg, irritability, 

tearfulness or rejecting food).

When defined as a stimulus, stress is deemed to arise fi*om qualities in the situations or 

events which threaten the individual (or those who are 'close' to her) with danger, loss 

or change. In the second definition, stress is inferred, not fi*om qualities inherent in the 

situation or event but fi’om the responses of the individuals involved. For example,

Rabkin & Struening (1976) stated that the focus of their study of stress was ' the

following sequence of conditions: social stressors, mediating factors, stress, onset of 

illness.' In this model, stress is the 'organism's response to stressful conditions.' (page 

1014). The third definition of stress which is widely used in studies of stress and health 

attempts an integration of the two previous definitions, by viewing stress as a 'transaction 

between person and environment' (Johnson, 1986). Lazarus & Folkman (1984) have 

combined these perspectives in their definition of stress as: 'a particular relationship 

between the person and the environment that is appraised by the person as taxing or 

exceeding his or her resources and endangering his or her well-being' (p. 19).

Each of these definitions of stress has some conceptual difficulties attached. Johnson

(1986) pointed out that defining stress as an external stimulus leaves out of consideration 

the very variable responses of individuals to identical stressors, but that relying wholly 

on the response of the individual to infer stress levels is equally unacceptable, especially 

if the subject of study is the causal role of life stress in the development of a particular 

set of (ill-health) responses.

2. Methodological and conceptual problems in life events studies

Most of the important work in this field has been done in the last 25 years, although 

Meyer (1951) was already pointing to the importance of certain events in the aetiology 

of psychiatric disturbance and disorder. He was an early exponent of the use of the life 

event 'chart' as a diagnostic tool, emphasising the role of moving house or country.
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school change or failure, getting and losing jobs, in explaining a patient's psychiatric 

status. Meyer also pointed out that events need not be described by the patient as 

out-of-the-ordinary or catastrophic to be stressful and to play some part in a developing 

disorder - an early indication that the meaning attached to the event by the patient and 

the therapist or researcher might be strikingly dissimilar. It is worth noting that Meyer 

did not give much weight to 'difficulties' (more persistent or pervasive circumstances) as 

opposed to 'events', and this was a common feature of early writing on life stresses.

Investigating the etiological role of events (and circumstances) in the onset of disorder, 

the main problems of measurement may be summarised under the headings of meaning, 

independence and dating.

The subject of examination is the triad 'event-response-disorder', so it is extremely 

important to establish that 'stress' is not measured simply as a person's response to an 

event: if it is, then distinguishing between the 'response' and the 'disorder' may be 

impossible (Brown, 1989, pages 8-10). For this reason. Brown has advocated the 

measurement of external characteristics of the event which exist regardless of the 

reactions of individuals, though not regardless of certain assumptions about the most 

usual effects of the event. This approach acknowledges that the event exists 

independently of any person's reactions, but incorporates the judgment of peers in 

assessing the probable impact of the event. The effect of the event is to be judged less 

in terms of the subject's changed behaviour, and more in terms of his/her changed 

cognition and feelings. Brown (op.cit, p. 10) states that this perspective is consistent with 

'the emerging agreement that if life events are involved in the aetiology of affective 

disorders, it is because of their meaning.'

i) The meaning of events: Measurement of the stressffil nature of life events must 

inevitably take account of the meaning of the event, but the meaning to the individual 

is not necessarily a reliable or useful basis of a systematic, objective rating of impact. In 

the investigation of the relationship of event-response-disorder, relying solely on the 

subject's report of meaning carries the danger of conflating the two latter stages, which
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necessarily need to be distinguished from one another if causal connections between 

event and disorder are being sought. The issues of meaning in the measurement of life 

events have been well summarised by Brown (1989, pages 14-21).

Relying on self-ratings of the importance of events can lead to particular methodological 

problems (Brown, 1989, page 13). For example, is the respondent thinking of the same 

part of an event as the researcher or as other respondents? If they are asked about the 

impact of becoming unemployed, is the respondent rating the impact in the first days 

after a factory closure, or the same unemployment several months later as the family 

savings are declining or the job market dries up; and is the impact the same for the young 

woman of 22 with no children, as for a 40-year-old man with three children at school 

who is the only wage-eamer?

In accepting self-reported judgments of the stressfulness of life events there is an added 

danger from the fact that the respondent may be developing the illness or disturbance 

which is the focus of study, the nature of which affects the informant’s judgment. Several 

authors of adult studies (Brown, 1989; Paykel, Prusoff* & Uhlenhuth, 1971) have drawn 

attention to the likely distortions the respondent may introduce in self-ratings of the 

impact of life events, by the 'effort after meaning' (Bartlett, 1932). When recalling events 

it is not unlikely that the informant will give it the weight that his or her current feelings 

dictate. If the event has been followed by psychiatric or physical illness it may acquire 

a greater importance, a greater weight than if it has not. This type of distortion may 

creep into reports of events by the subject or by others^ This presents the researcher with 

a dilemma when seeking to measure the effects of life events on an individual's 

psychiatric state. It is clearly important to take account of the feelings that accompany 

or follow events, but this must be balanced by avoiding using only the informant's word 

for how important or stressful the event has been. An early example of the 

contamination of meaning and stress is provided by Burke & Weir's (1978) study of life

În a striking example of this difficulty, Brent, Perper, Moritz et al (1993) found that stressful life 
events were more frequently reported (presumably by others) in the year before successful suicide, than 
in matched community controls. The need to find justification for the actions of the successfiil suicide 
must be obvious. The results may be valid, but are also open to the possibility of reporter bias.
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stress and well-being in adolescents, in which the respondents were asked to rate 'how 

bothered or concerned they were about 26 separate aspects of their lives' (p. 278). This 

measure was called Experienced Stress, but the probable bias in these ratings with self- 

reports of well-being must be obvious.

Even if the impact of life events is judged, not by the subject's feelings, but by their 

behaviour, the qualities of the event will be indissolubly confused with aspects of the 

individual's personality and history. These will influence their perception of how 

threatening the event is to them and their capacity to cope, which will in turn influence 

their report of the event. Brown (1989, page 12) quoted the work of Dohrenwend and 

his colleagues (Dohrenwend, Link, Kern et al, 1987) in a vivid example of the distortion 

that can creep into the reports of'impact' given by the individuals involved. Dohrenwend 

et al (op cit) asked respondents to rate the amount and desirability of change in each life 

event category, finding wide variation in responses. In the category 'laid off fî om work, 

10% of the respondents reported 'no change', and 13% 'little change'; the investigators 

found, however, that many of the respondents were in the entertainment world, and laid 

off for them meant the expected end of a contract. It was thus not so surprising that they 

reported less impact fi'om being laid off than an industrial worker would when a factory 

closed.

ii) Independence of events from onset of illness: The importance of establishing the 

independence of events fi’om symptoms, and the extensive overlap in checklists of events 

was identified early on by Mueller, Edwards & Yarvis (1977). Event independence has 

been described as 'at the heart of the controversy about interpreting data fi'om life event 

studies, which centres on whether and how measures of life events and adjustment are 

confounded.' (Masten, Neemann & Andenas, 1994, p. 72). To establish that life events 

have played a causal role in illness, the events themselves (not just the reports of their 

impact) must be shown to be independent of early symptoms (Brown & Harris, 1978). 

Thus, depression or anxiety might be preceded both by redundancy after a local factory 

closed, and by a failing relationship. But while the factory closure could not have been 

brought about by an individual's incipient illness, the failing relationship might be the
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outcome of early depressive or anxiety symptoms. However, this is not to deny that 

events that occur after onset (eg, a final break in the relationship, being excluded fî om 

school) are not, in themselves, stressful (Rutter & Sandberg, 1992).

iii) Dating events and illness: Searching for causal associations between stressful events 

and chronic difficulties on the one hand and any specific syndrome or disease on the 

other requires the investigator to establish whether one precedes or post-dates the other 

(Brown et al, 1973a). In addition. Brown & Harris (1978) have emphasised that the 

stressful events must appear close in time to the onset of illness or psychiatric disorder.

Masten et al (1994) have suggested that the chronicity of stressful events should also be 

measured, but this aspect of'events' is what distinguishes them fi’om ongoing difficulties, 

both of which are included in most sophisticated life stress measures.

3. The development of life stress measures

Recording life stress has been based on one of two distinct approaches to obtaining data 

and two distinct approaches to interpreting the data. Data collection has either been with 

checklists or by interview. Reviewing the literature, Cohen and Wills (1985) found that 

90% of existing life events studies had used checklists.

The construction of the measures to assess life stress and the interpretation of the data 

obtained has followed two main conceptual lines. The first, which has been very 

influential in the construction of self-report checklists and questionnaires, has been the 

notion that stress for the individual has its origins in the change and adaptation required 

by events. The concentration on 'change' and adaptation led, as we will see, to the neglect 

of several other important stress-inducing features of events. The second perspective was 

that negative events were inherently more stressful than, and needed to be distinguished 

fi’om, positive events. Clearly, both these rating methods require judgments to be made 

about the amount of change an event demands of the subject, and about whether an event 

carries positive or negative impact. Neither of these approaches need necessarily be
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insensitive to those aspects of the individual's events or circumstances which would help 

to provide an objective definition of stress. If, however, data are collected through 

checklists or questionnaires there is very little scope for taking such circumstances fully 

into account; this point is discussed again on page 86.

Apart fi*om checklists, the second method of data collection involves focused life events 

interviews, which allowed the researcher to explore in detail the circumstances 

surrounding each event. For example, where most checklists could allow the respondent 

to record ‘moving house’ as an event, few allow the respondent to give details of whether 

this led to improved or worse personal circumstances; by contrast, most interviews 

encourage this type of contextual detail.

The most frequently used methods in each of these three groups are briefly described 

below, and a small number of studies illustrating each approach is cited.

i) The emphasis on Life Change

The most influential of the earlier methods of recording and rating life stress arose from 

the work of Holmes & Rahe (1967), the focus of which was on assessing Life Change. 

Holmes & Rahe developed the Schedule of Recent Experiences (SRE) to record stressful 

life events in each of five categories: health, work, home /family life, financial & 

personal/social; space was provided for the respondent to record when and how many 

times an event had taken place. It was observed that the events most commonly 

preceding the onset of physical illnesses were both 'desirable' (positive) and 'undesirable' 

(negative), but shared a common characteristic in requiring change in the individual's life 

style, and either evoked or were associated with some adaptive or coping behaviour. A 

random sample of adults was asked to assign scores to the 43 life events to reflect the 

amount and duration of adjustment they considered each event would require irrespective 

of desirability. An arbitrary value given to "getting married" acted as the anchor for the 

scale, and raters were specifically invited determine whether an event was "indicative of 

more or less adjustment than marriage." (Rahe, 1975). Raters were also told that ‘If an 

event requires intense re-adjustment over a short time span, it may approximate in value
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an event requiring less intense re-adjustment over a long period of time*. Definitions 

of'long* and 'short* in this context were not given. In the first step to rating the effects 

of stress, investigators assigned standard scores to each life change, thus removing the 

"obvious bias inherent in the recently ill subjects scaling their own recent life change 

events". The weights so derived formed the basis of the Social Re-adjustment Rating 

Scale (SRRS) (Holmes & Rahe, 1967; Rahe, 1975). In later work, subjects were also 

given the chance of recording their own estimate of the adjustment demanded for each 

Life Change/Event they had experienced.

By far the most widely used of the adolescent checklists was derived fi"om this work by 

Holmes & Rahe. Coddington (1972a & 1972b) developed the Life Events Record (LER) 

as a list of events and circumstances (both negative and positive) which he judged were 

commonly experienced by children and adolescents, and all of which required some 

adjustment by the child. Both the number of events on the list and the respondent varies 

with the age of the sample being investigated: for example, parents complete a 30-item 

version for pre-school children, while adolescents themselves complete the 42-item High 

School version. These different lists do not seem to have been derived other than by 

choice of the author, who stated "we simply listed those events that occur in the lives of 

children" (Coddington, 1972a). The usual time-scale for recording events is one year, 

and it is possible to record both whether and how often events have occurred.

The weights for each item in the LER were made by adults (paediatrician, teachers, etc), 

who were asked to assess the amount of re-adjustment each event would require of the 

children. "Birth of a sibling" was given an arbitrary value of 500 to act as the anchor to 

the scaling, and raters were asked to give other events values above or below this 500. 

From these values Coddington calculated the Life Change Units by dividing the mean 

ratings by 10 and rounding values to whole numbers. A total Life Stress Score is 

obtained from the sum of the Life Change Units. A large sample of normal children 

(N=3,526) was used to obtain standardised LCUs on each version of the LER for 

different age groups (Coddington, 1972b).

The LER became the basis of other scales. For example, Monaghan, Robinson & Dodge
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(1979) developed a British version called the Children's Life Events Inventory (CLEI). 

This version was derived from scores given to a standard list of 'events' presented to 

teachers, social workers and paediatricians: the response rate was less than half o f any 

group. As these authors themselves pointed out, the CLEI provided very reliable 

estimates by adults of children's stressful events (my italics), but there is no indication 

of whether this correlates with the perceptions of children and adolescents. Yeaworth, 

York, Hussey et al (1980) retained the idea of Life Change Units, but chose to obtain 

new standardised scores from a sample of 207 adolescent raters. Verhulst and his 

colleagues have used a modified LER with all positive events removed (eg, Berden, 

Althaus & Verhulst, 1990), and then used a simple, unweighted count of negative events. 

Tolor, Murphy, Wilson & Clayton (1983) used a combination of adolescents and adults 

to assign scores in their 52-item High School Social Readjustment Scale for Adolescents. 

Most recently, Masten et al (1994) have produced a 67-item Life Event Questionnaire 

for Adolescents (LEQ-A) from the Coddington scales. Each item was rated on three 

dimensions by graduate students: (a) chronicity, (b) desirability, and (c) independence 

of the child's behaviour/control.

Although Coddington and others developed methods of weighting different life events, 

subsequent studies have suggested that a simple count of the number of events recorded 

on the LER provides similar answers (Gersten, Langner, Eisenberg & Orzeck, 1974; Lei 

& Skinner, 1980). At least two studies with adolescents have concluded that the number 

of undesirable events or a balanced scale (undesirable minus desirable) was a better 

predictor of behavioural impairment than the total number of changes (Gersten et al, 

1974; Berden et al, 1990).

Among several criticisms which have been levelled at the Life Change approach, 

Johnson (1986) noted that many events would not have been experienced by the original 

raters (eg, parent goes to prison), and the once-for-all value assigned to each event can 

thus take no account of the variation in meaning (or response) for individuals. It is also 

possible that life events which are common in the lives of youngsters in one period of 

history are uncommon in another, and might on that basis not have been included in a
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scale. Equally, new events (eg, associated with taking drugs) may take their place, 

possibly demanding new relative values or weights.

ii) Checklists to measure positive and negative impact of events

The second approach to measuring life stress demanded a distinction be made between 

negative and positive events and circumstances. The early work of Paykel and his 

colleagues with adults used a version of Holmes & Rahe's SRRS to collect and rate 

events experienced by adults. This adaptation specifically sought an evaluation of how 

much distress or 'upset’ an event was likely to provoke, emphasising the degree of 

undesirability or unpleasantness of events, distinguishing therefore, between change and 

negative change (Paykel, Myers, Dienelt et al, 1969; Paykel et al, 1971). Adult studies 

suggest that a direct association between positive events and dependent variables of poor 

health or poor adjustment are rarely found, whereas measures of negative change have 

been consistently associated with stress-related variables (Vinokur & Selzer, 1975; 

Mueller et al, 1977; Sarason, Johnson & Siegel, 1978; Johnson & Sarason, 1978).

For children and adolescents, Johnson & McCutcheon (1980) developed the 46-item Life 

Events Checklist (LEG) for use with older children and adolescents as respondents. The 

items were selected fi’om a variety of sources, including Coddington's Life Events 

Record, and a small number of American adolescents who were asked to complete 

open-ended questions about their life stress experiences. The authors included in the LEG 

18 items which could be seen to be 'independent’ of the onset of psychiatric or social 

disturbance, as well as 17 items which might be confounded by such symptoms. The 

scale yields positive and negative life change from the young person's own assessment 

of'impact' [rated as 'no effect’, 'some effect’, 'moderate effect’, or 'great effect’]. The 

final score can separately reflect positive and negative aspects of life stress and provides 

an 'impact' score.

Johnson & McGutcheon (1980) also found that negative life stress was associated with 

higher levels of depression, anxiety and an attribution of external locus of control by the 

adolescents. By contrast, higher positive life stress scores were associated only with an
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attribution of internal locus of control. Other studies using the Coddington measure with 

adolescents have also found associations between higher scores on negative life stress 

and various measures of physical or psychosocial disturbance (Greenberg et al, 1983; 

Smith, Gad & O'Grady, 1983). Johnson (1986) cites these studies as evidence that the 

LEG has reasonable validity; and cites one study (Brand & Johnson, 1982) which 

provides evidence of acceptable levels of reliability.

The 'emotional impact' of life events experienced in two time periods (during the 

previous year or over one year ago) or never, are included in the checklist used by 

Newcomb, Huba and Bentler (1981), which they titled the Life Events Questionnaire 

(LEQ). The emotional impact of any events are recorded as very negative (-2) to very 

positive (4-2). The LEQ has been used by some other researchers in adolescent life stress 

(eg, Compas et al, 1986).

Some investigators have developed checklists which include both dimensions of positive 

and negative desirability, on the one hand, and the amount of change, on the other. The 

Junior High Life Experience Survey (JHLES), developed by Swearingen & Cohen 

(1985), is very similar in construction and method of administration to the LEC. In the 

JHLES, the adolescent respondents are asked to rate the 39 items if they have occurred 

in the previous six months on two dimensions: desirability [positive, negative or neutral], 

and 'impact' [a seven-point scale from 'very bad change' to 'very good change']. As with 

the Life Events Checklist, scores can be obtained which either reflect a simple count of 

negative or positive events, or reflect the amount of'change' demanded by the events.

The Adolescent Perceived Events Scale (APES) (Compas, Davis & Forsythe, 1985) also 

gives separate positive and negative scores and allows the adolescent respondent to 

score on the dimensions of'desirability'; mid-adolescents (aged 15-17) and young people 

(aged 18-20) can also score each event on the level of'impact'. The APES is a much 

longer checklist (217 items) than any other; findings on validity and reliability have been 

gained from studies of the older adolescent age groups only.
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The most recent development of these questionnaires has been the 51-item Life Event 

Questionnaire for Adolescents (LEQ-A), which is another modification of the 

Coddington SRRS-C. This revision included some more age-appropriate items for 

teenagers and improved psychometric properties (Masten et al, 1994). 'The goal was to 

create a concise, but comprehensive sampling of life experiences widely viewed as 

significant for adolescents.' (p. 77). Each item was categorised on desirability, 

independence of child's control, and discreteness of onset. Using these criteria, six 

mutually exclusive groups of items were derived fi’om ratings made by 20 independent 

judges. Subsequently, questionnaire responses were re-classified into the six categories, 

and at this stage the judges described a sizeable proportion of events commonly included 

in life event questionnaires for adolescents as not independent of the adolescents' 

behavior" (p. 89).

Some researchers have decided to address the issue of the attribution head-on. For 

example, Hammen & Mayol (1982) developed a typology of stressful events which 

added aspects of respondents' control over the event, and social desirability, giving four 

categories: Desirable-responsible, Undesirable-responsible, Undesirable-not responsible, 

and Ambiguous. The effect for this, and similar scales, is to conflate the stress in life 

events with attributes reflecting aspects of the young people's coping skills. These 

authors classified the life events reported through checklists into four categories 

according to whether the events were judged to be desirable/undesirable, and whether or 

not the young person felt 'responsible' for the event. Each event was rated by the young 

people on a series of cognitive dimensions, including control, intentionality, expected

ness, likelihood or recurrence.

iii) Interviews and associated ratings systems

As an alternative to the checklist procedures a few investigators have used interviews 

with adults (eg, Paykel et al, 1969; Cooke, 1985).

Brown and his colleagues (1973a; 1973b) developed a semi-structured interview for 

adults - the Life Events and Difficulties Schedule (LEDS) - which is both more

8 4



comprehensive than any checklist and allows for considerable detail to be obtained about 

each event. There is no limit, in theory, to the number of life events which can be 

elicited during the interview. Experience has shown that the interview is most usefully 

structured to cover 25 types of events which fall into eight major categories (these are 

given in Chapter 7 - Figure 7.1).

If this was the only feature of the LEDS interview it would resemble a checklist, but 

Brown and his colleagues have developed a range of questions which establish the social 

and personal context of the subject. This enables each event to be rated on three 

dimensions: contextual threat, independence and focus. The definition of contextual 

threat: is: 'the likely response of an average person to an event occurring in the context 

of a particular set of biographical circumstances' (Brown, 1989, page 24). Ratings of 

independence define how independent the event/difficulty is of the subsequent actions 

or behaviour of the respondent. Focus' defines the extent to which the event/difficulty 

is focused on the subject themselves, or how much on other people. Informant bias is 

ruled out, and observer bias kept to a minimum by the use of strict guidelines and blind 

ratings by non-interviewers who know nothing of the personal details of the informant 

(see Brown, 1989, pages 21-29). With training, high inter-rater reliability has been 

achieved (Tennant, Smith, Bebbington & Hurry, 1979; Parry, Shapiro & Davies, 1981), 

but investigators are expected to discuss the ratings of all except very uncomplicated 

events.

A small number of adolescent life events interviews and rating systems derive fi*om this 

earlier work with adults. Monck & Dobbs (1985) and Sandberg et al (1993) have 

reported interviews derived fi*om the LEDS. Based on Coddington's (1972a) life events 

checklist, Goodyer et al (1985, 1987) developed a semi-structured interview for mothers 

to record life events of their children. De Wilde et al (1992) and Earls, Smith, Reich & 

Jung (1988) have also used interviews to collect life events among children. Adolescent 

life events interviews were not available before that developed for the present study (see 

Chapter 7).
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iv) The relative merits of checklists or interviews

Some doubt has been thrown on the validity of responses to life events checklists 

(Steinhausen & Radtke, 1986; Garrison, Schoenbach, Schlucter & Kaplan, 1987). 

Moreover, all the life events checklists remain subject to the same criticisms (Tennant, 

Bebbington & Hurry, 1981). First, the inventory approach is unable to take account of 

subtle variations of quality and severity of stress or to differentiate events which may be 

subsumed under one category - for example, 'illness of household member", or 

"examinations'. Paykel and his colleagues noted this point: "...identical occurrences may 

differ importantly in many details." (Paykel et al, 1971). Dohrenwend et al (1987) found 

wide variation in the amount and desirability of reported change; the authors concluded 

that (among adults) "....differences in amounts of change may be as large within event 

categories as between them."

Second, the checklists are nearly all finite lists which may therefore fail to cover all 

experiences for all the subjects; some checklists allow the respondent to insert more than 

one experience. Third, when a checklist is self-administered it is frequently not possible 

to record more than one event in each category in the given time period. Even when this 

is allowed for, there is an implicit assumption that each such repeated event carries the 

same weighting, although Rahe's (1975) development of the subjective Life Change Unit 

made some allowance for this. Fourth, while studies of life events have mainly focused 

on the association between life events and physical or psychiatric symptoms, many 

checklists include items which are not necessarily independent of the onset of symptoms. 

For example, of the 43 items on the SRRQ, 34 could be the consequence of psychiatric 

or physical illness (eg, being dismissed from a job, or getting divorced). This point was 

confirmed by Garrison et al (1987) when, noting that life events were more common 

among adolescents from broken homes, they pointed out that seven items on the stress 

checklist related to changes to the household. Finally, checklists seldom offer the 

opportunity of dating the recorded events: dating events and illness onset is, of course, 

essential if causal relationships are to be confirmed (see Newman & Bland, 1994 for a 

discussion of this point in adult studies).
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One of the effects of using the relatively blunt instrument of the checklist, with its 

summed score of change or negative impact, has been to diminish the role of the 

'meaning' of the event to the respondent. Some studies have invited respondents to rate 

the importance to them of a particular event (Hurst, Jenkins & Rose, 1979; Uhlenhuth, 

Haberman, Balter, & Lipman, 1977; Sarason et al, 1978), and the sensitivity of Brown 

& Harris's rating system in responding to the individuality of subject's reports of events 

has been emphasised. To date, however, only the LEDS interview and associated ratings 

(Brown & Harris, 1978) incorporate objective, as opposed to the subject's own, 

assessments of the meaning of the event and its context. In using checklists, few 

investigators distinguish the severe, longterm effects of events: an exception is the useful 

study of late adolescents by Masten et al (1994), in which 'desirability' of each item was 

independently rated. The effect of this was to create an 'ambiguous' group (eg, a parent's 

remarriage), which under the LEDS system would be rated according to the context for 

the individual child.

Comparisons of the different methods of data collection and analysis have been rare. 

Mueller et al (1977) looked at the relative merits of change and undesirability scores 

derived from adult checklists, concluding that the latter dimension more accurately 

encapsulates stressfiilness in relation to subsequent illness. Katschnig (1980) has reported 

one study in which the same group of adult parasuicides were given a life events 

inventory (the Schedule of Recent Experiences, derived from the SRRS) and were then 

interviewed for about one hour using Brown & Harris's LEDS. Agreement between the 

two methods was very high if the groups were compared, but a very different picture 

emerged from a patient-by-patient comparison. Less than 25% of the study population 

was identified as having experienced stressful life events by both methods, and 50% were 

identified by one method or the other, but not by both. The biserial correlation 

coefficients between the two instruments was only 0.11. Discrepant results for the 

individuals suggested that the two methods are measuring different phenomena. 

Although Katschnig did not make this suggestion, it is possible that the use of both 

checklist and interview would increase the predictive value of life events studies.
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In a subsequent comparison of the two techniques for recording adult life events, 

Bebbington, Tennant, Sturt and Hurry (1984) used Brown & Harris's LEDS to elicit the 

information, but then tried to fit the events to a 67-item inventory developed by Tennant 

& Andrews (1976). Their results confirm that inventories neither describe the fiiU range 

of possible events, nor give full weight to events rated as threatening on the LEDS rating 

system. The inventory failed to include 5% of events which would be described as 

'severe' in the LEDS and 21% of'moderate' LEDS events. The inventory was also 

considerably less effective than the LEDS in predicting the relative risk of psychiatric 

disorder after severe events (1.4 compared with 3.1). Neither of these methods of 

comparison have been used with adolescents.

Kellam (1974), in an attempt to get round some of the inadequacies of checklists, 

suggested that items should be included which would be specific to each age-group or 

stage of life. This was the option adopted by Coddington (1972a & 1972b), but 

difficulties of interpretation and comparison must be obvious.

One of the claims made for the life events interview and associated rating is that 

reliability can be maintained across informants. Neugebauer (1982) tested reliability of 

ratings after 18 schizophrenic out-patients and relatives were interviewed. With this 

disturbed adult sample, Neugebauer found that pairs of interviewers (seeing patient and 

relative) showed poor agreement on dates of events (a crucial issue if causal relationships 

are being tested). However, there is no mention of the intensive training to use the 

interview and rate the answers, which is an integral part of the Bedford LEDS.

v) Further influences on the quality of life events data

There is some evidence that the quality of data is influenced by other factors besides 

simply the choice of interview or checklist.

a) The effects of selective recall

In life stress research, with adults and with adolescents, most studies have to rely on
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retrospective recall of events. Inevitably, it is likely that such recall will be influenced 

by subsequent events. As we have seen, bias may creep into the retrospective report in 

the 'effort after meaning'. People may not only say that an event was very important to 

them because they need some explanation of why they feel so depressed, but they may 

also recall the event for the same reason.

In addition to the problem of distorting the recall through ascribing particular meaning 

to events, recall may also be affected by simple loss of accuracy. This may be especially 

true over long time-spans. Jenkins, Hurst & Rose (1979) asked a sample of 416 air 

traffic controllers to complete an elaborate paper-and-pencil checklist of life events on 

two occasions six months apart. By asking the respondents to provide information on the 

previous 12 months, the investigators ended up with reports covering one overlapping 

six-month period. They derived three life change scores and found that the second test 

yielded scores 34% to 46% below those of the first test. A mean of 118 life changes 

units were recorded from the first test, but only 64 from the second test. The tendency 

was to forget events, although 17% of the respondents added events in the second test. 

Most importantly, what the respondents said about their life changes on one occasion 

significantly affected their report of life changes the second time. Stability in recall was 

also affected by the subject-matter: the respondents were most likely to forget at the 

second test to report financial difficulties, change at work and personal health which had 

appeared in the first test. It is important to note that some of the changes between the two 

tests arose from the respondents re-defining what they meant by a 'fiiend' or 'relative': 

although it appeared that they changed their account of an event, in fact they reported the 

same event but placed it in a different category at each test. The authors conclude that 

retrospective studies of life change events are subject to major disadvantages from poor, 

and selective memory. All the references are to studies using checklists, and the authors 

do not address the issue of whether the use of checklists rather than interviews itself 

might not contribute to lowered recall.

b) The choice of informants

Some authors acknowledge the selective nature of recall, but one possible solution - the
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use of more than one respondent - has received relatively little attention. If respondents 

distort the meaning of stressful events, maybe the addition of another informant will 

improve the quality of information, although Brown (1989) has pointed out that other 

witnesses may also have an investment in the 'effort after meaning'. The measures 

derived from life events checklists have shown poor reliability between respondents, and 

when the same person is re-interviewed about the same events or time-period. Rahe

(1975) reported that when the questionnaire was followed by an interview, questionnaire 

errors were found to be almost universal because subjects under-reported their life 

stresses. But Rahe (1974) noted that wives' independent scores of their husbands' self- 

report on life events gave correlations ranging from .50 to .75.

There are other arguments for using more than one informant. In Chapter 1 studies of 

suicidal ideation (Walker, Moreau & Weissman, 1990; Kashani et al, 1989a) and other 

psychiatric symptoms in young people (Rutter et al, 1976a) have been quoted in which 

it was found that mothers' reports were not in complete agreement with their children. 

When the respondents are children or adolescents the accuracy of reporting may vary 

with age and intelligence. Brown & Harris (1978) found adult patients and adult relatives 

agreed well on severe events (79%).

Unlike Coddington (1972b), who used mothers as informants only for younger children, 

Goodyer et al (1985) used mothers to report their child's life events in the whole sample 

aged 4 - 1 6  years. Both mothers and adolescents (aged 14-19 years) were used in the 

study by Masten et al (1994). Sixty percent of all events reported by mothers were also 

reported by adolescents, but only half the events reported by adolescents were reported 

by mothers. Only 37% were reported by both, suggesting how important it is to use both 

adolescents and their parents.

vi) Events vs daily hassles and long-term adversity

Rather than focusing on stressful events (as most adult studies have traditionally done), 

studies of children and adolescents have, as we have already noted in Chapter 2, more 

frequently concentrated on aspects of environmental adversity, particularly the
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characteristics of parents, such as marital disharmony or violence, or unemployment and 

poverty, interpreted as ongoing stressors. This type of ongoing stress has been cited by 

adolescents themselves in a number of recent studies (eg, Lewis, Siegel & Lewis, 1984; 

Siddique & D'Arcy, 1984; Tolan, Miller & Thomas, 1988; Nada Raja, McGee & 

Stanton, 1992). One study has made the distinction between daily negative events and 

major negative events (Wagner, Compas & Howell, 1988). Measures of major and daily 

events and of psychological symptoms were given to 58 young people three times in the 

period between high school and college. At each of these time points the relationship 

between major and daily life events, and between daily events and psychological 

symptoms were significant, while the relationship between major negative events and 

psychological symptoms was not significant at any time point.

It is important to note that not all studies of events and subsequent depressive symptoms 

have concluded that there is a direct connection. Siegel et al (1990) studied 80 young 

people with chronic diseases (sickle-cell anaemia, asthma and diabetes) and 100 controls 

matched for age (between 12 and 18 years) and socio-economic status. Using three self- 

report questionnaires (Beck Depression Inventory, the Rosenberg Scale of Self-esteem 

and McCutcheon's Life Events Checklist) they found that the adolescents with chronic 

diseases were significantly more likely to have higher depression scores and lower 

self-esteem scores. Since there were no differences in the stressful events between the 

groups, the authors concluded that the chronic disease status was responsible for the 

differences in depression and self-esteem. It is likely, however, that the use of the 

McCutcheon checklist did not provide the adolescents with a sensitive enough measure 

on which to record major stressful difficulties; it is therefore quite probable that the 

chronically ill teenagers did have a higher number of severe difficulties, even if they did 

not have more events. As has been noted before, checklists seldom provide any 

opportunity to date events (or difficulties), and this study inevitably fails to reflect causal 

relationships.
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4. The role of protective and vulnerability factors in moderating the impact of 
stressful events

It is important to acknowledge that, in studies of ill-health or psychiatric disorder, 

stressful life events (and/or longterm difficulties) seldom account for more than about 

20% of the variance; frequently it has been found to be far lower (eg, 6% in the 

adolescent study by Compas et al, 1986), with some of the difference in findings between 

studies being accounted for by variations in methodology (Tausig, 1982).

Thus, while acknowledging that stressful life events may play a causal role in the 

development of many psychological and physical illnesses, the fact that such events 

account for only a modest part of the association with the onset of illness prompted the 

early search for other moderating influences, which either additively or interactively 

would explain more of the variance in psychopathology. Several authors have made the 

point that even in disastrous circumstances, the majority of people are not 

psychologically disabled (eg, Hudgens, 1974; Rabkin & Struening, 1976). The latter 

commented that '....life events scores have not been shown to be predictors of the 

probability of fiiture illness.' (page 1015). As with adults, negative discrete events have 

been found to account for only a relatively small proportion of the variance in depressive 

symptomatology in adolescence (Compas et al, 1986; Tolan et al, 1988). Thus, some 

explanation is needed of the vulnerability to stressful events of some, and the relative 

invulnerability of others.

Moderating factors are often distinguished as either protective or vulnerability factors. 

Protective factors have been defined as 'those factors that modify, ameliorate or alter a 

person's response to some environmental hazard that predisposes to a maladaptive 

outcome' (Rutter, 1985, p. 600). Protective factors modify the risk factors when the latter 

are present. Protective factors have no discernible effect in the absence of a stressor. 

Thus protective factors are detectable only through their interaction with the stressors. 

Vulnerability factors, by comparison, are revealed when the individuals with a particular 

characteristic are more susceptible to increasing stress than those without the
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characteristic. Some researchers have referred to these as risk factors (Garmezy, 1983).

Commenting on a paper on factors protecting children in disharmonious homes by 

Jenkins & Smith (1990), Rutter (1990) gave a detailed description of protective factors: 

'....a protective factor implies a modification of the effect of the stress factor, and this 

means there must be a statistical interaction between the stress and the putative protective 

factor, and not simply a main effect from the latter.'

Some authors have chosen to use different terms (stress-buffering and main effect) to 

describe the same types of association between stress, moderator and effect (Cohen & 

Wills, 1985). In the stress-buffering model social support moderates the impact of the 

stress, both because well-supported individuals are at less risk of stress and because they 

are able to interpret stressful events in a less damaging way. A generalised sense of 

well-being is produced by an active social network which provides more opportunities 

for positive experiences, and ways of avoiding negative ones. Social support then acts 

as a protective factor (Thoits, 1982). Psychological distress will be substantially higher 

when the individual experiences high stress and low support, than when they experience 

high stress and high support (Compas et al, 1986, p. 206).

The main effect model states that the absence of, for example, social support, 

independently contributes to an individual's psychopathology, creating a vulnerability.

It is possible to illustrate the points graphically by drawing on a study by Luthar (1991)^. 

Against one measure of adolescent competence (sociability) Luthar found that a child's 

high expressivity was protective after the experience of negative life events. Sociability 

ratings of those with high expressive skills rose, while the sociability ratings of children 

with low expressivity sharply declined following negative events (Figure 3.1). By 

contrast, Luthar found that high intelligence was a vulnerability factor. At low stress 

levels, higher intelligence was positively associated with higher school grades, but under

^With written permission of the author
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stressful conditions the performance of children with higher intelligence actually fell, 

moving markedly closer to the performance of less intelligent children, whose 

performance hardly changed (Figure 3.2).

Figure 3.1 Illustration of the interactions between stress and
moderator factors: protective factor 

[taken from Luthar (1991) with permission of the author]
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Figure 3.2 Illustration of the interactions between stress and 
moderator factors: vulnerability factors 

[Taken from Luthar (1991) with permission of the author.]
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It is important, however, to acknowledge that there is still some confusion over the 

interpretation of findings. For example, Luthar identifies (low) intelligence as a risk 

factor, Rutter (1985) as a protective factor. Reviewing the literature on psychosocial 

resilience and factors protecting individuals against adversity, Rutter (1987) 

distinguished between 'risk mechanisms' (leading directly to disorder/illness) and 

'vulnerability' or 'protective' processes. Protective factors have an impact on disorder 

through their interaction with the risk variables, rather than having a direct effect, as risk 

factors do. He suggested that four main mediating mechanisms could be observed. First: 

reduction in the impact of the events, either by changing the 'meaning' of events or by 

avoiding them; second, reduction in the negative chain-reactions of events; third, 

improvement of the personal relationships and self-concepts of the stressed individual; 

or fourth, the provision of wider opportunities to acquire or improve personal attributes 

which are detectably protective.

Anthony & Cohler (1987) have suggested four categories which reflect the relationship 

of personal vulnerability and the challenge of the environment. First, there are the 

hyper-vulnerable people, who succumb to very ordinary life stresses; second, the 

pseudo-invulnerable people, who have experienced little stress, but who rapidly collapse 

when stress occurs; third, the invulnerable people who experience considerable life 

stress but appear to be made more competent by each event; and fourth, there are the 

people who are competent copers, but who are seldom exposed to serious life stress 

events.

5. Stressful events and the onset of depression and anxiety in adolescence

From the relatively small number of studies directly investigating the subject, it appears 

that stressful events are associated with depressive and anxiety disorders in adolescents 

(Friedrich, Reams & Jacobs, 1982; Hudgens, 1974; Johnson & McCutcheon, 1980; in 

children - Mullens, Siegel & Hodges, 1985; Swearingen & Cohen, 1985), and suicidal 

behaviour (Cohen-Sandler, Berman & King, 1982; de Wilde et al, 1992). But, replicating

95



the findings in adults, life stress studies among children and adolescents suggest that the 

effects are non-specific. Associations have been found between stressful events and 

major difGculties and adolescent pregnancy (Coddington, 1979), general psychological 

impairment (Gersten et al, 1974), conduct disorders (Vaux & Ruggiero, 1983; Goodyer 

et al, 1985), drug abuse (Gad & Johnson, 1980), emotional and behavioural disorders 

(Berden et al, 1990), anorexia nervosa (Strober, 1984a), as well as somatic complaints 

(Greene, Walker, Hickson & Thompson, 1985; Goodyer et al, 1985; Robinson, Greene 

& Walker, 1988).

Interviews with young people based on the Coddington LER scale were used by Mullins 

et al (1985) to assess life events over the previous 12 months. From the interview data, 

the authors derived the familiar negative and positive life change scores, but the children 

also contributed their own assessments of negative and positive change. Higher 

depression scores, measured on the Children's Depression Inventory (Kovacs, 1980), 

were significantly related to negative, but not positive, life events.

Among younger children, permanent separations appear important in the onset of somatic 

and severe mood disorders (Goodyer et al, 1985, 1987). Evidence has been found for 

some specificity between events and symptoms: marital and family events appeared more 

important for conduct and mild mood disorders (Goodyer et al, 1987). 'Exit' (separation) 

events and major negative events have also been found to be significantly more common 

in teenage suicide attempters than in high school controls; chronic difficulties and 

discrete stressful events were both related to increased depression scores and suicidal 

ideation (Adams, Overholser & Spirito, 1994).

The majority of studies of depression, anxiety and stressful events in adolescence have 

taken account of potential moderators, such as relationships with and support fi'om the 

teenager's family or parents. They are reviewed in Section 6, below.

It is important to note that not all studies of depression and anxiety in adolescence have 

found significant associations with life events. For example, in one study no association
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was found for girls between (self-reported) depressive mood and stressful events 

recorded on checklists, although there was an association for boys (Friedrich et al, 1988). 

Nearly a decade earlier, Gersten, Langner, Eisenberg & Simcha-Fagan (1977) had 

interviewed mothers of a community sample of 6-18 year olds in Manhattan, New York 

to establish measures of psychological impairment and background family factors. In the 

follow-up study, mothers of 732 children were re-interviewed (Time 2) to check which 

of 26 stressful life events their children had experienced since the first interview (Time 

1). The life change measures were significantly related to the adjustment measures both 

at Time 1 and Time 2. Obviously, it was not possible to determine a causal relationship 

between life stress and later psychological symptoms, since there was a relationship 

between events and Time 1 symptoms.

6. Selecting moderators of the impact of stressful events and difficulties

The factors which have claimed the most attention as potential moderators of the impact 

of stressfiil events are those associated with social support, although more recently some 

investigators have turned their attention to the subjects' appraisal of events. Much of the 

research into the ameliorating influence on illness of social support has been with adult 

populations (eg Cobb, 1976; Brown & Harris, 1978). Most life events studies in 

adolescence start from the premise that moderating variables should be investigated (eg, 

Barrera, 1981; Compas et al, 1986; Swearingen & Cohen, 1985; Luthar, 1991).

Various attempts have been made to develop global definitions of social support. For 

many investigators social support has been measured and interpreted as external or 

instrumental, and for others it is the internal mechanisms, including perceived support, 

which are most important; sometimes these two aspects are investigated together. Cobb 

(1976) described social support as the information leading to an individual believing that 

s/he is cared for, loved, esteemed and valued, and is a member of a network of 

communication. Such a definition implies that the involvement of others with the subject 

is capable of being translated into some form of help when the subject needs support.
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Barrera (1986) has suggested that social support consists of three components: first 

perceived support, the belief that there are individuals who will help; second, social 

embeddedness - the number and identity of the individuals who give support; and finally, 

enacted support - the actual support provided by the network in the form of financial or 

practical help or advice.

Partly because of these broad definitions, the concept of social support has not been 

entirely satisfactorily operationalised, and studies using the term have covered widely 

different variables (eg, Cobb (op. cit.)) included the presence of litter-mates for puppies, 

the wantedness of pregnancy and the care delivered by nurses). In the sections below, 

studies of the effects of generalised social support as an instrumental factor are discussed 

first, followed by a section on the studies selecting the internalised features of support, 

such as perceived social support and perceived intimacy. Many researchers have chosen, 

not unreasonably, not to make such distinctions. For example, Barrera & Ainlay (1983) 

developed an Inventory of Socially Supportive Behaviours (ISSB). Administering the 

IS SB to 370 psychology students, they derived a typology of social support functions: 

directive guidance (teaching skills, giving feedback and advice), non-directive support 

(giving esteem, trust; listening and expressing intimacy and unconditional support), 

positive social interaction (engaging in diversionary activities, joking) and the 

self-explanatory tangible assistance. This study did not seek to test this conceptualisation 

of social support against any measures of the need for support, eg stressfiil events, but 

it is clear that the measure covers instrumental and expressive aspects of social support.

In illustration of the complex association between stressors, moderators and disorders, 

the study by Myers, Lindenthal & Pepper (1974) can be cited. These authors showed that 

adults without stressfiil life events but who nevertheless had psychopathological 

symptoms were less well adjusted socially than many subjects with life events but few 

symptoms. As Rabkin & Struening (1976) pointed out, there was always a 'possibility 

of interaction between life changes and other factors, such as the availability of social 

support systems...' (page 1017), and went on to cite (adult) studies showing that stressors 

appear most damaging in the absence of social support. Adding a new dimension to the
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simple cause and effect model, McFarlane, Norman, Streiner & Roy (1983) observed that 

the experience of stressful events had a causal effect on the subsequent scale and 

structure of social support systems, and on the subjects' reports of perceived 

effectiveness.

i) Generalised family and peer support

Theories of the importance of social support in the study of disease first gained 

prominence in the 1970s with the work of investigators such as Cassel (1976), Cobb

(1976) and Dean & Lin (1977). Among children, social support from family and others 

(along with personal attributes) were cited by Garmezy (1984) as the factors responsible 

for better-than-expected outcomes among at-risk populations. And Hurrelman (1990) 

has written:

'The more an adolescent is bound into a favorable social network 
of relationships, the more he/she is able to deal with unfavorable 
living conditions, critical life events, and long-term stressors, and 
the less prone he/she is to resort to problem behavior.'

(page 248)

A fairly, but by no means completely, consistent pattern emerges fi’om the studies in 

which the effects of parental and peer support on the onset of depression and anxiety 

have been investigated along with stressful life events.

Tyerman & Humphrey (1983) asked 24 clinic-referred adolescents and matched normal 

controls to assess the support provided by their family. The control group reported less 

life stress and less current psychopathology (both measured by questioimaire), but more 

6mily cohesion. Thus, the clinic group suffered more life stress and less family support, 

and the authors concluded that 'life stress and inadequate family support interact in the 

expression of adolescent disturbance.' In the absence of data on the way in which these 

variables relate over time, the exact nature of the association cannot be elucidated.

Family cohesion and adaptability (family support) has also been found independently to 

predict suicidal ideation and attempts in a large sample of 12-14 year-olds who had 

experienced undesirable life events (Garrison, Jackson, Addy et al, 1991b; Garrison et
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al, 1991c). The crucially important issue of the temporal relationship between the 

recorded stressful events and suicidal thoughts and actions remained unclear, because 

the Coddington Life Events Record was used, on which dating events is not required.

In another highly selected sample of 86 pregnant adolescents (mean age: 17 years), 

Barrera (1981) used the Brief Symptom Inventory - BIS (Derogatis, 1977) to obtain 

measures of anxiety, depression and somatic symptoms. A measure of life stress 

negative change events (Coddington's Life Events Record - LER) showed that such 

events were significantly related to anxiety and depression as well as a total symptom 

score. This association varied with the level of support these girls had, suggesting a 

protective role for their support networks. Barrera has been criticised by Compas et al 

(1986) for altering the structure of the LER.

The social support provided by parents and peers in the face of stressful events was 

investigated among 213 junior and senior high school US children (aged 12/14) by 

Greenberg et al (1983). These investigators used Johnson & McCutcheon's (1980) Life 

Event Checklist, and a measure of well-being. Negative life change was significantly 

related both to the absence of well-being, and independently to parental attachment. This 

suggested that positive relationships with parents may protect the adolescent fi'om 

negative events.

Goodyer et al (1989) studied the quality of friendships in a group of children and 

adolescents aged 7-16 years with emotional disorders, and a matched community control 

group. Significantly more children with emotional disorders were likely to have moderate 

to poor fiiendships in the previous 12 months compared with the control group. It was 

noted that after puberty, the absence of good friendships was strongly associated with 

symptoms of anxiety and was similar in boys and girls. It was not possible to determine 

the direction of causality fi'om these data: poor fiiendships might have precipitated 

anxiety symptoms, or anxious behaviour might have reduced the ability to develop or 

sustain good fiiendships.
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As Kovacs & Goldston (1991) have pointed out in their review of social cognitive

development of depressed adolescents,

'symptomatic youngsters do show impaired social-interpersonal
relationships' and may be described as 'consistently less
socially adept than nondepressed peers...and preferred less often 
as play- and work-mates' by other children

(p. 390).

By contrast, a brief report of research by Gouws & Hofiman (1994) among 13-16 year 

olds showed that, while there were significant differences between high and low 

depression groups in their relations within the family, this did not extend to 'best fiiends'. 

Ifigh depression girls reported the most conflict with their mothers. On the other hand, 

it is important to note that these studies were not prospective: the ratings of confiding and 

supportive relationships were made after the depression had appeared.

ii) Maternal (parental) support

While close supportive (confiding) relationships with partners and spouses have a 

protective effect in the face of stress for adults, the relationships with mothers (and 

sometimes both parents) have been a common focus of studies of social support in 

adolescence. Having a supportive loving relationship with a mother has been found to 

moderate the effects of stressful events in adolescence (eg, Werner & Smith, 1982; 

Hauser, Vieyra, Jacobsen & Wertlieb, 1985), maternal warmth appears to give particular 

support to teenage girls (Belle, 1991), and good adolescent-parent relations reduces the 

impact of divorce on adolescent boys (Wierson, Forehand, Fauber & McCombs, 1989). 

Most recently Ge et al. (1994a) found that girls who lived with supportive mothers 

experienced both fewer stressful events and fewer depressive symptoms over four years 

than girls living with unsupportive mothers. This difference was not apparent among the 

teenage boys. This finding neatly illustrates the complex relationship between stress and 

moderating factors, which may both protect from the experience of stress and protect 

fi'om the effects of any stress. Exactly why this is sometimes not reported for boys is not 

yet clear.
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The importance of the child's early parenting experiences in building up internal defences

against stressful events has been emphasised by developmental psychologists with quite

different theoretical perspectives. Freud (1917/1957) believed that there was a

pre-dispoâtion to depression in those with earlier (childhood) disappointments and losses

of'significant others'.

'A man (sic) who has been the indisputable favourite of his 
mother keeps for life the feeling of a conqueror, that confidence 
of success which often induces real success'.

(Freud, 1917/57).

Bowlby (1969a, 1988) always advocated that intimate relationships in early life develop 

skills which provide protection in the face of later adversity: the well-attached infant 

deals competently with stress without long-term psychological upset. Both Freud and 

Bowlby pointed to the importance of consistent and warm relationships with parents in 

the development of the socially adept adult. Wolkind & Kruk (1985) have summarised 

the research which indicates the importance of maternal competence in providing the 

infant with positive early experiences, and the way in which this competence is, in turn, 

affected by the mother's social and confiding relationships. The palpable support of 

mothers also induces internal strengths in the growing teenager; the ability of adolescents 

to elicit and initiate social relations is affected by early experience with parents (Coleman 

& Hendry, 1990), and parental well-being has been reported as mediating the adverse 

impact of stressful events on children and teenagers (McFarlane, 1988). Perhaps more 

importantly, these studies illustrate the difficulty of differentiating the expression and the 

meaning of social support.

To complicate the issue of maternal support, there is strong evidence that mothers' own 

depressive or anxious mood has a direct effect, not only on communication (therefore 

support) with the inânt, the child and the teenager, but also on the adolescent's depressed 

mood. Forehand and McCombs (1988) explored the relationship over time of mothers' 

and teenagers' depressed mood, finding that maternal depression served as an antecedent 

of adolescent functioning, including depressed mood, but not vice versa. Further work 

by these authors suggested that the mother-adolescent relationship was both a 

vulnerability and a protective factor. In children aged between 7 and 16 years, Goodyer
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et al (1988) found that, in addition to recent stressful life events which were focused on 

the children, the presence of maternal distress and poor confiding relationships in the 

mothers' own lives were also significantly and independently associated with the 

subsequent development of emotional disorder in the children. In such circumstances, 

the risk of diminished maternal support will be obvious.

ill) Subjects* perceptions about events

The second type of social support might be described as 'internal', in which the subject's 

interpretation of the social support network is the crucial factor. Among adults a variety 

of forms of social support have been found to mediate between life events and depressive 

disorders. For example, the impact of stressful events may be moderated by perceived 

social support (Thoits, 1982) or by cognitive appraisal and coping skills (Parker & 

Brown, 1982 (working with adults); Lazarus & Folkman, 1984). Again, firom adult 

studies there is some support that the perception of social support may be more important 

in the onset of depression than either life-event changes or externally assessed social 

contact (Blaik & Genser, 1980).

Adolescent perceptions of the quality of attachment to parents has been found related to 

well-being, but actively seeking advice from parents has not, probably because the large 

majority of adolescents seem to use their parents in this way, and it is thus not 

particularly discriminating. In one study, the instrumental support of parents seemed to 

be used by most adolescents regardless of the quality of the relationship, and regardless 

of depressed mood (Greenberg et al, 1983).

At the end of their extensive review of the role of social support, Cohen & Wills (1985) 

concluded that there was evidence that social support operated both as protective and a 

vulnerability factor in the adult literature on depression and stressful events. They 

observed that buffering (protective) effects were present when what was measured was 

perceived social support, and when measures reflected those aspects of support which 

enhance coping abilities (eg, giving information, raising self-esteem). Certain resources 

appear only to be activated in the presence of stressors, so their action was inherently
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buffering. On the other hand, main (vulnerability) effects were observed in studies when 

the measures of support covered structural rather than perceived support. Dubow & Tisak 

(1989) have suggested that studies which have used measures of the extent of the social 

support network (which they have called 'embeddedness') have tended to support a main 

effect model, while studies using measures of perceived support (especially esteem and 

informational support) have provided evidence of buffering: '...embeddedness in a social 

network is beneficial to well-being but not necessarily helpful in the face of stress.' They 

suggest that the mechanisms involved in support for esteem provide the individual with 

a feeling of mastery over the stressors, and informational support may help the individual 

to understand and therefore to cope more effectively.

However, it has been observed that adolescents may not categorise the support they 

receive in the same way as adults (eg, as support for self-esteem, practical help, or 

information) but rather by the source of the support (either family, fiiends or adults 

outside the family) (Bemdt & Perry, 1986; Dubow & Ullman, 1989; Wolchik, Beals, & 

Sandler, 1989).

iv) Other mechanisms affecting reactions to stress

Among adolescents, factors other than social support have been observed to affect their 

reactions to life events. Studies of specific life events (eg, loss of a parent or a major 

disaster), or chronic difficulties (eg, the events surrounding divorce) suggest that 

adolescents may vary in their responses according to age, sex, temperament, and 

problem-solving skills (Rutter, 1981a).

On the other hand, studies by McFarlane (1988) and Forehand et al (1991a) threw some 

doubt on whether age or sex significantly modify children's reactions to stress. Forehand 

and his colleagues found that, in a self-selected sample of boys and girls in three age 

bands (10.5-12.4 years, 12.5-14.4 years and 14.5-16.4 years), boys did not report 

significantly more symptoms than girls at any age, after their parents' divorce. The 

authors note that the observation by Hetherington (1990), that gender differences in the 

reaction of children to divorce are more likely in the pre-adolescent child than the
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adolescent, may have to be amended: they suggest that the gender differences probably 

only extend to the early school years, but have disappeared by the age of 10 or 11 years.

Personal skills and attributes, including intelligence and sociability, have been noted as

protective in children and adolescents by several authors (eg, Rubenstein, Heeren,

Housman et al, 1988; Luthar, 1991), but sometimes as vulnerability factors (Luthar,

1991). In childhood, those who can deal with everyday difiBculties and with crises have

been identified as cognitively capable, affectively expressive and effective, with high

self-esteem, good communication skills, able to accept warmth and respond warmly to

others, capable also of asking for help effectively (Murphy & Moriarty, 1976).

Typically, the coping children had parents who were also copers. However, Murphy &

Moriarty were at pains to emphasise that:

'there is no completely invulnerable child - we are concerned with 
the degree and locus of vulnerability in relation to the quality 
and intensity of the stress. When the child's most vulnerable 
area is confi'onted by severe stress for that area, some degree of 
breakdown is likely to occur." (op. cit., page 346).

Murphy & Moriarty claim that both children and parents who were good copers showed 

distinctive personalities among the components of which self-confidence was important. 

But, crucially, they saw the social environment of the child as being characterised as 

fostering coping skills.

Gender differences have emerged in some studies of coping strategies (eg, Frydenberg 

& Lewis, 1991), and of family support (Aro, 1988). In turn, these may be important in 

understanding the nature of the links between adolescent stress and depression and other 

disorders. Ehrenberg, Cox & Koopman (1991) also found that, while there was a 

negative correlation between depression and self-efScacy in an adolescent sample, the 

effects varied with gender: girls were more likely to report depressive symptoms and to 

perceive themselves as less effective. This finding may be linked to the results of some 

studies suggesting that the occurrence of life events did not vary between the sexes, but 

that the apparent vulnerability of girls might arise from their appraisal of events as 

stressful (Burke & Weir, 1978; Goodyer et al, 1986).
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In an interesting paper on the coping strategies of adult female twins in relation to life 

events and onset of depression and anxiety, Kendler, Kessler, Heath et al (1991) showed 

that genetic effects may affect vulnerability by affecting coping abilities. Three types of 

coping were found to be almost uncorrelated: turning to others, problem-solving and 

denial. The first two were negatively and the last was positively related to depression and 

anxiety. Twin resemblance in the first two could be explained entirely by genetic factors 

(heritability of 30% and 31% respectively), and for denial twin resemblance was best 

explained by familial-environmental factors accounting for 19% of the variance. 

Ongoing twin studies of life events and depression at the Institute of Child Health will 

answer some of the same questions in relation to children.

v) Coping mechanisms and 'control* over events Recent studies suggest that social 

support and the use of particular coping mechanisms are inter-related, and that both react 

differently when events are reportedly 'controllable' or 'uncontrollable'. For example, 

Holohan & Moos (1987) have produced a model of coping with stress in which parental 

support relates to psychological distress both directly and indirectly through adaptive 

coping responses (Valentiner, Holohan & Moos, 1994). In this model 'controllability" 

acts as a mediator. In a two-year study these authors found that college students (initially 

aged 18 years) with more extensive social support systems tended to use 'approach 

coping' rather than 'avoidance coping' [the categorisation of coping strategies used by this 

team are reported in Moos, 1993; approach coping is seen as more adaptive than 

avoidance coping]. When students were faced with events perceived as controllable, 

parental support was related to the amount of'approach coping' which in turn related to 

subsequent psychological adjustment. When events were uncontrollable, parental support 

related directly to psychological adjustment, and did not relate to coping style.

There is some evidence that adolescents do not necessarily use other people (family or 

fiiends) to deal directly with stress. Newcomb & Harlow (1986) have drawn attention 

to the way in which adolescents use alcohol and illicit drugs to achieve relief in times of 

stress and frustration (which matches behaviour observed in adults: Parker & Brown,
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1982), and here also control over events appears to exert some influence on subsequent 

distress. Dividing events into those which were associated with 'uncontrollable stress' 

(negative life change events) and those with 'controllable stress', Newcomb & Harlow 

argued that the former induced a sense of loss of control, which in turn engendered a 

decreased level of 'meaning of life' in the adolescents. Perceived Loss of Control and 

meaninglessness mediated the relation between un-controUable stress and substance use. 

Other mediating influences, such as social support, were not investigated and although 

it is likely that substance use forms part of the coping mechanisms of some adolescents, 

it is equally likely that other strategies are also used. Adams & Adams (1991) studied 

the relationship between 'troublesome' life events, self-reported depression and problem 

solving strategies in 135 16/17 year-olds. Certain self-rated events were associated with 

higher depression scores, but the depressed teenagers were also more likely to use 

alcohol or to withdraw from peer contact. The authors admit that they were unable to say 

whether depression preceded or was consequent upon the poorer problem-solving 

choices.

The same problems arise in interpreting the findings of McGee & Stanton (1992), who 

established that among 945 15-year-old New Zealanders a high 'feel bad* score was 

significantly related to family disadvantage. The latter measure covered a range of 

family issues including socio-economic status, maternal depression and a family support 

scale, combined into a 6-point index, which was designed to measure on-going stressors 

rather than stressful events. The teenagers were also given a psychiatric interview to 

establish DSM-m diagnoses: those with depressive and anxiety disorders showed no 

difference in the rates of reported distress on the 'feel bad* scale. Any association 

between depression and anxiety disorders on the one hand, and the index of on-going 

stressors on the other is not reported, and may be presumed to have been absent. So the 

only significant associations are between self-reported distress (feel bad) and depression 

and anxiety in the girls.

Locus of control has been found to contribute to individuals' resilience in the face of 

adversity. For example, Werner & Smith (1982), studying young adults, found that those
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who reported internal locus of control (the ability to influence their own environment) 

proved more resilient than those with external locus of control.

A sense of control over events was also investigated in the study of depression and life 

events in young adults (undergraduates) by Hammen & Mayol (1982), which has already 

been mentioned above (page 74). Depression, measured on the Beck Depression 

Inventory, was positively associated with undesirable events for which the young person 

felt responsible (eg, dropping out of school or break-up with close friend), but negatively 

associated with desirable events for which they felt responsible and for 'ambiguous 

events'. Rather surprisingly, the events classified as undesirable, but over which the 

young person reportedly felt no control (eg, miscarriage, or the death or serious illness 

of close others) were not associated with depression. The authors admit that the one 

group of events which show a significant association with increased depression is the 

group which others (eg. Brown & Harris, 1978; Dohrenwend, 1974) would exclude on 

the grounds that they were not independent of the onset of depressive symptoms. They 

argued, however, that since many authorities agree that self-blame is a strong component 

of depression, this group of events should be included in future studies. This would seem 

to be a difficult line to sustain.

If a sense of responsibility for and control over the 'event' is important as a mediator 

between life events and depressive and anxious symptoms, the differences observed 

between boys and girls may be in part explained by a difference in their perception of 

control. Siddique & D'Arcy (1984) found that adolescent girls (aged 14-17 years) were 

significantly more likely to perceive an external locus of control, compared with boys, 

and that for both sexes an external locus of control was associated with higher levels of 

distress after school or peer-related stresses, but not after family stress. In other words, 

family stresses led to raised self-reported distress scores regardless of locus of control 

orientation, while school/peer stresses only led to distress in the presence of external 

locus of control. The discovery by Fine, Haley, Gilbert & Forth (1993) that girls' sense 

of mastery was highly predictive of continuing depressive symptoms probably supports 

this point.
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Moreover, it appears that when teenagers report negative attributions which are internal, 

stable and global to negative events which they also deem to be uncontrollable this is 

more likely to be followed by an increase in depressive affect than similar attributions 

for negative events described as controllable (Brown & Siegel, 1988). Palazzi, de Vito, 

Luzzati et al (1990) observed that both the occurrence and the self-rated importance of 

life events were associated with a diminished self-image. In a population aged 13-19 

years, 1296 adolescents completed a structured inventory of 25 classes of events, 

including an open question to cover 'other events'; they also rated the events they 

reported on a six-point scale of'importance'. The results showed that 'rare' events, such 

as having an abortion or the death of a parent were as highly related to disturbed 

self-image as the more common events such as serious abuse (either within or outside the 

family), serious disagreements between parents and sudden decrease in family income.

However, the discovery of links between stressful life events and long-term difficulties 

(sometimes called chronic adversity) on the one hand and depressive or anxiety states on 

the other, does not explain the mechanism by which the external conditions lead to 

internalized mood changes. Harrington (1994) has reviewed the current theories which 

centre on cognitive processes, including theories of learned helplessness (Seligman & 

Peterson, 1986), and learned hopelessness (Abrahamson, Metalsky & Alloy, 1989). Both 

these theories suggest that the individual becomes depressed when they attribute stressful 

events and adversity to their own failures, about which they feel they can do nothing. 

However, Harrington (op. cit.) points out that this may be true for those with depressive 

symptoms, but the link is not found with depressive disorders (p. 335).

7. The incidence and timing of life events in adolescence

In studies of the effects of life events, investigators have seldom described the level of 

stressful events that might be expected to be 'normal' in the adolescent population, nor, 

apparently, regarded the temporal relationship between events and onset of psychological
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disturbance as particularly important. The absence of control groups in many life events 

studies underlines these points.

i) The rates of life events in adolescents' lives

Garrison et al (1991b) presented high numbers of negative events in the previous 12 

months (mean for all groups: 10.3). This may be the result of using checklists with 

several items which cannot be described as wholly free of an association with onset of 

symptoms. A more rigorous definition of stressful negative and independent events might 

have reduced the count. Newcomb et al (1981) reported an average of nine (rated as 

positive, negative and neutral) events in a 12 month period in 16-18 year-olds' lives. 

Using the same questionnaire, Compas et al (1986) give an average of 7.6 events among 

16-19 year olds. Bernstein et al (1989) reported Life Events Checklist rates of 3.33 for 

a high anxiety group, and 1.76 for the low anxiety group in a high school sample.

Larson & Ham (1993) reviewed the studies which had looked at rates of stressful events 

across late childhood and early adolescence. All the reviewed studies used checklists, and 

while some studies reported an increase in negative events with age (eg. Garrison et al, 

1987 from ages 12-15 years), other studies are cited in which there was a decrease in 

negative events from 12/14 years to 15/17 years (Compas et al, 1985) and from 16/17 

years to 18/19 years (Newcomb et al, 1981). Larson & Ham themselves found an 

increase with age in negative (but not positive) events (reported by checklist).

Berden et al (1990) also found increasing rates of negative events with rising age in a 

large community sample of Dutch children aged between 6 and 16 years (N=1397). 

Using a checklist of wholly negative events, the authors found that parents reported their 

children experiencing a mean of less than one event over the previous 2 years; 45% of 

the children had no negative events and only 7.3% experienced three or more negative 

events over the previous two years. Older children and those from lower socio-economic 

classes had more events, and there were no differences between boys and girls.
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Both Ge et al (1994a) and Wagner & Compas (1990) assessed the number of stressful 

events reported by community samples of teenage girls and boys using a checklist 

procedure. In each study the girls had more stresshil events, but no figures are given. 

Several studies have shown that adolescent girls report more stressful events than boys 

(Burke & Weir, 1978; Compas & Wagner, 1991; Larson & Ham, 1993; Ge et al, 1994a), 

or report more distress when they have these experiences (Siddique & D'Arcy, 1984; 

Simmons, Burgeson, Carlton-Ford & Blyth, 1987; Compas & Wagner, 1991; Ge et al, 

1994a). This variation between genders of the rate of stressful events and the variable 

response to them have been presented as reasons for age (and gender) differences in rates 

of depressive and anxiety disorders in adolescence (Gore & Colten, 1991).

In an associated finding, Brooks-Gunn & Warren (1989) observed that recent stressful 

events explained significantly more of the variance in depressive symptoms over a 4-year 

study in early adolescence than did pubertal status (quoted in Ge et al., 1994a: p. 468). 

However, all of these studies used life events checklists, with the associated probability 

of reporter bias, discussed above.

There appears to be some variation in the rates of negative events reported by teenagers 

of different ethnic background (Gad & Johnson, 1980; Newcomb et al, 1981; Sarason et 

al, 1978; Garrison et al, 1987), with black teenagers reporting higher rates, but some of 

these studies have not controlled for social class, which is still highly related to ethnicity. 

As we have seen, adolescent girls are more likely than boys to report negative events (eg. 

Garrison et al, 1987).

ii) The timing of stressful events

The timing, as well as the number, of stressful life events in the year before onset of 

symptoms has been found to raise the relative risk of disturbed mood and behaviour in 

school-age children (Goodyer et al, 1985, 1987). These authors investigated the effects 

of life events in a sample attending a psychiatric clinic and matched community controls. 

Information about the child's life events was obtained fi*om an interview with the 

mothers. It was found that stressful events tended to cluster in the 16 weeks nearest the
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onset of symptoms, and children who had experienced multiple events were more likely 

to have had an event within 16 weeks of onset. But events occurred throughout the 12 

months and moderately or severely stressful events were found to have long-term, 

short-term and rapid effects on onset of psychiatric disorders. Based on this mixed 

picture the authors suggested that the mechanisms by which the events affect children's 

psychiatric disorder may vary and be only partially dependent on the number and timing 

of the stressful events. There was some support for the concept of an additive model of 

the effects of stressful events: the more stressful events the children experienced the more 

their symptoms. It is worth noting that 30% of clinic cases did not experience any 

severely stressful events and that 17% of community controls did, indicating that 

stressful events are not a necessary precursor of all psychiatric disorder in this age-group.

8. Pre-existing psychological status, subsequent events and the onset of depression 
or anxiety

It is very difhcult to determine, from the studies so far completed, whether adolescents' 

depression and anxiety before the stressful events are experienced contribute sig

nificantly to post-event disorder. Common-sense would suggest the importance of pre

existing symptoms, but Berden et al (1990) point out that the few studies which have 

addressed this issue have used such a wide range of measures and methods that certainty 

is impossible. Johnson & Bradlyn (1988) have suggested that the 'apparent bidirectional 

relationship between life stress and adjustment may, in some cases, result from the 

common influence of a third variable.' This is highly likely to be pre-existing 

psychological adjustment or previous disorders. There are almost no studies directly 

addressing the issue for depression and anxiety states.

Children with pre-existing psychiatric disorders were found by Earls et al (1988) to be 

more vulnerable to developing anxiety disorders after a flooding disaster, but symptom 

levels were not related to severity of the child's experiences in the floods. The results 

indicated that children's current functioning was determined not so much by the stressful
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flooding events as by pre-existing psychiatric disorder or by having parents with many 

psychiatric symptoms. This observation has also emerged from studies of behavioural 

symptoms, which will not be reviewed here. In illustration it is worth mentioning the 

study by Berden et al (1990) - already described on page 110 - of Dutch school children. 

Here it was found that negative events were significantly associated with raised scores 

on the Child Behavior Checklist, but a substantial part of the variance was attributable 

to raised CBCL scores before the events occurred, and this reduced the effect attributable 

to the events.

9. Summary

Several points emerge fi'om this review of studies of stressful events in adolescents which 

it is pertinent to emphasise in this thesis. First, stressful events in adolescents appear to 

precede the onset of a wide range of psychopathological outcomes; in other words the 

effects appear non-specific. However, many of the studies reviewed above have failed 

to investigate other relevant issues in young people's lives, for example, the relationship 

between parents, or parental mental state. Those that have, have found that maternal 

factors may moderate the adverse effects of the stressful events experienced by the 

adolescent. Few of the studies have used standardised measures of disorder (Hotaling, 

Atwell & Linsky, 1978; Barerra, 1981; Gad & Johnson, 1980), and few have used the 

same measures of stressful events.

Some studies have identified a cumulative effect of stressors: an increasing number of 

events apparently contributes to raising the referral rate to child psychiatric out-patient 

clinics (Goodyer et al, 1985; Steinhausen & Radtke, 1986) or in-patient facilities 

(Kashani, Hodges, Simmonds & Hildebrand, 1981). However, it should also be 

mentioned that when it has been possible to take into effect the pre-events level of 

psychological functioning, several authors have questioned the relationship between life 

events and subsequent problems or suggested that the relationship may not be as strong
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as appears in studies which have not taken account of pre-events psychopathology 

(Gersten et al, 1977; Swearingen & Cohen, 1985; Cohen, Burt & Bjorck, 1987).

The almost exclusive use of checklists in adolescent studies has hindered a proper 

exploration of the aetiological effects of stressfil life events on psychiatric illness, 

because, as we have seen, checklists neglect the dating of events or onset of the 

symptoms. The most that can be concluded from the earlier adolescent studies is that 

there frequently are significant associations between stressful events and 

psychopathology in young people. There does appear to be a reasonable consensus that 

the incidence of life stress is greater in psychiatrically disturbed adolescents than in 

non-disturbed or community controls. It is also clear that variables other than stressful 

events are independently influencing whether individuals succumb to stress or survive 

relatively unscathed. Interviewing adolescents about stressful events or long-term 

difficulties has seldom been undertaken, although this must provide the most reliable 

means of obtaining accurate dating of the events and the onset of illness, from which 

conclusions about causation can be derived.

The literature review also discloses the fact that most of the paper-and-pencil self-report 

checklists of life events have been used in a few studies only - replication has been rare 

(noted by Compas et al, 1986). Even the most popular, developed by Coddington (1972a 

& 1972b) has been used only in modified form in other studies (eg, Barrera, 1981; Vaux 

& Ruggiero, 1983). The difficulties associated with checklists have been reviewed. By 

contrast, the interview (LEDS) method developed by Brown & Harris (1978) had been, 

at the time the current study was started, extensively used for over 20 years in adult 

studies, and was accompanied by a programme of training in interview technique and 

rating of events and difficulties. Discussion with the LEDS authors suggested that it 

would be relatively easy to adapt the system for use with the target age-group in the 

present study.

These conclusions formed the background to the decision to use an interview, rather than 

a checklist of life events, in the present study. Further information on this point appears
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in Chapter 6.

Finally, the results of several adult studies showed that it would be important to take 

account of the social support gained by the adolescent girls from their family and friends. 

The exact effects of social support are not entirely clear from adolescent studies, several 

different measures have been used and results were conflicting (Hotaling et al, 1978; Gad 

& Johnson, 1980; Barerra, 1981). In addition, it was unclear whether the factors 

increasing the vulnerability of teenage girls to stressful events would be the same or 

similar to the factors which increased the vulnerability of adult women. Either way, it 

would be important in a study of the effects of stressful events and difficulties on the 

development of depressive or anxiety disorders in teenage girls to take account of the 

girls' social support systems.
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PART H: AIMS, METHODS AND MEASURES

CHAPTER 4 HYPOTHESES AND AIMS

The aims of this study were to establish the point prevalence of self-reported mood 

disturbance and the one-year prevalence of psychiatric disorders, and in particular, 

depressive and anxiety disorders, in a female urban and suburban community 

population between the ages of 15 years and 19 years 11 months [referred to as 

’ 15-20 years* hereafter]. After establishing these rates, it was planned to test a range 

of hypotheses about the associations of affective disorders with personal and family 

factors. [The parallel aim of establishing the prevalence of problems of eating 

control, and associated factors is not the subject of this thesis, but is reported in 

Monck, Graham, Richman & Dobbs (1990 ).]

The main hypothesis to be tested was:

1. that there would be a positive relationship between the experience of 

severely stressful life events and long-term difficulties, and the onset 

of depression and anxiety disorders in females between the ages of 

15 and 20 years.

A number of other hypotheses were related to this main one:

2. that depression would be more frequent among girls who had no 

confiding relationships, regardless of their previous experience of 

severely stressful events and long-term difficulties;

and

3. that the presence of confiding relationships between the girl and her

mother would modify the adverse effects of stressful events and 

difficulties;

4. that girls with confiding relationships with their mothers would show 

lower rates of depression and anxiety disorders.
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A number of subsidiary hypotheses were put forward:

4.1: that the rate of depression and anxiety disorders would be positively

associated with rising age;

4.2: that the rate of depressive and anxiety disorders would be associated

with low economic status;

5. that depression and anxiety disorders would be more frequently 

observed among those girls:

5.1: whose mothers themselves reported depressive mood

5.2: whose parents (or surrogate parents) had a ’poor* marriage or 

partnership;

5.3: who had hostile relationships or a high level of arguments or 

personal violence with either or both parents;

5.4: whose parents maintained a large number of rules in selected

areas of family life and where the girl had low levels of teenage 

autonomy;

5.5: one or both of whose parents had died before the girl reached the 

age of 11 years;

5.6: who had experienced separation from their mothers lasting longer 

than six months in childhood;

5.7: who were themselves unemployed;

5.8: who reported ill-health and/or high levels of absence from school 

or work.

Some of the above hypotheses might prove to be difficult to test if the numbers of 

girls experiencing particular circumstances were very small. It was felt that the 

hypotheses should be put forward, nevertheless.

A small number of hypotheses related to the characteristics of girls with self-reported 

mood disturbance: to establish whether self-reported mood disturbance (ie high scores 

on the screening questionnaire) would be more frequently observed among those girls 

(i) who had lost their mother before the age of 11 years [it was recognised that the
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numbers in such a group were likely to be small]; (ii) in families with a large 

number of parental rules governing the girl’s life and low levels of teenage autonomy; 

and (iii) girls with fewer confiding relationships.
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CHAPTER 5 FEASIBmrrY AND PHX)T STAGES

The puipose of this chapter is to describe the early stages in the development of the 

research design, which is then described in its final form in the next chapter. This 

chapter also covers the choice of what information was to be obtained from the 

interviews or from questionnaires and the associated selection of instruments to be 

used in detecting depressive and anxious mood in the adolescent girls and depressive 

mood in their mothers, detecting depressive and anxiety disorders in the girls, and 

recording stressful life events and long-term difficulties. The selection of the research 

areas and the sample populations, the training of the interviewers, and the choice of 

informants are also explained.

1. Developing the design

The aims of the study involved identifying psychiatric disorder in adolescents, and 

obtaining valid material on life events and long-term difficulties. For this it was 

necessary to obtain a representative sample from a community population of girls 

aged between 15 and 20 years. The literature reviews suggested that, to test the 

hypotheses outlined in the previous chapter, data should be collected in face-to-face 

interviews. The added expense of interviewing would be offset by the quality of the 

material on life events and difficulties and the evidence for the presence or absence 

of psychiatric disorder in the girls. It was therefore necessary to test the accessibility 

of a representative sample of girls and their families, and the feasibility of 

interviewing girls and their mothers on the subjects which formed the focus of the 

study, and to test methods and measures.

i) Choosing how to select the sample

Gaining access to a representative sample of girls aged between 15 and 20 years 

clearly presented some difficulties. Using schools and the local education authorities, 

for example, would have provided access to a total population of 15 and 16 year olds.
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but would not have given us access to more than a small percentage of 17, 18 and 19 

year olds (only those who were staying on into the sixth and seventh year of 

secondary school or going on to Further Education Colleges). One possible method 

would have been to employ a market survey agency to identify all the households in 

a given area in which 15-20 year-old girls were living. However, this method was too 

expensive for the present study.

Investigation showed that several General Practitioners held age/sex registers of their 

patients and it was decided that this would provide a reasonable basis for drawing the 

sample. It was difficult to establish with certainty what proportion of the General 

Practices in the London area had age/sex registers at the time, and difficult also to 

find out whether the age-group who we wished to interview would be registered with 

GPs. Jameson (1991) makes the point that little is known about the average time 

patients remain on GP registers, but, in the absence of specific information to the 

contrary it was assumed that most girls in this age-group would be registered if their 

parents were\

ii) Feasibility stage

Decisions were needed on several other points, and feasibility work was carried out 

to this end.

First, it was necessary to establish that General Practitioners would agree to the use 

of their age/sex registers, and give access to their patients. Second, it was necessary 

to find the best method for obtaining the information from each of the respondents, 

and to test the most appropriate measures to be used in an adolescent population to 

identify depression (and eating disorders, which was the focus of the subsidiary 

study), the quality of family relationships, the teenager’s own confiding relationships, 

and her experience of stressful life events and long-term difficulties. Third, it was 

important to establish the best method of approaching the girls, and their parents or

^The Family Practitioner Councils, now incorporated into the Family Health Sarvice 
Authorities, and the Royal College of General Practice both supplied some information, but it was not 
conclusive.
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guardians, when they still lived with them. Above all, it was important to find out 

whether the girls in this age group would respond to the idea of being ’researched’ 

and would cooperate in interviews which covered personal and ’sensitive’ 

information. Each of these points is discussed below.

iii) Decision to exclude some girls and their families

At this point it is pertinent to explain why some families were excluded from the 

sampling frame. The design of the research required the completion of self-report 

questionnaires by key relatives  ̂ and the girls, and also required that some mothers 

and daughters would have to complete lengthy and complex second interviews. 

Following unsuccessful interviews with some Italian and Indian families who had 

problems with understanding English, it was agreed that girls would be included only 

if they and their mothers could speak and read English reasonably well. Girls were 

also excluded if they or their key relative had major learning difficulties.

2. The selection of the General Practices

Following the decision to draw the sample through General Practices, it was 

necessary to contact GPs who kept age/sex registers which could be used rapidly to 

identify the appropriate population.

Family Practitioner Committees in North-west, North and North-east London were 

therefore asked to circulate a letter to all their general practitioners, signed jointly by 

the investigator and Professor Philip Graham, the Head of Department. In this letter 

the aims of the research were explained briefly, and GPs were asked to contact the 

investigator if  they had an up-to-date age/sex register, and were interested in 

allowing the research to take place in their practice. The Family Practitioner 

Committees which circulated the letter to their members covered approximately 750

^Key relative: in this study the ’key’ relative was defined as the mother (biological, stq>-, 
foster or adoptive) in the first instance. When there was no mother in the girl’s household, the key 
relative was re-defined as the father (biological, etc), or a relative acting in loco parentis ̂ the guardian, 
or the person acting in the closest relationship to the girl, if she did not live at home.
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GPs and 400 practices. According to later estimates given by the FPCs [FHSAs] in 

relation to the study period, roughly 1% of these had (card-box, non-computerised) 

age/sex registers.

Inevitably, there was a danger that only those Practices in which the GPs had an 

interest in adolescents or in research would answer, rather than a random selection 

of General Practitioners. However, any selection by the researchers could have 

risked imposing the research on unwilling GPs, and in the event the Practices in 

which the research was finally carried out covered a remarkably broad range of types. 

Their characteristics are briefly outlined in Appendix I, but it is worth noting here 

that, although the majority were group Practices, two were doctors working on their 

own; the ages and ethnic origin of the GPs varied; and there was a wide spread in the 

socio-economic characteristics of their patients. There therefore seemed little reason 

to believe that any systematic distortions had been introduced by allowing the GPs to 

select themselves.

All the twelve General Practices which showed some interest were visited by the 

investigator, accompanied by Professor Graham, partly to introduce the research, and 

partly to learn something of the patients served by the Practice. The aims and 

methods of the research were outlined. It was emphasised that the major 

administrative task of taking names from the age/sex register would be done by the 

research team. In order that their patients would know about the doctors’ support for 

the research, the GPs were asked personally to sign letters to their own patients 

which would introduce the research team. These letters would, however, be typed 

and delivered to the GPs for signature and subsequently posted to the families by the 

research team. Each letter was accompanied by an addressed postcard to enable 

families to change the appointment if necessary. [An example of the letter is given 

in Appendix 2.]

We discussed with each Practice the criteria we would be employing in drawing the 

sample, and explained the reasons for excluding some subjects. The GPs were asked 

to provide some simple demographic profile of the local population, and their own
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assessment of the reliability of their age/sex register. This was not a particularly 

’scientific’ method, but it was assumed that the GPs knew their clientele as well as 

anybody, and there was no other readily available and reliable source of information.

In the end, two Practices out of the original twelve which had expressed interest in 

allowing the research to take place, were not used in the study. In both cases this 

was because it was agreed with the GPs that the patients were unrepresentative of the 

UK urban population. In one case, the Practice served a strictly orthodox Jewish 

community in the East End, whose children did not attend local public sector schools, 

and many of whose teenagers attended seminaries in Israel rather than British 

secondary schools or colleges. The GPs in this practice advised that the teenage girls 

had few experiences of teenage life in common with British adolescents. In the other 

case the Practice, run by a Bangladeshi doctor working alone, served an almost 

wholly Bangladeshi community, most of whose adult female members did not speak 

English. In this community also, the teenage girls would lead lives which were closer 

to their own community traditions than British adolescent experience.

3. The choice of key measures

The second issue was to choose measures appropriate to the design.

A preliminary literature search had suggested a prevalence of depressive or anxious 

mood of about 20%-25% in the age-group between 15-20 years. It was harder to 

estimate the numbers who were likely to report stressful life events or long-term 

difficulties because there had been no comparable studies. A decision was taken that 

the hypotheses could be tested on a sample of about 80 girls reporting depressed 

mood, which implied a full sample of 400; however, we needed to allow for a 

proportion of false positives and some refusals, and the minimum size of the 

interviewed sample should thus be about 500. An interview to obtain the data needed 

to test the hypotheses with 500 girls would have been impossibly expensive. Boyd, 

Weissman, Thompson & Myers (1982) point out that ’because of the economy and
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ease of administration of self-report scales they offer many potential advantages to 

researchers screening communities to find those persons with a high probability of 

being depressed.’ They warn, however, that self-report questionnaires are not 

diagnostic instruments, and face-to-face interviews are required to diagnose 

psychiatric disorder.

A two-stage design was therefore adopted to include a method of screening the whole 

study population, followed by an individual interview, incoiporating a section on 

psychiatric symptoms for a selected sub-sample. From the questionnaire responses 

girls with high scores and low-scoring controls could be selected for further 

investigation of psychiatric status.

A screening measure would therefore be needed which would identify, in the first 

interview, those teenagers at risk of psychiatric disorder.

The next sub-sections discuss the choice of key instruments to measure the girls’ and 

mothers’ self-reported depressive mood, clinical cases of depressive and anxiety 

disorders among the girls, and stressful events and long-term difficulties in the 

adolescents’ lives.

i) Requirements of the self-report screening instrument to detect depression and 
anxiety in adolescents

At the start of the project, the review of the available self-report questionnaires which 

could be used to screen this population revealed disadvantages, both minor and major. 

For example, the Beck Depression Inventory (EDI) had been reported as 

over-sensitive, categorising over 50% of normal (non-clinic) 11-15 year olds as 

depressed (Albert & Beck, 1975), and some doubts remained about its validity 

(Kovacs & Beck, 1977), (mentioned in Birleson 1981, p 73/4). It is true that more 

recently, Ambrosini, Metz, Bianchi et al (1991) have established that the BDI is a 

successful screen for Major Depressive Disorder among adolescent psychiatric out

patients, although they did not test the psychometric properties on community 

samples. Most recently, Connelly, Johnston, Brown et al (1993) have pointed out that

1 2 4



although developed for use with children, the Children’s Depression Inventory (which 

was developed from the BDI) is now widely used with adolescents (eg, Ehrenberg, 

Cox & Koopman, 1990). This was not the case when the current project started.

Writing in 1987, Place stated that:

’there are no instruments as yet which have become accepted as 
the most appropriate measures to identify potential disturbance 

in adolescent populations. For most studies the choice is 
between instruments developed for use with children, and those 
which have proved efficient in adult studies. ’

As an example of the latter. Place cites the self-report General Health Questionnaire 

which was validated for community populations of adults (Goldberg, 1972). It is true 

that several versions of the GHQ had, by the time Place was writing, been used 

successfully with adolescents (Banks, 1983; Banks & Jackson, 1982; D ’Arcy & 

Siddique, 1984; Donovan et al, 1986), but this information was not available at the 

planning stage of the present study.

A review by Kazdin & Petti (1982) of the available measures revealed that no 

self-report questionnaire for adolescents covered the whole age range that was being 

studied, and the majority originated in the US and occasionally presented some 

comprehension problems. The most likely questionnaire, in terms of the target 

age-group, was the Depression Scale for Adolescents (DSA) (Mezzich & Mezzich, 

1979), which was intended for use with 1 2 - 18  year-olds. Despite face validity, the 

DSA lacked a time-frame, and its reliability was undemonstrated (Kazdin & Petti, 

1982).

Numerous self-report measures of depressive and anxious mood exist and have been 

extensively reviewed (eg, Boyle, 1985). Boyle pointed to a range of weaknesses in 

the then existing self-report measures, but did not include the General Health 

Questionnaire, probably because it is intended to tap into general psychosocial 

malaise, rather than specifically depression and anxiety.

The choice a of screening instrument was influenced by three practical and
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methodological considerations

#  the psychometric properties of existing questionnaires;

#  the age-range of the girls in the study;

#  the location and length of the interviews with the girls;

#  The psychometric properties of existing questionnaires 

In the current study it was important to select an instrument which would readily 

distinguish depressed from non-depressed adolescents. In an important review of the 

measures (written after the development stage of the present study) used most 

frequently to identify childhood and adolescent depression, Costello & Angold (1988) 

have emphasised the distinction between identifying the individuals in a community 

population who suffer from any of the component symptoms of depression on the one 

hand, and distinguishing depressed from non-depressed individuals on the other. 

They have pointed out that these tasks will call for different psychometric qualities 

in screening questionnaires. To discover those who suffer from any depressive 

symptoms calls for content validity, while distinguishing the cases of depressive 

disorder from non-cases requires that the questionnaire has criterion-related validity. 

These points would, of course, apply equally to a questionnaire designed to identify 

anxiety.

The requirement of the present study was for a screening instrument with high content 

validity, to ensure a high ’hit-rate’, ie that potential ’cases* should be identified. 

Screening to ensure that all the cases are identified probably means that the 

researchers trade low specificity (more false positives) for high sensitivity (fewer false 

negatives) (see Diagram 5.1). When a second interview is planned (as in the present 

study) with all those identified as ’positive’ by the screening test, it is preferable to 

avoid missing potential cases at this screening stage. The screening instrument should 

be designed to err on the side of being over- rather than under-inclusive.
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Figure 5.1 Calculating specincity and sensitivity

True psychiatric disorder 

not case case

Screening results
Negative a b

Positive c d

Specificity: the proportion of non-cases of the disease or condition who are 
correctly identified by the screening system - a/a+c

Sensitivity: proportion of subjects affected by the disease or condition 
who are correctly identified by the screening system - d/b+d

[HuUey & Cummings, 1988]

A possible additional source of difficulty was that the majority of self-report 

questionnaires for teenagers that existed at the time originated in the United States and 

contained words and phrases which might require some modification before the 

average older adolescent in the UK would feel comfortable using them.

#  The age-range of the sample: The age-group chosen for study presented some 

difficulties when it came to the choice of a measure for detecting psychiatric disorder. 

Traditionally there has been a tendency to include 18 and 19 year olds in adult studies 

(eg, Brown & Harris, 1978), and for studies of adolescents to be limited to those 

under the age of 17 or 18 years. However, there is little evidence of a clear break 

in the pattern of psychopathology shown by those under 18 years compared with those 

over 18 years. The use of two questionnaires (one for the younger girls and one for 

the older girls) would have presented considerable difficulties in analysis and 

interpretation and was therefore ruled out. In consequence it was necessary to find
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or develop a self-report questionnaire which could be used by the whole age-group 

from 15 years to 20 years. A literature review of measures for adolescents 

suggested that most were designed with younger age-groups in mind, and that after 

17 years, adult measures were presumed to be appropriate (Kazdin & Petti, 1982).

#  The location and length of the screening interview: It was intended that the 

first (screening) interview would be short and ’open’ in the sense that it could be 

shared by the girl and her key relative; no questions were asked at this stage which 

would normally call for a more confidential or private setting. For these reasons it 

was necessary to use a self-completion paper-and-pencil test to screen for psychiatric 

symptomatology.

It was concluded that a new screening measure was needed to assess self-reported 

depressed and anxious mood in the girls.

ii) Developing the Great Ormond Street mood Questionnaire

The items of the new questionnaire were initially suggested by the Professor and the 

Reader in Child Psychiatry at the Institute of Child Health. The questions were 

designed to tap feelings of misery and anxiety, somatic symptoms and social 

dysfunction. Responses were to be scored as ’Nearly all the time’, ’Frequently’, 

’Sometimes’ or ’Never’; four questions score in reverse. [This questionnaire which 

is referred to as the Great Ormond Street mood Questionnaire (GOSQ) is attached as 

Appendix 4i) the self-report measure for the girls to complete on themselves, and 4ii) 

the key relatives’ third-person version to complete about the girls. ]

The pilot work is detailed in Mann, Wakeling, Wood et al (1983; attached as 

Appendix 9). The following is a brief outline of the validation and reliability study 

on the GOSQ.

The population for this part of the study was drawn from 15/16-year-old pupils of two 

South London comprehensive schools, one for girls only, one for both sexes. The
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schools both served a large local authority housing estate, with ethnically and socially 

mixed populations. Questionnaires were administered to boys in the mixed schools, 

but only girls were eligible for the study interviews. There were 378 girls on roll in 

the 5th year at the two schools. A psychiatric clinical interview designed for use with 

community samples (the Clinical Interview Schedule - CIS (Goldberg, Cooper, 

Eastwood, Kedward & Shepherd, 1970)) was planned with all the girls with high 

scores and a proportion of girls with low scores on the self-report questionnaire. The 

self-report questionnaire which had been selected for validation was the 28-item 

General Health Questionnaire (GHQ) (Goldberg & Hillier, 1979). Scores from the 

new GOSQ would be compared with scores on the GHQ and from the CIS.

Members of the research team (EM,RD) explained the aims of the research to the 

pupils. Pupils were told that some of them would be asked to come to a confidential 

interview with a member of the research team, and were given a letter seeking 

parental consent. The 28-item GHQ and the GOSQ were administered during school 

time in a class-room setting supervised jointly by a teacher and a researcher. The 

questionnaires were filled in anonymously, but a system of numbered questionnaires 

relating to numbered names on the school register enabled the researchers to identify 

those girls they wished to interview at the second phase. The three questionnaires 

(GHQ, EAT and GOSQ) were administered in the same order throughout the 

validation exercise.

In the two schools, 262 girls, aged between 15.5 and 16.04 years cooperated in the 

study: 69.3% of those on roll, and 86.5% of those present on the days on which the 

questionnaires were administered. Among those girls who completed the GOSQ 

satisfactorily, 77 were included in the sample who were interviewed. All those girls 

with scores above the recommended cut-off point of 4/5 on the GHQ were 

interviewed, together with a random sample of girls with lower scores; those who 

had scored just below the cut-off point were more densely sampled than those with 

scores of 1 or 0. The clinical interviews were carried out by researchers trained in 

its use and ignorant of the girls’ questionnaire scores two to three weeks after the 

questionnaires were completed .
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In analysing the results of the interviews and self-report measures, the total study 

population was divided into seven strata according to their GOSQ scores. For each 

stratum the expected number of cases was calculated from the results of the 

interviewed sample, so that the ratio of the expected cases to the number in the 

stratum was equal to the ratio of diagnosed cases to the number in the stratum who 

were interviewed. Following the procedure reported in Mann et al (1983), these 

calculations were completed using two scores derived from the CIS: the Total 

Weighted Score (TWS) and the Overall Severity Rating.

Table 5.1 shows the sensitivity, specificity and positive predictive value of the GOSQ 

at different cut-points, based on the distribution of scores from the whole pilot study 

population. From these data it was decided to use a cut-point of 24/25. Using the 

TWS as comparison, this cut-point gave the GOSQ a sensitivity of 56.2% (% of cases 

correctly identified), a specificity of 79.6% (non-cases correctly identified) and a 

positive predictive value of 49.5% (% GOSQ positive responses correctly identifying 

cases).

Table 5.1 Sensitivity, specificity and positive predictive value (PPV) of the
Great Ormond Street mood Questionnaire (GOSQ) at different cut-off points.

Cut TOTAL WEIGHTED OVERALL SEVERITY
point 
on GOSQ Sensi

tivity

SCORE
Specif
icity

PPV Sensi
tivity

Specif
icity

PPV

21/22 60.1 62.1 36.2 56.6 58.9 23.2

22/23 60.1 65.0 37.9 56.6 61.7 24.6

23/24 60.1 72.7 43.9 56.6 68.7 28.5

24/25 56.2 79.6 49.5 50.9 81.9 38.2

25/26 50.4 79.6 46.8 42.4 74.9 27.2

26/27 46.4 82.4 48.3 36.7 77.3 26.4

27/28 44.0 86.6 53.9 33.2 81.2 28.0

28/29 44.0 91.8 65.6 33.2 85.9 34.0
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Comparison with the data obtained in the same pilot study on the 28-item GHQ 

(reported in Mann et al, 1983) showed that the results for the two self-report 

questionnaires were not dissimilar. However, the girls overwhelmingly reported a 

preference for using the GOSQ, which confirmed the plan to use the GOSQ in 

preference to the 28-item GHQ.

ill) Measuring psychiatric disorder in the girls

The two-stage design required that the initial screening for psychiatric disturbance by 

a self-report paper-and-pencil test should be followed by identification of clinically 

significant disorder using a structured or semi-structured format by trained 

interviewers.

As with the initial screening test, certain practical constraints had to be taken into 

consideration in the choice of psychiatric interview to be used with the selected, 

second-stage sample. Summarised, these were:

#  the length and setting of the second, intensive interview;
•  the professional background of the researchers who would

be responsible for the intensive interviews;

#  The length of the girls’ second interview: This interview was likely to be a long 

one, and the home setting might act as a constraint on how much time the girls and 

their mothers could be expected to give. Information was to be obtained on family 

relationships, confiding relationships, life events and difficulties, the quality of the 

parents’ partnership, contact with relations outside the household, relationship with 

boyfriends, and the existence of parental rules or advice on 25 separate issues. It was 

important therefore that the section designed to elicit psychiatric symptomatology 

should not, in itself, be too long. The Clinical Interview Schedule (CIS) takes 

approximately 30 minutes to complete, unless the informant has a large number of 

symptoms (Goldberg et al, 1970).

#  Non-psychiatrist interviewers: The decision to use non-psychiatrist interviewers
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to obtain information on the girls’ psychiatric symptoms was incorporated into the 

earliest plan of this study. In one study it was found that lay people, using normal 

behaviour as their standard, tended to over-rate symptoms, but (unlike the lay 

researchers in the present study) these non-psychiatrists had received no training in 

rating symptoms (Copeland, Kelecher, Gourlay et al, 1975). Costello (1990) has 

noted that although most data available from community psychiatric studies have been 

collected by non-medical interviewers, the validity of these data - using psychiatrists’ 

ratings as the standard - has not been established. However, he also noted that there 

is nothing to suggest that trained lay interviewers cannot reach reasonable levels of 

accurate reporting of psychiatric symptoms. For adults the Present State Examination 

(FSE) had been established as a valid measure of psychiatric morbidity (Wing, Nixon, 

Mann & Leff, 1977), but it had not been used with adolescents.

Training was not available in the UK, at the time, for other structured psychiatric 

interviews developed specifically for use with adolescents and children (eg. Interview 

Schedule for Children for 8-17 year olds: Kovacs, 1982). The three interviewers 

involved in the intensive interviews in the current study were therefore trained in the 

use of the CIS. Lewis, Pelosi, Araya & Dunn (1992) have recently concluded that 

lay interviewers are as reliable as psychiatrists in the use of a revised version of the 

CIS. The interview and associated rating systems are described in Chapter 6.

iv) Measuring adolescent stressful life events and difficulties.

The two distinct approaches to recording life events (self-report checklist, or 

interview) have been described in Chapter 2. Given the problems with checklists 

outlined in Chapter 2, it was decided to use interviews for the present study. 

Although it had not been used before with teenagers, the interview for adults 

developed by Brown & Harris (and colleagues) and the associated rating systems were 

considered the most accurate procedure available, with an impressive record of 

successful studies relating stressful events to depressive and other psychiatric illness 

in adults (see Brown & Harris, 1989). This interview (and the associated rating
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schema) is known as the Life Events and Difficulties Schedule (LEDS)^. It was 

expected that some modifications would be necessary in adapting the interviews and 

ratings for teenagers.

In the course of training to use the interview it became clear that the following 

specific issues would require consideration:

#  the feasibility of interviewing adolescent girls alone.
#  whether the interview, which was planned to probe important

and personal events, would prove too intrusive, too long 
or too embarrassing for girls and young women of this age 
to tolerate?

#  how much agreement would be found between the mothers and
daughters either about the number and type of events in 
the girl’s life, or about the seriousness of the events for 
the girl.

#  whether the recall by mothers would be more or less full than
the recall by their daughters?

#  whether the girls’ age would affect their recall?
#  whether the events in the girls’ lives would carry the same

ratings of ’threat’, as if they had happened to adult women?
#  related to this last question, were there new categories of

events which would prove important for teenagers, though 
they were not included in the adult LEDS rating system?

The importance of the LEDS, however, lies not only in a semi-structured interview 

designed to elicit the respondent’s detailed account of events, but also in the system 

of rating each event. Three key ratings were used in the current study: independence 

of the event from the onset of symptoms, level of contextual threat, and ’focus*. 

Each of these is explained in detail in Chapter 7.

The system used for rating events and difficulties in adult studies was adapted for use 

with adolescent girls by the present author with a colleague (RD) and agreed with one 

of the original LEDS authors and senior LEDS trainer .̂ The categories used to

^The adult version is now known as LEDS-1, and the Teenage supplement as LEDS-2. LEDS-1 
is the version referred to here.

Tirril Harris, Dept, of Social Policy and Social Science, Royal Holloway & New Bedford College, 
11 Bedford Square, London WCl
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classify adult events were extended to include more ’first’ events, and some events 

which it was judged would have greater salience for adolescents than for adults. 

Some illustrative changes are given in Appendix 8 and are discussed in greater detail 

in Monck and Dobbs (1985) - attached as Appendix 10.

v) Choosing a self-report questionnaire for detecting depressive mood in the girls’ 
mothers

One of the hypotheses in the present study was that depression would be more 

common among girls whose mothers also reported depressed mood. It was not 

planned to include a clinical interview to establish the psychiatric morbidity of the 

mothers because of the existing length of the second intensive stage interview. 

Maternal depressed mood would be assessed by self-report questionnaire given during 

the first, screening interview, when key relatives were already filling in 

questionnaires on the girl’s disturbed mood (and the Eating Attitudes Test).

The 28-item General Health Questionnaire (GHQ), which had been designed for use

with adult samples who were not attending hospital clinics, was selected. This

decision was based on the observation that:

’Recent work confirms that the GHQ is good at doing what it was 
designed to do in the first place: to detect cases of affective 
disorder that occur among patients seeking help from general 
practitioners. Total GHQ scores have (been) shown to correlate 
highly with total severity scores obtained from either the Clinical 
Interview Schedule (Munoz et al, 1978; Tennant, 1977) or the 
Present State Examination (Duncan-Jones & Henderson, 1978; 
Newson-Smith & Hirsch, 1979) by various investigators in various 
countries (Goldberg, 1978).’

(Goldberg, 1981, page 130).

4. The feasibility and pilot work

The feasibility phase of this study was carried out in two General Practices in North 

and East London. The work on the screening interview took place before the work 

on the intensive interview.
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i) Developing the screening interview. In the N. London group practice, one 

General Practitioner who had a special interest in the problems of adolescence, agreed 

to allow the author access to teenage patients registered on his list. In the initial 

phase he identified ten families with girls aged 15, 17 and 19 years whom he felt 

would be interested in cooperating in the development stage of a study. The mothers 

and girls in these families were sent letters explaining the research and asking for 

their help with the planning stage. All but one of the families agreed to the visit.

Mothers and daughters were seen together and then separately over about one hour. 

The purpose of the study was explained to both informants, and after the interview 

they were invited to comment and encouraged to suggest improvements. Several 

informants gave useful advice about the ways in which they felt that sensitive issues 

such as family problems, family quarrelling, boyfriends and family rules could be 

explored without offence. All the families were written to after the interview to 

thank them for their help and asked for any further ideas or feelings they might have 

had about the interview: no replies were received.

Subsequently 20 other families, with girls aged 15, 17 and 19 years, were selected 

for interview by GPs in the second General Practice in the East End. These families 

were also approached for a single interview, and girls and their mothers were seen 

using a reformulated screening interview.

Cooperation was only moderately good over the thirty families used in the feasibility 

stage; in all, 21 girls and mothers were seen, but while 9/10 responded in the N. 

London practice, only 12/20 responded in the East End practice. A breakdown by 

the girls’ ages showed that it was predominantly the 19-year-olds who refused or were 

not available (five 19-year-olds in the East End practice declined to do the interview). 

These girls were working, and at this stage evening interviews had not been offered. 

Three younger girls were not available because they were moving house (two to 

return to their foreign birthplaces), and one refused (from the north London practice) 

because of the pressure of preparing for public examinations.
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Because of the low response rate of the 19-year-olds in the initial GP samples, seven

19-year-old student nurses from the Royal Free Hospital were also approached (with 

permission of the Hospital authorities) and interviewed in their hostel. With these 

young women the opportunity was taken to explore some of the reasons for 

depressive and anxious feelings, and the range of life events which might be expected 

in the whole age-group.

From the experience of these interviews the content of the screening interview was 

established, with questions on household demography, and the health and education 

history of the girl. [The full details are in Chapter 7.]

11) Developing the Intensive Interview

During this stage the procedure was also developed for selecting which girls would 

be seen for the second, intensive interview. All those girls whose scores on the 

self-report questionnaire on depression (GOSQ) (reported in this thesis) and the Eating 

Attitudes Test on eating control problems (not reported in this thesis) were above the 

previously established cut-off points, showing that they were at risk of clinical 

disorders, would be seen. A comparison group with low scores, matched only for 

being above or below 16 years of age were also seen at the second stage. It had 

been decided that the second-stage interviewers were to be blind to the girl’s score 

on the GOSQ.

While key relatives would be seen with the girl in the screening interview, the second 

interview was planned with mothers and daughters only. Pilot work had shown that 

some girls would be living with a variety of other relatives or partners, or ’alone’ in 

hostels. The numbers in each of these groups were very small and the force of any 

conclusions would be diminished by including them.

At the second stage mothers would be used as informants for much of the material 

which was also to be obtained from the daughters, including the girl’s stressful life 

events in the previous 12 months. They would not, however, be asked about their 

daughter’s psychopathology. The content of the interview was more likely to be
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confidential or private to mother or daughter: separate interviews were therefore 

planned.

The following section briefly summarises the background to these decisions on which 

informants to use.

#  Informants’ reports of psychological disturbance

Studies of adolescents have indicated that self-report scores associated with depression 

are significantly related to diagnosed clinical disorder, and to lower social adjustment 

(eg, Kandel & Davies, 1986). The decision was taken to use only the girl’s self-report 

GOSQ score to define those ’at risk’, who would be eligible for the second interview.

The use of parents as informants on the psychiatric state of their children is 

widespread: it might almost be described as the norm. Even in studies of teenagers, 

parents - almost always mothers - have traditionally been asked to supply information 

about many aspects of their children’s lives (eg, Berden et al., 1990). Providing 

information on psychiatric state is no exception and parents have been asked for such 

information in most of the major studies of adolescent psychiatric disorder (Rutter et 

al, 1976b; Carlson & Cantwell, 1980; Kandel & Davies, 1986; Goodyer et al, 1993). 

Mothers continue to be used as the prime informant: Smith & Jenkins (1991) found 

that, when mothers and fathers were interviewed about children’s psychological 

symptoms and behaviour, fathers reported fewer behavioural and psychiatric 

symptoms.

Brandenburg et al (1990) observed that information from more than one informant 

should enhance case-identification and the specificity of prevalence estimates. They 

note, however, that some studies of adolescents have selected for further investigation 

those cases with elevated scores on parent/teacher or parent/child scales, while others 

have selected potential ’cases’ from those with elevated scores on either one or the 

other. There is some evidence that teachers and parents are not particularly accurate 

in their assessment of depressive mood in the teenagers they teach or live with (Rutter 

et al, 1970; Angold, Weissman, John et al, 1987; Verhulst & van der Ende, 1992).
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Weissman et al (1987a) found that parents under-estimated psychiatrie disorders in 

their children.

By contrast, there is convincing evidence that children as young as 8 or 9 years can 

give clear accounts of their own depressive state (Puig-Antich, Chambers & Tabrizi, 

1983). When reporting depression there is some considerable support for the notion 

that children and adolescents report more symptoms than parents do (Rutter et al, 

1976b; Angold et al, 1987; Weissman, Gammon, John et al, 1987b). Angold et al 

(1987) found that parents appeared to be insensitive to their children’s depressive 

symptoms, but show high specificity. In other words, the parents picked out very 

few false positives, but they did ’miss’ quite a number of cases.

Interviews with both parent and child require clinical judgment in resolving 

discrepancies (Kazdin & Petti, 1982); Angold et al (1987) have discussed in detail the 

methodological problems associated with obtaining two sets of information about 

symptoms. Since in the present study the psychiatric interviews were not being 

conducted by psychiatrists, this might have presented especial difficulties, it was 

agreed to use only one informant on clinical status. The key relative’s reports of the 

girls’ depressive or anxious mood would not be used in identifying those ’at risk’.

#  Informants and stressful life events and difficulties

At the time the study was planned there was no information about which informant 

(parent or child) might produce optimal data on the girls’ life events: it was clear 

that, at that stage in our knowledge about adolescents’ life events, it would be 

sensible to use both mother and daughter as informants. Information was to be 

obtained on events and difficulties for the previous 12 months from three sources. 

Initially, mothers and daughters would separately be asked to give this information 

in their intensive, second-stage interviews, and the third source came from bringing 

them together for a short period at the end of their separate interviews to check the 

dates and circumstances of life events. The purpose of this collaboration was to 

reduce the omissions (intentional and otherwise) that might arise from using one 

informant only.
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Under this arrangement the person who had interviewed the daughter described the 

life events and difficulties which the daughter had given her; the mother was invited 

to confirm dates and surrounding details when she could. The mother’s interviewer 

then described any remaining life events or difficulties which the daughter had not 

mentioned. A system was established between the interviewers that guaranteed the 

confidentiality of both informants, by not repeating events or difficulties which they 

had told us were not known to the other person. If other members of the family were 

present for this last part of the intensive interview, particular care was taken to 

preserve confidences. For a small number of ’private’ events and difficulties, 

therefore, there was no confirming witness. However, the interview accompanying 

the Life Events & Difficulties Schedule (LEDS) involves very careful attention to 

dates and circumstances, and does not have to rely on a second witness to establish 

reliable information. Nevertheless, it has to be acknowledged that there was no 

available guide to whether girls in the age group would be reliable in their reporting 

of events, or whether age would affect accuracy in any systematic way. The 

additional witness (the mother) could only improve the quality of the information 

about her daughter’s life events and difficulties by increasing the accuracy of dating 

events.

Nevertheless, it was decided that mothers, and not fathers, would be asked for a 

range of information in the intensive interview which would be used to improve the 

reliability and validity of the information from their daughters. It would have greatly 

increased the cost of the study to use fathers as well, and not all the girls had resident 

fathers. It was expected that mothers would have more sensitive insights into their 

daughter’s lives, based on shared gender. A final consideration was that one of the 

main hypotheses concerned the extent of confiding between mothers and daughters, 

and it was clearly important to gain information about this from both participants to 

the relationship.

The second, intensive interview was piloted in the E. London General Practice with 

selected families. The intensive interview was used to collect information on a range 

of data on personal relationships, as well stressful life events and clinical material.
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All three second-stage interviewers (the investigator, with RD and EN), were trained 

to use the Clinical Interview Schedule (CIS) and the specialised Life Events and 

Difficulties Schedule (LEDS). These measures are discussed in greater detail in 

Chapter 6.

While the rate of completed interviews was not high, this feasibility stage established 

the pattern of the study. First, it was clear that the age/sex register could be used to 

draw the sample. Second, direct questioning of the families showed that most girls 

in this age-group and their mothers were willing to be interviewed provided we were 

flexible about times of day or days of the week. This was particularly true for the 

older girls, and improvements were made in the ways in which families could re

arrange times and dates of interviews. Third, most families said they were reassured 

that the research was worthwhile by the personal introduction from their own GP. 

Fourth, the girls were willing to be interviewed alone, and their parents did not 

object. The girls did not appear anxious about their mother being interviewed as 

well. Finally, it was clear that the girls needed an introductory letter of their own, 

rather than being expected to ’share’ their key relative’s letter of introduction; in this 

way they could make their own choices about cooperating in the research.

The General Practitioners whose patients had been used in the feasibility stage 

subsequently reported that they had received no adverse comments from the families.

5. The interviewers

The investigator, with one of her colleagues (RD), was responsible for the selection 

and training of six interviewers employed to do the first stage, screening interviews. 

The interviewers worked part-time, under the supervision of the investigator. The 

second, intensive interviews were carried out by the current author and her two 

colleagues (RD and EN). All the interviewers were women.

The interviewers responsible for the screening interviews were selected for having
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experience of interviewing adults or young people in non-clinic settings, and for 

having some appropriate professional background (eg, psychology, sociology, health 

visitor). They were given their preliminary training (including role play) in the 

Department and then asked to practise the interview at least once with friends or 

relatives who had teenage girls.

The first-stage interview did not include any information which could be described 

as private, and was relatively straightforward to carry out. After about four days’ 

intensive training in the Academic Department, the investigator and her colleague 

(RD) accompanied the screening interviewers to see pilot-stage families. Each first- 

stage interviewer was accompanied by either the investigator or RD for three 

interviews before doing them alone. For the first two months and at intervals 

thereafter, the screening interviews were audio-taped: the investigator or RD listened 

to these and de-briefing sessions were held with all the screening interviewers 

together to confirm good practice and make improvements when necessary. With one 

exception the screening interviewers were already experienced in this type of work. 

In the course of the study one first-stage interviewer was replaced  ̂ and the new 

colleague trained in the same way.

6. Summary

The two-stage design was confirmed during the pilot stage of the study. After 

identification from age/sex registers held by GPs, families would be written to for 

home appointments. In the first interview, teenage girls would be screened for 

depressed and anxious mood, to identify high scorers who, with a control group of 

low scorers, would be re-interviewed. In the second interview, daughters and 

mothers would separately be asked to provide information on a range of issues which 

are discussed in detail in the next Chapter.

^The interviewer was found not to have visited a very small number of the families allocated to 
her, though she reported the interviews as complete. These families were visited by other interviewers 
within a few weeks; none refused to join the study.
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CHAPTER 6 RESEARCH DESIGN AND PROCEDURES

This chapter gives a summary of the design of this study, describing first the way in 

which the sample was drawn from the General Practice age/sex registers and the 

procedures which were used to contact the girls and their families, and second, the 

selection of girls to be interviewed at the second stage. The final section gives a brief 

outline of the way in which the screening and intensive interviews were conducted.

1. The design

The proposed design was a cross-sectional community study with two stages. The first 

was a screening stage of a proportional population of girls aged 15-20 years in a 

number of General Practices in London. The second stage was a follow-up interview 

with girls who had given high scores on self-report questionnaires tapping 

depressive/anxious symptoms, and/or symptoms of eating disorders; in addition to the 

high scorers, controls were to be interviewed matched for GP area, and being above 

or below 16 years. At the second stage only girls who lived with their mothers were 

chosen.

The design was inevitably dictated in part by the aims and hypotheses, which were 

described in Chapter 4, but also by the practical considerations of working with a 

community (rather than a clinic) sample. The information which would be needed 

to test the main hypotheses included details of family relationships, the girls’ life 

events and difficulties, and their psychiatric status at the time of the interview and in 

the previous 12 months. Consideration of the literature on stressful life events and 

on morbidity in adolescence had suggested (as noted in Chapter 5) that these data 

could most reliably be obtained in a face-to-face interview. Selecting a community 

sample which could be screened for anxiety and depressive symptoms, and from 

which a high-risk sample and low-risk controls could be chosen for intensive 

interviews has already been described in Chapter 5.
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The first stage interview is referred to as the screening interview, and the second 

stage as the intensive interview throughout this thesis.

The feasibility study had shown that home visits were preferred by mothers and 

daughters, so it was expected that all the screening and intensive interviews would be 

held in the girls’ homes. However, all the general practitioners agreed that, if the 

family so wished, we could interview in the surgeries, so this option was offered.

2. Procedure:

i) Selecting the sample from General Practices

Once the General Practitioners had agreed that the research could take place, the 

investigator and her colleague (RD) visited the practices in turn to compile lists (from 

the age/sex registers) of the names, addresses and dates of birth of all eligible girls: 

those whose birth-dates indicated that they would be between 15 years (exactly) and 

19 years, 11 months when the research interviews were being conducted. The 

researchers did not ask for (and were not given) access to other records and no 

information about the family other than the girl’s name, age and address was available 

at the initial moment of contacting the family. Researchers did not have access to 

records after the family interview.

Before the interviewing began in each practice these lists were submitted to the GPs 

and their practice administrators, who screened out the families in which they knew 

that either the girl or her key relative (or both) had severe learning difficulties, or 

were unable to speak or read English well enough to be able to sustain a lengthy 

interview, or fill in questionnaires. These girls were excluded.

In order to avoid impoliteness or difficulty when seeking the cooperation of the girl 

and her family, the GPs and practice secretaries were also asked to let the researchers 

know who the girl’s key relative was. They were also asked to tell the researchers if
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there had been a recent bereavement or serious family event. This was the only 

information supplied by the practices apart from the names, addresses and birthdates 

on the age/sex register. Although the doctors and secretaries were, with the best will 

in the world, not entirely accurate about all their families, it was possible to learn in 

advance about some more serious issues, such as the death of a brother only a month 

before the interviews were due. It did not lead to the dates of interviews being 

postponed, but it did enable us to be more sensitive to the needs of the family when 

they agreed to join the research.

In order for the sample to be drawn from as wide a range of General Practices as 

possible, and reduce any sampling bias arising from Practice characteristics, only half 

the girls in each practice were approached for an interview. In each practice, 

therefore, the list compiled from the age/sex register was re-written in age-groups 

(15, 16, 17, 18, and 19-year olds) in alphabetical order, and every other girl was 

’excluded’. Thus each Practice contributed to the final sample in proportion to the 

size of the 15-20 year old population it served.

From the successfully completed screening interviews, girls were selected for a 

second interview if they lived with their mother, and had high scores on the Great 

Ormond Street Mood Questionnaire (or the Eating Attitudes Test (Gamer, Olmsted, 

Bohr, & Garfinkel, 1982), the results for which are not included in this thesis), along 

with a similar number of low-scoring girls matched for being above or below 16 

years.

Figure 6.1 shows in graphical form the procedure for acquiring the screened sample, 

the losses during fieldwork and the selection of the sample for the second interview. 

Losses during the fieldwork included girls who refused to participate, but also 

included failures arising from the inaccuracies of the age/sex registers: interviewers 

found that some girls had moved out of the area, some girls were the wrong age, 

others turned out to be boys, and some were found to have an inadequate command 

of English.

1 4 4



Figure 6.1 Procedure for selecting the screen ing  and intensive 
interview sam ples of 15-20 y ear old girls
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ii) Contacting the families

Each practice was visited in turn, the lists compiled and checked and the most of the 

interviewing completed before the same process was started in the next practice. At 

the start of our work with any given practice, the details of the research were 

discussed briefly with the GP(s), and procedures set up for compiling the lists of 

names of the eligible girls from the age/sex registers. We also established who 

among the practice staff would be able to check these lists for accuracy.

Following the method which had been developed at the pilot stage, girls and their key 

relatives were written to separately, briefly explaining the purpose of the research and 

asking for a home interview. The letter to the key relative (Appendix 3i) was 

accompanied by a note, signed by the General Practitioner, which introduced the 

researchers and indicated support for their work (Appendix 2). (If the researchers 

had been told that the girl lived alone, then the GP’s introductory note was included 

in her own letter.)

iii) The screening interview

The first, screening, interview was designed to last about an hour, and was 

conducted with the girl and her key relative together. The interview was semi

structured and largely pre-coded and covered demographic information about the 

household and the girl’s immediate family; the girl’s school and work history, and 

the girl’s health in the previous 12 months. Four self-report questionnaires were 

administered to each informant (see Figure 6.2), and the girls and their mothers (but 

not other key relatives) were weighed and measured. Interviewers made notes on 

material which emerged or was observable in the interview under the subject headings 

which related to family relationships: these were not coded but used to contribute to 

the consensus ratings on mother-daughter and father-daughter ratings after the 

intensive interview was complete. The content of the interview is given in summary 

form at the end of the next chapter.
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Figure 6.2 Questionnaires administered in the first (screening)
interview

Informant: girl

•  Great Ormond Street 
mood Questionnaire 
(GOSQ)

•Eating Attitudes Test 
(EAT) on self

•Third-person General 
Health Questionnaire 
(GHQ) on key relative

•E A T  on key relative

Informant: key relative

•Third-person GOSQ on 
the index girl

•E A T  on self

•  GHQ on self

EAT on index girl

iv) Introducing the second interview

Since the research was designed to include a second interview for a proportion of the 

girls and their mothers, this possibility was discussed at the end of the first interview. 

It was explained that, since the interviewer could not, at that stage, know for sure 

whether the girl was going to be eligible or not, they were not making a second 

appointment, but only introducing the possibility. The interviewers collected 

information about convenient and inconvenient times, days or dates, and telephone 

numbers were obtained to make it easier to contact the family if a second interview 

was needed. The first stage interviewers did not give any information about the 

selection of the girls for a second interview, other than to say it was only for girls 

living with their mothers, and that it would, like the first interview, involve some 

girls with and some without health problems.

v) Selecting the girls for second interview

Selecting the low-scoring comparison group was done by the head of Department, 

Professor Graham, as the interviewers responsible for the second intensive interview

1 4 7



needed to be blind to the girls’ self-report scores, and could not, therefore, draw the 

sample themselves. The following procedure was adopted: at the end of each week 

the research secretary gave Professor Graham a list of names of the girls who had 

recently been seen, with their scores on (both) self-report questionnaires (on 

depressive mood and eating control problems) and their age. Professor Graham chose 

the sample of low scorers to match the high-scorers in age. The research secretary 

passed the names, but not the questionnaire scores, to the researchers of those girls 

who were eligible for a second interview. Researchers thus remained blind to 

whether the girls were high or low scorers.

vi) The intensive interviews

The second ’intensive’ interview was also designed with a semi-structured format, but 

was expected to last between 2 V2 and 5 hours. [The variation was largely accounted 

for by differences in the girl’s current psychiatric symptoms and the number, type and 

quality of the girl’s life events over the previous year.] Mothers and daughters were 

seen at home, by two interviewers working simultaneously but separately. At the end 

of the separate interviews, mother and daughter were brought together for about

20-30 minutes to check the dating and circumstances of the life events which they had 

each reported; [there exceptions to this procedure when the girls reported that their 

mother did not know of a specific event or difficulty and they preferred that this 

should remain the case].

In the intensive interviews information was obtained from both mothers and daughters 

on the girl’s life events in the previous 12 months, her friendships and confiding 

relationships, family relationships (including the quality of the parents’ marriage), and 

the parental and family rules which might govern the girl’s behaviour. In an 

unprompted preliminary section mothers were encouraged to talk in general about 

their daughter and describe her to the interviewer. The girl’s interview included a 

standardised section on her current psychiatric state. All these interviews were audio

taped with permission of both informants. The content of the intensive interview are 

given in summary form at the end of the Chapter 7.
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vil) Closing contact with the families and General Practices 

After both screening and intensive interviews, letters of thanks were sent by the 

interviewer(s) to the individuals they had seen. No further contact was maintained 

with families, but as the interviews in each General Practice were completed, the 

GPs were asked to let the investigator know if they had any feed-back from their 

patients about the interviews. We also asked the GPs to display a large notice in their 

Surgeries, which thanked the girls and their parents for cooperating in the survey of 

teenage health.

3. Summary

In this study a two-stage procedure was adopted, with interviews for the whole 

sample at stage 1, and a selected sample at stage 2. The girls were interviewed with 

key relatives at the screening stage, and at the same time as, but separately from their 

mothers in the intensive second stage interview. The instruments used to obtain key 

data on depressive and anxious mood, stressful life events and onset of depressive and 

anxiety disorders are given in the next chapter.

1 4 9



CHAPTER 7 MEASURES

In this chapter the standardised instruments which were used in the study, and the 

information to be obtained from the screening and intensive interviews, including the 

measures derived from those data, are described.

1. Instruments and measures used in the screening interview

The screening interview lasted about one hour and was held with the girls and their 

key relatives in the family home. The interview was semi-structured and pre-coded, 

and covered the information detailed in section l.ii below. In the middle of the 

interview the girls and their key relatives were asked to fill in the self-completion 

questionnaires, details of which follow in section l.i.

i) The questionnaires.

a) Measuring self-reported mood disturbance in the girls: the newly developed 

Great Ormond Street Mood Questionnaire (GOSQ) was used to establish self-reported 

mood disturbance. The GOSQ is composed of 28 items tapping the components of 

depression and depressive disorders: evidence of unhappiness, sadness, misery and 

weepiness; the presence of sleep disturbance, appetite disturbance, loss of energy and 

interest, self-deprecation, suicidal ideas, running away behaviour, somatic complaints, 

together with one item each on aggression and quarrelsomeness, bullying and 

loneliness. The respondent is asked to say how frequently in the previous two weeks 

they have experienced each symptom. Response choices are ’Never’, ’Sometimes’, 

’Frequently’, or ’Nearly all the time’, with scores of 0, 1, 2, and 3 respectively. Four 

questions score in reverse. The maximum score is 84; pilot validation (described in 

Chapter 5) established that a cut-off point between 24 (low score) and 25 (high score) 

gave a sensitivity of 56.2% and specificity of 79.6%, while the positive predictive 

value was 49.5%.
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The factor structure of the GOSQ is described in Appendix CHECK; this shows that 

the questionnaire taps five issues of depression, anxiety and somatic symptoms, 

antisocial behaviour, social isolation and social competence.

b) Measuring self-reported depressive symptoms in key relatives

The 28-item General Health Questionnaire (GHQ) was chosen to screen key relatives 

(mothers) for depressive symptomatology (Goldberg & Hillier, 1979). This 

questionnaire was developed by Goldberg and colleagues from the longer (60-item) 

GHQ for use with patients in primary care settings. In the original work establishing 

the 28-item version of the GHQ, four factors accounted for 59% of the total variance 

after initial selection of items. These four factors reflect the dimensions of somatic 

symptomatology, social dysfunction, depression and anxiety.

Responses are phrased to match the questions, but may be categorised as ’better/less 

than usual’ (or not at all), ’same as (or no more than) usual’, ’more than usual’, and 

’much more than usual’. These responses are rated 0,0,1,1 to obtain a total score: 

scores of 5 or more distinguishes those at risk of psychiatric disorder (Goldberg & 

Hillier, 1979).

c) Measuring problems of eating control in the girls and their key 

relatives/mothers: The Eating Attitudes Test (EAT) has been widely used as a 

screening instrument in the study of problems of eating control in adolescents and 

young people (Gamer et al, 1982). Information about this part of the main study is 

contained in Monck, Graham, Rich man & Dobbs (1990) and will not be included in 

the present thesis.

ii) The screening interview measures

The following information was collected during the screening interview: the pre-coded 

categories are given in the copy of the Interview 1, in Appendix 6.

a) Household & family demography

#  Key relative with whom girl was living;
#  The girl’s ordinal position in family of origin;
#  Number of siblings;
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#  The girl*s ordinal position in household;
#  Number of children bom to subject;
#  Age at which the girl was fostered/adopted (where relevant);
#  Ages of mother and father (or substitutes), in years;
#  Parental death, separation or divorce, current marital or partnership

status;
#  Age of the girl when parents died, separated, or divorced, in years;
#  Number of people in household: all individuals, including babies, whether

related or not;
#  Size of dwelling: For purposes of this statistic the rooms which were

included were bedrooms, living or sitting rooms, kitchens large enough 
to eat meals in, dining rooms, playrooms, studies, dressing rooms large 
enough to sleep in. Small kitchens, bathrooms, lavatories and small 
'utility rooms’ were excluded;

#  Room/person ratio: this was calculated from the previous two statistics;
#  Household tenure: categorised as owner-occupier, council tenant, private

tenant;
#  Sharing facilities: kitchen, bathroom, lavatory shared with other

households;
#  Does the girl share bedroom? With whom?;
#  Country of birthplace: subject, mother, father classified into:

Europe, Africa, Far East, America/ Canada.

b) The health of the girl:
#  The girl’s self-reported health problems: current & previous year
#  Number of the girl’s self-reported attendance at her General Practitioner

in the previous year; this included home visits by the GP, and 
attendance at college/university primary health care clinics;

#  The girl’s self-reported status as hospital in-patient in previous year;
#  The girl’s self-reported attendance at out-patient clinics, including birth

-control clinics;
#  The girl’s self-report on medication received in previous year;
#  Age of menarche;
#  Life-time hospitalization: Number of admissions, time spent in hospital;
#  Life-time experience of being parted from mother (or mother substitute);
#  Number of cigarettes smoked per diem: key relative and subject.

c) Key relatives’ education and recent work history
#  Father’s age at leaving education;
#  Father’s current work status;
#  Mother’s age at leaving education;
#  Mother’s current work status;
#  Husband’s/ cohabitee’s age at leaving education (where relevant);
#  Husband’s/ cohabitee’s current work status (where relevant).

d) The girl’s education and work
#  Whether the girl was still at school;
#  Type of school attended: selective/comprehensive; private/state;
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mainstream/special;
Whether currently full-time/part-time student in Further or Higher 

Education college;
Public examinations taken or planned (with grades achieved or expected); 
School-leaving age (past or planned);
Expectations of further/higher education, training or work;
Absence from school, college or work in previous year;
Current employment (when applicable);
Number of jobs since leaving full-time education;
Proportion of time unemployed since leaving full-time education.

2. Instruments and measures used in the intensive interview

The intensive interview followed a less pre-determined structure than the screening 

interview; much of the data required rating against criteria which had been debated 

and tested in the research team. The intensive interviews were audio-taped: the 

verbatim material transcribed from the audio-tapes was used to rate standardised 

measures (eg, the psychiatric and life events rating systems); in derived measures 

difficult or borderline cases were resolved by team discussion. A summary of the 

contents of the intensive interview, in the order in which it was carried out, is given 

on PAGE page 168. In this section, the standardised measures and the derived 

measures are described.

i) Life events and difficulties: Information was obtained using the Life Events and 

Difficulties Schedule (LEDS, Brown & Harris, 1978; Brown, 1989). The LEDS 

covers a range of subjects, on each of which there are standard probing questions, 

which enable the researcher to classify the events on ’contextual threat’, independence 

and focus. The nine categories used in the main classification system in the adult 

LEDS (LEDS - 1) and the Teenage Supplement (LEDS -2) are given at the end of 

this chapter.

The headings used in the interview schedule are given in Figure 7.1.
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Figure 7.1 Content of Life Events & Difficulties Schedule

[including amendments for adolescents]

a) illness of subject, close family or subject’s close friends
b) hospitalization of subject, close family or subject’s close 

friends
c) disability, addiction problems or mental handicap in subject, 

close family or subject’s close friends
d) deaths of family members or subject’s close friends
e) accidents to subject, close family or friends (including subject 

having witnessed serious accidents of strangers)
f) engagement (to be married) of subject, close family or subject’s 

close friends
g) marriage of subject, close family or subject’s close friends
h) marital separations or divorces of subject, close family or 

subject’s close friends
i) pregnancies, abortions or miscarriages; live births to subject, 

close family of subject’s close friends
j) starting school, college: subject or close family
k) taking exams, receiving the results of exams: subject, close

family or subject’s close friends 
1) giving performances: subject, close family
m) school-based events: negative and positive
n) changes in parents’ work (changing jobs, retirement,

redundancy, promotion, etc) 
o) changes in subject’s work: as above
p) changes in living arrangements: subject, close family
q) housing, neighbourhood problems
r) money problems
s) other crises or emergencies affecting subject
t) subject being responsible for breaking bad news to others
u) contact with police or judiciary: subject, close family or

subject’s close friends
v) family rows, violence
w) troubles of subject’s closest friends, boyfriends(s)
x) problems among family pets
y) subject’s experience of unexpected events

These issues also emerged in other sections of the interview. It has already been 

emphasised (Chapter 6) that events and difficulties were carefully dated and dates 

were double-checked in the last half-hour of the intensive interview in which mothers
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and daughters were brought together to discuss the girl’s events and difficulties.

At the coding stage, verbatim accounts of each event and difficulty were transferred 

from the audiotapes of the interviews onto separate rating sheets. Rating methods 

followed those used by the Bedford MRC Unit. Each life event and difficulty reported 

by the girl’s and mother’s were rated by the relevant interviewers using the LEDS-1 

"Dictionary of events and difficulties" and the teenage amendments to provide parallel 

cases as "anchors". These ratings (see below for a description of the classifications) 

were then discussed by all three second stage interviewers (the author, EM and RD 

and EN). Consensus ratings were entered in the data base.

a) Inclusion and exclusion: new rules for adolescents

Events and difficulties were initially assessed for inclusion or exclusion and classified 

into groups, and then rated on three attributes: severity of ’contextual threat’, ’focus’ 

and ’independence’.

The system used for rating events and difficulties in adult studies was adapted for use 

with adolescent girls in a series of meetings with one of the senior LEDS trainer, who 

was also one of the original authors*. The new categories used to classify adult events 

were extended to include more ’first’ events, and some events which it was judged 

would have higher salience for adolescents than for adults. The Teenage Supplement 

to the original classification (to which the present author contributed) provides 

examples with special significance for teenagers, leading in certain circumstances to 

lower thresholds for inclusion as an ’event’ and higher (occasionally lower) ratings 

of contextual severity (see below - rating systems). The decision to lower the 

thresholds for inclusion arose in part from the sense of the potential psychosocial 

vulnerability of the age-group. As the introduction to the LEDS Teenage Supplement 

expresses it:

"(inclusion rules) for the adult LEDS were largely derived from

the common sense judgments of investigators belonging by and

Tirril Harris, MRC Unit, Bedford & Royal Holloway College, London
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large to the same age-group as the respondents. In rating the 

events for teenagers, especially the youngest of them, we do not 

have the same degree of confidence, and believe it therefore 

appropriate to lower the inclusion rules for events that might be 

important.” p. 2 Harris et al (1992)

Six reasons were adduced in broadening the criteria for inclusion of certain categories 

of events and difficulties for teenagers .̂

* Category 1. Age restricted. These events almost exclusively occur only 

to teenagers and would not have appeared in the classification system for 

adults (LEDS-1);

* Category 2. Inexperience. These would include events or difficulties 

which teenagers will seldom if ever have experienced

* Category 3. Sensitivity to judgments: teenagers have had less chance to 

be de-sensitized to the ’slings and arrows’ and through this establish a more 

secure sense of self;

* Category 4. Undeveloped social networks: typically the teenager’s social 

network has not developed to the adult level, and the teenagers are therefore 

more dependent on family and parents than older people are. Incidents 

affecting such ties have a greater impact, because there is less freedom to 

move away into new networks; or develop existing networks, the sub-groups 

are categorised as (4a) Importance of siblings, (4b) Dependence on parents and 

(4c) Restricted social network.

* Category 5. Lack of control: typically teenagers have less power to 

influence events, because of their legal status as minors or dependent status 

within the family;

* Category 6. Filtering: ratings here are affected because the impact of the 

event is ’filtered’ by others (usually adults/parents); the teenager is protected 

from the full range of information about the event, in a way not true for

 ̂These ’categories’ o f  inclusion are now numbered 1-6 in the Teenage Supplement to the LEDS (LEDS 
- 2); the category rating o f 0 indicates that there is no difference in the inclusion o f the event from the LEDS - 
1, in other words, the event or difficulty would be included even if  the Subject was not a teenager.
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adults.

Lowering the inclusion thresholds for events is not the same as changing the ratings 

of contextual threat (see below) which were designed rigorously to exclude self-report 

of distress (as they are when rating adults’ events).

b) Classifying events and difficulties, and rating threat, focus and independence 

The adult classification system was retained: events and difficulties were classified 

under the headings used in the Adult LEDS dictionary

0. Education
1. Work
2. Reproduction
3. Housing
4. Money matters
5. Crime
6. Health
7. Marital/ partnerships
8. Other relationships
9. Death/ bereavement

In addition to the classification on each event and difficulty, ratings were made of 

contextual threat, independence (of onset of illness symtpoms) and focus.

#  Contextual threat: Events were rated on a 4-point scale and difficulties on a 6- 
point scale of ’contextual threat’ both in the short-term and the long-term. Brown 
(1989) has described these as the two most important scales in terms of etiological 
studies of life events and disease. ’Short-term threat’ is defined as that which exists 
on the day of the event or very soon afterward, and ’long-term threat’ as that which 
remains about a week after the event. Threat is rated as ’marked’, ’moderate’, 
’some’, or ’little or none’. The standard procedure is that ratings are initially 
assigned without discussion by team members, on hearing a description of the 
event/difficulty shorn of any account of the subject’s reactions or psychiatric status. 
Any disagreements are resolved by discussion and consensus. Brown (1989, pages 
25-29) has given a very full description of the principles underlying the ratings of 
threat; in brief, the threatening nature of each event lies not only in the event itself, 
but also in the context in which it occurs. Tennant et al (1979) rigorously tested the 
reliability of ratings of contextual threat of life events and difficulties collected with 
the LEDS interview; they found such ratings, even with inexperienced raters, to be 
’highly satisfactory.

#  Independence: the dimension of independence is crucially important in rating life 
events, establishing whether the life event (which precedes onset of a disorder) is the
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outcome of an insidious onset of that disorder or of a lifelong predisposing personality 
trait, or may be treated as a putative cause of the disorder (Brown & Harris, 1989 - 
Chapter 16). The interviewer must establish the antecedents of the event in order to 
rate the extent to which the event is independent of the onset of any disorder.

Independence ratings
1 Totally independent of Subject’s agency Independent
2. Nearly totally independent of Subject’s agency
3. Possible influence from Subject, but unlikely ”
4 Independent, but involving physical illness of Subject
5 Compliance of Subject with external situation ”
6 Intentional act by subject Not independent
7. Probable neglect/carelessness of subject
8. Arguments/tension & end to contact
9. End to contact, but no argument
10. Subject’s sex/love events "
11. Partner’s sex/love events

#  Focus: The third dimension is that of focus, and here again some minor
amendments to the adults LEDS system were introduced. In the adult LEDS rating 
scheme, ’severe events’ are subject-focused - that is to say the event ’happens to’ the 
subject. However, children and teenagers living at home can be present at some 
family events in which they may appear to be bystanders - the event does not ’happen 
to’ them, but they cannot escape or remove themselves as an adult could. It was 
agreed that when such events are severe for the participants they would would qualify 
as ’severe’ for the bystander child. In particular, major rows and arguments between 
family members, especially those between parents, which are witnessed by children 
of the family were to be included as ’severe events’ for the girls. A new category 
was therefore added to the ’focus’ ratings [see Appendix 8: bound in this volume].

Focus
1. Subject
2. Joint - S. and others: unavoidably involved
3. Subject’s possessions (pets)
4. Others
5. Subject is passive observer (physically present, but not 

physically involved in the event)

It is important to recognise that arguments and rows between the subject and
someone else are included in the adult LEDS, despite the danger of the subject’s
mood contributing to the argument. The care taken with establishing the level of 
’independence’ is particularly important with this group of events. In the present 
study arguments would only qualify for inclusion as a stressful life event if the mood 
or psychiatric state of the girl had not made a contribution to the origins of the 
argument.
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c) Defining severely stressful events and difficulties

Following the system established by Brown & Harris (1978, 1989) and their 

colleagues, events were included as ’severely stressful’ when they met three criteria:

#  rated in one of the two most severe categories of a 4-point scale of 
contextual threat;

#  judged to be independent of the influence of any psychopathology in 
the girl;

#  ’subject-focused’ (including the additional category of ’bystander’ 
described above).

Difficulties were included in the same way when they were ’subject-focused’, and 

independent and when the threat was severe in the long-term.

il) Measuring psychiatric status:

a) Current status: Information was obtained in a semi-structured section, using the 

Clinical Interview Schedule (CIS) (Goldberg et al, 1970). The CIS is divided into 

eleven sections (listed in Figure 7.2) in which the respondent is asked to report on 

how they have been feeling in the previous week. Each symptom is rated on a five- 

point scale: 0,1,2,3,4 (see below). At the end of the interview, the interviewer also 

rates a further ten symptoms which have been evident in the course of the interview 

on the same five-point scales of severity. Goldberg et al (1970) provide guidance on 

the rating of symptoms:

0 - represents a complete absence of the symptom
1 - represents some evidence not requiring any intervention,
2 - indicates the need for some counselling from a professional (eg, a General

Practitioner)
3 - requires psychiatric out-patient treatment
4 - requires psychiatric in-patient treatment.
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Figure 7.2 Clinical Interview Schedule: symptom check

Somatic symptoms
Hypochondriasis
Fatigue
Sleep difficulties 
Irritability
Difficulties with concentration
Depression
Anxiety
Phobias
Obsessions and compulsions 
De-personalisation.

The interview material provides an Overall Severity Rating (OSR) and a Total 

Weighted Score (TWS): the latter is derived from a total of the reported symptoms, 

and a weighted (doubled) total of the observed symptoms. In view of the debate 

about social impairment and severity of psychopathology, it is perhaps interesting to 

note that the discretionary questions in the CIS include some on the effect on the 

individual’s everyday life.

b) Twelve-month symptom history: The same interview and rating procedure was 

used for psychopathology over the previous 12-months. A number of other psychiatric 

interviews were available to give past mental state, but most were to establish lifetime 

diagnoses. It was clearly an advantage to use the same interview schedule to ask 

about the previous 12 months at the same time as asking about present state. This 

was, in effect, an extension of the information on each symptom area. There are 

known to be some problems of recall over long time-frames: among adults symptom 

recall after 3 months is worse among men than women (Angst & Dobler-Mikola, 

1985), and overall worse among the elderly. However, since we were relying on 

accurate recall on stressful events over the previous 12 months, it was felt appropriate 

to adopt the same system for psychopathological symptoms.

c) Psychiatric diagnoses: In addition to the scores on current symptoms derived from
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the CIS, the transcripts of the interviews were given to the two child psychiatrists (PG 

and NR) involved in the study. They made a diagnosis when appropriate using ICD- 

9, and DSM-III, and assessed overall severity of disorder. Neither the psychiatrists 

nor the interviewers knew the girl’s score on the self-report questionnaire (GOSQ) 

when they were rating symptoms, or severity of disorder. Additionally, the 

psychiatrists did not have access to any other part of the interview transcript than the 

CIS section: every effort, therefore, was made to avoid contamination of their 

judgment on caseness by information on stressful life events and long-term 

difficulties.

3. Derived measures

Some measures were derived from information acquired in the intensive interview,

i) The girl’s relationships with her parents

Six aspects of the girl’s relationship with her parents were each rated on four-point 

scales. The first four aspects were concerned with:

(a) the warmth of mother to daughter, and
(b) the warmth of daughter to mother;
(c) reported warmth of father to daughter, and
(d) the reported warmth of daughter to father.

For ratings of (c) and (d), only live-in fathers or father substitutes were included.

These four items were all rated on the following scale:

1 - Warm, affectionate feeling, obvious and expressed
2 - Affection present, but not very overt
3 - No obvious affection, cool
4 - Nil feelings of warmth

The final two aspects of family relationships concerned (e) hostility and criticism of 

mother to daughter, and (f) hostility and criticism of daughter to mother. These were 

rated on the following scale:

161



1 - Nil evidence in interview
2 - Mild criticism, low hostility
3 - Moderate amount and strength of criticism/hostility
4 - Strong criticism/hostility

These scales were derived from Richman, Stevenson & Graham (1982). For all four 

ratings of the relationship between mother and daughter (ratings a, b, e and f above) 

the evidence provided by the intensive interview was used, and could include remarks 

and actions, either when the two informants were together or separate. Preliminary 

ratings of these dimensions of the parent-child relationships were made by the 

screening interviewer. These were used to inform a subsequent meeting between the 

screening interviewer and the two researchers who had conducted the intensive 

interviews. The evidence for these ratings was reviewed and consensus ratings 

achieved.

ii) Arguments and rows between the girl and her parents

Following the example of Brown & Rutter (1967) in the method of obtaining data on 

family relationships, information was collected in the second interview on the 

origins, duration and content of rows (arguments) which had involved the girl and 

either parent in the previous six months. This method requires that the informant 

describes and dates actual rows and arguments, rather than making global statements 

of frequency or severity. Ratings were made of frequency and the length of time 

since the last argument for each of four levels of severity: minor rows, moderate 

rows, serious rows, and violent rows. These were defined in the following way:

#  Minor, which consisted of irritable outbursts, and sharp exchanges on 
minor details often to do with the running of the household and ordinary 
family interaction;

#  Moderate: more heated exchanges of opinion or comments. An outsider 
would judge that one or both were "losing their cool". Voices would be 
raised, but not to the same extent as ’serious’ rows;

•  Serious: one or both participants would lose control; shouting, screaming, 
tears; sometimes accompanied by evidence of the girl’s fear of the parent;

•  Violent: care was taken to exclude the sort of mild push which sometimes 
accompanies moderate rows. There had to be clear evidence of the violent
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parent or girl being out of control.

Frequency of rows was rated on the basis of the time since the last argument/row as 

follows:

#  within the last week,
#  from one week to one month ago
#  from one to three months ago
#  more than three months ago

iii) Relationships with boyfriend

Researchers defined a ’boyfriend’ as someone the girl had known at least two months, 

and had gone out with as a pair (as opposed to part of a group) on at least two 

occasions. Each girl was asked if they had a boyfriend, and if they had, they were 

asked how long they had known him, how well they got on with him, and whether 

they had intercourse with him. Their relationship with their boyfriend was rated on 

a four-point scale:

i) Marked warmth and/or sharing
ii) Less marked warmth and/or sharing
iii) Frequent difficulties, apathetic some positive aspects
iv) No positive aspects, open antagonism

The evidence for these ratings was taken only from the girl’s interview. Mothers’ 

views of the relationship between their daughter and her boyfriend, which 

undoubtedly have a validity of their own, were not used.

iv) The girl’s confiding/supportive relationships:

a) Rating responses to interview questions

Separate ratings were made of the girl’s and of the mother’s view of the girl’s 

confidants. Both informants were asked specifically about confiding relationships with 

each parent, each sibling, grandparents, and (boy and girl) friends and then asked to

name any others. The relationship with each individual was rated as follows:

i) Fully confiding
ii) Partially confiding
iii) Not confiding at all
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Below, some examples are given to illustrate the way in which these ratings were 

applied. The answer to the direct question, Ts there anyone that you feel you can 

confide in?’ (or to the mother; ’Is there anyone you think she can confide in?’), was 

used as the most important evidence, but any expansion by the informant was also 

used in ratings.

EXAMPLES

Not confiding
#  with her mother (girl aged 18):
Interviewer: ’Does your daughter confide in you?’
Mother: ’No’.
Interviewer: "Do you find it easy to talk to one another?"
Mother: "No, I let her older sisters do it. I pass the buck. That’s not 

her fault, that’s my fault. I always found that difficult. I was 
evacuated in the war to an elderly couple, I was always very 
lonely. Sometimes I wish she would tell me more, but - I don’t 
know - I think I’m taking the easy way out."

#  With her father (reported by mother - girl aged 16):
"I wouldn’t say she loves him, more like she tolerates him. She talks 

to him, but she’d never, never confide in him’"

Partial confiding:
#  with her mother (girl aged 18):
Interviewer: "Is there anyone you can confide in?"
18-year-old: "Well, I suppose I’d tell my Mum most things, but I don’t 

tell her about (boyfriend) much, because she’d be upset."
Interviewer: "Do you confide things to anyone else?"
18-year-old: "I tell some things to (boyfriend), but really I keep back 

a lot of things. There’s no-one I’d trust completely, with 
everything. I think I sort of divide things up to suit what they 
want to hear. "

Full confiding:
#  with her father (girl aged 19):
Interviewer: "Is there anyone you feel you can confide in?"
19-year-old: "Oh yes, my Dad."
Interviewer: "Do you find it easy to talk to your Dad about personal 

things?"
19-year old: "Me and my Dad are like that (illustrates with two fingers 

close together). My Dad’s sweet; 1 could tell my Dad anything 
- if I was pregnant I would ask him and he would help. Every 
single problem I have I go straight to my Dad. I just talk to 
him if something’s bothering me. He knows all my friends -
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he’s a diamond, he is. I confide in my boyfriend and if not 
him, my Dad. I never, never talk to my Mum."

#  with her mother
Mother (girl aged 18): "We can talk about anything, anything at all. She 

didn’t used to tell me - not when she was about 14 or 15, but the last 
4 years she’s better. She used to talk to my brother, I talk to 
him, too, and he said "your best friend’s your mother". ’

b) Responses to questionnaire on instrumental help: Exploratory work by the 

author and her colleague (RD) on the patterns of confiding among teenage girls had 

suggested that choices might be made about confidants according to the nature of the 

problem. Although this point was not included in the original hypotheses it was 

decided that we would investigate these ideas further. In the second, intensive 

interview we therefore gave each girl a short questionnaire on who she would go to 

for help if faced by four separate problems. These problems were presented as 

questions:

a) If you had any serious money worries, or got into debt?
b) If you got into trouble with the Police (even if it was not your

fault)?
c) If you found you were pregnant when you didn’t want to be?
d) If you were having to put up with some sort of physical bullying

(including sexual bullying)?

For each question the girl was asked to name the people she would go to in order 

of preference; and to indicate whether she had ever experienced such a difficulty. 

The girls were instructed not to write the personal names of the people from whom 

they would seek help (eg, Michelle, Sam or Mrs Thomas), but to indicate the rela

tionship (eg, mother, aunt, grandfather or boyfriend). These data were analysed by 

gender and by relationship, but are not presented in this thesis (see Monck, 1991- 

attached as Appendix 11).

v) Relationship between parents.

Aspects of the quality of the relationship the mother had with her husband or partner 

was assessed through direct questions to both mother and daughter. The information 

related to the amount of affection, hostility, quarrelling, and joint decision-making in
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the partnership. The two interviewers who had carried out the second interview 

pooled this information in a consensus rating in one of four categories:

i) Marked expressions of enjoyment and sharing.
ii) Less marked warmth and sharing - averagely ’good’.
iii) Frequent difficulties, apathetic, some positive features.
iv) No positive aspects, and/or open antagonism.

vi) Parental rules relating to the index girl in the family

A decision was taken to adopt a direct interview approach to collecting data on 

teenage autonomy and parental rules, asking questions which were deemed most likely 

to raise the issue between parents and teenagers. The alternative of pencil-and-paper 

tests have been used in other studies (eg, Enright, Lapsley, Drivas & Fehr, 1980), 

but produce a general rather than specific picture of parental control.

Both girls and mothers were asked a general question on whether there were any rules 

in the family which governed the girl’s life. This question acted as an introduction 

to asking each informant about 25 separate issues which it was reported might be the 

targets of parental rule-systems (Fogelman, 1976; Rutter et al, 1976a). Mothers' and 

daughters' responses were rated separately. The issues are shown in Figure 7.3 in 

the order in which the questions were asked.
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Figure 7.3 Parental rules governing daughters’ lives: the issues

1. Clothes, hair and make-up.
2. Having friends back to the house.
3. Selection of friends when out of the house.
4. Selection of boyfriends.
5. Selection and behaviour of own particular boyfriend.
6. Telling parents where she is going.
7. Drinking alcohol.
8. Smoking tobacco.
9. The use of illegal drugs.
10. Helping in the house
11. Time of getting in at night.
12. Doing homework.
13. Attending school/college classes or lectures
14. Number of times allowed out with friends, etc each week.
15. Having sexual intercourse with established boyfriend.
16. Attitudes and manners at home.
17. Having a job as well as school/college.
18. Working hard at school/college.
19. Behaviour at school/college.
20. Using contraceptives.
21. Leaving home.
22. Using the family telephone.
23. Going to dances/discos.
24. Going to Pubs.
25. Having holidays with peers, and without adults.

Examples selected from interviews with both daughters and their mothers are given 

below:

#  A parental ’rule’: clear evidence that one or both parents had laid down
a rule, and that the girl knew it existed. Daily or complete compliance 
was not necessary to confirm the rating;

Examples
H olidays  a lone  with p e e r s : G IR L: "Oh no she w o u ld n ’t let me go. W e (girl 

and her  g irlfriends) w anted  to go  to Butlins but she said no" .
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Getting back late: GIRL: " If I’m even a few minutes late there’s real trouble 
- they won’t even listen to excuses";

GIRL: "I‘ve got to be back by 11pm. Yes that's a rule, and if I want 
to be later I'd have to ask and then stick to that".

Dances, discos: GIRL: "Dad says no, and I’m only allowed to dance with my 
uncles at family parties."

Using the family telephone: GIRL: "The telephone is locked and I can’t use 
it. When friends ring they (parents) tell me when I should stop talking 
to them."

Where the girl is going when she’s out: GIRL: "Got to say where you are 
going, and who with: all the details."
GIRL: "Almost the strictest rule there is."

Boyfriends: GIRL: "No blacks, preferably Christian. She’ll look them over,
I can promise you."

Helping in the house: GIRL: "I have to do the washing up in the evening, 
even if I’m going out. I’m supposed to keep my own room tidy, too, 
and Mum does check on that".
GIRL: "I have to do my own room - no excuses".

Attitudes and manners: GIRL: "We are none of us allowed to swear. "

Going to pubs: MOTHER: "Only if she’s with other people and I know 
them."
GIRL: "They (parents) would never let me go to a pub by myself. I’ve 
got to be with other people. "

Parental advice: evidence that parents have discussed the issues with their
daughter, have not disregarded or avoided the topic, but neither have 
they handed over complete control.

Examples
Clothes, hair and make-up: MOTHER: "She (daughter) asks me what I think, 

and I tell her her jeans are a bit tight or she’s got too much eye make-up, 
and she’ll go and change most times - but not always and you can’t make 
them."

GIRL: "Not really a rule, but she does give me advice. I know she 
doesn’t like dyed hair, because she’s told me its bad for the hair.’

Having a iob as well as going to school: GIRL: "Mum and Dad said it would 
be OK, provided it didn’t interfere with my home work - give it a try 
and see how tired I get".
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Number of times going out on weekday evenings: GIRL: "It's up to me, but 
they keep telling me not to get too exhausted and to eat proper meals 
instead of rushing straight out".

Smoking: MOTHER: "I’ve told her about cancer - well they know it anyway. 
She can smoke if she wants now she knows all that".

#  Teenage autonomy: the informant clearly states that decisions are made by
the girl herself, and for this issue at least she has complete 
independence. Often there is explicit recognition that rules did govern 
this issue once, but have been relinquished by parents.

Examples
Choosing friends outside the house: GIRL: "They just let me get on with it".

Going to dances and discos: GIRL: "There aren’t any rules - there used to be, 
but its left up to me now".

Doing homework, college tasks: GIRL: "Up to me nowadays"

Helping in the house: MOTHER: "No rules, she can help or not as she likes."

#  Internalised rules: this rating is used when it is clear that a rule exists in
the family in respect of a topic or area of behaviour, but it is no longer 
openly referred to, and even "advice" is no longer deemed necessary 
or asked for.

Examples
Using the family telephone: GIRL: "There are no actual rules, but I know not 

to use it except on cheap time and not to stay on too long".

Drugs: MOTHER: "I think everybody (in the household) knows more or less 
what goes and what doesn’t if you know what I mean. The thing is there 
are some parents who can say "you mustn’t take drugs; mustn’t do this; 
mustn’t do that.", we don’t do that.’
GIRL: "I don’t do that (take drugs) because I know my parents would 
be upset if they knew I was. That’s mainly the reason why I wouldn’t
do something. So it’s not a rule, but it’s a kind o f   in a way it’s a
rule.. It’s my rule rather than their’s, because I know they’d be 
disappointed, upset ....worried more".

Friends in the house: GIRL: "Not really any rules. It would be stupid to bring 
home 10 people because my bedroom is too small. I bring them in at 
decent hours anyway."
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Never discussed: One other category was used to indicate that a topic had 
never been discussed by the girl and her parent(s).

Examples
Sex and contraception: GIRL: "We’ve never, ever talked about that."

Interviewers rated the taped and transcribed responses of the informant they had seen. 

At regular meetings these ratings were checked with other interviewers; agreement 

was high on the first 25 (83 per cent), and thereafter checks were not made on all 

interview schedules. Disagreements between raters were resolved in discussion.

Some other measures were derived from the second, intensive interview:

(i) the frequency of contacting or seeing relatives who lived outside the household: 

this information was largely used to augment later questions on confiding 

relationships.

(ii) an experimental measure of the level of independence from family which the 

teenager had achieved.

vii) Social impairment and ill-health

Information was gathered in the initial screening interview on aspects of ill-health 

suffered by the girl in the year before the interview. In particular, the girl was asked 

to describe the extent to which she felt she had been socially impaired by the illness. 

These verbatim accounts were rated consensually by the screening interviewer with 

either the present author or her colleague (RD). These ratings were made at the 

regular meetings held with the screening interviewers. Lists of common difficulties 

were compiled and cross-referenced whenever it was appropriate. When the final 

analyses were undertaken the ’emotional’ problems reported by the girls were 

excluded on the grounds that these could confound the extent of social impairment. 

This left the problems which, on the face of it, were of a physical nature (eg, broken 

leg, sore throat, ’flu).

A summary of the screening interview is given on the next page and the whole 

interview is given in Appendix 6. A summary of the two intensive interviews are
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given on the following page and the interview with the girls is given in Appendix 7i, 

and with the mothers in Appendix 7ii.

Figure 7.4 SUMMARY OF CONTENTS OF SCREENING INTERVIEW

(time: approximately 1 hour) 
Informants: index girl and key relative 

interviewed together

Socio-demographic information on household 
Household composition, size of family, house ownership, sharing of 
facilities, work/socio-economic status of head of household and partner

Brief health history of index girl:
Attendance at GP, out-patients/clinics in previous year; periods as 
in-patient;
age at menarche; smoking habits (and for key relative); illness leading 
to time off work or school/college.

Educational history:
Current educational status; exams taken or planned; time off school 

Work history, including ’Saturday’ or evening jobs.

Self-report questionnaires: filled in by both informants 

Height and weight of mothers and index girls
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Figure 7.5 SUMMARY OF CONTENTS OF INTENSIVE INTERVIEW

(time: approximately 3 hours)

Informants: girls and their mothers

interviewed separately

Mothers Daughters

Free-association: description 
of daughter

Daughter’s friendships, 
social network, confidants

Friendships, social 
network, confidants

Family relationships:
* mother’s relationship 
with her partner
* daughter’s relationships 
with parents

Family relationships:
* mother’s relationship 
with her partner
* girl’s relationships 
with her parents

Daughter’s relationship 
with boyfriend

Relationship with 
boyfriend

Parental rules for 
daughter’s behaviour

Parental rules for 
own behaviour

Daughter’s life events 
and difficulties in 
previous 12 months

Life events and 
difficulties in 
previous 12 months

Psychiatric status: 
current symptoms 

and
in last 12 months
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PART 111 THE RESULTS

INTRODUCTORY NOTE: THE PLAN OF ANALYSES AND THE 
CHOICE OF STATISTICAL PROCEDURES

1. Database

Data obtained in the interviews and ratings derived from these data were transcribed onto data 

sheets partly by the present author and entirely under her direction. These data sheets were 

submitted to the University of London Computer Centre for transfer into a computer readable 

form. Data files were stored as SPSS 'savefiles' and analyses carried out using the mainframe 

computer at ULCC.

At a later stage of the analysis the data were transferred onto the author's PC

2. Plan of analysis

Frequencies of all variables were run and scrutinised for errors and logically inconsistent values 

by the author and her colleague RD. Following data cleaning and consitency checks the stages 

of the analysis followed the pattern of the data collection

The first stage of the analysis was divided into two parts. Initially descriptive analyses were 

carried out and subsequently exploratory analyses investigating the associations between these 

screening interview variables and the girl's self-reported depressed or anxious mood. To do this, 

the scores from the Great Ormond Street mood Questionnaire (GOSQ) were recoded to 

differentiate those with scores above or below the pre-determined cut-off point of 24/25 

Associations between some of the key variables from the screening interview were also 

investigated.

The second stage o f  the analysis followed the same pattern as the first, with descriptive analysis 

p reced in g  exp lora to ry  analysis, and the testing o f  the hypotheses In the explora tory  stage 

com parisons  w ere  undertaken o f  the cases and controls  w ho  had partic ipated in the second 

in terview . Investigations were carried out to  determine the association o f  'caseness' with a 

number o f  variables obtained in the intensive interview, specifically to test the hypotheses given
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in Chapter 4.

3. Statistical tests

Data were analyzed using the Statistical Package for the Social Sciences (SPSS) initially using 

version X, and subsequently using SPSS/PC+.

A variety of statistical procedures were used in the analyses which are presented in the following 

three chapters.

The chi-square test of significance was used to test associations between categorical data (eg, 

maternal marital status and 'caseness'). Throughout the presentation of results, the convention 

has been followed of using "significance" to describe as statistically significant those 

associations with a probability of .05 or less. Continuity corrections have been used where 

appropriate: the 'normal convention' is that such a corection should be applied when the expected 

cell size is less than 5 [ie, the sample size/(n. of rows x n, of columns in the table)=<5], rather 

than any observed values being less than S.' This included the univariate tests of association 

between girls with high and low scores on the GOSQ and other categorical data derived from the 

screening interviews. Tests of agreement between the girls and their key relatives were carried 

out using kappa, which measures agreement between two raters above and beyond chance 

agreement. The kappa statistic has a range of 0 to 1, and is usefully interpreted as:

<.01 - poor;

.01-2.0 - slight;

.21 -40-fair;

.41-.60 - moderate;

.61-.80 - substantial; and

.81-1.00 - almost perfect (Landis & Koch, 1977).

To test the association of family rule systems with the ages of the girls, the Kruskall-Wallis one

way anova (corrected for ties) was used. This test allows comparison between one variable 

grouped by categories of another variable (in this case the different types of parental 'rules'.

'T his advice w as obtained from a senior statistician at the Institute o f  Hdiication. i.ondon
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advice and teenage autonomy grouped by age), when the latter are categorised on an ordinal 

scale.

Multivariate analysis of variance (MANOVA) was used to establish the levels of significant 

association between, on the one hand, caseness, and on the other the amount of time the girls 

spent away from their mothers, and the numbers of admissions to hospital, both of which were 

recorded as continuous variables.

Because of the relatively small sample size at the intensive interview stage, analyses were carried 

out in two phases. Initially, first order interactions between the dependent variable (depressive 

or anxiety disorders) and other variables were each tested by means of chi-square. Only those 

associations relating to the initial hypotheses which were statistically significant were entered 

into subsequent multivariate analyses.

For the second stage of the study clinicians' ratings of case/not case status were the main 

dependent variable. This decision was taken because the purpose of the study was to look at 

variables associated with clinical depressive or anxiety disorder, rather than at different levels 

of severity of symptoms. The GOSQ, which would have provided severity ratings of self- 

reported symptoms, and the Total Weighted Score, which provided severity ratings based on the 

clinical interview with the girls, were therefore not used.

Because of the nature of the data which were used used to test the hypotheses in this study (that 

is, binomial case/not case status) a technique was required that dealt appropriately with such 

data. Thus in testing the two main hypotheses, where more than one categorical variable was 

being tested for best fit in relation to a single dependent variable, a loglinear model was used 

The logit loglinear regression model was selected’. The logit loglinear model is a special case 

of the general loglinear model in which one or more variables are treated as dependent and the 

rest as independent. Typically, and in the present study, logit models use dichotomous variables 

This model identifies main effects and any interactions between the variables. In the current 

study, this model was used to test initially for the modifying effects of the girls' confiding

“'F or a full description o f  the procedure used in arrn ing at the logit translrinuation, see pages 2VI-2V2 m 

Rothm an, K.J. (1 9 8 6 )  M odem  E pidem iolog} . B oston, MA: Little. Brown & co
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relationships on the observed association between stressful life events and difficulties, and the 

dependent variable of caseness Two separate sets of tests were made for depressed cases and for 

anxiety cases. Subsequently the model was used to test for the effects of stressful effects on 

caseness, taking account of the three maternal variables. Again separate tests were undertaken 

for depressed and anxiety cases.
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CHAPTER 8 RESULTS FROM THE SCREENING INTERVIEW

This chapter reports the results from the data collected in the first (screening) 

interview. It will be recalled that, in this hour-long interview, the girls were seen 

with their key relatives. The demographic characteristics of the household were 

obtained, and the girls were asked questions about their health in the previous 12 

months, their education and training and their work history. Both the informants 

filled in four questionnaires: the first reported their own psychiatric mood, and the 

second reported their attitudes to food and exercise, and their dietary habits. They 

also completed third person versions of the same questionnaires on one another.

The chapter has been divided into three sections. Section 1 briefly indicates the 

numbers of successful interviews and the numbers of those who refused to take part; 

Sections 2, 3 and 4 cover the family demography and the personal characteristics of 

the girls and their parents. There is a brief overview of the characteristics of 

husbands/partners (section 5). Sections 6 and 7 describe the health information; 

section 8 gives data on time spent away from the primary carer and section 9 covers 

education and employment histories. Finally, section 10 gives details of the answers 

to the questionnaires.

1. The sample - attempted and successful interviews

Lists of the eligible girls were compiled from each General Practice. A total of 783 

names of girls were sampled from the GPs’ lists, but the GPs excluded 26 girls who 

they defined as likely to be unable to partake fully in the interviews, because of 

limited intelligence or limited command of English. Of the remaining 757 eligible 

girls with whom interviews were attempted, a further 112 (15%) turned out to be 

ineligible when the interviewers made contact: they were either the wrong sex, the 

wrong age, had an inadequate command of English or had moved away without 

telling the GPs. This left 645 girls who were eligible and available for the study;
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116 (18%) refused at the first contact, leaving 529 completed screening interviews. 

Table 8.1 gives the overall picture for all eight practices.

Table 8.1 Attempted and completed screening interviews: all general practices

N %

SAMPLE DRAWN FROM 8 GENERAL
PRACTICES 757 100

Exclusions in the course of field-work (moved 
out of area, wrong age, wrong sex, inadequate 
English) 112 (14.8)

SAMPLE ELIGIBLE
FOR SCREENING INTERVIEW 645 (85.2)

Refusals among eligible girls 116 (17.9% of 645)

COMPLETED SCREENING INTERVIEWS 529 (82.0% of 645)

Refusals at this stage were not related to age, but may have been affected by 

socio-economic status. The basis for this tentative conclusion came from the fact that 

the refusal rate was particularly high (31 per cent) in the only practice with a 

significantly deprived catchment area. However, social class data were not available 

for the girls who refused, and several other practices contained pockets of 

deprivation. In the one practice with particularly high refusals (Practice 5: Canning 

Town, in Table 8.2) the general practitioner said that a relatively large proportion of 

the 18 and 19 year old girls who were living locally but separately from their parents 

had refused an interview. It was the GP’s opinion that, despite living in their own 

accommodation, these girls were mostly still registered at their parents’ address. No 

other data were available on those who refused to take part so it was not possible to 

establish if they differed in demographic terms from those who agreed to participate.
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Table 8.2 Sampled population, refusals and completed interviews by
General Practice

General Practices

1 2 3 4 5 6 7 8 Total

First sample 
Available

74 133 107 38 108 78 122 102 757

for interview 61 122 81 31 101 64 96 88 645

Refused % 18 16 22 19 31 11 13 16 18

Completed 50 103 65 26 70 57 84 74 529

2. Family demography

i) Who the girls lived with

Of the 529 girls who agreed to the first interview, 495 (94%) lived with at least one 

biological parent, five (1 %) lived with adoptive parents, 11 (2%) lived with husbands 

or boyfriends, five (1%) lived alone, and 11 (2%) lived in other households. Table 

8.3 gives the more detailed categories. The proportion living with boyfriends or 

husbands may be less than would be expected for girls in this age-group. No figures 

are available for 16-19 year olds, but the national figure for 16-24 year old women 

is 28% (Table 2.2 (b); Office of Population Censuses & Surveys - OPCS, 1989). 

However, obviously women at the younger end of this OPCS age-range are far less 

likely to be married/cohabiting than women at the older end.

No figures are available for the Greater London area for the proportion of girls aged 

15-19 years who were living alone; nationally the figure is 3% for the larger age- 

group between ages 16-24 years (OPCS, 1989).

A m o n g  those 500  girls  w ho lived with o lder rela tives (parents ,  adop tive  paren ts  and
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others), 85 (17%) currently lived with a single parent-figure. The national figures 

given in the General Household Survey 1987 (OPCS, 1989) show that 13% of 

households with dependent children are headed by a lone parent. The small 

difference is probably the result o f the present sample being based, at least partly, on 

parts o f inner London in which single parent families may be more prevalent.

Table 8.3 Who the girl was living with at interview

Household adults N (%)

Biological parents 376 (71)
Biological mother only 76 (14)
Biological father only 11 (2)
Biological mother and partner 25 (5)
Biological father and partner 5 (1)
Adoptive parents 6 (1)
Husband/boyfriend 13 (3)
Other relatives 11 (2)
Alone, hostels, friends 6 (1)

TOTAL 529 (100)

Of the small number of girls (6) who had been adopted, four had been adopted at age

I year or younger, one at age 2 years and one at age 7 years.

ii) Social class

Social class (SC) was assessed from the work status of the fathers or other chief 

wage-eamer in the absence of a father (Table 8.4). Compared with the general 

population in the Greater London area (derived from Table 47, OPCS, 1981), there 

were some significant differences. SC I and IlINM were under-represented, and SC

II was over-represented. We will see in section 9 of this chapter that the proportion 

of older girls who were attending further or higher education was below the national 

average, which provides some confirmation of the under-representation of SC I for 

these age groups, as a large proportion of such students are drawn from higher social 

classes.
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Table 8.4 Head of household: social class

SC: occupational category Study population Greater London
N (%) (%)

I: professional/senior management 32 (7) (18)
II: intermediate/middle management 129 (30) (6)
III: NM: clerical/skilled non-manual 77 (18) (32)
III: M: skilled manual 130 (30) (25)
IV: semi-skilled manual 43 (10) (13)
V: unskilled manual 14 (3) (6)

[Unemployed/retired/student 95 nk]
Not known 9 (2)

TOTAL 529 (100)

ill) Housing

a) Tenure: Details of housing tenure were collected for 519 (98%) of the girls: some 

informants felt this to be private information they did not wish to divulge. Of these 

519 households, 318 (61.3%) were owner occupiers, 33 (6.4%) were in private 

rented accommodation, and 158 (30.4%) were in council housing. Four girls were 

living in hostels, and six girls had various other arrangements, such as tied 

accommodation.

The proportions of council tenants and owner occupiers were similar to the figure for 

Greater London (30% and 57% respectively) at the time of the fieldwork, but the 

proportion of families in private rented accommodation was less (11% for Greater 

London) (OPCS, 1983).

b) Over-crowding: Reliable information on room occupancy was obtained for 523 

(99%) of households. The range was considerable: from 0.1 person per room to 3.0 

persons per room. Table 8.5 gives the occupancy figures in four bands. ‘Over

crowding’ is defined by the Office of Population of Censuses & Surveys as an 

occupancy rate higher of 1.5 or more persons per room: 195 (37%) of the girls lived
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in overcrowded conditions.

Table 8,5 Room occupancy rates

Persons per room 
> 1.0 1.1-1.4 1.5-1.9 2 .0+

N. of families (%) 80 (15) 248 (47) 140 (27) 55 (11)

c) Facilities: Mothers and girls were asked whether the household had to share 

kitchens, bathrooms or lavatories with members of other households. The very large 

majority did not share facilities. Table 8.6 shows the frequency of sharing.

Table 8.6 Sharing household facilities

not shared shared TOTAL

Kitchen 510 (98.4%) 8 (1.6%) 518

Bathroom 508 (97.6%) 12 (2.4%) 520

Lavatory 506 (97.3%) 14 (2.7%) 520

Not known 9

d) Sharing bedroom or bed: Among 523 girls (99%) for whom there was accurate 

information, 386 (73.8%) had their own bedroom and (therefore) their own bed; 114 

(21.8%) girls shared their bedroom, and 8 (1.5%) shared a bed. This last group did 

not include the 13 girls (2.5%) who shared a bed because they were 

married/cohabiting, and in all eight cases the girls were described as sharing with 

their sisters.
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3. Personal characteristics of the girls

i) Age of the girls at interview

Table 8.7 shows that there were roughly equal numbers of each age-group (expressed 

as year groups) in the interviewed sample.

Table 8.7. Sample in age groups

Years & months N (%)

15.00- 15.11 95 (17.9)
16.00- 16.11 126 (23.8)
17.00- 17.11 101 (19.1)
18.00- 18.11 114 (21.6)
19.00- 19.11 93 (17.6)

TOTAL 529 (100)

ii) Number of siblings/family size

Information was available for 500 girls on the number of siblings they had: these are 

given in Table 8.8. The mean family size was 2.8 children, which was above the 

national average number of children living in families (OPCS, 1989). However, as 

the latter document points out, this is an under-estimate of family size, because only 

the children currently living in the household are included (op. cit., page 12). Only 

7% of the girls were only children.

Table 8.8 Number of siblings

Number o f  sibs N ( % )

None 39 (7)
One 186 (35)
Two 150 (28)
Three 81 (15)
Four 30 (6)
Five 25 (5)
Six or more 16 (3)
Not known 2 ( < 1 )
TOTAL 529 (100)
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iii) Ordinal position in family and current household

Thirty-nine (7%) of the girls were only children, and nine (2%) were twins; 163 

(31%) girls were the eldest in their family, 190 (36%) were the youngest, and the 

remaining 124 (23%) for whom information was available occupied other ordinal 

positions in their families. For four girls this information was not recorded.

However, in many families the girls* siblings had left home. At the time of the 

screening interview, seventy-nine girls (15%) had no other siblings in the household, 

and were therefore effectively ’only’ children; 191 girls (36%) occupied the role 

of eldest child, and 139 (26%) the role of youngest. The remaining girls were twins 

(9 - 2%), in a middle ordinal position (92 - 17%), or information was missing (19 - 

4%).

iv) The girls* country of birth

The very large majority of the girls had been bom in the UK (498 - 94%). Of the 

remaining 31 girls (6%), one each had been bom in Eire, the Caribbean, and Italy, 

seven had been bom in African countries (including five in East Africa), seven had 

been bom in India and other Asian countries and four had been bom in Canada. 

Information was not available for ten girls.

y) Number of live births bom to the girls

The very large majority of the girls (514 - 97%) did not report having any children 

of their own. Fifteen girls (3%) had had live births: eleven girls (2%) had had one 

baby, three girls (0.6%) had had two babies, and one girl had had three. Precise 

information was missing for two girls. The girls were not asked for the current 

whereabouts of the babies.

vi) Age of the girl when her own parents separated

Among the 114 girls not living with their birth parents, four had mothers who had 

never lived with the girl’s father, while the rest had separated during the girls’ lives. 

At the time their parents separated, 33 girls (32%) were aged under five years, 30
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girls (26%) were between five and nine years, 25 (22%) were between ten and 

fourteen years, and the remaining 22 (19%) were between 15 and 19 years old.

4. Parents’ characteristics

i) Mothers’ and fathers’ age

The age of mothers and fathers was obtained where possible; some parents declined 

to provide this information, and when girls did not live with their parents they 

sometimes did not know their parents’ age. Table 8.9 gives these figures for the 

parents (and surrogate parents) with whom the girls were living.

Mothers’ ages ranged from 31 to 62 years (median: 44 years; mean: 43.7 years); 

information was not available for 14 mothers. Fathers’ ages ranged from 27 years 

to 71 years (median: 46 years; mean: 43.6). Information was not available for 60 

fathers.

Table 8.9 Parents’ age at first interview

Age in 
years

Mothers 

N (%)

Fathers

N (%)

< 34 11 (2) 4 (< 1 )
3 5 -3 9 102 (20) 46 (9)
40 - 44 138 (28) 101 (20)
4 5 -4 9 135 (27) 128 (26)
5 0 -5 4 66 (13) 87 (17)
55 + 34 (7) 73 (15)
N/k 14 (3) 60 (12)

TOTAL 529 (100) 529 (100)
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ii) Marital status of key relative/mother

The key relatives and the girls were asked to supply information about the current 

marital status of parents; for the purposes of this information ’parents’ were defined 

as the mothers and their cohabiting partners. The figures given in Table 8.10 refer 

to all parents whether or not the girl is living with them. There was no significant 

difference in the likelihood of parents being divorced or separated when the girls did 

not live at home (t-test: t=-.32, 522 df, 2-tailed p =0.751).

Table 8.10 Current marital status of parents 

Girls live Girls do not
with parents live with par

N (%) N (%)

Parents living together 381 (76) 20 (67)
Separated or never married 29 (6) 2 (7)
Divorced 61 (13) 5 (17)
Mother dead 4 (< 1 ) 0 -

Father dead 18 (4) 1 (3)
Both parents dead 2 (< 1 ) 0 -

n/k 2 (1) 2 (7)

TOTAL 499 (100) 30 (100)

iii) Mothers’ and fathers’ place of birth

Parents when present were asked where they had been bom; if the girl was not with 

her parents, she herself was asked this question; some girls did not know the answer. 

Table 8.11 shows the birthplace of 521 mothers and 514 fathers.

Ethnicity as such was not recorded, but it is possible, though slightly speculative, to 

deduce the girls’ ethnicity from these birthplace data. Based on the predominant 

ethnic group in the country of birthplace, it can be seen that 88% of both mothers and 

fathers were probably ’white’ (bom in UK, Eire, Europe or the Old Commonwealth), 

that 7% were of African/Caribbean descent, and that between 2% and 4% were
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probably of Asian descent. Similar figures which can be obtained from the General 

Household Survey, 1987 (OPCS, 1989, p 7, Table 2.6) show a distribution of the 

population in the UK as follows: 95% ’white’, 1 % African/Caribbean, and 2% Asian. 

The apparent over-representation of girls of African/Caribbean and Asian descent in 

the current sample probably arises from the fact that the study was conducted in 

Greater London.

Table 8.11 Birthplace of mothers and fathers

Mothers Fathers

N (%) N (%)

United Kingdom 412 (79) 404 (79)
Eire 19 (4) 21 (4)
Caribbean 32 (6) 33 (6)
India/Pakistan
and other Asian 13 (2) 19 (4)

African countries 7 (1) 6 (1)
Europe 28 (5) 23 (4)
Old commonwealth

and USA 2 (< 1) 1 (< 1 )
Other 8 (1) 7 (1)
[Sub-totals 521 (100) 512 (100)

Not known 8 15

TOTALS 529 529

iv) Mothers’ and fathers’ current occupational status

Information was obtained on the current occupational status of mothers and fathers 

(Table 8.12).

Fathers: The national figures for men living with dependent children were 89% 

working and 8% unemployed (3% not economically active), almost identical to those 

obtained for the fathers (and father surrogates) in the current sample (Table 9.7, 

General Household Survey, 1987: OPCS, 1989).
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Mothers: by contrast with the apparently representative nature of the father (-figures), 

in the current sample the mothers had a distinctive occupational profile. Compared 

with national figures for all women of working age with dependent children, mothers 

in this sample were much more likely to be in full-time work (28%), and slightly 

more likely to be in part-time work (43%), but also more likely to be unemployed 

and seeking work (23%) (national figures: 18%, 37% and 5% respectively - Table 

9.12, General Household Survey, 1987 - OPCS, 1989). Conversely, a very high 

proportion (40%) of the national CHS sample of women were economically inactive, 

compared with only 4% of the present sample (Table 8.12). It is difficult to provide 

a straightforward reason for this massive difference, except to suggest that a high 

proportion of those who refused may have been in the economically inactive group, 

or that the inner city origins of the sample produced more women claiming to be 

seeking work (registered unemployed).

Table 8.12 Mothers’ & fathers’ current occupational status

Fathers Mothers
N (%) N (%)

Employed full-time 369 (87) 136 (28)
part-time --- --- 212 (43)

Unemployed
(seeking work) 40 (9) 115 (23)

Unemployed
(not seeking work) 16 (4) 26 (5)

Sub-total living
with the girls 425 (100) 489 (100)

5. Husbands and partners of the girls

In order to give a more complete picture of the demographic backgrounds of the 

whole sample, certain data are presented separately for the seventeen girls who lived 

with their husband (or partner) in households separate from parents or other relatives.
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The numbers are so small that the main information about them is presented in one 

table below (Table 8.13).

Table 8.13 Husbands and partners of the girls: summary data

(N = 17)

1 Age at leaving < 16 years 12 (71)
school 16 +  years 5 (29)

2 Work status Working 12 (71)
Unemployed 5 (29)

3 Social class III non-manual 6 (35)
III manual 2 (12)
IV 4 (24)
Unemployed 5 (29)

6. The health of the girls in the previous 12 months

i) Health problems experienced by the girls

Health problems were reported by the girls and key relatives in answer to the question 

to the girl ’Would you say you have any health problems at the moment?’, and 

subsequent probes (see pages 7 and 8 in the Screening Interview Schedule - Appendix

6). The answers were inevitably influenced by the girl’s own interpretation of the 

phrase ’health problems’. On the basis of the verbatim answers to the probe 

questions, the screening interviewer and full-time researchers rated each problem on 

the extent of social disability which accompanied the health problem (Table 8.14)'.

^Agreement on these ratings reached acceptable levels (more than 75%) but the details referring 
to each measure is no longer available.
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Table 8.14 Social disability accompanying health problems experienced 
by the girls in the 12 months before the screening 
interview.

Reported health/social disability problems N (%)

No health problems 180 (34)
Health problem, leading to:

1. Mild or no social disability 196 (37)
2. Moderate social disability 116 (22)
3. Severe social disability 23 (4)
Missing information 14 (3)

TOTAL 529 (100)

ii) The girls’ attendances at their General Practices

Information was collected from the girls and their key relatives, not from the General 

Practices, on the girls’ attendances at their local Practice. Interviewers asked the 

girls and their key relative to supply this information, but to use their judgement 

about which figure to take if there was a disagreement between informants. A fifth 

of the girls had not consulted their OF in the previous 12-months, and a further fifth 

reported having made only one visit. The figures for consultations are given in Table 

8.15.

Table 8.15 The number of consultations by the girls with their General
Practitioners in the 12 months before the screening interview.

Number of visits N (%)

None 113 (21)
One 112 (21)
2,3 158 (30)
4 - 6 84 (16)
7 - 12 38 (7)
13 + 8 (2)
N/k 16 (4)
TOTAL 529 (100)
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iii) Admissions to hospital as an in-patient in the 12 months before the screening 
interview

Thirty-five girls (6.6%) said they had been admitted to hospital in the previous year. 

These reports of admissions were not checked with the hospitals, but were agreed by 

the key relative. The figures for the number of days in hospital are given below in 

Table 8.16. The girls who stayed in hospital for more than 4 days had typically had 

operations (eg, for mastoid, tonsillectomy), or been kept in for investigation or 

stabilization (eg, for diabetes). One sixteen-year-old girl had stayed a week in 

hospital after the normal delivery of her full-term baby.

Table 8.16 Number of days spent in hospital in the 12 months
before the screening interview

Number of days
in hospital N (%)

None 494 (93)
Days in hospital 1 7 (1)

2 6 (1)
3 5 (1)
4 6 (1)

5 + 11 (2)

TOTAL girls 529 (100)

iv) Attendance at out-patient departments and clinics

Information on attending clinics covered specialised birth control facilities, as well 

as out-patient departments. More than half the girls (57%) had not attended any 

clinics, while a further 140 (27%) had either been once or twice. Seventy-one girls 

had attended on three or more occasions (information was not available for 19 girls). 

Among those with several attendances, one girl had had an accident involving weekly 

attendance for physiotherapy for six months, another required weekly monitoring for 

a dermatological disorder for more than six months.

1 9 1



y) Medication

The screening interviewers found that collecting data on medication was difficult. 

Very frequently the girls and key relatives knew the symptoms for which the 

medication had been prescribed or bought (eg, a urinary infection, sore throats or 

earache), but were unable to remember the names of the medication. There were 

occasions when the medication could be produced for inspection by the interviewer, 

but this was not often, and the data were deemed insufficiently reliable to be 

included.

vi) Menstruation

In connection with the study on eating disorders which was being undertaken at the 

same time as the present study of depression and anxiety, the girls were asked about 

the age at which they had started menstruating (menarche) and the current regularity 

of their periods. The figures on menarche are given in Table 8.17.

The very large majority of the girls were experiencing regular periods (406 - 77%), 

four girls had not yet started menstruating, while two more had started and stopped 

menstruating. Eighty-eight girls (17%) reported irregular menstruation and two were 

pregnant.

Table 8.17 Age at menarche

N (%)

Up to 11 years 17 (3)
From 11 years - 11 yrs 11 mths 71 (13)
From 12 yrs - 12 yrs 6 mths 112 (21)
From 12 yrs 7 mths - 13 yrs 6 mths 155 (29)
From 13 yrs 7 mths - 14 yrs 6 mths 82 (16)
More than 14 yrs 6 mths 42 (8)

Menstruation not started 4 (C l)
Not recalled by informants 46 (9)

TOTAL 529 (100)
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yii) Smoking habits

Over three-quarters of the girls (76%) said they did not smoke, while a tenth admitted 

they smoked up to ten cigarettes a day, and a further 12% said they smoked ten or 

more a day. The key relatives (94% of whom were mothers) smoked more than the 

girls. In Table 8.18 only those girls who lived with their mothers and the mothers 

themselves have been included. It should be borne in mind that there may have been 

a number of girls who did smoke (even if only occasionally) who preferred their 

mothers not to know of this, and so denied or minimised their smoking habits, when 

asked in the joint interview.

More than half the mothers claimed that they did not currently smoke. Given that the 

very large majority of the key relatives were a generation older than the girls, it was 

not surprising that they smoked more than the girls themselves: it is known that a 

larger proportion of adult women smoke compared with teenage girls (General 

Household Survey, 1988: OPCS, 1990). The figures for the self-reported estimates 

of cigarettes smoked daily by key relatives and daughters are given in Table 8.18.

Table 8.18 Self-reported smoking habits in mothers and 
daughters who live in the same household

Number of 
cigarettes 
smoked daily

Girls Mothers

N (%) N (%)

None 390 (78) 308 (62)
1-9 53 (11) 34 (7)
10-19 42 (9) 58 (12)
20 + 9 (2) 91 (18)
n/k 5 (1) 8 (2)

TOTALS 499 (100) 499 (100)
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7. Indicators of the girls’ health in childhood

i) Hospital admissions before the age of 5 years

Admissions to hospital at this early age were rare: Table 8.19 shows that the large 

majority of the girls had had no admissions in their first 5 years. It is possible that 

some of those with multiple admissions in these early years had not survived to be 

included in the current survey. It is worth bearing in mind that excluding girls with 

severe or moderate learning difficulties from the study may have excluded some who 

had additional disabilities, which might have involved hospitalization at an early age. 

Information was not available for 21 girls, mostly because they were not living with 

the primary carer of those years, and much of this information depended on the recall 

of the older key relatives (most of whom were mothers).

ii) Hospital admissions between the ages of aged 5 and 15 years

Nearly two-thirds of the girls (328 - 62%) had not been admitted to hospital between 

the ages of 5 and 15 years. A further 143 (27%) had been admitted only once. The 

remaining figures are given in Table 8.19.

Table 8.19 In-patient admissions to hospital in childhood 

Number (%) of admissions

None 1 2 > 2 n/k
Under the age of

5 years 415 79 10 4 21
(78) (15) (2) (< 1 ) (4)

Between 5 and
15 years 328 143 31 20 7

(62) (27) (6) (4) (1)

1 9 4



8. Time spent away from the primary carer

i) Significant separation from her primary carer when the girl was less than 5 
years old
Information was obtained on significant lengths of time the girl had been away from 

her mother (primary carer) either in hospital or for other reasons (such as mother 

going into hospital); visits of less than two weeks to relatives or friends were not 

included. Estimating first the amount of time in hospital, it was found that 80 (15%) 

had spent some time, although less than 4 weeks in total, in hospital, 11 (2%) had 

been admitted for 1 - 3 months, and 4 (<1% ) for more than three months. 

(Information was not available for the remaining 20 girls.)

When all the reasons for being away from mother were combined it was found that 

331 (63%) had never been away from their mothers for any significant length of time; 

a further 130 (25%) had been parted from her for 4 weeks or less, and 47 girls for 

longer than 4 weeks before the age of 5 years. (Information was not available for 21 

girls.)

ii) Significant separation from primary carer between age 5 and 15 years
Disregarding the 7 girls for whom there was no information, it was known that,

between the ages of 5 and 15 years, 194 girls (37%) had spent varying amounts of 

time in hospital, 12 of them (2%) for more than 4 weeks in total; we have seen that 

328 (62%) had not been in hospital in this period of their lives. Information on the 

total length of time spent in hospital was not available for 25 (5%).

Time away from mothers for reasons other than admission to hospital was obtained, 

making it possible to calculate the total time away from mothers between ages 5 and 

15 years. Even at this older age, one third of the girls (180-34% ) reported that they 

had never been away from their mothers for significant lengths of time in this period, 

but 228 (43%) had spent small amounts of time away (less than 4 weeks). Ninety- 

eight girls (18%) had spent more than 4 weeks away from their mothers. (For 23 

girls no information was available.)
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9. Education and employment of the girls

i) Current work or education status

Table 8.20 presents the distribution of education and/or work status of the girls at the 

time of the screening interview.

Table 8.20 Current education and work status of the girls

N (%)

Full-time education at school 220 (42)
Full-time higher or further education 71 (14)
Full-time employment 173 (33)
Part-time employment

(with/without education) 17 (3)
Government employment scheme 11 (2)
Unemployed 36 (7)

TOTAL 529 (100)

ii) Type of school attended

The girls attended a range of secondary schools, reflecting the diversity of provision 

in their own neighbourhood, and the additional option, open to well-off parents, of 

private schools (Table 8.21). The majority of girls attended mixed schools (62%), 

the very large majority attended comprehensive schools (84%), and only three girls 

in the whole sample attended boarding schools. This latter is not unexpected, given 

that much of the sample was drawn from working class areas of London; in addition, 

boarding education is less popular for daughters than for sons. However, there must 

be some anxiety that the sampling reduced the number of boarding-school children 

because they were away from home so much. The small number of girls who had 

attended special schools was not unexpected: roughly 2% of the population attends 

special school at any one time, although about 15% of girls may attend at some time 

in their school career; the sampling frame had excluded most of those with special 

needs. There was no ’double-counting’ in these figures: the school at which the girl
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had spent the majority of her secondary education was recorded.

Table 8.21 The type of secondary school attended by the girls

Type of school N (%)

Mixed schools
Secondary Modem 3
Comprehensive 312
Grammar 5
Private Day 7
Private Boarding 1
Total 328 (62)

Girls-only schools
Secondary Modem 2
Comprehensive 130
Grammar 30
Private Day 26
Private Boarding 2
Total 190 (36)

Day Special Schools 11 (2)

TOTAL 529 (100)

iii) Age of leaving full-time education

Achievement in school and local job opportunities, as well as personal or parental 

expectations, affect the decision about when to leave school. Among the 220 girls 

still at school, 18 (8%) girls had not decided when they would leave, but the majority 

(100 - 45%) were hoping to stay on in full-time education until at least age 18. Fifty 

(22%) expected to leave aged 16 years, and another 41 (18%) would leave aged 17 

years. Two 15 year olds had effectively ’left’, although they were still on the 

schools’ registers of pupils.

Among the 309 girls who had already left school/college, a remarkably large number 

(48 - 16%) reported that they had, in effect, left before the end of compulsory
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education (age 16+ years). This compares with 10% of 16-19 year-olds reported as 

leaving before the age of 16 in Table 10.15 of the General Household Survey, 1987 

(OPCS, 1989). Of the 309 girls who had left school 184 (60%) had left school at age 

16 years, while 77 (25%) had left after 17 years. The comparable figures nationally 

are 69% and 12% (General Household Survey, 1987 - Table 10.15: OPCS, 1989), 

so it appears that a higher proportion of the sampled girls were staying on longer in 

full-time education than would be expected nationally, while an important minority 

are ‘dropping-out* of education before they are legally allowed to leave school.

The material collected on the school-girls* plans for further or higher education, or 

work and training was not held to be very reliable: many of the girls had fairly 

unformed plans.

iv) Current school year

Excluding the 309 girls who had left school, the girls were asked which year they 

were in at school. Table 8.22 shows that the largest single group was in the fifth year 

(as it used to be called - now Year 11), and the second largest group was in the first 

year Sixth.

Table 8.22 Current school year for those at school

N (%)

Fourth year 27 (12)
Fifth year 105 (48)
First year Sixth form 53 (24)
Second year sixth form 30 (14)
Third year sixth form 3 (1)
Not available 2 (1)

TOTAL at school 220 (100)

y) School and professional examination success

Information was obtained on school examinations, and on nationally recognised 

proficiency tests in other fields such as dance or gymnastics. Table 8.23 shows the 

levels of achievement over a number of formally recognised secondary school-age or

1 9 8



post-school examinations. Grade 1 CSEs have been listed with O-levels, as they were 

traditionally regarded as the equivalent. Figures are also given for the number of girls 

with five O-levels, which is (or was) the expected minimum for university entrance 

[the entry requirements have become more flexible recently in many universities].

The 133 girls in their fourth or fifth year at school and the 48 girls who had dropped 

out of school before the age of 16 were excluded from the totals, as they would not 

have been in a position to take the examinations. Only 207 girls were old enough to 

have been able to take the A-level exams. Of these 91 (44%) had achieved at least 

one A-level pass.

Because many of the girls had not finished their education it is not possible to 

compare their performance in examinations with adult figures of educational 

achievement. However, 31% of the girls who were old enough to have taken public 

examinations and proficiency tests had achieved no qualifications, compared with 

38% of adult women (Table 10.7, General Household Survey 1987, OPCS 1989).

Table 8.23(a) School and professional examinations at age 16
(n=348)

N (%)
Certificate of Secondary Education
(CSE) Grade 1 At least one 117 (34)
Technical and proficiency exams
& qualifications At least one 177 (51)

CSE (all grades) and technical
At least one 241 (69)

0-Levels At least one 224 (64)
Grades A/C At least five 96 (28)

No qualifications at age 16 107 (31)

Table 8.23 (b) School examinations at age 18+ (n=207)

A-Levels At least one 91 (44)
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vi) Further and higher education

Access to further education is largely dictated by age. With the exception of a very 

few classes for under-16s with special needs in PE colleges, most young people going 

on to FE or HE are at least 16 years old. Access to higher education (universities 

and polytechnics) is dictated almost entirely by prior examination achievement. Thus 

it was not open to all the girls to attend FE colleges (if they were too young) or 

higher education (if they had not achieved the right examinations).

The type of provision attended by those who went on to further or higher education 

was recorded (Table 8.24). We have noted that 220 girls (42%) were still in school, 

and another two had left before they legally should have done. This left 307 girls 

who were old enough to go on to further or higher education; of these only 56 (18%) 

had done so. This appears to be considerably below the national average for women, 

21% of whom attend FE colleges, and another 7% of whom go to universities or 

polytechnic (Table 10.6, General Household Survey, 1987; OPCS, 1989). This 

suggests that there was an under-representation of girls who were away from home 

attending FE and HE colleges, although it is possible that some would become 

involved in FE or HE later.

Table 8.24 Participation in further and higher education

Type of provision N (%)

College of further education 56 (11)
Polytechnic 11 (2)
University 5 (1)
TOTAL in further/higher

education 72 (14)

Not applicable (at school) 220 (42)
Out of school, but no further

/higher education 236 (45)

TOTAL 529 (100)
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vil) Occupational status of the girls at first interview

The occupational status of the girls was recorded for those in work (either part-time 

or full-time) (Table 8.25). It has already been noted that many were still at school 

(220 - 42%) or college/university (72 - 14%), and 36 (7%) were unemployed. The 

status of jobs which the girls did in the evenings or at the week-end ('Saturday jobs') 

while still in school or college was not recorded.

Table 8.25 Occupational status of the girls at first interview

Occupational Status N (%)

School 220 (42)

College/university 72 (14)

SEG n & in (non-manual) 126 (24)

SEG in (manual) 50 (9)

SEG IV & V 22 (4)

Unemployed 36 (7)

viii) Time missed from school or work in previous year 

Each girl who was attending full-time or part-time education, or was at work, was 

asked how many days she had missed for whatever reason (except holidays) in the 

previous 12-months. This figure therefore included periods of ill-health and 

truanting, or other forms of unofficial absenteeism. The four girls who had been 

unemployed for the full 12-months were not asked this question. The large majority 

(414 - 78%) said they had missed less than 4 weeks (20 working days), while 102 

(19%) had missed more than 4 weeks. For the remaining nine girls the information 

was unreliable or unobtainable.
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ix) Unemployment since leaving full-time education

Information on the number of jobs the girls had held and the length of time they had 

spent in work since leaving full-time education, showed that some had spent time 

unemployed. In total, 157 girls had had some experience of unemployment, most 

of whom (86 - 55%) had spent less than a quarter of their available time since leaving 

school or college without a job. A smaller number (35 - 7%) had been unemployed 

between a quarter and half their available time, while 36 (7%) had experienced more 

persistent unemployment.

x) ^Saturday jobs’

Information was obtained about the number of hours the girls spent in their current 

‘Saturday job’: that is to say, a job which was combined with being in full-time 

education, and usually only undertaken on Saturdays or weekday evenings. There are 

legal constraints on the number of hours which children under 16 years are allowed 

to do paid work, and some parents may have been aware of this. There is a 

possibility, therefore, that this information (Table 8.26) is less reliable than the 

answers to some other educational or employment questions. Although 173 girls 

were in full-time employment and might, therefore, be expected not to be doing 

‘Saturday jobs’, fifteen of them were ’moonlighting’ with a second job, which was 

coded as a ‘Saturday job’. In total, therefore, 112 (21%) of the girls held this sort 

of job at the time of the interview.

Table 8.26 Hours per week in part-time paid work, undertaken by girls 
in full-time education

N (%)

No ’Saturday job’ 396 (75)
Working 1 - 9  hours per week 96 (18)
Working 10 - 15 hours per week 16 (3)
Not known 21 (4)

TOTAL 529 (100)
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10. The self-report questionnaires on mood disturbance

At the end of the first interview the girl and her key relative were asked to fill in four 

questionnaires each, details of which are given in Chapter 7. The responses on these 

are given below in the following order:

i) the girls’ responses on the Great Ormond Street Questionnaire (GOSQ);
ii) the key relatives’ responses on the General Health Questionnaire;
iii) the key relatives’ responses about the girl on the GOSQ
iv) the girls’ responses about their key relative on the GHQ

1) The girls’ responses on the GOSQ

Among the 529 girls, 109 (20.6%) had scores over the established cut-off point on 

the Great Ormond Street mood Questionnaire (GOSQ), indicating they were at risk 

of depressive and/or anxious mood disorder. It should be noted that 19 (3.6%) of 

these girls also had high scores on the Eating Attitudes Test\ In the full sample of 

529 girls 43 (8.1%) had high scores on the EAT; these 19 girls therefore represented 

44% of the girls with high EAT scores. There was a significant association between 

high EAT and high GOSQ scores (x  ̂ =14.04, Idf, p<  .001) (Monck et al, 1990).

Of the 484 girls who lived with their mothers (including foster-, step- and adoptive 

mothers), 101 scored above the cut-off point on the GOSQ, giving an almost 

identical rate of the risk of mood disturbance (20.9%).

Table 8.27 shows the proportions of girls who checked each item on the Great 

Ormond Street mood Questionnaire. Total scores ranged from 0 to 56, with a mean 

of 18.16, SD 9.83. If the scores of ‘frequently’ and ‘nearly all the time’ are 

combined, the items with the highest proportions of girls reporting problems were 

‘getting the blame for things’ (17%), ‘nervousness about meeting new people’ (18%), 

‘moodiness’ (23%), ‘not enjoying the company of boys’ (38%), ‘feeling unfit or

^Details o f  the responses on the Eating Attitudes Test are given in Monck et al, 1990
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unhealthy’ (43%), and ‘feeling unsure about doing things as well as others’ (56%): 

it should be noted that three of these six are items which were scored in reverse, 

suggesting a bias due to response set.

Table 8.27 Frequencies of the girls’ responses to individual items on the 
Great Ormond Street mood Questionnaire (% of respondents)

Never Some
times

Frequ
ently

Nearly all 
the time

1 Nervous meeting new people 19 62 11 7
2 Headaches 21 66 12 1
3 Enjoy life* 1 14 20 66
4 Sleep problems 45 41 8 6
5 Feel a failure at things 30 63 5 2
6. Enjoy the company of boys* 2 36 34 28
7 Get the blame for things 22 61 12 5
8 Sick with worry and nerves 60 34 4 2
9 Others complain about me fighting 86 11 2 1
10 Wish to make friends more easily 50 41 6 3
11 Stomach aches 63 33 3 1
12 Misery 39 53 7 1
13 Moody 24 53 18 5
14. Frightened of being alone 44 43 7 6
15 Feel fit and healthy* 6 37 20 38
16 Irritability 57 39 3 1
17 Cry or feel like crying 29 58 9 3
18 Worry about my health 57 36 4 2
19 Feelings of hopelessness 57 34 7 2
20 Fatigue and lacking energy 52 37 9 3
21 Suicidal thoughts 88 10 2 <1
22 Feelings of tension 60 36 4 <1
23 Feel sure I can do things well* 3 53 28 15
24 Want to run away from home 69 25 4 2
25 Get into trouble at school or work 75 21 3 1
26 Feel unloved 72 24 3 2
27 I am a bit of a bully 81 17 2 <1
28 Feel lonely 58 36 5 1

* These questions score in reverse.
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It may be helpful at this point to provide some examples of the depressive mood and 

the personal circumstances reported by these girls and their key relatives.

Example 1: High GOSQ score - [Case 836]

A sixteen year old living with a brother aged 14, and a sister aged 13 and her mother 
in a tower block in Canning Town. Tracy’ŝ  parents had been separated for the last 
ten years. Apart from one eye infection (conjunctivitis) her health had been good in 
the previous 12 months. She admitted that she had got ‘a bit depressed - "well, I 
suppose probably every day." Asked about the causes she said: "Everyday life - 
school and family." She had missed at least 50% of school in the last two terms, and 
although entered for four public exams, said she had no intention of taking them. She 
had not seen anyone to talk to about her feelings. She smoked 20 cigarettes a day (her 
mother also smoked).

Her GOSQ score was very high (51), and she identified the following items:

Nearly all the time Frequently

Feeling nervous meeting others Headaches
Suffering from stomach pains Sleep problems
Feeling moody Getting the blame
Crying Sick with worry
Worrying about her health Feeling miserable
Getting into trouble at school Feeling hopeless
Feeling she did not do things well Suicidal thoughts

Feeling tense 
Wanting to run away

As was noted in Chapter 1, many adolescents suffer from some of these symptoms 

and feelings some of the time: however, Tracy showed these symptoms at a persistent 

and severe level.

^  this and all subsequent examples I have not used the girls’ real names. For reasons of accurate 
reportage, however, I have not changed many of the other identifying features.
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Example 2: Medium GOSQ score - [Case 822]

Michelle was nearly 18 years old, and lived with her mother and father and a younger 
brother. She had left school at age 16, having passed three public exams. She went 
to college, but ’didn’t like it’, and had, since then, had four jobs in the previous 14 
months. She attended hospital for her asthma (she has had asthma since she was 2 
years old; three hospitalisations in childhood). In addition, she had experienced a 
sudden weight increase in the year before the interview, and her GP had arranged an 
out-patient consultation. A heavy cold had kept her off work for 6 weeks.

Michelle scored 25 on the GOSQ, checking a large number of items as occurring 
‘sometimes’; she checked the following items:

Nearly all the time

Sleep problems 
Headaches
Not enjoying the company of boys

Frequently

Not enjoying life 
Not feeling fit
Being unsure of doing things well

Example 3: Medium GOSQ score - [Case 805]

Cherie was nearly 16, living with parents, an older brother and sister. She had 
eczema (suffered for 7 years), but did not perceive this as a difficulty "any more". 
Had been to the GP several times in the year with minor difficulties, and attended 
eczema clinic every 6 months. The previous term had felt very depressed at school: 
"Everyone annoys me, and I annoy them." She planned to take nine public exams 
the following summer, and was undecided about staying on at school after age 16. 
Cherie scored 18 on the GOSQ, checking some items:

Nearly all the time Frequently Sometimes

In trouble at school Running away 
Bullying 
Not doing

things well

Not enjoying life 
Headaches
Not enjoying company of boys
Getting the blame
Fighting
Sleep problems
Misery
Moodiness
Crying

The picture gained here is of a moody and ‘difficult’, rather argumentative teenager, 

with some indicators of depressed mood, but no reported symptoms of anxiety.
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Example 4: Low GOSQ score - [Case 838]

Fifteen year-old Sarah lived with her mother and father and attended the local 
convent, where she planned to take eight public exams at age 16, and progress to the 
VI form and later, university. She reported no ill-health in the previous year, except 
colds, and had only missed a few days* school. She did not smoke, and nor did her 
mother. She was an only child who gave the impression of being somewhat isolated 
from her peer group. Relationships within the family seemed warm and mother and 
daughter agreed they enjoyed helping the researchers.

Sarah’s GOSQ score was low (12), and for most items her score was ‘never*; on the 
following items Sarah checked ‘frequently*:

Not enjoying the company of boys;
Getting the blame;
Not doing things well.

Her mother also gave her a low score (11), agreeing with the ’frequently* score on 

two of the three items checked by Sarah.

ii) Key relatives’ responses on the Great Ormond Street Questionnaire (GOSQ) 
in relation to the girls

Key relatives were asked to complete a third person version of the GOSQ in relation 

to the index girl, and 496 valid (complete) answers were obtained; 75 (14%) recorded 

total scores above the cut-off point on the GOSQ. Among mothers only, this figure 

was 15%. The item scores are given below (Table 8.28). Scores ranged from 0 to 

49, with a mean of 15.72, SD 8.48.

The key relatives were most likely to rate the following items as having occurred 

‘frequently* or ‘nearly all the time*: ‘feeling nervous when meeting new people* 

(16%), ‘feeling unfit or unhealthy* (21%), ‘feeling blamed* (24%), ‘not enjoying the 

company of boys* (49%), and ‘feeling unsure about being as good as others at things’ 

(56%). As with the girls’ answers, there is some evidence of a response set.
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Table 8.28 Key relatives responses on the third-person version of the GOSQ
(% of respondents)

Never Some- Frequ- Nearly all
re: the girl times ently the til

1 Nervous meeting new people 22 62 10 6
2 Headaches 28 66 6 1
3 Enjoys life* 68 20 10 2
4 Sleep problems 58 35 5 3
5 Feels a failure 43 52 4 2
6 Enjoy boys’ company* 22 29 45 4
7 Feels blamed 22 57 16 6
8 Sick with worry 62 34 3 1
9 Fights 91 8 1 1
10 Wants more friends 59 32 5 3
11 Stomach-aches 60 36 3 <1
12 Miserable 47 48 3 2
13 Moody 26 59 11 4
14 Frightened being alone 65 28 4 4
15 Feels fit & healthy* 63 15 14 7
16 Irritability 53 40 5 2
17 Cries 44 51 5 1
18 Worries about health 68 28 3 1
19 Hopelessness 65 32 2 1
20 Lacks energy 52 39 5
21 Suicidal thoughts 94 6 1 1
22 Tense & jittery 62 35 2 1
23 Good at tilings* 32 27 35
24 Runs awayfrom home 72 25 2 1
25 Gets into trouble 79 18 1 1
26 Feels nobody loves her 65 32 2 1
27 Bullies others 77 20 2 1
28 Feels lonely 61 36 3 < 1

iii) The key relatives’ responses on the 28-item General Health Questionnaire 

Five hundred mothers and other key relatives completed the General Health 

Questionnaire on themselves; 163 (33%) of the key relatives recorded a score above 

the 28-item GHQ cut-off point of 4/5 (range 0 - 28, mean 4.09, SD 5.67). Among 

the mothers only, scores above the cut-off point were recorded by 33% (160/484).
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Table 8.29 gives the item responses. The most commonly scored negative responses 

were: not enjoying oneself (21%), ‘feeling in need of a tonic* (22%), ‘getting bad- 

tempered* (23%), ‘feeling constantly under strain* and ‘feeling overwhelmed by 

everything* (each 24%), and ‘feeling rundown* (25%). Least frequently checked 

symptoms were: three items on suicidal thoughts and ‘failing to keep oneself busy*.

Table 8.29 Key relatives* General Health Questionnaire responses

good health----- ------- bad health score
0 0 
(percentages)

1 1

1 Feeling well 11 68 17 3
2 Feeling in need of tonic 40 39 17 5
3 Feeling run down 36 27 14 3
4 Feeling ill 53 26 13 3
S Pains in the head 52 34 11 3
6 Tightness in head 59 23 15 3
7 Hot & cold spells 65 20 11 4
8 Lost sleep thro’ worry 49 32 14 5
9 Can’t stay asleep 54 27 15 4
10 Constantly under strain 33 45 16 8
11 Getting bad-tempered 20 57 18 5
12 Getting scared 61 26 9 3
13 Everything overwhelming 36 40 18 6
14 Nervous all the time 43 36 15 6
15 Keep self busy 26 69 3 2
16 Taking longer on tasks 7 74 18 2
17 Doing things well 8 79 11 2
18 Satisfied with own performance 15 73 9 3
19 Playing useful part 15 75 8 3
20 Making decisions with ease 17 74 8 2
21 Enjoying myself 8 71 16 5
22 Thinks self worthless 63 25 9 3
23 Life is hopeless 74 18 5 2
24 Life not worth living 82 11 4 2
25 Suicidal thoughts 89 7 4 -
26 Disabled by ’nerves’ 70 23 5 2
27 Wishing I was dead 86 9 4 1
28 Persistent suicidal thoughts 89 5 5 -
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iv) The girls’ responses on the third-person version of the General Health 
Questionnaire, in relation to their key relatives

Valid answers on a third-person version of the 28-item GHQ were obtained from 509 

girls reporting the mental state of key relatives. Of these, 27% (136/509) scored over 

the cut-off point for the GHQ (range 0 - 27, mean 3.33, SD 4.83). The figures for 

the responses on individual items are in Table 8.30. The girls were most likely to 

note the following symptoms in their key relatives: ‘not feeling well* and ‘losing sleep 

through worry* (each 20%), ‘being constantly under strain* (23%), ‘getting bad- 

tempered* and ‘finding everything overwhelming* (each 25%), and ‘feeling rundown* 

(29%). The girls were least likely to check the items on suicidal ideation, or ‘being 

disabled by nerves*.

Table 8.30 Girls* reports of key relatives* GHQ

good health bad health scores
0 0 1 1

1 Feeling well 9 71 17 3
2 Feeling in need of tonic 47 38 13 2
3 Feeling nin down 26 46 23 6
4 Felt iU 43 38 16 3
5 Pains in the head 50 40 9 2
6 Tightness in head 60 30 9 2
7 Hot & cold spells 70 22 7 2
8 Lost sleep through worry 43 37 16 4
9 Can't stay asleep 46 38 13 3
10 Constantly under strain 32 46 19 4
11 Getting bad-tempered 26 49 18 7
12 Getting scared 65 26 6 2
13 Everything overwhelming 33 42 20 5
14 Nervous all the time 52 33 12 3
15 Keeping self busy 20 76 3 1
16 Taking longer on tasks 5 88 6 1
17 Doing things well 10 83 5 1
18 Satisfied with performance 14 78 7 1
19 Playing useful part 17 74 8 1
20 Making decisions with ease 17 77 4 1
21 Enjoying self 12 69 15 4
22 Thinking self worthless 72 21 5 2
23 Hopelessness 78 15 6 2
24 Life not worth living 85 12 2 2
25 Suicidal thoughts 84 13 3 <1
26 Disabled by ’nerves’ 76 19 5 <1
27 Wishing self dead 84 12 2 1
28 Persistent suicidal thoughts 83 13 4 <1

210



The next chapter discusses the relationship of these data to the depressed and anxious 

mood reported by the girls.
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CHAPTER 9 FACTORS ASSOCIATED WITH SELF-REPORTED 
DEPRESSIVE AND ANXIOUS MOOD

Introduction

In the previous chapter it was noted that 109 girls (20.6%) scored over the established 

cut-off point on the GOSQ, indicating that they were at risk of serious mood 

disturbance. The tables in this chapter will contrast these 109 high-scoring girls with 

the 420 (79.4%) with low GOSQ scores on a number of other variables derived from 

the first interview. Further cross-tabulations of some health issues are also presented.

1. Household demography

i) Social class and parental unemployment:

In the screened sample as a whole, there was no significant relationship between 

self-reported mood disturbance and social class. However, among 496 girls who were 

living with one or both parents (including foster or adoptive parents) there was a 

significant association with parental unemployment, with girls living in a household 

where the chief wage-eamer was unemployed having the highest rates of self- 

reported mood disturbance (Table 9.1).

Table 9.1 Parental unemployment and girls’ self-reported GOSQ score

Chief wage-eamer 
GOSQ Employed Unemployed Total
score N (%) N (%) N

0-24 337 (81) 58 (70) 395

25 +  77 (19) 24 (30) 101

Totals 4Ï4 ÔÔÔ) 82 (100) 496

= 4.169, Idf, p <  .04
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ii) Home ownership, overcrowding and household facilities 

Rates of self-reported mood disturbance in the girls were not associated with different 

home ownership patterns nor with overcrowding. In the very small number of 

families that shared kitchens or bathrooms with other households the girls were no 

more likely to give high GOSQ scores. When lavatories were shared, there was a 

significant trend for high self-report mood disturbance, but the numbers are very 

small (Table 9.2: continuity corrections applied).

Table 9.2 Household facilities shared with other households and self 
-reported GOSQ scores

Rate of high GOSQ score levels of significance

Shared kitchen 4/8 (50%) %^=3.2, Idf, p .073

Shared bathroom 7/12 (58%) %^=2.70, Idf, p .100

Shared lavatory 8/14 (57%) %^=3.86, Idf, p .049

iii) Family size

No association was found between GOSQ scores and any of the measures of family 

size: number of siblings, or numbers of children in the household, or the ages of 

other children in the household.

iv) Marital status of parents

Table 9.3 shows that the current marital status of parents was significantly related to 

the presence of self-reported mood disturbance in the daughter. It appeared that the 

girls fell into two distinct groups. The rate of self-reported mood disturbance was 

significantly higher among the girls whose parents were currently separated or 

divorced (39% and 32% respectively). Among the small number of girls one or both 

of whose parents had died, only 15% recorded high scores, while the girls whose 

parents were together showed a similar low rate.
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However, the link between self-reported mood disturbance and the current separated 

or divorced status of parents only appeared when the girl was actually living with the 

parent. For the 34 girls who were not living with either parent, their parents* 

marital status did not significantly increase the risk of self-reported mood disturbance 

(x" =0.21, Idf, NS).

Table 9.3 Daughter*s self-reported mood disturbance GOSQ score and 
the current marital status of parents (N = 525*)

Girl’s
GOSQ
scores

Parents 
together 

N (%)

One/both 
parents dead 
N (%)

Parents 
divorced 
N (%)

Parents 
separated 
N (%)

0-24 331 (82) 22 (85) 45 (68) 19 (61)

254- 71 (18) 4 (15) 21 (32) 12 (39)

TOTAL 402 26 66 31

= 12.78, 3df, p< .006  
* information not available for 4 girls

v) Girls’ ages when the parents divorced or separated

Among the 97 girls whose biological parents were divorced or separated, the age of 

the girl at the time of the actual separation was related to self-reported mood 

disturbance. The younger the girls were at the time their parents separated, the more 

likely they were to report current high GOSQ scores. Of the 59 girls who were 

under the age of 10 years at the time of the parents’ separation, 27 (46%) reported 

high scores, compared with 21% (8/39) of girls who were over 10 years when this 

happened (x^=6.52, Idf, p<0.01). This difference was not observed among the 25 

girls one or both of whose parents had died. Information was available for 23 of 

these girls about their age at the time their parent had died; 20% (2/10) of those
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under 10 years, and 8% (1/13) of the over 10 years reported current mood 

disturbance - a difference which did not reach statistical significance.

2. Personal factors

i) Age

It had been predicted that the proportion of girls with high GOSQ scores would rise 

with age. While there was no clear age gradient, there was a non-significant 

tendency for the youngest girls in this sample (15-year olds) to report a higher rate 

of mood disturbance (25%) than other age groups (20%) (%̂ = 1.4, Idf, p=0.23). 

It was also found that the girls in their fourth year at secondary school (Year 10) had 

a significantly higher rate of mood disturbance (40 per cent) than girls in other year 

groups (23 per cent) (x̂  = 3.99, Idf, p<0.05)‘.

ii) Education and employment of the girls

The proportion of girls with high GOSQ scores was greater for those who were still 

at school (56/220, 26%) than for those who had left school (54/309, 17%); the latter 

group included those who had left school but gone on to college. This difference, 

which reached statistical significance (%^=4.97, Idf, p < .03), was largely accounted 

for by the high scorers in the 4th year of secondary school mentioned above.

The overall low rate of self-reported mood disturbance among the girls who had left 

school masked a significant difference in the rates for those in work and those who 

were unemployed. Table 9.4 shows that the rate of self-reported mood disturbance 

among the unemployed girls was significantly higher than the rate among the 

employed.

‘It is worth noting that when the more rigorous test o f  psychiatric morbidity provided by the 
clinical section in the second interview was applied, the difference between the Year 10 girls and the 
others disappeared. The clinical judgement o f the psychiatrists ’disproved’ far more o f the 
self-reported cases among the 15 year olds than o f the other age groups (the figures are given in 
Chapter 10).
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Table 9.4 Self-reported GOSQ scores and employment status among the
girls who had left school (N=308)

Employment status

GOSQ
scores

Employed Unemployed

N (%) N (%)

0 - 2 4 150 (89) 20 (59)

25 + 18 (11) 15 (41)

TOTALS 168 (100) 35 (100)

= 21.98, Idf, p <  .001

For girls who were of an age to have left school if they had wanted to (ie, they were 

aged 16+ years), but were still in full-time education (either at school or college), 

the rate of self-reported mood disturbance lay between their employed and 

unemployed contemporaries (Table 9.5).

Table 9.5 The girl’s self-reported mood disturbance and her
education/employment status: girls who were old enough 
to have left school (16+ years)

GOSQ
scores

Employed Stayed on 
at school

At college Unemployed

N (%) N (%) N (%) N (%)

0-24 150 (89) 68 (78) 64 (78) 20 (59)

25 + 18 (11) 19 (22) 18 (22) 14 (41)

Totals 168 (100) 87 (100) 82 (100) 34 (100)

= 15.63, 3df, p < ,01.
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iii) Absence from school or work

Nearly a fifth of the girls (19%) had missed more than 4 weeks from school, college 

or work in the previous 12 months, and Table 9.6 shows that this was significantly 

associated with high GOSQ scores. This included periods of unemployment, which 

we have already noted as associated with high GOSQ scores (Table 9.4), as well as 

periods of ill-health or truancy and unofficial absenteeism. Unfortunately, it is not 

possible to distinguish unemployment which occurred at different times in the year 

from ill-health or truancy in this statistic. The significant association does not, of 

course, indicate the direction of causation: depressed and anxious mood may have led 

to poor attendance or be triggered by poor attendance arising from other factors.

Table 9.6 Self-reported mood disturbance and absenteeism in the 12 
months before the screening interview

Absent from school, college or work
GOSQ less than more than
scores four weeks four weeks

N (%) N (%)

0 - 2 4 339 (82) 69 (68)

254- 75 (18) 33 (32)

TOTALS 414 (100) 102 (100)

=10.02, 1 df, p <.002

iv) Hospital admissions and time spent away from mothers 

It had been predicted that lengthier absences from mothers, and larger numbers of 

hospital admissions would both be associated with higher levels GOSQ scores, but 

this was not found. Neither the number of admissions to hospital before the age of
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5 years, nor the length of time spent in hospital or away from their mother before 5 

years old related to the girls’ current self-reported mood disturbance.

v) Health of the girls in the previous 12 months

Information on how often they had attended their General Practitioners’ surgeries 

was available for 513 girls. Table 9.7 shows that a high GOSQ score was 

significantly associated with more than ten attendances.

Table 9.7 Self-reported GOSQ scores and attendance at GPs’ surgery

Number of attendances at GPs’ surgery

GOSQ None 1 - 9 10+ TOTALS
scores N (%) N (%) N (%)

0 - 24 95 (84) 301 (81) 15 (56) 411

25 + 18 (16) 72 (19) 12 (44) 102

TOTALS 113(100) 373(100) 27(100) 513

=11.41, 2df, p < 0.004

The health problems experienced by the girls in the previous 12 months, and reported 

by them and their key relatives were rated consensually by the interviewers as having 

involved mild, moderate or severe social disability at the time. Acceptable 

information was available for 515 girls. Examples of the ratings have been given in 

Chapter 7. The girls with health problems which, in the judgement of the 

interviewers, could be described as ’emotional’ or ’probably emotional’ were 

excluded from the investigation of health problems and GOSQ scores. For the 

remaining 486 girls, a high GOSQ score was associated with having experienced 

more (self-identified) social disability at the time of illness (Table 9.8).
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Table 9.8 Self-reported GOSQ scores and social disability
experienced with ill-health in the previous 12 months 
[excluding cases of ’emotional’ health problems]

GOSQ
Social disability with ill-health

score None Mild
or Severe

Moderate Totals

N (%) N (%) N (%) N

0 - 24 150 (86) 149 (79) 92 (73) 391

25 -h 25 (14) 37 (21) 33 (27) 95

TOTALS 175(100) 186(100) 125(100) 486

x" =6.82, 2df, p <  0.04

vi) A ttendance at General Practitioners’ surgeries

Not surprisingly, there was a significant link between the severity of reported health 

problems in the previous year and the number of visits to the GP = 123.94, 6df, 

p <  .0001). In this table the girls whose health problems appeared to have 

’emotional’ or ’probably emotional’ origins were included. However, Table 9.9 shows 

that over half (94/180 - 52%) of those with no reported health problems had 

nevertheless attended the surgery, indicating that a high level of other services are 

provided to this age-group by this part of the National Health Service. By contrast, 

a small proportion of those with health problems (defined by the girls themselves as 

’severe’) chose not to see their GP at any point in the previous 12 months. It was not 

possible from the relatively crude data on health to judge why this had been so.
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Table 9.9 Health problems and attendance at General Practitioners’ surgeries
(n=510*)

Number of 
attendances

Health problems in the previous 12 months

Nil Mild Moderate
or Severe

N (%) N (%) N (%)

None 86 (48) 18 (9) 9 (7)

1 - 9 92 (51) 164 (85) 114 (83)

10+ 2 (1) 11 (6) 14 (10)

TOTALS 180 (100) 193 (100) 137 (100)

x" =112.63, 4df, p<0.0001 *Information reportedly unreliable

vii) Other factors associated with attending GPs’ surgeries, clinics and hospital

Among the 514 girls for whom there was clear information on all three variables, it 

appeared that those who had left school were significantly more likely to visit their 

GP than those still at school (242/298 girls who had left school (91 %), compared with 

159/216 girls at school (74%) - =4.21, Idf, p <  .04). Excluding those girls who

had made no visits at all to the GP, among those who had left school a large number 

of visits (10+) was related to high GOSQ scores (x^ =  15.38, Idf, p<0.(X )l). This 

picture was not found among the (largely younger) girls still at school.

Among the girls who had left school, there were no differences in the number of 

times the girl visited her GP between those in work, the unemployed or those in 

higher and further education or training. Not surprisingly, a higher rate of attending 

their GP was found among the girls who also attended hospital clinics or who had 

experienced a hospital admission in the previous year; it is not possible to attend any 

hospital departments except casualty without a referral from a General Practitioner.
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yiii) Smoking:

There was a strong association between smoking and attendance at the G P’s surgery. 

Among 447 girls who either did not smoke or smoked less than ten cigarettes a day, 

only 16 (4%) went to their doctor ten or more times in the year, compared with 11/65 

(17%) girls who smoked ten or more cigarettes a day; this difference was significant 

(X^=21.56, 2df, p< 0 .001).

ix) Poverty and health

Despite the frequently observed association between lower socio-economic status and 

poorer health in the UK (Department of Health & Social Security, 1980), there was 

no relationship between a larger number of visits to the GP and any of the measures 

which might have indicated poverty in the girls’ household: low social class status of 

parent(s), unemployment in the chief wage-eamer, over-crowding or large family 

size.

Self-reported health problems were also significantly related to the girl’s own 

unemployed/school status. Only 20% of the unemployed girls had no health 

problems, compared with 36% of the girls in work or at school; 46% (16/35) of the 

unemployed girls had moderate or severe health problems compared with 27% 

(45/168) of the girls who were in work (%^= 12.77, Idf, p <  .001). In the current 

study it was not, o f course, possible to draw conclusions about causality: persistent 

health problems might lead to unemployment, but it is also possible that 

unemployment might increase vulnerability to ill-health.

x) Self-reported depression in one parent

An indication of the current affective state of the key relative with whom the girl was 

living was known from the 28-item GHQ filled in at the screening interview. Among 

the 496 biological parents who completed this questionnaire, 161 (32.4%) scored 

above the established cut-point which suggested depressive mood. [Since 98% of 

these biological parents were mothers, they will be referred to as ’mothers’ 

hereafter.] There was a positive association between high scores from mothers who 

completed the GHQ, and high scores from the girl on the GOSQ (Spearman’s r= .2 1 .
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p<.001).

A significant association was found between the mother’s current status of being 

widowed, divorced or separated on the one hand (compared with being married on 

the other) and a high score on the GHQ =7.65 , Idf, p <  .006). It was therefore 

important to test the independence of the relationship of these two variables with the 

g irl’s self-reported mood disturbance. Multivariate analysis using the GHQ and GOSQ 

scores as continuous variables, confirmed that, after allowing for the mother’s high 

GHQ score, the relationship between the mother’s divorced or separated status and 

the girl’s high GOSQ scores remained significant (mother’s self-reported high GHQ 

score: F =  11.40, ( ld f) ,p  <  .001; parent’s marital situation: F =5.04 , ( ld f ) ,p  < .002; 

the 2-way interaction of these variables was non-significant).

xi) Other family relationships

Data from the second, intensive interview which was held with a selected sub-group 

(N =142) indicated that high scores on the GOSQ were related to a number of 

features of family life; these data are discussed in the Chapter 11.

xii) Suicidal ideation expressed by the girls

Of the 527 girls completing this item on the GOSQ, 52 (9.9%) reported that they had 

’sometimes’ thought of ending their life in the past month, 9 (1.7%) reported that 

they had ’frequently’ had such thoughts, and one girl (0.2%) said she had had these 

thoughts ’nearly all the time’.

When girls who did and did not report suicidal ideation were compared there was no 

significant association with either age or social class. On the other hand, the marital 

status of the girls’ mothers was significantly related to the presence of suicidal 

thoughts: among the 400 girls whose parents were living together (and who completed 

this item), 39 (9.8%) reported some suicidal thoughts, compared with 20 of the 96 

whose parents were divorced or separated (21%); this difference barely reached 

significance (x^=3.72, Idf, p=054). Only 2 (7.7%) of the 26 girls one or both of 

whose parents had died expressed suicidal thoughts.
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It is possible to compare the relative effects of employment, unemployment and 

educational status on suicidal ideation only among the girls over the school leaving 

age (and therefore able to make the choice of leaving school or staying on). In this 

group, suicidal thoughts were least common in girls who were employed (5/43 - 

11.6%) compared with girls still in full-time education (7/21 - 33%), or the 

unemployed (4/9 - 44%). This difference is statistically significant although the 

numbers are small (x^=6.93 ,2df, p < .0 4 )

3. Agreement between informants on questionnaire scores

i) M others’ perception of the daughters’ mood disturbance 

Mothers’ and daughters’ reports of the mood questionnaire (GOSQ) were compared 

using kappa, which is a valuable measure of agreement because it corrects for chance 

agreement (Cohen, 1960).

There was an overall positive correlation between the scores of girls and their key 

relatives on the GOSQ, but the kappa was low (kappa=0.23), indicating only fair 

agreement. The positive correlation was largely accounted for by the very large 

numbers agreeing on low GOSQ scores. Once these were taken into account, it did 

not appear that the key relatives were very alert to the mood disturbance reported by 

the girls. Table 9.10 shows that among the 496 cases with complete responses on 

both questionnaires, nearly two thirds of the high-scoring girls were given low scores 

by their key relatives, of whom 95% were parents, and 92% were mothers. Seventy 

five key relatives gave the girls high GOSQ scores, but in only 47% of these cases 

did the girls give themselves a high GOSQ score. Agreement between key relatives 

and the girls on the latter’s dichotomised high/low GOSQ scores failed to reach 

significance (McNemar’s x^=3.61, Idf, p = 0.06).
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Table 9.10 The extent of agreement between key relatives and
the girls on the girls GOSQ scores(N =496*)

Girls’
GOSQ
self
scores

<15

Key relatives’ GOSQ scores 

16-24 25-35

on the j 

364-

< 15 167 42 6 1

16-24 80 67 29 4

25-35 22 31 20 4

364- 6 6 9 2

TOTALS 275 146 64 11

Kappa: .233
[* fully completed questionnaires from both respondents]

ii) Agreement between inform ants on suicidal ideation in the girls 

On the important issue of suicidal ideation, the largest group of key relatives and 

girls agreed that the girl ’never’ had suicidal thoughts (421/495 - 85%), and a very 

small number agreed she ’sometimes’ did (7 - 1.4%). In the remaining 68 cases 

relatives and girls gave different views on suicidal thoughts: in 19 cases the key 

relative reported some suicidal ideation and the girl reported none (19/68 - 28%), 

while 41 girls reported some suicidal ideation while the key relative reported none 

(41/68 -60%). In the remaining eight cases disagreement centred on the frequency of 

suicidal ideation (8/68 - 12%) (see also Monck & Graham, 1988).

4. Sum m ary

A high score on the self-report measure of mood disturbance was not associated with
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measures of social class or household facilities, but was found to be associated with 

parental unemployment. For those girls still living at home, their parents’ marital 

status was related to their current mood: rates were lowest in intact families. Higher 

self-report scores were not associated with the girls’ age, but were associated with 

their own unemployment or still being at school. Those in work showed the lowest 

rates. A number of measures of ill-health were related to high GOSQ scores, to the 

girl’s smoking habits and to the girls’ own unemployment. Self-reported mood 

disturbance in key relatives, measured on the 28-item GHQ, was associated with 

raised rates of disturbance in the girls. Among those not living with their parents, the 

raised rate of disturbance in the daughters was independent of parental marital status. 

Finally, it was found that agreement between mothers and daughters on the level of 

the daughter’s mood disturbance was poor, despite large numbers of agreements on 

low GOSQ scores.
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CHAPTER 10 THE INTENSIVELY INTERVIEWED SAMPLE 

Introduction

The results from the second, intensive interview are presented in this chapter. The 

chapter is divided into eight sections, starting with a description of the numbers involved 

in the intensive interviews The second section gives the results from the standardised 

psychiatric interview with the girls and describes the reconstitution o f the sample which 

is used to test the hypotheses about onset of depressive and anxiety disorders. The third 

section covers the demography of this selected sample, and the fourth provides 

descriptive information on aspects of family relationships, the girl's confiding 

relationships and friendships, parental rules and teenage autonomy in the family. In 

section five, data are presented on the girl's stressful life events and long-term difficulties 

in the months before onset of depressive or anxiety disorders are presented. Sections six 

and seven gives results of the multivariate analyses designed to test the hypotheses given 

in Chapter 4 for the full group with affective disorders. The final section repeats these 

analyses separately for those girls with depressive disorders and those with anxiety 

disorders.

I. The sample - attempted and successful intensive interviews

i) The selection of the sample for the intensive interview

The selection of the second, intensive interview sample has been explained in Chapter 

6; the following is a brief resume.

Girls became eligible for the second interview if they had scored over the previously 

established cut-off points on either or both of the two self-report questionnaires, and if 

they lived with their mother (or surrogate mother). For this thesis a control group was 

chosen of girls who had low scores on the mood questionnaire, and (as a group) showed 

no higher rate of high Eating Attitudes Test scores than had been found in the screened 

population. Interviews were completed in each General Practice in turn and the control
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group was chosen as the work progressed, with the result that they were matched for the 

general practice and the geographical area in which they lived.

ii) The attempted and successful interviews

It will be recalled from the earlier chapter on the results from the screening interviews 

(Chapter 8) that among the 645 girls who were approached for the first, screening 

interview, 529 (82%) accepted In this screened population, 484 (92%) lived with their 

mothers, of whom 98 (20.3%) recorded a high score on the GOSQ.*

Intensive interviews were therefore planned with these high-scoring girls and the control 

population selected from among the residual 385 girls with low GOSQ scores who were 

living with their mothers. An unavoidable break in the middle of the fieldwork^ led to 

the loss o f eight girls with high GOSQ scores. Figure 10.1 shows graphically the 

derivation of the sample eligible for a second interview, those who refused a second 

interview and the completed second interviews. The refusal rate at the second stage was 

13%, and 153 interviews were completed: 69 with high GOSQ scores and 84 with low 

GOSQ scores.

After the second stage interviews were completed, the sample was reconstituted to ensure 

that, among the control sample with low GOSQ scores there should be no higher 

proportion of high EAT scorers than was found in the screened sample as a whole. This 

exercise excluded ten girls, reducing the group of low GOSQ scorers to 74 and leaving 

a sample of 143. A further adjustment to the sample was required when cases of 

depression and anxiety disorders became the focus of study, and this is described later 

in this chapter.

' While the results o f the study of eating disorders are not being presented in this thesis, it should be 
noted that 40 girls (8.2%) scored over the established cut-off point on the Eating Attitudes Test (EAT); 17 
girls had high scores on both the GOSQ and the EAT.

"The break occurred when the pilot /feasibility stage was being analvy.ed and new funding was being 
sought for the continuation into the main study.
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Figure 10.1 - Sampling for intensive interviews at second stage, and adjustments 
for analysis
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2. Results of the psychiatric interview with the girls

i) Prevalence and diagnoses of psychiatric disorder

On the evidence derived from the intensive interview, 41 girls (28.7%) were diagnosed 

by the two psychiatrists with psychiatric disorders reaching the moderate or severe level 

of'caseness', using ICD-9 (World Health Organisation, 1978). Agreement between the 

two psychiatrists on diagnosis and definition of 'caseness' was 93.8%; complete 

agreement on the five point scale of severity was 82.7% and disagreement was resolved 

by discussion.

The psychiatrists diagnosed 40 girls as showing disturbance at the level of 'caseness'. 

Among these 25 cases (63%) were assigned to the category neurotic depression, and 9 

cases (24%) to phobic and anxiety disorders. The remaining six cases were diagnosed as 

disturbance of emotions specific to adolescence with sensitivity, shyness and withdrawal 

(one girl 3%); conduct disorder (2 girls, 6%), personality disorder (2 girls - 6%), and 

psychological factors associated with physical symptoms (one girl - 3%) (Table 10.1).

When mild disorders are included it was found that 70 girls were assigned to a diagnostic 

category. The distribution between categories was similar to that shown in the 

distribution of cases: in total 41 (58%) girls were assigned to the neurotic depression 

group, 18 (26%) to the anxiety/phobic group, three (4%) with neurasthenia, and eight 

with miscellaneous disorders (see Table 10.1).
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Table 10.1 ICD-9 diagnoses

ICD-9 classification Severity
Mild Moderate Total

Depressive states
Neurotic depression 16

& Severe 

25 41^
Anxiety states
Anxiety state 4 5 9
Phobic states 5 2 7
Adjustment reaction (other emotions) - 1 1
Emotional disturbance (anxious) - 1 1
O ther conditions
Emotional disturbance (sensitive) . 1 I
Conduct disorder 2 2 4
Psychological factors 
associated with disease 1 1

Personality disorder (asthenia) - 1 1
Personality disorder (other) - 1 1
Neurasthenia 3 3

TOTALS 30 40 70

The diagnostic criteria for each of the ICD-9 classifications agreed by the two 

psychiatrists are given on the following page in Figure 10.2.

' It will be noted that the figures for caseness among the girls with neurotic disorder are different from those 
published in Monck et al, 1994. This arises because in the analysis used in the paper one girl was coded as a non
case, when she should have been counted as a case. However, when she was correctly assigned to the 'cases' group, 
there were no differences in the results presented here compared with those given in the paper
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Figure 10.2 Diagnostic criteria for cases - ICD-9

ICD-9 code Criteria

Anxiety states 

300.0

Various combinations of physical and mental manifestations 
of anxiety, not attributable to real danger & occurring either 
in attacks or as a persisting state. The anxiety is usually 
diffuse & may extend to panic. Other neurotic features such 
as obsessional or hysterical symptoms may be present but do 
not dominate the clinical picture.

Phobic state 

300.2

Neurotic states with abnormally intense dread of certain 
objects or specific situations which would not normally have 
that effect. If the anxiety tends to spread from a specified 
situation or object to a wider range of circumstances, it 
becomes akin to or identical with anxiety state, and should 
be so classified.

Neurotic
depression

300.4

A neurotic disorder characterized by disproportionate 
depression which has usually recognizably ensued on a 
distressing experience; it does not include delusions or 
hallucinations, and there is often preoccupation with the 
psychic trauma which preceded the illness, eg loss o f a 
cherished person or possession. Anxiety is frequently 
present and mixed states of anxiety and depression should be 
included here.

Asthenic
personality
disorder

301.6

Personality disorder characterized by passive compliance 
with the wishes of elders and others and a weak inadequate 
response to the demands of daily life. Lack of vigour may 
show itself in the intellectual or emotional spheres; there is 
little capacity for enjoyment.

Personality
disorder

301.8

Personality; immature

Adjustment 
disorder with 
predominant 
disturbance of 
other 
emotions

309.2

Mild or transient disorders lasting longer than acute stress 
reactions, which occur in individuals of any age without any 
apparent pre-existing mental disorder. Relatively 
circumscribed or situation-specific, generally reversible, and 
usually last only a few months. Usually closely related in 
time and content to stresses such as bereavement, migration 
or separation experiences. Reactions lasting only a few days 
are also included here.
States fulfilling the general criteria for adjustment reactions, 
in which the main symptoms are emotional in type [anxiety, 
fear, worry, etcl but not specifically depressive.
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Conduct
disorder:
compulsive

312.2

Disorders mainly involving aggressive and destructive 
behaviour or delinquency. Any abnormal behaviour giving 
rise to social disapproval, but which is not part of any other 
psychiatric condition. The behaviour, judged by frequency, 
severity & type of associations with other symptoms, must 
be abnormal in context. Distinguished from an adjustment 
reaction by longer duration & lack o f close relationship in 
time & content to some stress.

Disturbance of 
emotions 
specific to 
adolescence

313.0

Over-anxious disorder
Ill-defined emotional disorders characteristic of childhood & 
adolescence in which the main symptoms involve anxiety & 
fearfulness.

Disturbance of 
emotions 
specific to 
adolescence

313.2

Sensitivity, shyness & withdrawal
As above: the main symptoms are shyness, sensitivity or
social withdrawal.

Psychic 
factors 
associated 
with physical 
diseases

316.0

Mental disturbances or psychic factors thought to have 
played a major part in the aetiology of physical conditions. 
The mental disturbance is usually mild and non-specific & 
psychic factors [fear, worry, conflict, etc] may be present 
without any psychiatric disorder. Examples include: asthma, 
dermatitis, eczema, etc.

ICD-9 definitions were based on general descriptions of the condition, rather than 

fulfilling precise categories requiring that there is evidence of, for example at least three 

symptoms under one group and two under another for defined lengths of time.

The average duration of episodes of depressive and anxiety disorders rated as 'cases' was 

nearly 4 months. There was some (relatively poorly substantiated) evidence that nine 

girls with depressive disorder had experienced previous episodes of what can only be 

described 'severe mood disturbance' before the study year began. On checking the 

interview records, it appeared likely that five girls (four with depressive disorders and 

one with anxiety disorder) were probably already cases at the start of the year. The other 

four girls had repeat episodes during the study year.
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ii) Relationship of self-reported depressive/anxious mood to psychiatric disorder

Two measures of the girls' anxiety and depressive mood were available from the first 

interview; the questionnaires from the mothers and those from the daughters. A 

comparison was undertaken of the psychiatrists' judgment of 'caseness' and these two 

measures. The specificity of the girls' reports (the GOSQ) was 63% (non-cases correctly 

identified) and the sensitivity was 76% (cases correctly identified). By comparison with 

the psychiatrists' judgement, the specificity of the mothers' reports on the girls was 

84.6%, but the sensitivity was only 35.1%, and positive predictive value (PPV) was 

44.8%; in other words mothers were more 'accurately' picking out non-cases, and less 

accurately reporting cases than the girls' self-reports.

The association of the girl's self-reported mood disturbance and clinically confirmed 

psychiatric disorder was statistically significant (Table 10.2).

Table 10.2 The girl's self-reported mood disturbance and clinically

confirmed psychiatric disorder (N = 143)

Girls' Confirmed psychiatric caseness

mood

disturbance Case Not case Total

GOSQ scores N (%) N (%) N (%)

0-24 10 (24) 64 (63) 74 (100)

25+ 31 (76) 38 (37) 69 (100)

TOTALS 41 (100) 102 (100) 143

X'= 17.23, 1 df. p<0001

Of the ten girls who were found to be cases, but whose GOSQ score was low, four were
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diagnosed with neurotic depression and four with anxiety disorders [the other two cases 

were diagnosed as suffering from psychological factors associated with disease and 

asthenic personality disorder]. The fact that one quarter of cases were missed by the 

GOSQ, despite it having been designed to pick up anxiety and depression, underlined the 

importance of the psychiatric interview at the second stage. It should be emphasised that 

none of these girls had an onset of disorder in the weeks between filling in the GOSQ and 

the intensive interview in which the clinical questions were asked.

The GOSQ was relatively ineffective in picking up the anxious cases (high scores were 

given by 6/9 anxiety disorder cases, but by 60/130 non-cases: %2= 1.25, Idf, p 0.23). By 

comparison there was a highly significant relationship between high GOSQ scores and 

cases of neurotic depression (high scores were given by 21/25 cases and 45/114 non

cases: x2= 16.30, Idf, p < 0001).

Extrapolation of the figures on 'caseness' to the rest of the screened population who lived 

with their mothers gave an overall one-year minimum prevalence rate for psychiatric 

disorder of 19.8%. The figures illustrating this calculation are given in Table 10.3. It is 

important to emphasise that this rate does not apply to the whole o f the 15-20 year old 

study population but only to those girls who lived with their mothers.

Table 10.3 Establishing the one-year minimum prevalence rate of
psychiatric disorder for girls aged 15-20 living with their 
mothers.

Rate Expected 
n. of cases

1 a) 31 cases among 69 high GOSQ scorers 44.9%
b) expected cases from 98 high scorers 44

2 a) 10 cases among 74 low GOSQ scorers 13 .5%
b) expected cases from 385 low scorers 52

3 Total expected cases [44+52] 96

4 Estimated prevalence of cases among 484 girls 19.8%
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At this point it is worth mentioning that very few of the girls with moderate or severe 

depressive and/or anxiety disorders were seen by mental health professionals in the 12 

month study period. There may, however, have been some selective withdrawal from 

the study; it was known that one family, at least, refused to participate because their 

daughter had attempted suicide the year before 'but all that is now behind us, and we 

don't want to rake over old coals ' This family proffered their reasons: others did not.

In the following analyses the four girls with conduct disorders (two cases, two non-cases) 

were excluded. The cases remaining in the analysis therefore included those with 

depressive disorder (n=25) and anxious disorders (n=9) at a moderate or severe level; and 

the five cases in which misery and unhappiness predominated in a group o f symptoms. 

The decision to include these five cases rested in part on evidence (Remschmidt & 

Schmidt, 1983) that reliability for fine distinctions between sub-categories in ICD-9 was 

poor compared with reliability between broad categories, and they cite anxiety disorders 

as evidence for their statement. Thus, the analyses below cover a sample o f 139, among 

whom 34 were cases of depressive and anxiety disorders.

3. Demography of the intensively interviewed sample

i) Summarised profile of the sample

Table 10.4 summarises those aspects of the demography of the selected sample which 

have a bearing on the hypotheses.

Thirty three of the mothers with whom the girls were living were divorced or separated, 

while 106 were still married to and living with the girl's father. Among the 33 separated 

and divorced women only 22 were acting as single parents; the other eleven had current 

live-in partners. The quality of the relationships between the mothers and any partner 

was assessed, and 37 were judged to have poor or bad relationships (33 within marriages 

and four within other partnerships), while 80 were judged to have at least averagely 

good relationships (73 within marriages and seven within other partnerships).
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The age and social class distribution of the selected sample did not differ significantly 

from that o f the screened sample. In this intensively interviewed sample, only six girls 

had lost a parent before the age of 11 years (all o f them fathers).

Table 10.4 Summarised demographic profile of intensively
interviewed sample (n=139)

N %

Mother's marital status (i) Separated/divorced 33 (24)
Married 106 (76)

(ii) Single parent 22 (16)
With partner 117 (84)

Age in years 15 29 (21)
16 35 (25)
17 24 (17)
18 31 (22)
19 20 (14)

Social class I & I I 47 (34)
III non-manual 19 (14)
III manual 40 (29)
IV & V 10 (7)
Unemployed/retired 23 (17)

Separations Hospitalised before 5 years old 23 (17)
Hospitalised before 15 years old 62 (45)

Away from mother (4 weeks+)
* before age 5 years old 23 (17)
* before age 15 years old 93 (67)

ii) Maternal mental health: One mother completed only half the General Health 

Questionnaire. Among the remaining 138 mothers, 46 (32%) scored over the 4/5 cut

off point (mean = 4.4, range 0 - 2 8  (SD 6.3). Over 40% of the mothers scored 0. This 

compares with 33% of the original key relatives and 33% among mothers in the 

screened sample.
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4. Age and social class

Using age as a continuous variable no relationship was found between the girls' ages and 

caseness (t-test: t=1.29, 2-tailed significance= .200 (ns)). There was also no relationship 

of caseness with parental socio-economic status (t-test t=.70, 2-tailed significance=.485, 

(ns)).

5. Relationships within the family and between the girls and their friends

i) Relationships between girls and their parents

a) Relationships with mothers. A number of measures were used to describe the 

relationships between mothers and daughters. Ratings were made o f the warmth and 

hostility each to each; an overall measure o f the relationship was made by the 

researchers; and the number and severity of recent arguments were recorded.

The very large majority of girls 'got on well' with their mothers, 64 (47%) all the time, 

or 50 (37%) nearly all the time. This left 23 (17%) girls who were not currently getting 

on at all well with their mothers, and for three of these the relationship was described as 

*bad most of the time'.

b) Relationships with fathers. The relationships between girls with their fathers were only 

codified when there was a father (or substitute) in the home. Information was missing for 

the 22 girls with no resident father and for a further three for whom there were internal 

inconsistencies in the girl's information.

Among the remaining 114 fathers, 46 (40%) of the girls were rated as having very good 

relationships all the time, and a further 36 (32%) had good relationships most o f the time 

Thirty two resident fathers (28%) were described by the girls as having poor (25 - 22%) 

or very poor (7 - 6%) relationships with their daughters.
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Among girls with two parents (or surrogates), fathers were much less often described as 

the ’preferred' parent: 61% (67/110) of the girls said they preferred their mother, 12% 

(13) said they preferred their father, and 27% (30) said they liked both parents equally.

ii) Arguments and rows with parents

Evidence of arguments and rows with parents was collected from mothers and daughters. 

After discussion of this evidence between the two interviewers who had seen the family, 

independent ratings were made of joint evidence.^

Minor arguments with parents were frequently reported, and were unrelated to age or 

socio-economic state: 88% of the girls said they had minor arguments with their mothers, 

and among those with a resident father(-figure), 56% had minor arguments with him. 

There was no association between minor arguments with mothers and 'getting on' with 

her well or very well most of the time. There was a non-significant tendency for minor 

arguments with fathers to be less frequent when the relationship was less good. This may 

simply reflect the lack of opportunity if less time was spent together by fathers and 

daughters who did not 'get on well'.

As one might expect, the proportion of girls involved in arguments with either parent 

diminished as the severity of arguments increased. Overall, 27% of the girls had been 

involved in serious arguments with their mother in the previous six months, and 11% in 

rows with violence. The corresponding figures for fathers were 23% and 12%.

Having arguments and rows with parents was not associated with the age of the girls, 

except that serious rows with mothers, and rows with violence between fathers and 

daughters declined significantly for girls in the older age-group (Table 10.5).

^Agreement between raters reached acceptable levels (le, above 75%) but the details are not available.
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Table 10.5 Arguments and rows with parents: the effects o f the girls' ages

Severity of rows With mothers 
(n=138) {a)

With fathers 
(n=l \0)(b)

Girl's age in years 
15&16 17,18&19

Girl's age in years 
15&16 17,18&19

Minor 59/64 63/74 ns 26/46 36/64 ns

Moderate 47/64 45/74 ns 22/46 29/64 ns

Serious 23/64 14/74 ♦ 13/46 12/64 ns

Serious with violence 10/64 5/74 ns 10/46 3/64 **

* =5.07, Idf, p < 03; =7.47, Idf, p<.01; ns - not significant

(a) one mother ended the interview before this material was collected; (b) information 
available only for resident fathers.

iii) 'G etting on' with parents

Not surprisingly, having arguments and rows with parents was associated with how well 

the girl got on with them, with those who reported more serious rows also reporting 

getting on less well with their parents than those who only reported minor rows (Table 

10.6 ).

Table 10.6 Getting on well with parents and having arguments with parents

Severity Getting on Getting on
of rows with mother with father

Well Badly Well Badly

Minor 100/114 20/22ns 50/79 11/30*

Moderate 70/114 21/22** 30/79 20/30**

Serious: no violence 23/114 14/22** 7/79 17/30**

Serious with violence 8/114 7/22** 6/79 7/30*

levels of significance: * p<05 ** p< 01

239



iv) The girls’ confidants

Both the girls and their mothers were asked to describe the girl's confiding relationships, 

and their reports are summarised separately below^ (Table 10.7).

Table 10.7 The girls' confidants: their own and their mother's report
(percentages)

Confidants & the 
extent of confiding

Girl's Report Mother's Report

Mothers full 31 31
(n=139) partial 56 61

none 13 9

Fathers full 3 6
(n=122) partial 40 44

none 57 50

Sisters full 29 34
(n=79) partial 33 33

none 38 33

Brothers full 4 4
(n=94) partial 28 27

none 68 69

Grandparents full 3 <1
(n=l 12) partial 19 23

none 78 77

Girlfnends full 56 (mothers 39
(n=135) partial 36 n=127) 49

none 9 13

Boys* full 52 (mothers 47
(n=127) partial 42 n=60) 43

none 6 10

* Includes boys & young men as 'boyfriends' and friends

Two girls were excluded from this analysis: one because her mother cut short the interview before the issue 
of 'confiding' had been reached, and the second because o f severe internal inconsistencies in her evidence.
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There was a tendency for the girls to report more frequently than their mothers did that 

mothers, fathers and sisters were not confidants, but this difference in viewpoint did not 

reach significance. Conversely, mothers were more likely to report that girl- and 

boyfriends were not confidants.

v) Parental rules and the girls' autonomy

Extensive information was gained from the girls and their mothers about the rules and 

advice on 28 separate issues governing the girl's life. The numbers o f issues resolved by 

parental rules, or by teenage autonomy were related to the girls' age both in the girls' 

reports and their mothers' reports: Table 10.8 gives the results for the girls.

Table 10.8 Age and the mean number o f parental rules, parental advice, evidence for 
personal autonomy and internalised rules as defined by the girls.

Age in 
years

Parental
rules

Advice Personal
autonomy

Internalised
rules

15 8.4 5.1 6.4 2.1

16 6.4 5.6 6.5 2.2

17 4.4 6.4 8.9 1.5

18 4.2 4.9 10.8 2.0

19 3.1 6.6 10.7 1.4

Significance p<001 NS p<001 NS

Kruskal-Wallis 1-way ANOVA, corrected for ties.

Analyses were carried out to test whether the number o f parental rules was associated 

with depressive or anxiety disorders, or with caseness. Analyses were done with 

different cut-off points in the numbers o f parental rules , but in illustration: reports o f a
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large number (nine or more) parental rules (whether reported by mother or daughter) 

were not associated with depressive or anxiety disorder caseness (Mother's report on 

more than nine rules 71,Idf, p .79; and x^=0.29 , Idf, p .59 for depressive disorder

and anxiety disorder cases respectively. Girl's report o f more than nine rules: x^-1 16, 

Idf, p .27; and x^=0.49, Idf, p .48 for depressive disorder and anxiety disorder cases 

respectively).

Conversely, it was expected that a larger number o f issues over which the girl had 

autonomy would be associated with lower levels of depressive or anxious caseness. This 

also was found not to be true in this sample, with one possible exception. As an 

illustration the results are given for the mother's and daughter's reports o f fewer than or 

more than nine issues on which the girl was given full discretion : the mothers' report of 

autonomy showed no association with depressive and anxiety disorder cases 

(respectively: x^O 28, Idf, p .59 and x^=0.29, Idf, p .58). Using the girl's report of her 

own autonomy the same analyses showed no relationship with anxiety disorder caseness 

(X^=0.69, Idf, p .40). However, there was a possible (but non-significant) association 

with depressive caseness, although not in the expected direction; that is to say the girls 

with more autonomy appeared to be slightly more at risk o f depressive caseness 

(X"=3.63, Idf, p <06).

vi) Friendships outside the family

Separately from the material on confidants, information was collected on named friends, 

and parental attitudes to the peer group. All the girls except one claimed to have friends, 

although some aspects o f the quality o f their contacts with these friends varied 

considerably. For example, 17 girls (12%) said they never met their friends in their own 

home; twelve girls said they did not want to invite their friends home, and three girls said 

they were not allowed to do so by their parents. About half the girls (70) said their 

parents allowed them to invite who they liked, but 51 (37%) said there were some 

limitations on the numbers or 'type' o f person they could invite home (eg, not being 

allowed to invite boys).
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There was some difference between fathers and mothers in the extent to which, according 

to the girls' reports, they knew their daughter's friends. Only 5% of mothers were 

reported by their daughters as not knowing these friends, compared with 23% (28/123) 

resident fathers. Over half the mothers (73/139 - 53%) were said to like all their 

daughter's friends, compared with one third o f fathers (45/123).

vii) Relationships with boyfriends

Again, separately from information on confiding, data were collected on boyfriends (in 

the sense o f the word used in this study - see page 162). Acquiring a boyfriend may be 

regarded as a marker of maturity and autonomy in the lives of most teenage girls. Fewer 

than half the girls (61 - 44%) said they had a steady boyfriend of more than two months 

standing. Fewer than half these girls (29/61 - 48%) disclosed that they had sexual 

relations with their current boyfriends. Clearly, some may have chosen not to tell the 

researchers, but in the context of the confidential interview a strong impression was 

gained that this was reliable information.

Rather few of the boyfriends had a fully confiding relationship with the girls (see also 

Monck, 1991 - attached as Appendix 11). The quality o f some of the girls' relationships 

with their boyfriends was often quite cool; for example, 31/61 (51%) were rated as 

showing little or no warmth and for five girls the relationship was accompanied by 

fi^equent difficulties. These ratings, it should be remembered, were made on the basis of 

the girl's description of the relationship, with no input from the young men.

Both having a boyfriend and the decision to have sexual intercourse was significantly 

associated with the girl's age (test for linearity, age and boyfriends: %^=6.49,ldf) p<.03; 

age and sexual intercourse: %^12.34, 4df, p<.02) (Monck, 1991).

5. Stressful life events and difficulties

Among the 139 girls in this sample, 48 (34.5%) experienced at least one severely 

stressful, subject focused and independent life event or severe difficulty during the
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months before onset of depression, or for the controls during the full 12 months before 

the interview^. There were no differences in the incidence o f stressful events and 

difficulties between age groups.

Agreement between informants on the presence of stressful life events was relatively 

high, but the girls reported more stressful events than their mothers (Monck & Dobbs, 

1985 - attached as Appendix 10). Rating systems have been described in detail in 

Chapter 7, and illustrated in Appendix 8: in line with the practice of the Royal Holloway 

and New Bedford College MRC Unit, ratings were made consensually by the three 

interviewers involved with the second-stage interviews.

Since the classification of stressful events and long-term difficulties is important in this

analysis, some examples are given below which illustrate the ratings which were

described in Chapter 7 [many more examples are given in Appendix 8].

Example 1. Classification: Death of close familv member. The 19-year old girl was at 
work when she was visited by a policewoman, who explained that her brother (aged 22) 
had just had a very bad accident on his motor bike. The WPC offered to drive her home 
to her mother; when they reached the family home the girl and her mother were told that 
her brother had been dead on arrival at hospital. There had been no chance, therefore, 
o f seeing him alive. Her mother collapsed, and the girl had to tell her father, and with 
him deal with the subsequent arrangements. A large and united family, together with the 
family o f the brother's fiancee provided considerable support over the next months 
[Rating 1: severe longterm, subject focused, independent].

Example 2. Classification: Own illness. An 18 year-old was diagnosed diabetic. She has 
been very tired, losing weight and drinking excessive quantities o f water for the past 
month. Her GP sent her direct to the Casualty Department o f the local hospital, and she 
and her mother were baldly told of the diagnosis while sitting in a curtained cubicle. 
Admitted for three days and discharged to care for herself; she administers her own 
injections. She was in her last year at school, preparing for public examinations 
(A-levels) and planning to train as a teacher. At the time of the interview, she had read 
about diabetes and claimed she understood the implications for the future; over a wide 
range o f issues she appeared as a very competent young woman. Her mother appeared 
far more upset than S, and provided little support, although two brothers did. [Rating 
2 - severe longterm, subject focused, independent]

d u r in g  the analysis o f these data it became plain that a mistake had been made in the way that the 
information had been collected. For those girls who had experienced onset of symptoms in the year before 
the intensive interview, life events data should have been collected for a full 12 months before onset. This 
had not been consistently achieved. The statistical adjustment for this is described on page 257.
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Example 3. Classification: Change of household. Subject (aged 16V4) left the children's 
home in which she had lived for a year. She left school at the same time and received 
almost no counselling about her next steps. She had no job to go to. She returned home 
to older brother and sister, and mother, all o f whom were unemployed. Family appeared 
chaotic and ill-supported by community-based professionals. All three children have 
different fathers and have all been 'in trouble' with the police locally. [Rating 3 - not 
severe, subject focused, independent]

Example 4. Classification: discovery of a new relative. A 17-year old and her mother, 
sister and half-brother discovered from S's father (who does not live with them) o f the 
existence o f another of his daughters (therefore S's half-sister). They all visited this 
young woman, whose mother had just died. [Rating 4 - not severe, subject focused, 
independent]

6. Testing the hypotheses

Many of the descriptive data included above contributed to the hypothesis testing. The 

order in which these analyses are presented below needs explanation: hypotheses 4 and 

5 are addressed first, and the three main hypotheses are addressed last. This is because 

it is important to be aware, before testing the main hypotheses, o f the possible impact of 

any significant associations between caseness and the factors listed in the 'subsidiary' 

hypotheses. These analyses relate to the cases o f depressive disorders (n=25 ) and 

anxiety disorders (n= 9).

i) Hypothesis 4.1: Depressive and anxiety disorders are positively associated with rising 

age;

and Hypothesis 4.2: Depressive and anxiety disorders would be more frequently found 

in low socio-economic groups.

Treating age as a continuous variable it was found that there was no association with 

depressive disorders or anxiety disorders: respectively t-tests showed t-value= -1.31, 

137df, 2-tailed p .192, and t-value= -.38, 137df, 2-tailed p= .704. Various groupings of 

the data on the socio-economic status of the household (defined by the occupation o f the 

chief wage-eamer) were used to compare the rates o f depressive and anxiety disorders. 

None showed a positive association between caseness and lower socio-economic status.
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For example, grouping social classes I, II and IIINM together and social classes HIM, IV 

and V together but treating unemployed heads of household as a separate group gave the 

following results: for depressive disorders 0.89, 2df, p= .64, and for anxiety 

disorders %̂ = 0.82, 2df, p .66.

The two hypotheses were not upheld.

ii) Hypothesis 5.1: Maternal depressive disorders would be associated with depressive 

and anxiety disorders in their daughters.

There was a significant association between the girl's depressive disorders in the study 

year and her mother's General Health Questionnaire (GHQ) score (Table 10.9). This 

replicates the association which was found between the girls' self-reported mood 

disturbance and her key relative's high GHQ score which was noted in the total screened 

population. It will be remembered that 92% of key relatives in the screened sample were 

mothers.

Table 10.9 Depressive disorders in the daughter and mothers' GHQ scores
(n=138*)

Daughter's
depressive
disorder

present

absent

Mother's score on 2 8-item GHQ

High score (5+) Low score (0-4) Total

N % N % N

16 (36) 9 (10) 25

28 (64) 85 (90) 113

Total 44 (100) 94 (100) 138'

X -9 .49 ,  Idf, p.003 [*One mother did not complete the GHQ]

Among the anxiety disorder cases, only 1/8 girls (13%) had mothers with depressed 

mood, compared with 43/130 of the non-cases (the mother o f one anxious 'case' did not
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complete the GHQ); the small numbers of cases may have contributed to this non

significant finding, but there was no trend for an association.

iii) Hypothesis 5.2: The marital status o f their mothers would be associated with the 
girls' depressive and anxiety disorders.

Both the quality of the relationship between the mother and her partner, and the mother's 

single-parent status was related to depressive caseness in the daughters (Table 10.10).

Table 10.10 Mothers' single-parent status, the quality of the
relationship with live-in partners or husbands, and 
depressive disorders in daughters.

Daughter's
depressive
disorder

Mother's partnership status

Single parent Marriage/partnership Totals
poor good

N (%) N (%) N (%) N

Present 6 (27) 11 (30) 8 (10) 25

Absent 16 (73) 26 (70) 72 (90) 114

TOTAL 22 (100) 37(100) 80 (100) 139

t  =8.20, 2df, p< 02

This finding replicated the significant association found between the mother's single 

parent status or the quality of her partnership and her daughter's self-reported mood 

disturbance (reported in Chapter 8). The rate o f self-reported symptoms found in the 

girls with single mothers was almost identical to the rate reported by girls whose 

mothers had poor current relationships with their husband or partner. For the small 

number o f anxiety disorder cases this association was no longer present: 2/22 cases 

lived with single mothers, 2/37 lived in households with poor relationships, and 5/80 

in households with good relationships - %^=0.015, Idf, p <.90.).
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Selecting only the households with live-in fathers, the significant effect o f the quality o f

the parental relationship was apparent: girls whose parents had a poor relationship were

significantly more likely to exhibit depression = 7.24, Idf, p<. 01) (figures can be

found in the last two columns of Table 10.10). The number of anxiety disorder cases

with live-in fathers was too small (seven) for the same analysis to be reliable.

The hypothesis that the girls living with parents (or surrogate parents) who had 
poor marriage or partnership relationships would show higher levels of depression 
disorders was supported. Among girls with anxiety disorders the hypothesis was 
not supported, but the small number of cases made the conclusions less reliable.

iv) Hypothesis 5.3: Depressive and anxiety disorders would be associated with poor 
relationships and more serious arguments with parents.

Relationships between parents and their daughters were measured in several ways, which 

have already been described Chapter 7. Depressive disorder was associated with poor 

overall relationships between the girl and her father, but not with her relationship with 

her mother. Anxiety disorders showed no association with overall relationships with 

mothers or fathers (only seven girls with anxiety disorders lived with fathers; the number 

of anxiety disorder 'cases' is very small and the results should be approached with care).

Table 10.11 Depressive disorder cases and overall relationships with parents

'Gets on with' Mothers Fathers

N o f cases (%) N of cases (%)

Very well or well 
most o f the time

19/114 (17) 9/80 (11)

Poor or bad most 
o f the time

6/23 (26) 8/30 (27)

significance level ns X^=3.97, Idf, p<05
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a) Warmth: There was no relationship between caseness and the warmth shown by 

mothers to daughters, daughters to mothers, or reported warmth from daughters to fathers 

either for depressive disorder cases or for the small number o f anxiety disorder cases.

b) Hostility; There was no relationship between caseness and the interviewers' ratings 

o f hostility and criticism between mothers and daughters either for the depressive 

disorder or the anxiety disorder cases.

c) Arguments with parents: Having serious rows with mothers was associated with 

depressive disorder (%^=9.87, Idf, p<.002), but not with anxiety disorders. There was 

a trend for minor rows with fathers and depressive disorder caseness to be associated but 

it did not reach significance. There was some indication that minor arguments with 

fathers were associated with anxiety disorders (%^=3.63, Idf, p<.04), but it must be borne 

in mind that the nine anxiety disorder cases do not provide sufficient power to test this 

point reliably.

The hypotheses that high levels of arguments or personal violence between the girls 
and their parents would be associated with increased levels of depression and 
anxiety disorders was only partly borne out. Depressive disorders appeared to be 
associated with serious rows with mothers.

v) Hypothesis 5.4: parental rules and teenage autonomy

For each category o f 'rules', 'advice', etc, the association with depression and anxiety

disorder was investigated (see p. 242), but no significant relationships were found.

Thus the hypotheses that girls with large numbers of parental rules, and few areas 
of teenage autonomy would be more likely to suffer from depression or anxiety 
disorders was not supported.

vi) Hypothesis 5.5: death of parents. Information about the death o f the girls' parents 

and the girls' ages when this occurred was obtained in the first interview. For the six girls 

who had lost a parent before the age o f 11 years the experience was not related to 

depression or anxiety disorders in the study year, but the small numbers give very limited
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power to test this hypothesis effectively.

It appeared that the hypothesis was not supported, but small numbers suggest that 

this conclusion should be treated with caution.

vii) Hypothesis 5.6: early years separation from mother.

Information about any separations from their mother experienced in childhood by the 

girls was also obtained in the screening interview.

Among depressive disorder cases, 23 (92%) had not been admitted to hospital compared 

with 83% of controls; this result was non-significant There were also no significant 

differences between the depressive disorder cases and the controls in the amount o f time 

spent away from their mothers. Taking the period before the age o f 5 years, 12% of the 

cases and 13% of the controls had been away from their mothers for more than four 

weeks. Taking the period between 5 and 15 years 24% of the cases and 17% of the 

controls had been away from their mothers for more than 4 weeks. These differences did 

not reach significance (respectively %^=.00, Idf, p 1.0 (continuity correction applied); 

X^=.333, Idf, p 0.56 (continuity correction applied).

Among the anxiety disorder cases the picture was very similar. Taking the period before 

5 years, none of the nine anxiety disorder cases spent more than 4 weeks away from their 

mothers, compared with 14% of the controls who had. Taking the period from age 5 to 

age 15 years, 11% (only one girl) o f cases were away from their mothers for more than 

4 weeks compared with 19% of controls. These results did not reach significance 

(respectively: %^=.467, Idf, p 0.49 (continuity correction applied); x^=.011, Idf, p 0.92 

(continuity correction applied).

Results on the number of hospitalisations followed much the same pattern. The 

association between caseness and the continuous variable o f number o f admissions was 

tested using ANOVA. Among depressive disorder cases there was no association 

between the number of admissions either before age 5 or between ages 5 and 15 

(F=0.087, 3df, p .63; F=2.37, 3df, p 0.073 respectively). Among the anxiety disorder 

cases, however, there appeared to be an association o f caseness with more admissions
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between ages 5 and 15 (F=4.33, 3df, p .006), though not under age 5 (F=.024, 3df, p .76).

The hypotheses that such an experience would be related to depression and anxiety 
disorders in the late teenage years was not upheld.

viii) Hypothesis 1: Recent stressful life events and dilTlculties

There was a significant association between depressive and anxiety disorders and the 

presence of events and/or long-term difficulties which were rated as severe, 

subject-focused and independent, and which had occurred before the onset o f the 

relevant symptoms. Of the 25 girls with depressive disorder, 15 (60%) had experienced 

preceding severe events or difficulties, compared with 32 o f the 114 girls (28%) who 

were not depressed (%^=9.34, Idf, p.003). Among the nine anxiety disorder cases only 

two had experienced preceding stressful events/difficulties, and there was no significant 

association.

The hypothesis that there would be a significant effect of prior stressful events and 
difficulties on the development of depression disorders was upheld, but there was 
no significant association with onset of anxiety symptoms in the very small number 
of anxiety disorder cases.

ix) Hypothesis 3: The moderating effect of a confiding relationship with mother on 
the association of stressful events and difficulties and depressive or anxiety 
disorders in the daughter

In the following analysis the term 'protective' is used to describe those factors which are 

associated with a girl not being a 'case' although the adverse variable under investigation 

(in this instance, the combination o f stressful life events and long-term difficulties) is 

present. The term 'risk' describes a factor which significantly increases the chances of 

'caseness' for all subjects, whether or not they have experienced the specific adverse 

factor.

In addition to testing the main hypothesis, that in the presence o f severely stressful 

events, confiding relationships with mothers would be protective following stressful 

events, the subsidiary hypothesis that confiding relationships with others might play a 

protective role was also investigated. In all, three categories o f confidants were 

separately investigated. The first category was the mothers. Girlfnends were also 

chosen for investigation because a substantial number o f potential confidants existed

251



(135), and a substantial percentage was included as full confidants ( - see Table 10.7). 

Among the other categories of confidants (sisters, brothers, grandparents, etc) large 

numbers o f girls had said they did not have such a person in their lives, or if they did, 

only a minority were full confidants. However, to check whether the existence of any 

full confidants, rather than one particular significant confidant, provided the same 

protection in the face of adverse life events and difficulties, a composite measure was 

constructed to include any full confidant no matter what their relationship with the girl. 

The third group was thus more varied in composition, and might include full confidants 

from any category.

A series of backwards selection logit loglinear analyses were undertaken, with 

depressive/anxiety disorder caseness as the dependent variable. Initially, the saturated 

model including the main effects of stressful life events and each o f the three chosen 

confiding measures (mothers, girlfriends and any full confidant) plus their interaction 

was fitted. In each case, change in the fit, as indexed by change in the maximum 

likelihood chi-square, was then tested as first the interaction term was excluded. 

Analyses were first undertaken for the 25 depressive disorder cases (Tables 10.12a, 

10.12b and 10.12c) and showed no significant worsening o f the fit: the effect o f events 

and difficulties on onset o f caseness was not significantly altered by having mothers or 

girlfriends as confidantes. When all full confidants were included, the same findings 

emerged: full confidants, of whatever relationship, did not modify the effects o f stressful 

events among the girls with depressive disorders.
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Table 10.12 Logit analysis by backwards selection o f the effects 
of selected confiding relationships and stressful life 
events on depressive disorders in the girls

Table 10.12a Mother as confidant
Effect xML^ Change df p

in xML^
1 St order interactions

Events by mother as confidant 2.11 2.11 1 ns

Main effects
Events 11.22 9.11 1 <001
Mother as confidant 2.81 0.70 1 ns

All main effects 11.89 9.78 2 <01

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

Table 10.12b Girlfriends as confidants

Effect xML" Change df P
in xML^

1 St order interactions
Events by girlfriend as confidant 1.05 1.05 1 ns

Main effects
Events 9.63 8.58 1 <01
Girlfriend as confidant 1.06 .001 1 ns

All main effects 9.79 8.74 2 < 02
*************************************** *************************

Table 12.10c Any full confidant

Effect XML2 Change df P
in xML^

1 St order interactions
Events by full confidants 0.61 0.61 1 ns

Main effects
Events 8.79 8.18 1 <01
Full confidants 0.66 0.05 1 ns

All main effects 8.98 8.37 2 < 04
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The same analyses undertaken with the nine anxiety disorder cases showed non

significant effects o f both stressful events/difficulties and o f confiding relationships.

Hypothesis 5 proposed that confiding relationships with their mother would 
significantly reduce the risk of depressive disorders in the girls following stressful 
events and difficulties: this was not upheld. Additional investigation of the effects 
of selected other confiding relationships also found no protective moderation of the 
adverse effects of stressful events and difficulties on depressive disorders The 
picture with anxiety disorders was different: the experience of events and 
difficulties was not related to onset of anxiety disorders and confiding relationships 
did not modify this non significant association.

In a search for other ways in which support from mothers might be expressed further 

analysis was undertaken. Arising from the observed association between the girl's 

depression (although less obviously her anxiety) and the nature of her relationship with 

her parents individually, two composite variables were constructed to represent paternal 

and maternal support from the following four items:

#  The girl reported that she confidedfully in her mother (or father);
and/or

0  The mother reported that the girl fully confided in her (or in her father); 
and/or

#  The mother (father) was placed in one of the two highest ratings (out of 4) 
of warmth towards the daughter ;

and/or
#  The mother (father) and daughter were placed in one of the two highest ratings 

(out of 4) on a global measure of their relationship, indicating a generally 
positive view of one another.

The composite variable of paternal support was subsequently discarded because only 

three girls confided fully in their (resident) fathers, and 22 (16%) did not have a resident 

father or father substitute.

These results are given in Table 10.13 which indicates that there was no significant main 

efifect of maternal support on disorder. Stressful events, but not maternal support, were 

significantly related to depressive and anxiety disorders (%^=5.48, Idf, p< 02), but the 

overall association was not significant.
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Table 10.13 Logit analysis by backwards selection o f the effects
o f maternal support and stressful life events on
depressive and anxiety disorders in the girls

Effect %ML2 Change df P
in %ML2

1 St order interactions
Events by maternal support 0.38 0.38 1 ns

Main effects
Events 5.48 5.10 1 <02
Maternal support 0.38 0.00 1 ns

All main effects 5.48 5.10 2 .14

7. The combined effects of two m aternal factors and stressful events on onset of
depression/anxiety disorders

Given the significant associations observed in the initial chi-square tests between the 

girls' depression states on the one hand and the two main maternal factors on the other, 

further analyses were undertaken to test the independence o f these effects. At the first 

stage o f these analyses the two groups of cases were analyzed together. The arguments 

in favour of this first step were that it was recognised, though not formally, that there had 

been a good deal o f co-morbidity o f depressed mood in the anxious cases, and secondly 

that the very small numbers of anxiety disorder cases might have biased the previous 

analyses.

Further logit models were generated to test the higher order relationships between 

mother's quality o f partnership ratings, maternal depression, and stressful events and 

long-term difficulties with the combined affective (depressive plus anxiety) disorders in 

the daughters as the dependent variable. While maternal support was entered into the 

analysis as a possible protective factor, maternal depression was entered as a possible 

risk factor. There is an argument for treating this factor as one (of a number) of longterm 

difficulties, but it was considered that this particular 'difficulty' had greater potency for
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teenage girls than some of the other categories (such as poor housing). It was thus 

retained as a separate factor to be tested in the following model.

This analysis included 138 girls for whom full information was available on all relevant 

variables [one mother had refused to complete the GHQ]. It was found that first and 

second order interactions of these variables were not significant (Table 10.14). Among 

main effects the relationship of depressive and anxiety disorders was significant with 

maternal distress and with mother's marital status/partnership, but not with life events 

and difficulties.

Table 10.14 Logit analysis by backwards selection o f the effects o f life 
events and difficulties, maternal distress and quality of 
mother's marriage on depressive/anxiety disorders in the 
girls

Effect %ML^ Change df
in %ML^

P

2nd order interaction
Events by Distress by Marriage .041 .041 1 ns

1 St order interactions
Events by maternal distress .557 .516 1 ns
Events by mother's partnership .115 .074 1 ns
Maternal distress by partnership .041 .00 1 ns

All 1 St order interactions .773 .732 3 ns

Main effects
Stressful events 2.49 1.72 1 ns
Maternal distress 6.51 5.74 1 <.02
Mother's partnership 6.29 5.52 1 < 02

All main effects 20.70 19.93 3 <001

Since it had become apparent during the fieldwork that mothers and daughters shared 

several of the stressful life events and long-term difficulties that had been recorded for
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marriage/partnership had a more powerful effect as precursors of depressive and anxiety 

disorders in the daughter than did life events and difficulties required further exploration. 

It was found that the life events and difficulties recorded for the daughter were 

significantly associated with maternal distress: 24% (22/93) o f those women whose 

daughters had no stressful events reported a high GHQ score, compared with 51% 

(23/45) of those whose daughters had had stressful events (%^=10.4, Idf, p<.002). An 

even more powerful association was found between the quality o f the mother's marital 

status/partnership and her daughter's life events: 30% (28/93) o f the women whose 

daughters had no stressful events either had no partner or a poor marital relationship, 

compared with 69% (31/45) of those whose daughters had stressful life events (%^=18 .6, 

Idf, p<.001).

These results may provide an explanation for the fact that, in this initial analysis, the 

main effect of events on depressive/anxiety disorders is no longer significant when 

maternal distress and maternal partnership factors are controlled.

However, attention has already been drawn to the methodological error in the way in 

which the life events material was collected. For those girls with no onset o f disorder 

during the year before the interview, life events were collected over a 12-month period. 

For the girls who experienced the onset o f depressive or anxiety symptoms during the 

year, life events were only entered into the analysis for the period before onset. In view 

of the difference in time-frame for recording events between the control group and those 

who had experienced the onset o f depressive symptoms in the year, a hypothetical logit 

analysis was conducted adjusting the proportion o f girls experiencing events and 

difficulties in the control group to a six-month base: this figure being the average time 

over which the cases' events were counted. This hypothetical analysis showed that when 

such an adjustment was made, stressful events and difficulties remained significantly 

associated with depressive and anxiety disorders, even after allowing for the effects of 

mother's marriage and mental state.
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8. The efïects of m aternal factors and stressful events on the separated groups of 
girls with depressive disorders and anxiety disorders.

Clearly it was important to check whether the results presented above would be true for 

the girls with neurotic depression as their primary diagnosis (25 cases) and for those with 

anxiety disorders as their primary diagnosis (9 cases).

As we have already seen among the 25 girls with neurotic depression, the association of 

caseness with maternal marital status, with maternal depressed or anxious self-reported 

mood recorded on the General Health Questionnaire, and with preceding stressful life 

events and/or difficulties with subsequent onset o f neurotic depression were all found to 

be significant (Table 10.15).

Table 10.15 Logit analysis by backwards selection of the effects 
of the girls' stressful life events and difficulties, 
maternal distress and maternal marital status 
on depressive disorders in the girls

Effect XML  ̂ Change 
in

df

2nd order interaction 
Events by Distress by Marriage

1 St order interactions 
Events by maternal distress 
Events by mother's partnership 
Maternal distress by partnership

All 1 St order interactions

Main effects 
Stressful events 
Maternal distress 
Mother's partnership

All main effects

.003 .003

2.72
.13
.25

2.72
.13
.25

3.89 3.89

5.49 5.49
13.44 13.44 
7.66 7.66

25.69 25.69

ns

ns
ns
ns

ns

<05
<001
<05

<001
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The same investigations were undertaken with the nine cases in which anxiety disorders 

were identified as the primary diagnosis Using the logit loglinear model, first order 

interactions could not be calculated due to the large number o f sampling zeroes. 

Significant associations between caseness and either maternal marital status, maternal 

depressed or the presence of preceding stressful events or difficulties were absent, largely 

because of the very small numbers of cases. For the same reason, the direction o f the 

relationships was unclear. No conclusion is possible from the present sample using this 

multivariate technique.
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CHAPTER 11 DISCUSSION

In this final chapter the methodological issues associated with the study are discussed 

first. Subsequently, the prevalence rates of self-reported mood disturbance and clinically 

confirmed depression and anxiety disorders found in this study are briefly compared with 

prevalence studies in similar populations. The results associated with the main 

hypotheses are then examined in turn. The ways in which the findings o f the current 

study are supported by or contrast with findings from other studies o f adolescent girls 

which have had a similar focus are reviewed. Some o f the public health issues raised by 

the findings are briefly considered and possible avenues o f further research are 

suggested. The chapter concludes with a summary o f the significant new findings in this 

study.

1. Methodological issues

Discussion of the findings needs to be accompanied by a consideration o f the study's 

advantages and limitations. The following comments cover the design, the sample and 

the instruments.

i) The design.

Attention needs to be drawn to three points: the first two may be limitations, the third is 

an advantage.

First, it is necessary to acknowledge limitations o f the cross-sectional design. 

Increasingly, it is regarded as most useful if studies o f the psychopathology o f children 

and adolescents can incorporate a longitudinal element in order to draw material from 

the same sample over different developmental stages (Rutter, 1993).

A longitudinal design would have been particularly useful in testing two o f the main
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hypotheses. It would have been advantageous when testing the hypothesis that stressful 

events and difficulties would predict depressive and anxiety disorders to have been in a 

position to control for previous psychopathology. Recent studies suggest that when 

depression and anxiety are measured at two time points in adolescents, symptom levels 

at time 2 are more closely related to time 1 levels o f disorder than to intervening stressful 

events or difficulties (eg, Garrison et al, 1990); it should be noted that intervening 

'undesirable events' were not collected by interview. There is also evidence that maternal 

depressed mood may not predict depressed mood in their daughters.

The second aspect of the design which deserves comment is the decision about which 

informants to use when screening for caseness. Rutter (1989a) has argued that in using 

a two-stage design for the detection o f psychiatric conditions it is preferable to include 

more than one screening source, because of the relatively modest agreement between 

informants. The Isle of Wight studies showed that it was better to use parents and 

teachers as sources of information on the children and younger adolescents, than to rely 

solely on the adolescents themselves (Rutter et al, 1970). Nevertheless the authors also 

pointed out that: 'Most parents and teachers are not good at providing adequate 

information on a child's emotional responsiveness....' (op. cit. page 169), and concluded 

that interviewing the children was also essential.

Place (1987), reviewing the detection of disorder in adolescents, found that self-report 

measures more accurately detected psychiatric disturbance (confirmed by clinicians) than 

information from other sources; that teachers' observation o f neurotic disorder was less 

accurate than self-report measures, and that multiple sources o f information were less 

valuable for adolescents than for younger age-groups. Smith & Jenkins (1991) found that 

when mothers, fathers and children were interviewed about the psychological symptoms 

and behaviour o f primary school-age children, fathers reported fewer symptoms overall. 

Not untypically, Weissman and her colleagues (1987a) found that there was '....poor 

agreement between mothers and their children on the degree and nature o f the child's 

psychiatric disorders ' (p. 751): interestingly, the highest level o f disagreement was found 

between mothers and their daughters aged 19-23 for major depression, although here
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again, the daughters reported more MDD symptoms. Reviewing this field, Harrington 

(1993) noted that agreement between mothers and their children on reporting depressive 

symptoms has been only moderate However, as Harrington puts it 'We do not know the 

best way o f combining parent and child data, so any decision rules will have to be 

somewhat arbitrary.' (p. 38). The decision to use the girls' self-ratings o f depressive and 

anxious mood to screen for caseness was thus fully justifiable and received some 

subsequent confirmation from the higher specificity than would have been gained from 

using the mothers to identify the 'at-risk' group. It was never an option to use fathers, as 

many girls did not live in two-parent families.

Mothers were also used as informants for other variables. They were asked about aspects 

o f the relationship they had with their daughter, in which they were a participant, and, 

in order to increase the range and accuracy of the data, about stressful life events and 

difficulties in their daughters' lives .

The third point to make is that the current study had the advantage o f a design which

combined initial screening with subsequent intensive interviews. Rutter has commented:

' (by using large-scale survey techniques to screen total populations, and very
detailed individual clinical assessments) the advantages (are gained) of large 
numbers to obtain the general pattern o f findings, and the intensive individual 
study to provide a more accurate and detailed psychiatric appraisal.'

Rutter, 1974 (page 174)

The use o f screening measures to select a smaller, 'at risk' population for further study 

is a common approach to the study of normal (non-clinic) populations (eg. Garrison et 

al, 1992). In their review of epidemiological studies o f childhood psychiatric disorders, 

Brandenburg et al (1990) showed that half used the multi-stage approach to finding 

'cases'. Several authors (eg, Boyd et al, 1982; Roberts, Lewinsohn & Seeley, 1991) argue 

that self-report instruments should only be used to screen populations and case 

identification should be based solely on interviews, which is the design adopted in the 

present study.
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ii) The sample.

As noted in Chapter 9, the sample was generally representative of the urban and suburban 

London adolescent population, and the participation rate among those who were 

contacted for interview was high. Although there was no systematic information on the 

girls who were lost to the study either because they were not registered with GPs or 

because they refused to take part, one general practitioner commented that the refusals 

in his area appeared to include a disproportionate number of young women who had left 

home and were living with husbands and boy friends, many o f them with babies and 

young children. Attempts by the research team to contact this particular group were 

obviously less successful than reaching the girls who still lived at home. This is 

undoubtedly an important sub-group among the 15 to 19 year-olds, particularly the young 

mothers (recognised by Goodyer, 1990a). This group might have shown different 

patterns of psychopathology at the screening stage, but would not, o f course, have been 

included in the second stage unless they were living with their mothers.

One clear advantage of the present sample was that the comparison group o f low scorers 

(on the GOSQ) was obtained from the same sampling frame as the girls with depressive 

and anxiety disorders.

One important point emerges from the study: none of the girls who were identified as 

'cases' by the psychiatrists were receiving any treatment at the time o f the interview, 

although one had attended some sort of counselling earlier in the year (she and her 

mother were both unclear what the professional status o f the counsellor had been). In 

retrospect it might have been useful to sample from local adolescent psychiatry services 

in order to check that any girls who were in treatment were given support in joining the 

study. But there was only anecdotal evidence that such girls were selecting themselves 

out of the study. Increasing the sample size overall would have provided a larger group 

of defined 'cases' (more important for anxiety cases than for depressed casses), and also 

provided the opportunity to analyse some of the data from the intensive interview by age: 

for example to compare those under 16 years with those o f 18 and 19 years.
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iii) The measures

a) Screening for disturbed mood in the girls

It should be acknowledged that the decision to develop and use a new self-report 

questionnaire (GOSQ) to screen the girls for the presence of depression and anxiety may 

not now appear wholly justified. A recent review (Snaith, 1993) o f the large number of 

self-report scales available to assess depression is highly critical o f the acceptance and 

use of so many scales with considerable variation o f content.

With the rise in interest in measuring affective disorders in young people, there have 

been a number o f studies which have assessed in detail the suitability for adolescents of 

various measures developed for adults. For example, Kashani et al (1990) and Roberts 

et al (1991) have used the Beck Depression Inventory for community samples of 15-18 

year-old adolescents. The General Health Questionnaire has now been used with several 

samples o f young people in their late 'teens (eg, Donovan et al, 1986). Such studies 

suggest that, although the girls in the pilot tests in this study expressed a preference for 

the Great Ormond Street Mood Questionnaire, it might have been preferable to use the 

GHQ with daughters as well as mothers. The Children's Depression Inventory (Kovacs, 

1985) is now much more widely used in the UK with adolescents as well as children than 

was the case when the current research was planned.

Reviewing the validation exercise suggests that the GOSQ cut-off point o f 24/25 which 

was selected might reasonably have been set at the higher level o f 28/29. Similar figures 

were obtained using the Total Weighted Score derived from the clinical interview 

(specificity - 63% and sensitivity - 72%) In both instances, however, the positive 

predictive value was low (48% and 49% respectively), which was unexpected in a test 

designed to screen for a condition with relatively high prevalence rates (Armitage & 

Berry, 1987). The factor structure of the GOSQ (see Appendix 4) suggests that it is well 

suited to detect the range of mood disturbance associated with affective disorders.

Some consideration might have been given to having cut-off points which identified girls 

with 'borderline' scores (neither high nor low) on the GOSQ.
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b) Establishing caseness and diagnoses

An increasing number o f studies of depression and/or anxiety in normal adolescent 

populations have used a standardised clinical interview to establish diagnoses and 

severity o f psychopathology (eg, Deykin et al, 1987; Kashani et al, 1987a; Velez et al, 

1989; Fleming et al, 1989; Whittaker et al, 1990; Cooper & Goodyer, 1993).

The decision to interview the girls to establish psychiatric diagnoses, and not to rely on 

the self-report measure o f depression is justifiable regardless o f which self-report 

measure was used. Harrington (1993) has confirmed that 'although direct interviews are 

time-consuming and relatively expensive, at the moment they are the only way of 

generating a categorical diagnosis ' (p. 63).

A second question is raised by the fact that the structured clinical interview used in the 

present study may well not have been the best format in which to collect information on 

a range o f common adolescent disorders. For example, the diagnosis o f conduct disorder 

made by the two psychiatrists was derived from information outside the structured 

clinical interview, although material from the clinical interview also supported the 

diagnosis. Third, the clinical interview provided only limited information on social im

pairment. More recent studies o f adolescents have stressed the need to take account of 

social impairment, and the effect this may have on prevalence rates. Bird et al (1988) 

reported considerable reductions in the prevalence of some psychiatric diagnoses when 

impairment of functioning was taken into account. In recent years interview schedules 

have been developed which include questions specifically on this issue (John, Gammon, 

Prusoff & Warner, 1987).

The fourth question concerns the absence o f findings on co-morbidity. At the time the 

diagnoses were being made, only primary diagnostic categories were in general use for 

adolescents. Since then there has been increasing recognition o f the validity and 

significance o f co-morbidity in adolescence, particularly in depression and anxiety 

disorders in which co-morbidity between the two disorders is common. Attention has
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been drawn to this in Chapter 1. The absence of co-morbidity rates is clearly a limitation 

o f the current study, but would not have influenced the primary diagnosis. However, it 

was in recognition that there was considerable over-lapping symptomatology that led to 

the initial analyses of the depressed and anxious girls as one group o f 'affective 

disorders'.

Both Whittaker et al (1990) and Cooper & Goodyer (1993), using a two-stage design, 

conducted psychiatric interviews with subgroups stratified with respect to their screening 

questionnaire response, rather than using a single cut-off point derived from the 

screening questionnaire as in the current study. With hindsight, this may have been a 

sounder approach for establishing prevalence rates. In the current research priority was 

given to getting neighbourhood controls who were chosen from the same General 

Practice as the high-scoring girls.

One final point must be made on the way in which it was established that depressive or 

anxiety disorder episodes had occurred in the previous year. The information came only 

from the girls. It has been noted that reporting past depression is less accurate when the 

informant is asymptomatic or when current life circumstances have improved 

(Aneshensel, Estrada, Hansell et al, 1987). It might therefore have been wiser to use the 

mothers as additional informants on the dates and severity o f past depressive and anxiety 

episodes in their daughter's life.

Finally, it must be emphasised that, as has been explained in Chapters 6 and 7, the 

diagnoses of disorder and of caseness (severity) were provided to the present author by 

the two experienced child psychiatrists associated with the study, based on data from the 

second interviews.

c) Life Events and Difficulties Schedule (LEDS)

The amended system developed for using the LEDS to collect data in separate interviews 

with mothers and daughters, and rating the teenagers' events and difficulties proved 

successful. Masten et al (1994) concluded that their own attempt to assess the
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independence of stressful events reported by checklists would have been greatly 

improved by obtaining contextual details of each event: this is, o f course, one o f the most 

important feature of the LEDS. A literature search suggests that are very few other 

studies of stress and psychopathology in adolescents using separate but simultaneous 

interviews with children and parents (eg, Earls et al, 1988; Smith & Jenkins, 1991). In 

the present study, analysis of agreements and disagreements between the girls' accounts 

and those of their mothers on the life events has been reported for the first 69 

mother/daughter pairs (Monck & Dobbs, 1985). It was shown that there would be some 

loss of information about severe events if only mothers were used as informants. If  only 

the daughters were used there was still some loss of information, but it was considerably 

less important than if mothers alone had been used. One may conclude that ideally, both 

mothers and daughters should be used to give the fullest picture.

The development o f new rules to rate the events and difficulties o f adolescents also 

proved very effective and have since been incorporated into the Bedford LEDS-2 which 

is used to guide further life events research with adolescents. One specific point on the 

content of the LEDS requires further comment. In the version used in the current project, 

specific questions about recent or current sexual or physical abuse were not asked. In 

recent years, it has become more acceptable to ask questions in this field, and because 

the life events section of the interview did not include questions on abuse, it must be 

acknowledged that there will have been some under-reporting o f such incidents.

One further point needs to be made here. It is considered likely that information on the 

mother's own events should also be collected in order to apportion the effects o f such life 

events and the associated depressed mood among mothers. It was found, for the first 

time, that the girls' stressful events and difficulties were highly related to their mothers' 

depressed mood: some advantage would have been gained from investigating the effect 

of mothers' events on daughters' mood or affective disorders, and allowing for the effects 

o f the mother's events on her own depressed mood.
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d) Confiding relationships

Confiding was chosen to represent the social support which the girls might have received 

at the time of stressful events and difficulties. There is a wealth o f evidence (much o f it 

from adult studies) that social support enables the otherwise vulnerable individual to 

survive relatively symptom-free after experiencing adverse life stressors. Confiding 

relationships are but one part of any network o f emotional and instrumental relationships 

which can be drawn on, but the work of Brown & Harris (1978) suggested the particular 

importance of this aspect o f relationships in diminishing the impact o f stress.

In the present study the contribution of confiding and warmth between mothers and 

daughters did not ameliorate the adverse effects of life stresses. This was true both for 

the two variables separately, and for the composite measure of confiding with warmth. 

One explanation for these findings is that neither variable (confiding or warmth) was 

sufficiently discriminating to distinguish, among teenagers, confidants whose 

relationships were protective from others which were not. It is likely that a wider range 

o f information is needed to reflect the many dimensions of support on which teenagers 

can draw within and outside the family setting. Further work on teenage life stresses 

might use a measure such as the Inventory of Adolescent Attachments (Greenberg, 1982; 

Greenberg et al, 1983). In particular it might have been useful to include more detailed 

questions around peer support, rather than the single variable o f confiding with a girl 

friend.

However, a second explanation for the absence o f a protective effect concerns the fact 

that material on confiding referred to the situation at interview, and may not have been 

true for the period during which the events (followed by onset) took place. Accounts o f 

who, at the time of each event, had provided help and how, might be have been more 

pertinent to the hypothesis.

The ability to cope successfully with stress appears to be related to self-esteem (Brown, 

Andrews, Harris et al, 1986). Self-esteem and self-efficacy are inversely related to
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depression (Ehrenberg et al, 1991), while self-esteem, in turn, is rooted or reflected in 

well-established networks of support and success. When those with high self-esteem 

encounter stressful life events they are able to draw on a wider and more effective range 

of supports. In the present study a more multi-faceted measure of that support network 

than the single item of maternal support might have proved a protective factor.

2. Setting the results in context

i) Psychiatric disorder
a) self-reported mood disturbance

One focus of this study was to establish the prevalence o f self-reported mood 

disturbance in a community sample of 15-20 year-old girls. In the total sample, mood 

disturbance was reported by 20.8% of the girls, and a closely similar rate o f 20.9% was 

found for the sub-group who lived with their mothers (or mother surrogates). These 

figures are not dissimilar to those reported from other studies of the age group, reviewed 

in Chapter 1 which are presented Table 12.1.

It appeared therefore that the rates for self-reported depressive and anxious mood fell 

within the range found in other samples o f girls in their late 'teens.
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Table 11.1.  Rates of self-reported mood disturbance in teenage girls

Authors date of study/ 
location

ages of girls rates o f high 
scores^

Self-report
Measure

Brown.K. et 
al.

1990 Dublin mean
16.4

15.4%

22%

Youth Self- 
report 
Suicidal 
ideation

Goldberg 1978
UK

15-19 19.2% GHQ

Kandel & 
Davies

1982 New 
York State

15-18 19.7% six questions 
'sad or 
depressed'

Siegel & 
Griffin

1984
Community
schools,
Missouri

12-18 20.2% Beck
Depression
Inventory

Current
study

1985 London 15-20 20.8% GOSQ

Rutter et al. 1976 Isle of 
Wight

14/15 23% often
miserable or 
depressed

b) clinical status

In this study of girls living with their mothers the rate of psychiatric disorder detected by 

means o f a screening procedure followed by a clinical interview was 18.9% (16.9% 

depressive/anxiety disorders, and 2% other disorders). For two reasons this is almost 

certainly not a complete picture of the range of disorders in a late teenage community 

female population. In the first place, the screening instrument was primarily designed 

to elicit symptoms of depression and anxiety. Second, as has been noted, co-morbidity 

was not assessed.

"High scores" were defined by each o f these investigators using the self-report measures listed in column five 
lin this table
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It has been noted that studies of community, non-clinic populations which include a 

clinical interview and cover exactly comparable age groups to those in the present study 

are hard to find. Having said that, the figure of nearly 19% with psychiatric disorder 

among the intensively interviewed sub-sample in the current study, 84% o f whom were 

diagnosed as exhibiting depression or anxiety disorders, is very similar to that reported 

from other community studies with not dissimilar populations where clinical interviews 

have been used (reviewed in Chapter 1 : eg, Cohen, Velez, Kohn et al, 1987; Kashani et 

al, 1987a).

As Brandenburg et al (1990) have pointed out, several recent studies have shown 

remarkably consistent estimates of the prevalence of psychiatric disorder in adolescence, 

given the variations in sampling methods and the cultural and socio-economic differences 

in the sampled populations.

ii) The influence of age on rates of depressed and anxious mood or caseness

As noted in Chapter 2, most prevalence studies of depressive disorders show higher rates 

in adolescence, at least for girls, than are found in childhood. A trend o f increasing rates 

of self-reported mood disturbance with rising age had been predicted in the present study, 

but was not confirmed. Using the self-report measure, the 15-year olds unexpectedly 

showed the highest rates o f disturbed mood. This result was, nevertheless, in line with 

those from several other studies of girls in this age-group (eg, Schoenbach et al, 1982; 

Kandel & Davies, 1982; Kaplan et al, 1984; EH.Goldberg, 1989; Ge et al, 1994a), most 

o f which were not available at the time the present hypotheses were being developed. 

Seif el-din (1990a) studying adolescents aged 13-17 years with high scores on the 

Children's Depression Inventory found that prevalence of depressive disorders was 

greatest among 14 and 15 year olds, and Velez et al (1989) found that depressive 

disorders peaked at age 15. Kandel & Davies (1982) also found that the highest scoring 

girls on self-report depression questions were 15 year-olds in a sample aged 15-19 years.

The literature on anxiety dsiorders is much smaller than on depressive disorders, and
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almost none of the available studies covers the same age-range as the present study. 

Recognising in part the high co-morbidity between depressed and anxious states in 

adolescence, it had been predicted that the prevalence of both depression and anxiety 

disorder would increase with age, but this also was not shown.

iii) Socio-economic disadvantage and depression/anxiety in the daughter

In adulthood socio-economic status has been found to be inversely related to the 

incidence of psychiatric disorders, most marked in depressive symptoms reported from 

community surveys (Comstock & Helsing, 1976; Weissman & Myers, 1978). Some 

studies have found this to be true for adolescents also (Kandel & Davies, 1982; 

Schoenbach et al, 1982 & 1983). In the present study socio-economic status (of chief 

wage earner) was not associated with depressive/anxious mood, or caseness. However, 

depressive/anxious mood and caseness were related to the unemployment o f the 

parent(s), to personal unemployment and (mood only) to sharing basic household 

facilities like kitchens and bathrooms with other households. Any o f these measures 

would be associated with relatively very low incomes and wider measures of deprivation, 

including lower socio-economic status.

The significantly higher levels of self-reported mood disturbance in the girls who were 

unemployed has been noted in other studies (Donovan et al, 1986). In the present study 

the difference was not only in relation to their contemporaries who were in work 

(underlining once again the high personal cost o f youth unemployment), but also to those 

girls who were still in full-time education.

iv) Mood disturbance and ill-health

The association between the girl's report of mood disturbance and her more frequent 

attendance at General Practice or hospital clinics was noted only among the (largely 

older) girls who had left school. The small number of girls (of all ages) who had attended 

their General Practitioner more than ten times had significantly higher GOSQ scores. If  

we accept the relatively crude assumption that GP attendance is related to physical 

ill-health we can find parallels in studies of adult patients (eg, Weissman, Myers &
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Thompson, 1981; Ford, Anthony, Nestadt & Romanoski, 1989), and of adolescents 

(Kandel & Davies, 1982), in which depressive mood was found to be associated with 

physical ill-health reported by the subjects.

v) Stressful life events and difficulties

The results of this study confirmed that stressful life events and difficulties have a role 

as precursors, in time at least, of adolescent depressive disorders. It is important to 

emphasise that these events and difficulties were, in addition to being stressful, 

independent of the onset of symptoms and focused on the girls. A similar association 

was not observed in anxiety cases, but the small numbers may be responsible for this 

finding.

Once the adjustment had been made to take account o f the difference in the time frames 

which were used with cases and controls, events or long-term difficulties focused on the 

girl were found to be significantly more likely to have occurred in girls who subsequently 

experienced an onset of depression.

In the present study, however, the number of stressful life events or difficulties was not 

the issue. The important difference between depressed cases and non-cases was the 

experience of any stressful event or difficulty, compared with none. Even then, stressful 

events or long-term difficulties did not lead inexorably to subsequent depressive 

disorder; 60% of the girls who experienced stressful events or difficulties survived 

without serious symptoms. Johnson (1986) has pointed out that although with large 

samples several studies have found a statistically significant association between events 

and depression, the correlations are usually modest, in the .30 to .40 range (p.93).

Reviewing the evidence on the relationship between stressful events and childhood and 

adolescent depression, Fleming & Offord (1990) noted that only one study out o f 14 had 

found a significant association. One reason for this may be the fact that dating onset and 

events is seldom possible when checklists are used. It must also be borne in mind that 

several studies have suggested a very non-specific effect for stressful events: depression
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is not the only response to stress (reviewed in Chapter 3). For example, Goodyer et al 

(1988) found that among younger school children (including boys, however), stressful 

events increased the risk of developing conduct as well as emotional disorders.

vi) The protective effects of confiding relationships in the face of stressful events 

and difficulties

The most important finding in the present study was that the association between events 

and difficulties and onset of depression disorders was not modified by any of the 

confiding relationships, either considered separately (confidant by confidant) or together 

(a summed measure of all confidants) or by gender (female vs male confidants). Very 

particularly, the hypothesis that confiding in mothers would moderate the events/onset 

association was not supported. Additionally, the composite measure o f confiding and 

warmth between mother and daughter did not modify the significant association between 

stressful events and difficulties and the onset of depression and anxiety disorders, when 

these two variables were considered alone. In view of the very large literature which has 

supported the thesis that, among adults, high quality confiding relationships significantly 

reduce the risk o f depression after stressful events, this finding is surprising.

Two possible explanations for the negative finding in depressed girls have been touched 

on above in the discussion of the measure o f confiding and maternal support (page 265). 

Two further explanations need to be considered. The first is speculative, and based on 

interview observation rather than careful measurement. It became clear in the interviews 

that several of the girls had close confiding relationships with their mothers in which the 

expectation that the mother normally provided support to her daughter had been reversed: 

the girl herself routinely took the supportive role. The mothers in these relationships 

were the weaker partner, and needed their daughters to share their burdens, while 

providing very little or no reciprocal support to their daughter. When the mother's 

circumstances were bad, these girls might become depressed themselves, but could 

expect no support even though they were close to their mother. Thus the phrase 'maternal 

support' may not be a correct interpretation of the relationship, because the current 

measures did not reflect the direction o f the support.
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The following describes such a relationship:

Tracy was 17, and lived with her mother and two younger siblings, who were at 
school. Tracy's mother was very depressed and seriously agoraphobic: she 
seldom left the house, and Tracy took the children to school and did the 
shopping. One of the younger children was perpetually in trouble at school, and 
Tracy had to talk to the teachers, and try and sort things out. She started the year 
before the interview by ditching one boyfriend and going out with another within 
a few days. The new boyfriend persuaded her into a sexual relationship within 
two weeks, but she secretly kept her sexual contact with the former boyfriend as 
well. The new boyfriend frequently beat her up, and her mother wanted her to 
break off the relationship. Meanwhile, her mother had found a new man friend, 
who came and went during the year. Every time he left, Tracy had to see her 
mother through a further episode o f serious depression. Their relationship was 
a very close one, but the mother was deeply dependent on Tracy both for physical 
and emotional support at every turn. Tracy, in her turn, could have done with a 
confidant to talk through her own difficulties, but felt she could not ask her 
mother to shoulder new difficulties. She had no other friends, which she reported 
had always been the case as she could not go out like her school contemporaries.

One further explanation of the failure o f confiding relationships to protect the depressed 

teenage girls from the adverse effects of stressful events may lie in the observation from 

some studies that depressed adolescents show more negative relationships overall with 

parents than non-depressed contemporaries. For example, Puig-Antich et al (1993) found 

that post-pubertal depressed adolescents communicated less with their mothers and 

reported greater tension and criticism than non-depressed teenagers. In the current study, 

therefore one more possibility is that either mothers were not giving the appropriate 

support to their depressed/anxious daughters because they had not observed the signs of 

pathology correctly, or that girls themselves were not good at eliciting support or using 

their confiding relationships effectively when they were depressed. Thus the adolescent 

girls' confiding relationships may not exist in the same form as the confiding 

relationships between adults which has been found be protective o f adult women (Brown 

& Harris, 1978).

Some support for this emerges from studies o f children's friendships when they are 

depressed or anxious (Goodyer, Wright & Altham, 1989: Kovacs & Goldston, 1991).
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Depressed teenagers tend to have less secure attachments both with parents and with 

peers, than non-depressed teenagers (Armsden et al, 1990).

The role o f confiding relationships in reducing the adverse effects o f life stresses in 

anxiety cases was not pursued because of the small number o f cases.

vii) The role of parental factors in teenage girls' depression and anxiety
a) maternal depressive mood

Overall, girls were significantly more likely to report mood disturbance when they lived 

with mothers who themselves reported depressive mood. Maternal depression made an 

independent but not unique contribution to the presence o f depressive disorders in the 

daughters. This finding gains support from several other studies (see Chapter 2). Thus, 

for girls aged 15, McGee & Stanton (1992) observed that maternal depression was a 

significant contributor to adolescent distress. The strong and independent association 

between the mother's self-reported GHQ score and her daughter's clinically confirmed 

psychiatric disorder has also been noted in other studies (eg, Beardslee et al, 1983). In 

a slightly younger age-group, Goodyer et al (1988) noted maternal distress was 

associated with emotional disorders in school-age children independently o f stressful life 

stress events.

The mechanism for this association with maternal mood may be especially important for 

girls. There is some suggestion that teenage girls place a high value on family affiliation, 

closeness and emotional expression: for girls the relationship with mothers occupies an 

influential place in maintaining these values (McDermott, Robillard, Char et al, 1983). 

Coleman (1974) pointed out that the developmentally appropriate 'move away' from 

parents occurs, for girls, early in their teens, but that the 'move away' from mothers is late 

and mild, compared with the reduced levels o f intimacy older girls have with their 

fathers. Intimacy with mothers thus remains an important normal expectation. In late 

adolescence, both sons and daughters have reported feeling closer to their mothers than 

their fathers, and spending more time with them (Miller & Lane, 1991). The question 

o f the direction of influence between parents and children is clearly important. A recent
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study has confirmed what might be regarded as the common-sense position that the 

effects of teenage children and parents are two-way (Ge et al, 1995).

The association found in the present study between depressed mood in mothers and 

daughters does not necessarily imply a causal connection. Indeed, given the independent 

contribution of stressful life events and difficulties to the daughters' depression and 

anxiety states, many o f which were shared with the mothers, it is not unlikely that the 

depression o f both mothers and daughters is induced by third factors such as family- 

based life events and difficulties (Hammen, 1992). Indeed, it is quite plausible that the 

mother's and daughter's depression, the mother's poor marital relationships and many of 

the stressful life events all have their origins in preceding family dysfunction. In a cross- 

sectional study such explanations cannot be tested.

We have seen that other studies have found associations between stressful (or 

undesirable) events and depressive symptoms in adolescence (Chapter 3), but these have 

not, in general, examined the confounding effects o f maternal distress and the quality of 

the mother's partnership. An exception is the study by Forehand et al (1991b) in which 

the relationship was examined between maternal depression and parental conflict or 

divorce on the one hand, and adolescent functioning (behaviour and school performance) 

on the other. Adolescents reporting at least two o f these family stressors were 

significantly more likely to show externalizing and internalizing problems at school, and 

to have lower grade point averages.

Thus, a second possibility is that maternal depression, by dysregulating the current 

personal relationships in the family, serves to maintain the daughter's depression, while 

the depression states of each have origins in other (and unshared) factors. Forehand et 

al (1991b) make a similar point about the interpretation o f correlational data and the 

possibility that 'third factors' may be influencing results in this field.

Forehand & McCombs (1988) investigated which o f two variables - maternal depression 

and adolescent functioning - served as antecedent, and which consequential for a
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population of girls and boys in mid-adolescence. They found that maternal depression 

was the antecedent for four areas of adolescent functioning (including psychiatric 

symptoms) rather than vice versa. Maternal depression also appeared more detrimental 

to later than to current adolescent functioning, with which there was no significant 

association. These authors warn against making assumptions about causality but point 

to the importance (among other factors) of the presence or absence of maternal 

depression for this age group.

One of the interesting findings of the present study was the association between the 

mother's depressed/anxious mood and the girl's stressful life events and difficulties. It 

is considered likely that this is the first study to show that the depressed mood of one 

family member is associated with the stressful events of another. In this context, it is 

important to stress that while the events recorded for the daughter were indeed 

independent of any oncoming symptoms, severely stressful and focused on the girl, this 

cannot rule out the fact that many events were with the mother, and would have been 

rated in the same way for her. the examples of deaths in the family have been presented 

in this thesis. The extent to which the effects of these events may have been shared can 

only be suggested, because information on the events and difficulties were collected and 

rated for the girls, and not for the mothers. No doubt, as well, the mothers would have 

reported some more events and difficulties for themselves, if they had been asked about 

them. Future studies of the relationship of stressfiil events and mood in family members 

need to take account of the extent of shared impact of events ostensibly "belonging" to one 

member.

It is appropriate here to mention that a group of studies have recently been published 

which suggest that, in families with two resident parents, fathers' self-reported 

psychopathology on the one hand, and the relationships between fathers and adolescents 

on the other, exert powerful effects on adolescents' own depressed and anxious mood (Ge 

et al, 1995). But there was a main effect of the father-adolescent relationship on 

behaviour problems: in other words, the father's relationship influenced functioning in 

the adolescent regardless of the number of problems. There was also a buffering effect
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of the father-adolescent relationship on internalizing problems; this relationship becomes 

important in minimizing the effects of increasing problems. The authors comment on the 

lack of studies looking at the father's role in adolescent functioning: this criticism would, 

of course, apply to the present study.

b) Mother's marital status and relationship with partner

Self-reported mood disturbance was significantly more likely in girls living with mothers 

who were divorced or separated, compared with those who had lost one or both parents 

through death or who were living with parents who were together. The low rate of 

self-reported mood disturbance among the small number of girls who had lost a parent 

is striking. Perhaps more importantly, single parent status and poor quality maternal 

partnerships independently contributed to higher rates of depressive and anxiety 

disorders in these daughters in their late 'teens.

The association of depressive disorders in adolescence with both marital disharmony and 

single parent status has been observed elsewhere. Seif el-din (1990b) noted that 

depressive mood in 13-17 year-old girls (recorded from teachers' scores on the Rutter-B 

checklist) was significantly related to living with a step-parent, or the divorce and 

separation of parents, but not to the death of parents (these results were not replicated in 

the boys). Werner & Smith (1982) reported that girls in 'non-two-parent' households 

(their term) had more suicidal thoughts and somatic symptoms than contemporaries in 

two-parent families. It has also been noted that children perceive their parents' conflicts 

as harming their own relationship with each parent (Grych & Finchman, 1990).

However, it is important to be aware of the many forms of disadvantage experienced by 

the children of divorced or single parents other than disturbed personal relationships. A 

recent study by Gore, Aseltine & Colton (1992) found that the higher levels of depressive 

symptoms in children in single-parent families was explained by the worse economic 

conditions of these families and the higher exposure to a range of stressors. In an 

important observation the authors found that the actual vulnerability of the family 

members to these stressful events and long-term difficulties was no greater than in the
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(control) two-parent families. The study reported by Blum, Boyle & OfFord (1988), 

which is part of the prospective Ontario Child Health Study, confirmed that, once poverty 

and family dysfunction had been controlled for, the relationship between single-parent 

status and childhood psychiatric disorder disappeared. [It should be noted, however, that 

in this latter survey, boys as well as girls were included, and conduct disorder was the 

largest single group of childhood disorders: several studies have pointed out that 

differences in acting-out behaviour between children in nuclear or single-parent families 

is less marked or non-existent for girls (Hetherington, Cox & Cox, 1982; Guidubaldi, 

Perry & Cleminshaw, 1983).]

In the present study it was found that in two-parent families the teenage girls' apparent 

susceptibility to depression following stressors was associated with the quality of the 

parental relationship. In view of this, it would be interesting to replicate these last two 

quoted swhile seeking to differentiate the quality of the parents' relationships.

The quality of the parents' marriage may also have been related to other features of 

family life which were not investigated. Disordered family functioning has been shown 

to be associated with younger children's psychiatric problems (Richman et al, 1982; 

Smith & Jenkins, 1991), and parental problems have been shown to increase the chances 

of 4-16 year-olds suffering from behavioural and emotional disorders (Rae-Grant, 

Thomas, Offord & Boyle, 1989). The 'poor marriages' in the present study may have 

been associated with other forms of poor family functioning which acted to raise the 

probability of psychiatric disorder in the adolescent girls. By contrast, the 'good/average' 

marriages may be associated with effective family functioning in other areas, which in 

turn reduces the likelihood of adolescent psychiatric disorder. Irrespective of marital 

disharmony the presence of depressed mothers produces high rates of dysphoric affect 

and low rates of positive affect in family members (Hops, Biglan, Sherman et al, 1987).

In the current study we have seen that while maternal depression and the mother's poor 

relationship with (or absence of) a current partner significantly increased the teenage 

daughters' chances of depressive disorder, these factors were neither necessary nor
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sufficient to differentiate between cases and non-cases. That is to say, large numbers 

of girls with depressed, single, or 'poor marriage' mothers were not themselves depressed, 

and some depressed girls lived with non-depressed mothers in good partnerships.

It is not possible to follow the same range of points in discussing the relationship 

between anxiety disorders in teenage girls and the factors described above. The very 

small numbers of cases of anxiety disorders in the present study sharply reduced the 

reliability of any conclusions.

viii) The nature of the connection between stressful events and difficulties, maternal 
factors and psychological disorder in adolescents

The current study has shown how difficult it is to disentangle the effects of maternal 

distress, maternal marital status, and those stressful life events which may be shared 

between mother and daughter. The stressful events and difficulties experienced by the 

daughter were highly related to the mother's self-reported distress, to her status as a 

single parent or her poor marital relationship. Four studies have noted that 'family 

dysfunction' - which might be expected to include poor relationships between parents 

- is associated with depression in adolescent children of the household (Kandel & Davies, 

1982; Garrison, Schoenbach & Kaplan, 1985; Bird et al, 1988; Kashani et al, 1988). Not 

all these studies were exclusively of adolescents, and none exclusively covered exactly 

the same age groups as the present study, but the results provide some support for the 

current findings.

The nature of the relationship between 'stressful life events and difficulties' and 

maternal/family variables is obviously complex. Life events may, for the girls in the 

present study, have been acting as proxy for maternal distress and maternal partnership 

factors; the evidence suggests that they cannot be regarded as uncontaminated sets of 

data. This explanation gains plausibility when it is remembered that some, at least, of 

the stressful life events in the girl's life were shared with her mother, whose own reaction 

will have been reflected in a high GHQ score, or in disturbed relations with the father(-
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figure). Some examples can be used to illustrate this point. In two families the girl's 

brother had recently died, and this was clearly distressing for both the mother and the 

daughter. In each family this event may well have been reflected in the mother's GHQ 

score, and maybe also in the level of maternal support she could provide (Downey & 

Coyne, 1990). In a third family, the girl was very involved in protecting her mother from 

the ill-temper and violence of the step-father; serious rows (independent of the girl in 

their origins) became stressful events for the daughter, but also contributed to the rating 

of a bad marriage for her mother. Garmezy & Masten (1994) have indicated that ongoing 

family stress can lead to events such as separation or divorce.

It is difficult to see how this form of confounding can be avoided if data are to reflect the 

real life situations of the adolescents. It is worth remembering that, in the present study, 

the definition of a stressful event required the event to be relevant for (or focused on) the 

daughter, and not all aspects of a bad marriage would be relevant in this sense. There 

were some bad marriages which did not, for example, include rows between the partners, 

or other features which would have led to confounding ratings of stressful events for the 

children in the family. However, it has to be recognised that there is bound to be a 

degree of confounding between stressful events, psychiatric disorder and levels of 

effective social support (Parry & Shapiro, 1986). Here, it can be argued that this is 

particularly likely between members of the same households/families. This difficulty has 

not, in the opinion of the present investigator, been sufficiently acknowledged in the life 

events literature.

3. Further considerations

i) Intergenerational transmission and the longer term effects of relationships 
between teenage daughters and their mothers

Adolescent psychiatric disturbance is associated with conflicted 'partnerships' in the 

parents, so the question arises: how is this influence effected? Fauber, Forehand, 

Thomas & Wierson (1990) have suggested that it is mediated through a change in the 

parent-child relationship. The results of the present study suggest that some life events
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also have this effect, by precipitating new mother-daughter relationships, for example as, 

together, they have to deal with a violent step-father, or a death in the close family.

Rutter (1985) has pointed to the importance of cross-generational studies for the study 

of inter-generational transmission: 'What is needed is research which focuses specifically 

on the factors which lead not to disorder in individuals but rather to the perpetuation of 

disorder through succeeding generations. ' Drawing on the studies by Quinton and Rutter 

together of girls who had experienced disrupted parenting and spent some part of their 

childhood in institutions, he openly speculated that even without overt disorder in 

childhood or adolescence these girls might still contribute to the intergenerational 

transmission of disorder if their own mothering skills were impaired (Quinton & Rutter, 

1984a& 1984b).

Data in the current study show an association between the mother's self-reported 

depressed mood and that of her daughter. The exact mechanisms involved in this 

influence are not wholly clarified by the present results because the study was cross- 

sectional, not longitudinal.

At this stage of our knowledge it is only possible to speculate on the social processes 

which may add to known genetic effects. But it is now emerging from follow-up studies 

that depression and anxiety disorders in childhood and adolescence carry significant risks 

of adult episodes (reviewed by Harrington, 1993). Older adolescents appear to have a 

worse outcome than younger ones (Kovacs et al, 1989; Harrington et al, 1990), and those 

with depressed mothers (Hammen et al, 1991; Warner, Weissman, Fendrich et al, 1992), 

and those in adverse environments (Asamow, Goldstein, Tompson & Guthrie, 1993) also 

appear to fare less well. Self-ratings of depressed mood in late adolescence also appear 

to predict less favourable adult outcomes (Kandel & Davies, 1986). The continuities for 

depression appear strong (Zeitlin, 1986; Harrington et al, 1990). Nevertheless, 

depression and anxiety in adolescence do not détermine adult disorder, and the important 

issues are those concerning the intermediate mechanisms, fhiitflilly discussed and 

illustrated in Quinton et al (1993).
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For example, the observed association between mothers’ distress and marital/partnership 

status and their daughter's psychopathology may arise because girls in the studied age- 

group rely on their mothers to provide models of adult women's roles in the post-school 

world. The longitudinal study by Kandel & Davies (1986) suggests, for example, the 

importance of maternal factors on the later social functioning of the daughters and their 

capacity to form warm and satisfying relationships with their own partners. It may be 

that the maternal variables which, in the present study, increased the likelihood of 

depression and anxiety disorders in teenage daughters, also diminish the daughter's 

interpersonal skills which are needed to cope with the next stage of life as young women 

strike out on their own in partnerships or jobs. If, as one might reasonably expect, 

mothers hold an important place in the development of their daughters into adult women, 

then deficient modelling of social skills may have a particular impact on the 

development of girls' social skills. Deficient role modelling to daughters who are already 

at a disadvantage in terms of their social competence from their earlier depression 

(Kovacs & Goldston, 1991) may have even greater impact.

There may, in addition, be direct effects of adolescent depressed states on later adult 

depression and anxiety. Kovacs & Goldston (1991) have pointed out that '...depression 

in childhood may have long-term negative effects because it may significantly disrupt 

and interfere with the process of continued learning and social adaptation. It would also 

seem that persistent disruptions in age-appropriate behaviours can lay the ground-work 

for subsequent developmental delays.' (p. 391). Disturbed social functioning has 

particular importance in late adolescence when adult skills are developing (Giaconia et 

al, 1994, p. 707). Agian, we have much less information on the longer-term effects of 

anxiety disorders experienced by girls in their later 'teens.

There is now evidence that some people act in ways that puts them at risk of negative life 

events (Rutter & Sandberg, 1992). Adolescents already disadvantaged by the experience 

of several stressful life circumstances live in environments which reduce the chances of 

avoiding further negative experiences (Quinton et al. 1993). In other words, it will not 

be maternal factors alone which reduce the opportunities for developing interpersonal
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skills and positive coping strategies.

4. Some further implications of the current findings

At the time of contact with the girls in this study, none was receiving help with identified 

depressive and anxiety disorders. This must have implications for the provision of 

services to girls in this age-group, and for the treatment of the more serious cases of 

depression and anxiety as they emerge in community settings.

This particular finding has been matched in other teenage studies. Stififinan, Earls, Robins 

& Jung (1988) interviewed 2787 adolescents between 13 and 18 years living in inner-city 

communities and found that less than one third of the young people with suicidal 

ideation, and only half the young people with major depressive disorder (MDD) had 

sought or received care. More recently, Goodyer & Cooper (1993) noted that a UK 

community study of depression in adolescent girls had uncovered more than 10% who 

were defined as cases of MDD within the previous 12 months or currently, not one of 

whom was receiving any specialist help. Walker et al (1990), in detailed interviews with 

parents, found that a large proportion of those whose children had made a suicide attempt 

did not report it.

In Alexandria, Seif el-din (1990a) found a number of untreated teenagers aged 13-17 

years who were moderately or severely depressed, many of whom had made one or more 

suicide attempts, and drew attention to the urgent need for improved school mental health 

services. It is true that this failure to consult is not limited to cases of depression and 

anxiety, or to girls. Offord et al (1987b) have also observed that only five out of every 

six children and adolescents with psychiatric disorders had made use of appropriate 

services in the previous six months.

Despite not being in contact with mental health professionals, the girls in the present
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study who reported disturbed mood had consulted their GPs more frequently than non

disturbed girls. Among adults. Wing et al (1981) found that those identified as 

psychiatric 'cases' had twice as many consultations with their General Practitioners as 

non-cases.

It has been said that:

'A better understanding of all aspects of epidemiology of 
depression in young people is important for the planning of 
services, for generating and testing hypotheses about etiology, 
and for launching effective preventive efforts.'

(Fleming & Offord, 1990; page 571)

And Costello (1990) has pointed out that the investigation of community cases of 

depression and other psychiatric disorders can be justified on public health grounds, 

although it is difficult to see why, unless services are provided to the study group and 

others as a result.

Puckering (1989), reviewing the literature on the impact of maternal depression on 

children concluded that '..those that deal clinically with children must continue to give 

consideration to depression in their parents, and to seek points in the cycle where 

intervention (in the parent's difficulties) might have an impact'. Unemployment in 

mothers was associated with depression in their daughters when the mother was the 

major wage-eamer. Clearly social policies and economic events which have an impact 

on adult women's employment are difficult for child and adolescent psychiatrists to 

influence, but that should not stop them from recognising the link between the mother 

being able to perform effectively as economic provider and the elevated risk of 

depression and anxiety in her daughters when the latter face stressful events of their own.

Can the findings of these and the current study be located in any theory of adolescent 

development, which might help to explain these high levels of vulnerability to disorder? 

Coleman & Hendry (1990) have pointed out that 'during the teenage years major
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adaptation has to occur* for all teenagers across a wide range of issues. Based on studies 

of adolescents' relationships with their parents and their self-reported concerns, Coleman 

( 1974) developed a 'focal theory' in which he suggested that by-and-large, adolescents 

choose to deal with one issue at a time. He suggested that this might explain the 

apparent contradiction between the amount of adjustment required in adolescence, and 

the relatively successful adaptation of the majority. This theory would suggest that 

adolescence presents particular difficulties for those who face several ('too many') major 

life changes or stressful events at the same time: the mechanisms for successful 

adaptation are then overwhelmed. Garmezy (1984) suggested that, since coping with 

stress was an important life skill, the optimal environment was one in which children 

faced graduated but surmountable challenges. Such situations enhanced the capacity to 

cope, while multiple difficulties or stressful events occurring together provided an 

extremely adverse environment in developmental terms. The crucial difference for many 

of the girls in the present study was that any stressful events they had to deal with 

occurred against the background of two longer-term stressors: their mother's poor 

marriage or single parent status, and their mother's depressed mood. Independently, these 

markedly raised the girls' vulnerability to further stress.

Coleman's focal theory has been dismissed as simply the theory of the deleterious effects 

of stressful life events in another guise: however, the important difference is the concept 

that most adolescents can tackle stressful events if they do not crowd together.

5. Significant new findings

A number of findings from this study broadly replicate other studies but address issues 

in a distinctive age-group which lies between the more common studies of children and 

those involving young women in their twenties.

The finding that self-reported mood disturbance in the girls was associated with their 

mothers having poor marriages or other partnerships and with their mothers being single 

parents has frequently been found in younger children. But it is noteworthy that the
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association continues for girls in their late 'teens who are living at home, and is not found 

among those who are living away from parents. One possible explanation for this latter 

finding, which has not been reported elsewhere, is that living with parents who are 

experiencing severe relationship problems fosters or maintains contemporary mood 

disturbance in the teenage daughter. On the other hand, it is possible that those 

daughters who do not react with depressed or anxious mood to their parents' poor 

relationship are more likely to move elsewhere to avoid the consequences.

More frequent attendance by the girls at their General Practitoner surgery over the 

previous 12 months was found to be associated with smoking more than ten cigarettes 

a day, and with mood disturbance reported in the screening interview. Only a handful 

of girls had gone to their GP for advice about their depressed or anxious state and none 

were receiving professional advice at the time of the interviews. Attendance at the GPs 

was significantly more frequent among those who had left school, who tended to be the 

older girls. The explicit reasons for attendance at the GPs' surgeries were not 

investigated, but it is clear that further research should focus on why these groups of girls 

are attending more frequently than their peers who do not smoke or report depressed and 

anxious mood. There are implications for GPs who are treating young female patients 

who are frequent attenders at surgery.

Overall, it is important to note that there was a remarkably high level of depression and 

anxiety disorders in this community population of 15-20 year old girls. It should be 

borne in mind that there was no investigation of other disorders. It is likely that a 

significant number of girls in this age-group should be receiving professional help: in the 

present study none were in treatment at the time of the survey.

In the present study the expected relationship between stressfiil events and difficulties 

and subsequent onset of disorder was confirmed for depressive but not for anxiety states. 

Unexpectedly, however, there was no modifying effect for the depressed girls of the their 

confiding relationships either with mothers or with others. A more inclusive measure of 

confiding and warmth between mothers and daughters also failed to ameliorate the
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adverse effects of stressful events and difficulties. Possible explanations for this finding 

have been discussed: possible defects in the measure, less good information on the full 

range of peer supports, the existence of what might be labelled 'reverse support' (from 

daughter to mother), and the inability of mothers to respond appropriately to their 

depressed daughters. Since it has been concluded that there were no major short

comings in the measures, the lack of a modifying effect of close and confiding 

relationships in this age-groups represents a significant new finding.

Depressed mood in the mother was also associated with the daughter's depression, 

independently of the latter's stressful life events and difficulties. This finding is not 

uncommon. A new finding, however, was that the mothers' depressed mood was highly 

related to the stressful events and difficulties in the daughters' lives. As has already been 

emphasised, the daughters' events and difficulties were only included if they were 

focused on the girl. While it is obvious that parents and children share many events, 

there is a need for further work on measurement of events and difficulties to establish the 

extent to which those events would be rated for any one family member as 'independent', 

'severely stressful in the long-term', and 'focused' on the informant would be rated 

similarly for other family members. There are obvious links with the measurement in 

twin studies of shared and unshared environments within familes which could usefully 

be explored.

6. Conclusions

This study explored the associations between the onset of depressed and anxious disorder 

in adolescent girls on the one hand, and their own stressful life events and difficulties and 

certain factors in their mothers' lives on the other.

The onset of depressive disorders in girls in their late 'teens was independently related 

to their experience of stressful life events and long-term difficulties, but no significant 

modifying effect was found for confiding relationships. Further significant and
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independent associations were observed between onset of depression in the girls and their 

mother's depressed mood and the quality of the mother's partnership. Again, there was 

no mediating effect on these factors of mother-daughter confiding and warmth. But 

evidence has been put forward of the ways in which warmth and confiding relationships 

may become reversed from the traditional view of mothers supporting daughters in the 

relationship between mothers and older daughters.

Very importantly, the events and difficulties recorded for the girls (severely stressful for 

them, focused on them and independent of their symptoms) turned out to be significantly 

associated with their mothers' self-reported depressed and anxious mood. Evidence has 

been presented which has shown the considerable extent of sharing between mothers and 

daughters of the events which had been rigorously rated as 'belonging' to the latter. The 

difficulty of avoiding contamination of mother-daughter variables has been shown.

The small number of anxiety cases almost certainly contributed to the persistant negative 

findings: there were no apparent associations with stressful life events or with adverse 

maternal factors. It is important to note that a larger sample and the use of a sensitive 

clinical diagnostic interview and more selective diagnostic framework (eg, DSM-IV-R) 

would almost certainly have produced a larger number of cases of anxiety disorders, in 

addition to making it possible to recognise the considerable co-morbidity between these 

two disorders. This study cannot be regarded as having contributed usefully to the body 

of knowledge on anxiety in late teenage girls.

The significance of adolescent depression and anxiety disorders cannot be under

estimated. Adolescence has been identified in one group of studies as a critical stage in 

the development of adult disorders (Christie, Burke, Regier et al, 1988; Burke, Burke, 

Regier & Rae, 1990; Burke, Burke, Rae & Regier, 1991), and some authors have stated 

that late adolescence is of particular significance (Amstein, 1984; Starr, 1986).

In the last ten years enormous progress has been made in identifying depressive and 

anxiety disorders in young people. The circumstances surrounding the onset of episodes
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is better understood, but a large number of questions still remain unresolved, particularly 

concerning the role of parents in creating and sustaining the family environment in 

which the child learns to deal with adversity in effective ways. As Masten et al (1994) 

have pointed out, prospective studies are now essential in order to disentangle the 

associations of stress and adjustment, including depression and anxiety. But within 

prospective studies of adolescents much greater consideration needs to be given to the 

methods of collecting data on life events and difficulties, and to the ways in which 

parental behaviour, experiences and support for the teenager impact on the onset or 

maintenance of affective disorders in the young people.
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APPENDIX 4. THE GREAT ORMOND STREET MOOD QUESTIONNAIRE: 
psychometric characteristics of an adolescent self-report schedule designed for use 
with female community populations.

[NB. The analysis of the data presented in this appendix was carried out in 
collaboration with Rebecca Dobbs.]

Introduction

In planning an epidemiological study of affective disorders in adolescent girls aged 
between 15 and 20 years a questionnaire was needed which would provide data about 
the severity of self-reported psychiatric disorders, and which would identify individual 
symptoms. Since it was intended to administer the questionnaire as a part of a home 
interview with the girls, it was important that it should be short and simple to 
complete.

In addition, a questionnaire for adolescents needed to encompass those symptoms 
found more commonly among adolescents than among adults (eg somatic symptoms), 
and to allow less space for those symptoms (eg psycho-motor retardation/agitation and 
disturbance of cognition) which are less noticeable in adolescents than adults.

The new instrument - the Great Ormond Street mood Questionnaire (GOSQ) - was 
developed; validation for a 15-16 year old community population of girls was 
undertaken in collaboration with researchers from the Royal Free Hospital and the 
Institute of Psychiatry (Mann, Wakeling, Wood, Monck, Dobbs & Szmukler, 1985 
- attached as Appendix 9). During this joint stage of research - referred to as The 
Validation Study in this note - the 28-item General Health Questionnaire (GHQ) was 
also validated for this mid-adolescent female age-group. The present authors later 
carried out a test-retest reliability trial on both the GOSQ and the 28-item GHQ; this 
is referred to as the Reliability Study in this paper.

Information is presented on the inter-relationship of the two measures, and the factor 
analysis of the GOSQ.

In a pre-pilot stage, teenagers of both sexes reported some confusion with the 
wording of the GHQ, where the response choice is ’Not at all’; ’No more than 
usual’; ’Rather more than usual’; and ’Much more than usual’. The new 
questionnaire (GOSQ) has 28 questions and the response options are ’Never’; 
’Sometimes’; ’Frequently’; and ’Nearly all the time’. A reading age of 9 is required 
to complete the questionnaire unaided. Responses are scored 0,1,2,3 with questions 
3,6,15 and 23 scoring in reverse.
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Study 1: Validation of the GOS Questionnaire

Method
The method used has been described in greater detail in Mann et al (1983) and the 
following is a brief outline. The study population was drawn from the fifth-year 
pupils of two South London comprehensive schools, one for girls only, one for both 
sexes. Pupils in the fifth year are aged 15 or 16 years and, since compulsory 
schooling ceases at 16 years, at the time of the study, this was the final year for 
about 60%-70% of the school population. The schools both served a very large local 
authority/public housing estate, with an ethnically and socially mixed population.

Members of the ICH research team (EM,RD) explained the aims of the research to 
the pupils, who were asked to seek parental consent by taking home a letter outlining 
the study. This letter indicated the support of the two head teachers for the research.

Pupils were told that the research consisted of two stages: first, filling in 
questionnaires and second, a confidential interview with a member of the research 
team. It was explained that only some of the teenagers would be asked for an 
interview and it was emphasised that no-one would have access to the contents unless 
the pupil wished it. It was explained that the researchers were independent of the 
school organisation.

The questionnaires were administered in a class-room setting supervised jointly by 
a teacher and a researcher. At the mixed school, both boys and girls completed the 
questionnaires, although it was made plain that the researchers would only ask to 
interview girls at the second phase. [It was a requirement by the head teachers that 
we gave this information: is acknowledged that this might have led to specific 
distortions in the responses of the girls or the boys or both, though in ways which it 
would be difficult to predict.] The numbered questionnaires were filled in 
anonymously, but teachers held a confidential number code which enabled them to 
identify for the researchers those girls who they wished to interview at the second 
phase.

Validation was effected by comparing the scores of the 28-item GHQ and the GOSQ, 
and both of these with the results of the Clinical Interview (Goldberg, Cooper, 
Eastwood et al, 1970), which was carried out by researchers trained in its use and 
ignorant of the questionnaire scores of the girls.

The Clinical Interview provides two measures of severity of symptoms. First, the 
Total Weighted Score (TWS) which represents the extent and severity of symptoms 
elicited, and provides an opportunity for the observed symptoms to be weighted in 
relation to the reported symptoms. And second, the Overall Severity Rating (GSR) 
which represents the interviewer’s judgement of the level of intervention which would
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be appropriate given the severity of symptoms^ A ’case’ was defined as a subject 
with a TWS of 17 or more, or an OSR of 2 or more.

All those girls who had scored more than 4 on the General Health Questionnaire were 
interviewed, together with a random sample of girls with lower scores; those who 
had scored just below this cut-off point were more densely sampled than the very low 
scorers. The interviews were carried out two to three weeks after the questionnaires 
were completed.

Results

In the two schools, 262 girls, aged between 15.5 and 16.04, cooperated in the study; 
this represented 69.3% of those enrolled, and 86.5% of those attending on the days 
on which the questionnaires were administered. The refusal rate was 13.5%. Social 
class of the study population was assessed by the pupils’ report of parental 
occupation. From these data is appeared that the distribution (SEG 1 and 11: 8%; 
SEG 111 non-manual and SEG 111 manual: 56%; SEG IV and V: 10%; not known: 
25%) differed from that found in Inner London comprehensive schools, with a bias 
towards SEG 111 and away from SEG IV and V (ILEA: Research & Statistics, 1982).

Among 262 girls who completed the GOSQ satisfactorily, 77 were included in the 
sample who were interviewed. The total study population was divided into seven 
strata (Table 1) according to their GOSQ scores. For each stratum the expected 
number of cases was calculated from the results of the interviewed sample, so that 
the ratio of the expected cases (E) to the number in the stratum (N) was equal to the 
ratio of diagnosed cases (C) to the number in the stratum who were interviewed (S). 
Following the procedure reported in Mann et al (1983), these calculations were 
completed using both the Total Weighted Score (Ci) and the Overall Severity Rating 
(Cii).

Scoring: 0 =  no symptoms; 1 =  minimal/ no intervention; 2-symptoms for which intervention at 
primary care (General Practitioner) level is most appropriate; 3 =  symptoms requiring psychiatric out-patient 
treatment; and 4 =  symptoms requiring in-patient treatment.
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Table 1 Distribution of scores on the Great Ormond Street mood 
Questionnaire compared with ‘cases’ diagnosed through 
interview and estimated in the total study population.

GOSQ N Sample Cases Cases Expected Expected
scores inter (TWS) (OSR) cases cases

viewed TWS OSR

S Ci Cii Ei Eii

0 - 21 148 21 4 3 28.2 21.1
22 5 2 0 0 0 0
23 15 3 0 0 0 0
24 16 6 1 1 2. 2.7
25 4 1 1 1 4 4
26 8 3 1 1 2.7 2.7
274- 66 40 22 12 36.3 20

rOTAL 262 77 29 18 68.7 47.4

Table 2 shows the sensitivity, specificity and positive predictive value of the GOSQ 
at different cut-points, based on the distribution of scores from the whole study 
population. From these data it was decided to use a cut-point of 24/25. Using the 
TWS as comparison, this cut-point gave the GOSQ a sensitivity of 56.2% (percentage 
of cases correctly identified), a specificity of 79.6% (percentage of non-cases 
correctly identified) and a positive predictive value of 49.5% (percentage of GOSQ 
positive responses correctly identifying cases).
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Table 2 Sensitivity, specificity and positive predictive value 
(PPV) of GOSQ at different cut-points.

Cut
point

Total weighted score

Sensi- Specif- PPV 
tivity icity

Overall severity rating

Sensi- Specif- PPV 
tivity icity

21/22 60.1 62.1 36.2 56.6 58.9 23.3

22/23 60.1 65.0 37.9 56.6 61.7 24.6

23/24 60.1 72.7 43.9 56.6 68.7 28.5

*24/25 56.2 79.6 49.5 50.9 81.9 38.2

25/26 50.4 79.6 46.8 42.4 74.9 27.2

26/27 46.4 82.4 48.3 36.7 77.3 26.4

27/28 44.0 86.6 53.9 33.2 81.2 28.0

28/29 44.0 91.8 65.6 33.2 85.9 34.0

Comparison with the data obtained in the same study on the 28-item GHQ (reported 
in Mann et al, 1983) shows that the results for the two self-report questionnmres are 
very similar. Discussion and written comments by the respondents indicated that they 
preferred to use the GOSQ.

Table 3 Comparison of sensitivity, specificity and positive predictive 
value of the GOSQ and the 28-item GHQ at the chosen 
cut-points.

Questionnaire Total Weighted Score Overall Severity Rating
and Cut point Sensi- Specif- PPV Sensi- Specif- PPV

tivity icity tivity icity

GHQ 5/6 

GOSQ 24/25

44.5 89.1 56.0

56.2 79.6 49.5

42.5 85.4 36.7

50.9 81.9 38.2
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Study 2; Reliability of the GOSQ

Method

The second study population was drawn from the fifth-year (15/16 year old) pupils 
of two South London comprehensive schools which had not participated in the 
original validation study. The reasons for this were purely administrative. One of 
the new schools was mixed and one for girls only.

Pupils were invited to take part in completing the GOSQ and the 28-item GHQ in 
lesson time, supervised by the teachers and researchers together. The staff, but not 
the pupils, were told that the same questionnaire would be administered a second 
time, exactly 4 weeks after the first administration. There were administrative 
advantages for the schools in this arrangement, but in addition it was seen as an 
advantage that the large majority of the girls in the study population would have 
reached approximately the same stage in their menstrual cycle. As with the first two 
schools, the teenagers filled in the questionnaire which carried the number allocated 
to them by the teachers at the time of the first administration.

Results

The GOSQ was satisfactorily completed on both occasions by 197 girls, and the GHQ 
by 201 girls. This represented 71% of the schools’ populations in this age-group.

The test-retest of the GOSQ was high (Table 4: kappa=0.703, odds ratio =52.21); 
the Pearson correlation of unrecoded scores was 0.8559 (p <  .001). By 
comparison the test-retest of the 28- item GHQ was less impressive, though still 
significant (Table 5: kappa=0.411, odds ratio =  7.038); the Pearson correlation of 
unrecoded scores was .5164 (p <  .001).

The internal reliability of the GOSQ and the 28-item GHQ were examined at both 
first and second administration using Cronbach’s alpha and Guttman’s split-half test: 
these demonstrated that both instruments are highly internally consistent.
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Table 4 Test-retest reliability of GOSQ; distribution of scores on 
first and second administration.

Recoded GOSQ 
scores on first 
administration

Recoded GOSQ scores on second administration

0 - 24 25+

0-24 62.9% (124) 3% (6)

25-k 9.6% (19) 24.4% (48)

Kappa =  .703; S.D. =  0.054; Odds ratio = 52.21

Study 3: Factor structure of the GOSQ.

M eth o d
The GOSQ was subsequently used as the screening instrument in a larger study of 
a community population of girls and young women between the ages of 15 and 20 
years. The method has been described in greater detail in the main body of the thesis. 
Out of 645 girls who were invited to take part in the first interview, 529 (82%) 
accepted, and completed the GOSQ.

Results
Factor analyses of the GOSQ were carried out on the responses o f the 529 girls. 
Dividing the responses into present (score 1, 2, or 3) or absent (score 0) showed 
that all the items had frequencies of more than 11.5%. Dividing the responses into 
the more frequent (score 2 or 3) and the absent or infrequent (score 0 or 1) showed 
that only two items (9 and 27) were reported by less than 5 % of the girls; these two 
items reflected anti-social behaviour. Despite the low frequency, these were retained 
in the factor analysis, because it was felt they reflected a small but significant group 
of girls.

A principal component analysis was used, followed by varimax rotation with a 
specified number of factors (5). A factor with a varimax loading of 0.40 or more 
was selected for inclusion as a factor variable; where an item loaded on to more than 
one factor it was allocated to the factor with the highest loading. Five factors 
extracted, accounting for 45.6% of the variance (Table 5). One item (T have 
problems getting off to sleep or waking in the night’) failed to load on any factor.

Items loading on the first factor reflected depressive mood. Items on the second 
factor combined anxiety and somatic symptoms. The third factor covered anti-social
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behaviour; the fourth factor reflected social isolation, and the fifth factor reflected 
feeling healthy and socially competent.

Table 5 Factor structure of Great Ormond Street mood Questionnaire 
(N =529)

Factor no. Description % variance

1 Depressed mood 25.3

2 Somatic and anxious symptoms 6.4

3 Antisocial behaviour 5.0

4 Social isolation 4.6

5 Social competence 4.4

Total 45.6

The five groups of items identified in the factor analysis are given in Table 6.

Table 6 Items from the Great Ormond Street mood Questionnaire loading on five factors

Depressed Somatic & Antisocial Social Social
mood anxious behaviour isolation competence

symptoms

21. Suicidal 11. Stomach 27. Bullying 1. Nervous 15. Feel fit
26. Unloved ache 25. Trouble with new 6. Enjoy company
28. Lonely 18.Health worries at school people o f  boys
12.Miserable 8 .Sick with worry 9. Fighting 10. N o 23. D o things well
19. Hopeless 20. Fatigue 16.Irritable friends
17.Crying 2. Headaches 5 .Feel a failure
3 .Lack o f  enjoyment 22. Tense
24. Run away 14. frightened
13. M oody 
7. Blamed
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APPENDIX 8

CHANGES MADE TO RATINGS ON THE BEDFORD LIFE EVENTS AND 
DIFFICULTIES SCHEDULES: INCLUSION AND EXCLUSION RULES, AND 
RULES GOVERNING SEVERITY RATINGS

Changes to inclusion/exclusion: The Bedford Life Events & Difficulties (LEDS) 
rating system involves specific instructions about whether an event qualifies for 
inclusion. For example, events occurring to distant members of the family might not 
be included unless there were unusual reasons for doing so: for example, the birth of 
a baby to a cousin not seen for a year would not be included, unless that cousin had 
married an ex-boy-friend or girl-friend of the subject.

Some life events and difficulties were included in the present study even when they 
might not be classed as ’events’ for those over 20 years. For example: any interview 
for a full-time job, and all interviews for college or university places; interviews for 
part-time jobs, or ’Saturday’ jobs would be included only when other aspects of the 
teenager’s lifestyle was totally dependent on those earnings (eg, paying for staying 
at school). The emphasis of many of these ’new’ events is that they are occurring for 
the first time in the young person’s life: for example, the first experience of an 
invasive diagnostic or therapeutic medical procedure; decisions about starting the use 
of contraceptives, or to have sexual intercourse; being selected as a performer or 
giving performances (arts/sport) in public by a group unconnected with school, 
college, or workplace; first holidays without parents, without any adults, or abroad 
without adults; a sibling going out with the subject’s own boy-friend. All the 
changes I introduced were discussed with Tirril Harris, one of the authors of the 
LEDS system.

Four new categories of Life Event were introduced. These were first experience of 
sexual intercourse, initial sexual experience in a new relationship, invasive diagnostic 
and therapeutic procedures, and job/higher education interviews. The first of these, 
though routinely included in the LEDS, was not identifiable separately from other 
’interaction changes’. Invasive treatment would not always have been included in the 
LEDS being used at the time of this study; when it was it would have been classified 
as a ’hospital admission’ or ’operation’ without the invasive qualities being separately 
identified.

Life events and difficulties included in the Adolescent Events and Difficulties 
’Dictionaries’, although excluded from the Adult Dictionaries.

All the following subject-focused events are included for young people under 20 
years, although they may not be classed as events for those over 20 years.

Each new category or threshold for inclusion is described in greater detail in the
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Adolescent Dictionary of Stressful Events^ The classification codes are included 
below for easier cross-referencing with the original Dictionary.

’Subject’-focused events:

(i) all interviews for college or university places/higher and further education, 
in which there was an element of selection, and therefore the possibility of 
failure (4200)

(ii) all interviews for full-time jobs or part-time jobs where the experience or 
the income from the job was important for the young person’s ability to follow 
a course of education or training (4200)

(iii) interviews for ’Saturday’ jobs, or those arranged by parents, do not count 
for inclusion (unless fulfilling the criteria in (ii)), over and above starting work 
(4200)

(iv) embarking on major financial commitments (eg, buying own car, 
motorbike, flat), which involve payments of £10 or more (1986 prices) (3200)

(v) interviews with careers officers (at school or college) to decide future 
(3400)

(vi) death of grandparents who have been seen in the previous six months
(1700)

(vii) decision to stay in full-time education after the age of 16 years (3400)

(viii) decisions to start using contraceptives or to have full sexual intercourse 
(including anal or oral intercourse) with a partner (3430)

(ix) being selected for a performance group (arts, sport, etc) not connected 
with the subject’s own college, school or workplace (3200)

(x) first (or only) performance of event to which public have access (eg local 
youth orchestra, youth theatre, etc). School/college concerts and plays are 
excluded (3200)

(xi) Holidays which involve a degree of autonomy not previously required or 
experienced (first time away from parents with other adults; first time away 
from all adults; first time abroad without adults; first time travelling entirely 
alone) (2030)

* The Dictionary of Life Events and Difficulties (LEDS): from Tirril Harris, Department of Social 
Studies, New Bedford and Royal Holloway College, 11 Bedford Square, London WCl. The principles 
and exanq>les from the preset study have been incorporated into this odarged and updated versirm of 
the LEDS.
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(xii) holidays with or visits to non-resident parent, or with own sexual partner, 
which involve a significant and sudden rise in the daily rate of interaction 
(2060)

(xiii) first experience of invasive diagnostic or therapeutic medical or dental 
procedure (1400)

(xiv) all deaths or forecasts of deaths of class/work mates (after Subject 
reaches the age of 20, such events would only be included for close ties) 
(1700)

(xv) sibling developing close ties with another in preference to continuing 
close tie with Subject. The reduction of interaction between the siblings must 
be clear and significant - to less than half of previous rate (2030)

(xvi) sibling starts to ’go out with’ subject’s own girl/boy-friend (2(KX))

(xvii) court appearance of household members or confidants only if the Subject 
is either a witness, or accompanies the person appearing, and is present when 
judgement is passed; or when the issue is one which will materially affect the 
adolescent’s own life-style, career (2300)

(xviii) parent’ (caretakers’) departure, leaving Subject in charge of house, or 
younger sibs. For those under 16 years, parents’ absence for one week 
qualifies for inclusion (20(X))

(xix) sibling returns to household as a result of broken relationship (2000)

(xx) arrival and related departure of others in the household, when a 
significant amount of parents’ or spouses’ time and attention is diverted to 
caring for the new person. Where the ’diverted attention’ occurs, the arrival 
and departure of the new person both qualify for inclusion for a stay of more 
than 6 weeks (2000)

(xxi) Breaking off relationships with boy-/girl-friend: extending the existing 
rules in the adult LEDS; the major change concerns the intention behind the 
break (2000)

(xxii) acquisition of ’substantial’ pets, including dogs, horses, cats. There has 
to be clear intention that the Subject pays wholly (or mostly) for the animal, 
is regarded by the rest of the household as the owner, and is fully responsible 
for its upkeep, health, etc. (3200)

(xxiii) examinations: this category has been extended to cover all major 
school(college) exams, including end-of-year and ’mock’ examinations for 
public examinations; graded tests eg in music, gymnastics, etc. Exams, 
which, though public, contribute only a small percentage to a final mark are 
excluded, eg, oral language examinations (27(X))
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'Other’ focused events:

(xxiv) parent, spouse or cohabitee who is not chief wage-eamer in the 
household, returns to work part-time, or increases working hours, are included 
when, as a result, the Subject (a) has to carry more responsibility for sibs, 
cooking, shopping, etc; (b) returns to an empty house at the end of every day; 
(c) spends significantly more time alone; (d) carries the responsibilities 
associated with being the last person to leave the house in the morning 
(0100-0600)

(xxv) the reverse situation to the above if parent, etc, loses or changes job or 
retires

(xxvi) non-resident parent announces new boy/girlfriend, fiance(e), spouse. 
Such changes only included if the parent is seen at least once a month, and left 
the household less than 5 years previously (3000)

(xxvii) non-resident parent announces first pregnancy, or first birth in new 
relationship. Only the first of these two announcements is included, ie, hearing 
of the birth after knowing about the pregnancy is not included. Again, the 
news is only included if the parent is seen frequently and left within 5 years 
(3000)

(xxviii) examinations taken by household members, where the success/failure 
in the examination will seriously affect career prospects, eg Bar exams. Grade 
8 music exams, degree finals, etc. only those who have been continuously 
resident in the household with the Subject are included (2700)
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Addendum
Examples of the classification of events on type of event; focus; independence; 
contextual threat (short- and long-term); and the reason for inclusion in the Teenage 
version of LEDS (Categories 0-6) are given below.

The examples are presented to illustrate the reason why the teenage experience of an 
event or difficulty qualifies for inclusion and/or a higher contextual threat rating 
compared with the same experiences of those over 20 years old. [NB: all examples 
prefixed THS are from the present study; other examples illustrating particular points 
are drawn from the LEDS-2 Teenage Supplement with the authors’ permission.]

NEW CATEGORY; 0: The event would be in adult LEDS (LEDS-1)
These examples have been included to illustrate the various aspects of the ratings for 
independence and contextual threat.

Case no. THS 647: Classification: Education. Focus - 1; Independence - 2 (nearly 
totally independent); Contextual threat - short-term: 2; longterm:3. New category: 
0 (would be in adults LEDS).
S (aged 16) returned from holiday to learn she had passed only one ’O’-level and 
failed four. Parents were very upset, but the results were not unexpected. She had 
to return to school to plan "re-takes".
[Independence is rated ’2’ as there was some suggestion that she could have worked 
harder and achieved better results, but equally it is acknowledged that she is not a 
high achiever.]

Case no. THS 601 Classification: education. Focus - 1; Independence - 6 
(intentional); Contextual threat - short-term: 2; longterm:2 
S. (aged 18) went for interview at drama school she particularly wanted to get into. 
At the end of the week she knew she had been turned down.
[An illustration of longer-term threat: her future remains very uncertain.]

Case no. THS 867 Classification: Reproduction. Focus - 2; Independence - 7 
(probably neglect); Contextual threat - short-term: 1; longterm:2.
Subject is 16 and unmarried. Birth of baby in hospital; routine, no complications, but 
she is kept in for 4 days, probably because she is so young. Her mother will look 
after the baby, adding him on to the end of a huge family. When S. is in hospital her 
boyfriend visits and they quarrel. He is not allowed to visit her at home. Her brother 
and father won’t speak to her; father relents after 2 weeks but brother remains hostile 
and silent.
[This case illustrates the threat ratings, which remain high even in the long-term, 
because some personal relationships in the family are gravely upset by the arrival of 
the baby.]

Case no. THS 748 Classification: work. Focus -1; Independence - 2 (nrearly totally 
independent); Contextual threat - short-term: 2; longterm:2 New category: 0 same 
as adult LEDS
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Subject (17-year old) was made redundant from bakery where worked as cleaner. 
Threat ratings reflect the fact that jobs are hard to get for people of her age, gender, 
class and race in her part of London. Mother is only other worker in the family: no 
father; two younger brothers at school. She has to buy her own food at home, 
training in night school as secretary.
[’Nearly independent’ rating arises from possibility that her behaviour might have 
influenced the decision to sack her: inadequate information from informant about 
management policy or whether others had been sacked.]

Case no. THS 445: Classification: Money. Focus - 1; Independence - 7 (probably 
neglect); Contextual threat - short-term: 2; longterm:3. New Category: 0 nil - not 
different from adult LEDS.
S. (aged 17) is badly in debt. Her income is £48 pw: she pays her mother £12 for 
food, £21 for sundry existing debts - leaving her with £15 on which to keep two 
alsations and some cats. Just before Christmas she was asked to repay £200 debt, 
with uncomfortable personal consequences. She settles things by the end of the week, 
but only at the cost of further difficulties later.
[Debts: follow the rules for adults, although the sums of money may be less. In this 
case the girl has only postponed the repayment of debts, rather than tackling the 
causes. The debts are substantial given her income.]

Case no. THS 809: Classification: Crime. Focus -1; Independence - 8 (arguments); 
Contextual threat - short-term: 2; longterm:2. No new category.
On her way home from school with two friends they are ’jumped’ by gang of hostile 
girls from same school. This is part of long-running feud, going back some years. 
S. is thrown to the ground and her jaw hurt; S’s friend has broken nose. They ran 
away and S. met another friend who offered to let her hide in her house for a while. 
The danger of physical injury is very real in this deprived part of London.

Case no. THS 833 Classification: Crime. Focus - 4; Independence - 1 (totally 
independent); Contextual threat - short-term: 2; longterm:2. New Category: 0 - as 
adults
S (16) lives with parents. Best friend came to the house one evening in a terrible 
state; ripped coat, no knickers and in severe shock after being raped. [The rapist is 
a friend of S’s brother but she does not know this until later.] The friend is dressed, 
given some tea and an ambulance called: S. goes with friend to the hospital. Neither 
of their mothers are available at the time.
[Threat stays high as S. sees friend every day in and out of school and her brother 
will be a witness in court case, because he saw rapist only half an hour before. The 
police are prosecuting and whole family will be in court.]

Case no. THS 894 Classification: Health. Focus - 4; Independence - 1 (totally 
independent); Contextual threat - short-term: 2; longterm:3. New Category: 0: as 
adults
Subject’s grandfather is knocked down by two motor bicyclists, and is taken to 
hospital seriously ill. Next day S (aged 15) learns the motor bikes were ridden by two 
friends of hers. The grandfather looks so awful (bruised and needing skin grafts) that 
mother will not let anyone else in the family see him, but explains this as his need
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for ’rest’.
[At the end of the week the ’threat’ stays up at 2 for the mother, but is "filtered" 
down to 3 for the girl by mother’s explanations. Six weeks later mother reveals how 
bad he looked.]

Case no. ID 150 Classification: Partner relationships. Focus - joint; Independence -
4 (illness); Contextual threat - short-term: 4; longterm:4. New Category: Nil - as 
adults.
S. is 18 and still at school taking examinations. She moves out of the parental home 
to live with her boyfriend nearby; the move is gradual from odd nights to successive 
nights and finally moving her possessions. She still sees her mother daily and her 
mother raises no objections.

* * * * * * * * * * *

NEW CATEGORY: 1. Age restricted

Case no: THS 401. Classification: education. Focus - 1 (subject.). Independence -
5 (compliance). Contextual threat - short-term: 3; longterm:3.
S, 16, left school after taking some GCSE’s, expecting to qualify for a government 
training scheme, she had no prospects of any other permanent job, though she earns 
intermittently. Lives at home with two parents, family very short of money. Poor 
local job prospects.
[Still not sure at the end of two weeks whether she will be able to get on the course. 
Her age restricts her job opportunities.]

Case no. PUP 001 Classification: work. Focus - subject. Independence - 2 (nearly 
totally independent). Contextual threat - short-term: 2; longterm: 2.
S, aged 18, is a Bangladeshi girl bom and brought up in England. She returns from 
failed marriage in Bangladesh and wants to return to her previous work. At interview 
she told the employer her age and asked that if this was a problem he should tell her, 
so that she would not waste her time hoping to get this particular job. He said age 
was no problem and she was short-listed with one other; later she was told the other 
girl got the job "because she was older". Threat ratings remain high because she 
needs a job in order to be able to contribute to family expenses.
[Age is only held against the young and the much older workers.] This example is not 
drawn from the present study.

Case no. TH194 Classification: Miscellaneous. Focus - subject. Independence - 4 
(Subject’s health). Contextual threat - short-term: 3; longterm: 3.
Subject aged 14, living with mother and sisters is told by the dentist that she must 
wear a heavy brace on her teeth.
[This is a forecast event; a further event must be rated when the brace is fitted. The 
LEDS threshold for inclusion here reflects the extreme importance to adolescents of 
body image.]

* * * * * * * * * * * *

NEW CATEGORY: 2 Inexperience
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Case no. TH087: Classification: education/other. Focus -1; Independence - 2 (nearly 
totally independent); Contextual threat - short-term: 2; longterm:2.
Subject (13) lives alone with her mother in a council block - some tension with 
neighbours. Mother starts and evening course which means she is out 4 nights a 
week and some week-ends. She arranges no baby-sitter: S. is alone whenever mother 
is not there.
[Although the mother is not out when the girl gets home from school, the fact that 
the girl is without support throughout most evenings merits inclusion where it would 
not for someone over 20.] NB: this example is not from the current study.

Case no. THS 264: Classification: work. Focus - 4; Independence - 1 (totally 
independent); Contextual threat - short-term: 4; longterm:4.
Mother returns to work (part-time) for the first time since S. was bom. S. returns to 
an empty house and spends less time with her mother, but she is 15 and very 
competent, with many friends. Mother gets back about 2 hours later, three nights 
a week.
[This is included because, although competent teenagers may not need much 
experience to be able to fend for themselves for that small timespan, if a real crisis 
occurred it would be more testing than for a 20-year old.]

Case no. THS 510: Classification: work. Focus - 1; Independence - 6 (intentional); 
Contextual threat - short-term: 2; longterm:4.
Subject (aged 16) was interviewed for a "Saturday job" in a sports shop in Oxford 
Street. She had parental support for this, and was doing well at school, so no 
perceived clash. She was given the job, but did not start for 3 weeks. There had been 
considerable competition; she had never worked before.

Case no. BAN005 Classification: Health. Focus - 4; Independence - 1 (totally 
indendent); Contextual threat - short-term: 2; longterm:4. New Category: 2: 
Inexperience
S, 16, was waiting at a bus stop with friends when a drunken tramp was knocked 
down in front of them. S. did not go to investigate. The police asked her and her 
friends to go to the police station to give a statement the following week, when they 
went, the police told them it was not necessary after all, as they had sufficient 
evidence. They told S. the injured man was alright.
[For an older subject with more experience, short-term threat might have only been 
3, given that she was not close enough to see the injuries. But ’inexperience’ with 
seeing accidents and having to give evidence to the police keeps the rating at 2.] NB: 
this example is not drawn from the present study.

* * * * * * * * *

NEW CATEGORY 3. Sensitivity to judgments

Case no. CLO 081. Classification: Work. Focus -1; Independence - 5 (compliance); 
Contextual threat - short-term: 2; longterm: 2.
Subject, an 18 year old trainee ambulance controller, is told he must go on strike with 
his colleagues in pay claim. He does not want to do this. However, if he turns up 
for work he risks being ostracized by the others. He decides he will stay at home.
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using his holiday-leave and some other days. He does not join the picket line or 
support the strike in any visible way.
[Standing out against colleagues, and deciding whether to strike or strike-break, are 
at least mildly threatening for someone over 20, but for a younger subject the threat 
is considered to be higher.] NB: this example is not drawn from the present study.

Case no. THS 742. Classification: Crime Focus - 4 (other); Independence - 5 
(compliance); Contextual threat - short-term: 2; longterm:3 
Subject (aged 17) was the only member of the family to accompany her brother to 
court. He is ’black sheep’ of the family. He was appearing (not for the first time) on 
charges of driving without licence or insurance. Police also said he had ’burgling 
equipment’ in the car. Family thought he might receive prison sentence, but he was 
fined. S. was present throughout. He will have difficulty paying. There is only minor 
local stigma; appart from this boy they are a law-abiding family.
[This ’event’ would not be included for those over 20, since she is accompanying her 
brother not acting as a witness. But she gives evidence that her standing among her 
friends will be affected, and even more so if he had gone to jail.]

Case no. BAN 037 Classification: Health. Focus - 1 (subject); Independence - 4 
(subject’s illness). Contextual threat: short-term - 3, long-term - 4.
Subject, aged 16, is sent to the doctor because her periods are irregular. He 
examines her (although she does not have an internal examination), says there is 
nothing wrong and puts her on the ’pill’.
[Such irregularity and visit to the doctor would not qualify as an event for an adult, 
but teenagers, particularly if accompanied by a parent, can find the experience 
difficult if not very intrusive into their personal life.] NB: this example is not drawn 
from the present study.

* * * * * * * * * * * * *

NEW CATEGORY 4. Undeveloped Social network

Case no. THS 308: Classification: Education/other. Focus - 2 (joint); Independence 
- 1 (totally independent); Contextual threat - short-term: 4; longterm:4. Category: 
4b
Subject (aged 15) has older brother who leaves to go to University; S. becomes only 
child still at home; she is fond of brother but welcomes no more quarrels.
[This is included to illustrate low contextual threat.]

Case no. THS 644 Classification: Other relationships. Focus - 1; Independence - 1 
(totally independent); Contextual threat - short-term: 2; longterm:2. New Category: 
4c Restricted social network.
S is 15, and her girlfriend and confidante of six years standing moves away to live 
outside London; S. said (in February) that she probably would not see her undl April. 
She is the only full confidant apart from a well-loved sister who lives away from 
home; she has a boyfriend but he is not a confidant. She ’phones girlfiiend for 
’chats’, and writes about private matters. As she was at school with her the loss
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extends into every day. She lives with mother, step-father and younger brother, but 
does not have close relationship with any of them. She sees her sister about three 
times a week.
[For an older subject this would only have been rated 3, because the girlfriend’s new 
home is still within the London area, and the journey not all that difficult for someone 
over 20. S. also has one other confidant. However, for someone still at school, who 
has limited funds for the journey, and who also has controls on her telephoning from 
home, this friend’s move is potentially more unpleasant.]

Case no. THS 911 Classification: Partner relationships. Focus - 1; Independence - 
6 (intentional); Contextual threat - short-term: 2; longterm:2. New Category: 4b 
Dependence on parents.
S, who is only 16, announces her engagement to her boyfriend, who is hated by her 
parents - a fact she well knows. Her parents receive the news coldly, but make no 
threats.
[S. has only just left school, and has a job in a newsagents. For an older girl with 
more stable prospects, threat/unpleasantness would only be 3.]

Case no. THS 882 Classification: Marital/partner relationshps. Focus - 6; 
Independence -1 (totally independent); Contextual threat - short-term: 2; longterm:2. 
New Category: 4b Dependence on parents.

S. is 14 (at the time, though 15 at interview). Her parents have a long and 
complicated row about father’s behaviour to mother. Her mother refuses to speak to 
or sleep with the father for three weeks. Mother moved S. into the father’s half of 
the double bed, and he slept in S’s room; mother wrote a label saying ’Rubbish’ and 
pinned on his door. This is not a new occurrance, and each time S. has to move into 
her mother’s bed. She is her mother’s only confidant.
[The manipulatiion of one parent by the other and including moving the girl into the 
marital bed merits a high rating on threat. Such action would be less likely to happen 
to older girls, who would often have other options open to them, like moving away 
from parents.]

* * * * * * * * * * * * * *

NEW CATEGORY 5 Lack of Control.

Case no. TH83; Classification: work. Focus - 4 (other); Independence - 2 (Nearly 
totally independent); Contextual threat - short-term: 2; longterm:2.
Subject (aged 15) is only daughter living with mother and step-father of two year’s 
standing. Relationship with the latter is difficult as he is very punitive. Mother starts 
new full-time job, with long journey to work. No baby-sitter is arranged because step
father is on shift-work and is home when S. returns from school. [The fact that this 
girl was so young increased the contextual rating, because she could not take steps 
to avoid spending 3 hours a day with step-father. An older teenager might have been 
able to stay late at school or go to friends’ homes.]

Case no. TH081 Classification: Money/property Focus - 1; Independence -7 
(probably neglect); Contextual threat - short-term: 3; longterm:3. New Category:
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Lack of control.
Subject (15) forgot to lock his bike when he went into a shop, finds it stolen when 
he returns: it is insured.
[Thefts of bikes would not normally be included for adults, but the threshold is lower 
because bikes are more important to teenagers’ way of life.] NB this example is not 
drawn from the present study.

Case no. TH081 Classification: Money/property Focus -1; Independence -2 (nearly 
totally independent); Contextual threat - short-term: 4; longterm:4.
Subject (15) is left €250 in his great aunt’s will. He plans a holiday with his friends 
whose invitation he had earlier declined. It will be his first holiday away from 
parents.
[This small legacy would not qualify for inclusion in adult ratings.] This example is 
not drawn from die present study.

Case no. THS 432. Classification: Housing Focus - 6 (Bystander); Independence - 
8 - arguments.); Contextual threat - short-term: 3; longterm:3.
Neighbour with whom S (aged 16) had been staying earlier in the year(when mother 
was away looking after her own mother) came round and quarrelled with S’s mother. 
S. eventually became drawn in because they were arguing about her.
[This event includes a focus rating of ’6’. She is physically present but definitely on 
the sidelines in the early stages of the row. This rating is typical of rows between 
adults with the teenager within earhsot.]

NEW CATEGORIES 5 Lack of control and 4b Dependence on parents.
Case no. THS 541 Classification: Housing. Focus - 2; Independence - 6 (totally 
independent); Contextual threat - short-term: 2; longterm:2.
S. aged 15, and her 14 year-old sister have to leave home to live with great aunt 
indefinitely, because her mother is living in hospital with dying younger brother. 
They see brother frequendy. Father lives away from home.
[Very high threat ratings is largely carry-over from brother’s severe illness, but an 
adult would not have had to move away from home under similar circumstances).

* * * * * * * * * * * *

NEW CATEGORY 6 Filtering.

Case no. THS 510 Classification: Work. Focus - 4 (other); Independence -1  (totally 
independent); Contextual threat - short-term: 4; longterm: 4.
Subject is 15. Her mother gave up her job because her employer would not allow her 
to reduce her hours to part-time. She had felt over-stretched running the house and 
working full-time. She plans to find a new job. S. is still at school and her parents 
have decided not to tell her the fiill extent of the current financial difficulties.
[S. is pleased that her mother will be around more. In fact, if she had been older 
there is a strong possibility that the parents would have told her that they could not 
manage without the mother’s salary; in such a case a rating of ’3’ would have been 
appropriate on threat.]
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Case no. THS 869 Classification: Housing. Focus - 5 (bystander); Independence - 
6 (totally independent); Contextual threat - short-term: 3; longterm:4.
S. is 16 and living with parents. Her father received a letter threatening eviction if 
rent arrears are not paid. S. not involved at all, believes her father borrowed the 
money. She was not at school, but not working either. Chronic shortage of money in 
family.
[Although this qualifies for inclusion (though not as a severely stressful event, which 
it might have been for the father & mother) the girl was oblivious of the impact, the 
arrangements or the likely long-term difficulty.]

* * * * * * * * * * *
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Adolescent Girls I 
Self-Reported Mood Disturbance in a Community Population

ELIZABETH MONCK, PHILIP GRAHAM. NAOMI RICHMAN and REBECCA DOBBS

Background. This study w as undertaken to  fill g aps in our knowledge of the rate of mood 
disorder In teenage girls in transition from  school to  further education , em ploym ent or 
unem ploym ent.
M ethod. Girls aged 1 5 -2 0  years (n = 529) w h o se  nam es w ere draw n from general 
practitioner age/sex registers w ere interviewed at hom e and com pleted the Great Ormond 
S tree t Mood Q uestionnaire. Their m others com pleted  th e  28-item  General Health 
Q uestionnaire (GHQ). Social background variables w ere obtained.
R esults. Of th e  girls, 2 0 .8%  scored over th e  cu t-o ff point previously estab lished  to  
indicate risk of psychiatric disorder. Scoring over th e  cut-off point w as not associa ted  
w ith age or parental social c lass. It w as asso c ia ted  w ith parental separation/divorce 
( P < 0 .0 0 4 ), w ith m aternal self-report on th e  GHQ ( P < 0 .0 0 1 ) ,  and w ith parental 
unem ploym ent (P < 0 .0 4 ) . Low est self-report sco res  w ere obtained by girls w ho had 
left school and w ere in em ploym ent (P < 0 .0 1 ) .
C onclusions. About one in five of girls aged 1 5 -2 0  are a t risk of affective disorder. Self- 
reported  mood distu rbance is assoc ia ted  w ith a w ide range of social and familial 
background variables, bu t not with age or paren tal socioeconom ic s ta tu s .

There is increasing evidence that depressive disorders 
often begin in late childhood and adolescence 
(Harrington, 1992) and that they have a high rate 
of recurrence into adulthood (Garber et al, 1988). 
The epidemiological characteristics o f depressive 
disorders appear to change during adolescence. In 
particular, while there is an equal sex ratio in 
childhood, in adulthood women sufferers outnumber 
men by 2 or 3:1 (Gelder et al, 1989).

Adolescence is a time o f social as well as biological 
transition. Most teenagers pass from full-time 
education to employment or unemployment, and 
some leave home during this period. However, they 
do so at different rates, so that it is possible to 
examine the effect of these social transitions on young 
people who are of the same chronological age, to see 
how the rates o f depressive disorder are affected.

In the only UK study specifically focused on 
depressive disorders and using standardised measures " 
(Cooper & Goodyer, 1993), the estimated one-month 
prevalence in girls aged 11-16 was found to be 3.6%, 
and the 11-month prevalence 8.9%. In the more 
numerous studies from North America (Deykin et al, 
1987; Kashani et al, 1987; Fleming et al, 1989; 
Whitaker et al, 1990), higher rates have been found. 
Fleming et o/(1989) found that 1.8% of children aged
12-16 had depressive disorders with high diagnostic 
certainty, 7.8% with medium certainty and 43.9% with 
low certainty.

As far as mood disturbance is concerned, studies in 
the community have indicated that feelings of misery

and unhappiness are commonly reported by a 
significant proportion of mid-stage adolescents. 
More than 40% of children aged 14-15 in the Isle of  
Wight study described considerable misery, a far higher 
rate than the 14% reported by parents (Rutter et al, 
1976).

In a large sample of high school students, Kandel 
& Davies (1982) found that 15% of 13 to 18-year-olds 
reported severely depressed mood; Freeman et al 
(1982) found that 16% of black urban adolescents 
aged 14-18 years reported high levels o f depression.

F a c to rs  a s s o c ia te d  w ith  p sy ch ia tric  d iso rd e rs  in 
a d o le s c e n c e

Age

There is evidence that affective disorders are 
uncommon in childhood, and increase after puberty 
(Rultci et û/, 1976). Tn particular, among girls 
the rates o f depressive and anxiety disorders rise 
after puberty. Some studies have reported higher 
rates o f affective disorders for young people in 
their 20s than for early adolescents, suggesting 
a continuation of the rise with increasing age 
(Frerichs et al, 1981). Kandel & Davies (1982) 
reported a rising rate of self-reported depressive 
mood from age 13 to 18, but Freeman et al 
(1982) found no age differences in urban black 
students aged 15-18 years. In this latter study 
the scores o f the adolescents in all age groups were 
higher than a comparison group of young adults.
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Death or divorce of parents

Arc & Rantanen (1992) found that self-reported 
distress in school students aged 14-16 years following 
a parental death was marked in boys, but that 
girls who had lost their parent(s) did not differ 
from the girls in intact families. Adolescents aged 
14-16 years old who had experienced divorce 
in the family reported more distress, lower self
esteem and a poorer school performance than those 
from intact families; this was particularly marked 
in the girls.

Psychiatric disorders in parents raise the risk o f  
psychiatric disorders in children, and there is some 
degree o f specificity. For example, depression in the 
parent increases the risk of depression in the child, and 
the same occurs with panic or anxiety disorders 
(Weissman et al, 1984).

Transition from education to employment

There is good evidence from questionnaire data 
(Banks & Jackson, 1982) that failure to find 
employment after leaving school is linked with higher 
rates o f minor psychiatric disorder in young people 
with low school achievement. However, there is little 
or no information allowing comparison of general 
rates o f disturbance between employed and 
unemployed youngsters, and youngsters of the same 
age still in full-time education.

Socioeconomic status

In adult populations a weak inverse relationship 
between depressive disorders and socioeconomic 
status has been observed (Brown, 1988), and some 
studies o f adolescents appear to confirm this. Kandel 
& Davies (1982) found that 14 to 18-year-olds from 
families with low annual incomes were significantly 
more likely to report themselves as depressed. In 
Britain, families on low incomes include the large 
majority o f single-parent households and those in 
which the chief wage-eamer is currently unemployed. 
Among children aged 13-15 completing self-report 
questionnaires - measuring depressive s>’mptoms. 
Garrison et al (1989) found lower socioeconomic 
status to be associated with higher scores.

T he c u rren t s tu d y

We report data collected in the first (screening) 
interview o f a study of a community population of 
girls in their mid- and late-adolescence (some of  
whom were still in education and some of whom had 
moved to employment or unemployment), which was 
designed to investigate the personal, educational,

employment and family variables relating to mood 
disturbance and psychiatric disorder. The aim was to 
identify the prevalence of mood disturbance in girls of 
this age, and to investigate whether there were 
significant relationships between self-reported mood 
disturbance and age, socioeconomic status, the 
marital situation o f the girl’s parents, and other 
social variables.

A  separate focus concerned the prevalence of 
serious eating disorders, and the findings on this 
aspect o f the work have been reported elsewhere 
(Monck et al, 1990). A subgroup of girls identified 
from the first interview as at risk of disorders of 
mood was given a second, more intensive interview. 
The results o f this part o f the study, which looked 
at the links between psychiatric disorder in teenage 
girls and severely stressful life events and difficulties, 
maternal distress and the quality of the parents’ 
marriage, are reported separately (Monck et al. Part 
II, this issue).

M eth o d

Sample selection

The sample was drawn from the age/sex registers of 
eight general practices in north and east London. The 
areas covered varied considerably in social class, and 
educational and employment opportunities. The 
practices also varied in size and in the range of 
facilities available to patients.

In each practice a list o f all the girls aged 
between 15 years and 19 years 11 months was 
compiled. This list was given to the general 
practitioners (GPs) and practice secretaries who 
excluded families in which it was known that the girl 
or her ‘key’ relative' had marked learning 
difficulties, or could not speak or read sufficiently 
good English for the interview. Some families were 
excluded later when communication problems were 
revealed.

The Interview

The girls and their key relatives (92Vo biological or 
surrogate mothers) were sent separate letters explaining 
the aims o f the study. The semi-structured interview 
was held with each girl and her key relative together 
in the girl’s home.

1. The key relative was defined as the mother (or surrogate 
mother), but in households in which there was no mother, key 
relatives were defined as fathers (or father substitutes), other 
relatives acting in loco parentis, husbands or boyfriends. Eight girls 
lived alone or in hostels; there was no key relative in these 
households.
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The interview lasted about one hour and covered 
the sociodemographic information for the household, 
and the chief wage-eamer’s most recent employment 
history. Information was also obtained on the girl’s 
schooling, and details o f the public examinations and 
tests the girl had attained, including sporting or music 
exams. Both informants were asked about the health 
o f the girl, and the number o f attendances in the 
previous year at the GP’s surgery or any other health 
clinics, including those offering family planning 
advice, was recorded, with reasons for the 
consultation. The girl was also asked about her 
employment history, including part-time or full-time 
jobs while still at school or since she left education. 
Both informants were asked to complete the 
questionnaires described below, the girls for 
ihcmselves and the key relatives for the girls.

Measures

The self-report questionnaires used were as follows:

Great Ormond Street M ood Questionnaire (GOSQ)

This was validated during earlier pilot work, for use 
with the 15 to 16-year-old age group. To each 
question the response can be ‘never’, ‘sometimes’, 
‘frequently’, or ‘nearly all the time’, scoring 0-3; 
four questions score in reverse (see Table 1). The 
GOSQ contains questions on anxiety, depression and 
psychosomatic symptoms, as well as feelings o f  
health and well-being over the previous month. The 
derived score does not allow a distinction to be made 
between types o f psychiatric disorders. Pilot work 
with a school population o f 262 girls indicated that 
a cut-off point o f 24/25 gave a specificity of 79.6% 
(non-cases correctly identified) and a sensitivity o f  
56.2% (cases correctly identified). Further details 
were reported in Mann et al (1983).

General Health Questionnaire (GHQ)

Key relatives - completed the 28-item GHQ on - 
themselves, and the girls on their relatives. Responses 
are scored 0 or 1, and a cut-off point o f 4/5 defines 
those at risk o f psychiatric disorder (Goldberg & 
Hillier, 1979).

The Eating Attitudes Test (EAT)

Garner et al (1982) constructed a 26-item  
questionnaire with scores on each item ranging from 
0-3; a cut-off point of 20/21 identifies those at risk 
of anorexia nervosa. This questionnaire was 
validated during an earlier pilot phase for use with

a 15 to 16-year-old population (Mann et al, 1983). 
Girls and key relatives completed the questionnaire 
on themselves and on each other. The results o f this 
part o f  the study have been reported in Monck et 
al (1990).

Clinical Interview Schedule

This standardised psychiatric interview (Goldberg 
et al, 1970) was used to assess the presence and 
severity o f affective symptoms in the girls in a second 
interview held with selected families only. The 
schedules were submitted to two psychiatrists (PG 
and NR) who made a predominant diagnosis using 
IC D -9 criteria (World Health Organization, 1978), 
and assessed overall severity. Social impairment 
criteria were taken into account in rating the presence 
or absence of disorder. Comorbid diagnoses were 
ignored, and analyses relate to predominant 
diagnoses only (see Part II, this issue).

Statistical methods

For the purposes o f  analysing independent 
categorical variables presented in contingency tables, 
the test o f association was used. In certain 
circumstances, when paired data sets were being 
compared, the McNemar test for significance of  
change was employed (Gardner & Altman, 1989). 
Agreement between ratings on mood disturbance 
made independently by mother and daughter were 
analysed using the Kappa statistic (Fleiss, 1981).

R esu lts

O f 757 girls initially identified, 112 (14.8%) were 
excluded because of a poor command o f English by 
the family, or because the identified subject proved 
to be the wrong age or sex.

Among 645 girls who were approached for an 
interview, 529 (82%) accepted. Of these, 94% lived 
with at least one biological parent, 1% lived with 

-adoptive parents, 2% -lived .with husbands or 
boyfriends, 1% lived alone, and 2% lived in other 
households. Losses and refusals were not related to 
age, but may have been affected by socioeconomic 
class. Although no social class data were available 
for those families who refused, the refusal rate was 
highest (25%) in the practice with the most deprived 
catchment area.

Compared with the general population, social 
classes II and III (non-manual) were slightly but not 
significantly overrepresented. However, the 
proportion of older girls who were attending further 
or higher education colleges was below the national
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T able 1
R esponses (%) to  individual item s on the  G reat Ormond S tre e t M ood Q uestionnaire , w hen  asked  "H o w  have you been

feeling th is last m o n th ?”  (n  = 259)

Item Never|%) Sometimes
(%)

Frequently
(%)

Nearly all the 
time 1%)

1. 1 feel nervous when 1 meet new people 19 62 11 7
2. 1 suffer from headaches 21 66 12 1
3. *1 enjoy life 1 14 20 66
4. 1 have problems getting off to sleep, or wake 45 41 8 6

in the night
5. 1 feel a failure at things 30 63 5 2
6. *1 enjoy the company of boys 2 36 34 28
7 1 feel 1 get the blame for things 22 61 12 5
8. 1 feel sick with worry and nerves 60 34 4 2
9. Other people complain about me fighting 86 11 2 1

10. 1 wish 1 could make friends more easily 50 41 6 3
11. 1 suffer from stomach aches which are not 63 33 3 1

period pains
12. 1 feel really miserable and unhappy 39 53 7 1
13. 1 am moody, 1 go up and down in my feelings 24 53 18 5
14. 1 am frightened of being alone 44 43 7 6
15. *1 feel fit and healthy 6 37 20 38
16. 1 am irritable, and fall out easily with other 57 39 3 1

people
17. 1 cry or feel like crying 29 58 9 3
18. 1 worry there is something wrong with my 57 36 4 2

health
19. 1 feel hopeless about my future 57 34 7 2
20. 1 do not have much energy and get tired

easily 52 37 9 3
21. 1 have thought of ending my life 88 10 2 <1
22. 1 feel tense and jittery 60 36 4 <1
23. *1 feel sure 1 can do things well 3 53 28 15
24. 1 want to run away from home, or walk out 69 25 4 2
25. 1 get into trouble with people in charge at 75 21 3 1

school/work
26. 1 feel nobody loves me or likes me 72 24 3 2
27. 1 am a bit of a bully 81 17 2 <1
28. 1 feel lonely 58 36 5 1

* These questions score in reverse.

average, which suggests an underrepresentation of 
social class groups I and II, from which most such 
students are drawn. There were roughly equal 
numbers of 15, 16, 17, 18 and 19-year-olds.

Self-reported depressive feelings

Of the 529 girls, 109 (20.896) had scores over the cut
o ff point on the GOSQ, indicating they were at risk 
for mood disorder; 19 (3.69o) of the total sample also 
had high scores on the EAT (Monck et al, 1990).

Of the 484 girls who lived with their mothers 
(including foster, step- and adoptive mothers), 101 
scored above the cut-off point on the GOSQ, giving 
a similar rate o f the risk o f mood disturbance
(22.69o) as the total sample.

Table 1 shows the proportions of girls who 
checked individual items on the GOSQ.

While the self-report measure (GOSQ) was 
available for all 529 girls, additional information 
from a clinical assessment o f psychiatric disorder was 
available for those girls who had a second interview, 
all o f whom lived with their mothers (see Part II, 
this issue). Briefly, girls were selected who had scored 
over the cut-off point on the GOSQ and/or the EAT, 
with a similar number o f low-scoring controls 
matched for age within each general practice. At this 
second interview stage, 69 girls with high GOSQ 
scores and 74 girls with low GOSQ scores were seen. 
The interviews were undertaken by three trained 
researchers and subsequently rated by two 
psychiatrists (PG and NR). The second interviews 
and the psychiatrists’ ratings were completed without 
knowledge of the girl’s self-rating GOSQ score.

Using IC D -9 criteria, the psychiatrists rated 28
(40.69o) of the high scorers and 10 (13.596) of the
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low scorers as suffering from psychiatric disorders; 
this difference was significant (x^= 12.05, 1 d .f., 
P <  0.0005). The specificity o f the self-report version 
o f the GOSQ was 60.9% and the sensitivity was 
73.6% , compared with 79.6% and 56.2%  
respectively, in the pilot study. The positive 
predictive value o f the GOSQ was 74%.

Among the 38 girls with psychiatric disorders at 
the moderate or severe level o f caseness, 24 (63%) 
had neurotic depression, nine (24%) had 
anxiety/phobic states, one (3%) showed mixed 
disturbance o f emotions specific to childhood and 
adolescence, and four (11%) had miscellaneous other 
conditions (two with conduct disorder, one with 
asthenic personality disorder and one with 
physiological malfunction arising from mental 
factors).

The mothers’ GOSQ reports on the girls were 
compared with the psychiatrists’ judgement. The 
specificity o f the mothers’ reports on the girls was 
84.6%, but the sensitivity was only 35.1%, and 
positive predictive value was 44.8%. A comparison 
of the self-reports from the girls and the reports o f 
their mothers shows that the former are more 
accurate in screening for disturbed mood, and this 
is the reason why more attention has been given here 
to self-report.

Extrapolation o f the figures on psychiatric 
disorders to the rest o f the screened population gave 
an overall minimum one-year prevalence rate of 
18.9%; it is important to emphasise that this rate 
does not apply to the whole of the 15 to 20-year-old 
population, but only to those girls who lived with 
their mothers.

Factors associated with questionnaire scores

Age

There was no clear age gradient, but there was a non
significant tendency for the 15-year-olds to report 
a higher rate of mood disturbance (25%) than other 
age groups (19%).

Education and employment

The proportion of girls with high GOSQ scores was 
significantly greater for those who were still at school 
than for those who had left school (26% v. 18%; 
X ^ = 4.97. 1 d .f., f  <0.03). The overall low rate of 
self-reported mood disturbance among the girls who 
had left school masked a significant difference in the 
rates for those in work and those who were 
unemployed. Table 2 shows that rate of self-reported 
mood disturbance among the unemployed girls was

significantly higher than the rate among the 
employed. For girls who were o f an age to have 
left school if  they had wanted to (over 16), but were 
still in full-time education (school or college), the 
rate o f self-reported mood disturbance lay between 
their employed and unemployed contemporaries 
(Table 2).

Social class o f  the household

There was no significant relationship between the 
girls’ self-reported mood disturbance and the social 
class based on the occupation of the chief wage- 
earner (Office of Population Censuses and Surveys,
1980). This analysis was undertaken for the whole 
population, so the chief wage-earner was not 
exclusively a parent; in the cases where the girl was 
working and living alone, social class was assessed 
on her own job. In those cases in which the girl lived 
away from her family but had student status, her 
social class was assessed on the chief wage-eamer in 
her family of origin. However, among 496 girls who 
were living with one or both parents (including foster 
or adoptive parents), parental unemployment had a 
significant effect, with girls living in a household 
where the chief wage-earner was unemployed having 
the highest rates (Table 3).

Housing

Details o f housing tenure were collected for 519 
(98%) of the girls; some informants felt this 
to be private information they did not wish to 
divulge. Of these 519 households, 318 (61.3%) 
were owner-occupiers, 33 (6.4%) were in private 
rented accommodation, and 158 (30.4%) were 
in council housing. These proportions were very 
similar to figures for Greater London (Office o f  
Population Censuses and Surveys, 1983). High 
GOSQ scores (either from the girls or from 
their key relatives reporting on the girls) were 
not associated with different ownership patterns. 
Information was available on shared facilities 
for all households. Of the 17 girls who lived in 
families with shared kitchens, bathrooms and/or 
lavatories, six (35%) reported high GOSQ scores, 
compared with 20.3% (104/512) of those families 
with their own facilities, but this difference did not 
reach significance.

Marital status o f  parents

Table 4 shows that among the group of girls (« = 31) 
whose parents were currently separated, the rate of 
self-reported mood disturbance was high (39%), and
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T able 2
Girls' se lf-reported  m ood d istu rb an ce  and  ed u cation /em ploym en t s ta tu s  In = 393)'

Self-report SchooM College Employed Unemployed Total

n (%) n (%) n (%) n (%)

No mood 
disturbance 68 (78) 64 (78) 167 (89) 23 (64) 321
Mood
disturbance 19 (22) 18 (22) 21 (11) 13 (36) 71
Total 87 (100) 82 (100) 188 (100) 36 (100) 393

1. Only those girls who had stayed on at school after school-leaving age are included. 
X*=15.63,  3 d.f., P < 0 .0 1 .

Table 3
D augh ters ' se lf-reported  m ood d istu rbance  and p a ren ts ' 

unem ploym ent |n  =  4 9 6 ’)

Chief wage-earner

Girls' self-report Employed (%) Unemployed
(%)

Total

No mood 
disturbance 337 (81) 58 (701 395

Mood
disturbance 77 119) 24 (30) 101

Total 414 (100) 82 (100) 496

1. 496 girls who lived with parents. 
x* = 4 .169 , 1 d.f., P < 0 .0 4 .

among those whose parents were currently divorced 
the rate was not much lower (32%). Only 15% of 
the girls who had lost one or both parents through 
death reported their mood as disturbed, while the 
girls whose parents were together showed a similarly 
low rate (18%). (As with parents who were separated 
or divorced, the term ‘parents together’ refers to 
those key relatives in loco parentis.)

The age of the girl at the time of her biological 
parents’ separation was related to self-reported mood 
disturbance. Girls whose parents had parted when 
they were aged under ten showed significantly higher 
levels o f mood disturbance (29/67, 43%) than those 
whose parents had parted when they were older than 
ten years (8/47, 17%; x̂  = 8.69, 1 d .f., P < 0.004).

The link between self-reported mood disturbance 
and the current separated or divorced status of 
parents only appeared when the girl was actually 
living with the parent. There were 34 girls in the study 
living away from their parents. Of the seven with 
divorced and separated parents, only one (14%) had 
a high GOSQ score. Of the 27 girls whose parents 
were together, six (22%) had a high GOSQ score.

The non-significant lower rate o f disturbance 
in the living-away daughters o f divorced and 
separated parents is interesting, but the numbers here 
are small.

Self-reported parental depression

An indication o f the current affective state o f the 
key relative with whom the girl was living was known 
from the 28-item GHQ filled in at the screening 
interview. Among the 497 biological parents who 
completed this questionnaire, 161 (32.4%) scored 
above the cut-off point which put them at risk of 
a clinically significant affective disorder. (Since 98% 
of these biological parents were mothers, they will 
be referred to as ‘mothers’ hereafter). There was a 
positive association between scores from mothers 
who completed the GHQ for themselves, and scores 
from the girls on the GOSQ (Spearman’s r = 0.21, 
P <  0.001).

A significant association was found between 
the mother’s current status o f being widowed, 
divorced or separated (compared with being married) 
and her own high score on the GHQ (x^ = 7.65, 
1 d .f., P < 0.006). It was therefore important to 
test the independence o f the relationship of these 
two variables with the girls’ self-reported mood 
disturbance. After allowing for the mothers’ high 
GHQ score, there continued to be a significant 
relationship between the mothers’ ‘partnership’ 
status and the girls’ self-reported mood disturbance 
(mothers’ self-reported high GHQ score: F =  11.40 
(1 d .f.), P < 0.001; parents’ marital situation: 
F =  5.04 (1 d .f.), P <  0.002; the 2-way interaction of 
these variables was non-significant.

Mothers’ perception of daughters’ mood disturbance

There was a low positive association between 
the girls’ self-report GOSQ scores and the key
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Table 4
Daughters' self-reported mood disturbance and the marital status of parents (n = 524')

Girls' self-report Parents 
together (%)

Parents 
separated (%)

Parents 
divorced (%)

One or both parents 
dead (%)

Total

No mood
disturbance 330 (82) 19 (61) 45 (68) 22 (85) 416

Mood disturbance 71 118) 12 (39) 21 (32) 4 (15) 108

Total 401 (1001 31 (100) 66 (100) 26 (100) 5 2 4 '

1. Information was not available for 5 girls. 
x’ = 13 .77 , 3 d.f., P < 0.004 .

relatives’ GOSQ scores for the girls (Kappa = 0.26, 
P < 0.0001). Once the large number o f agreements 
on low scores were taken into account, it did not 
appear that the key relatives were very alert to the 
mood disturbance reported by the girls. Table 5 
shows that among the 462 cases with full responses 
on both questionnaires, nearly two-thirds (63%) of 
the high-scoring girls were given low scores by their 
key relatives, o f whom 97% were parents, and 92% 
were mothers. Seventy-five o f the key relatives gave 
the girls a high GOSQ score, but in only 35 (47%) 
of these cases did the girls give themselves a high 
GOSQ score. Agreement between key relatives and 
the girls on the latter’s mood disturbance just failed 
to reach a significant level (McNemar test: 
X^ = 3.6I, f  =0.06).

Suicidal ideation

On the distinct and important issue o f suicidal 
ideation, the largest group o f key relatives and girls 
(421, 85%) agreed that the girl ‘never’ had suicidal 
thoughts, and a small number o f key relatives 
recorded that she ‘sometimes’ did (7, 1.4%). In 19 
of the remaining 68 cases (28%) the key relative 
reported some suicidal ideation and the girl reported 
none, while 41 girls (60%) reported some suicidal 
ideation while the key relative reported none. In the 
remaining eight cases, disagreement between the two 
informants centred on the frequency o f suicidal 
ideation. The personal and family factors associated 
with self-reported suicidal thoughts have been 
reported previously (Monck & Graham, 1988).

Absenteeism and attendance at GPs’ surgeries

When girls had missed more than four weeks from 
school, college or work in the previous 12 months 
they were significantly more likely to have high 
GOSQ scores (x^= 10.02, 1 d .f., 0.002). This
group obviously included some of those who were 
currently unemployed, which we have already noted

Table 5
Reports from the girls and their key relatives of disturbed 

mood in the girl using the GOSQ

Girls' report of mood 
disturbance

Key relatives' reports 
• of girls' mood 

disturbance
Total

Absent Present

Absent 327 40 367
Present 60 35 95

Total 387 75 462

McNemar: x*“ 3.61 , A < 0 .06 .

was associated with high GOSQ scores (Table 2). 
However, when the currently unemployed were 
excluded, there was still an association between 
absenteeism and high GOSQ scores (%̂ = 8.69, 
Id .f .,  f < 0.004).

Information on attending GPs’ surgeries was 
available for 513 girls (the other 16 chose not to 
provide this information). Over the previous 12 
months only 113 (22%) o f the girls had not attended 
at all; among the remaining girls, 312(61%) had been 
between 1 and 4 times, 61 (12%) had been between 
5 and 9 times, and 27 (5%) had been ten times or 
more. A high GOSQ score was significantly 
associated w ith .h igh er rates o f  attendance 
(x^= 11.49, 3 d .f., f <0.01). Girls who had left 
school were significantly more likely to visit their GP 
than those still at school (x  ̂=  4 .9 6 ,1 d.f., f  <0.05). 
Among those who had left school there were no 
differences in the number of contacts with the GP 
between those in work, at college, or the unemployed.

Among the girls who had left school there was a 
significant tendency for those with high GOSQ scores 
to visit their GP more frequently than those with low 
scores (%̂ = 22.3, 3 d .f., f  <0.001); this difference 
was not found among the (largely younger) girls still 
at school. Other health issues are reported in more 
detail elsewhere (Monck, 1990). Neither the number 
of admissions to hospital before the age o f five, nor
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the length o f time spent in hospital or away from 
their mother before the age o f  five, related to the 
girls’ current self-reported mood disturbance.

D iscussion

The prevalence o f self-reported mood disturbance 
in this community sample o f 15 to 20-year old girls 
was found to be 20.896, and a similar rate o f 22.696 
was found among those who lived with their 
mothers. These figures are not dissimilar to those 
reported from other studies o f the age group. Kandel 
& Davies (1982) found 19.796 were “ bothered about 
feeling sad or depressed” . The Isle o f Wight studies 
reported that 2396 o f the girls aged 14-15 “ often 
feel miserable or depressed” (Rutter et al, 1976).

A trend o f increasing rates o f self-reported mood 
disturbance with rising age within this teenage 
population had been predicted, but was not 
confirmed. In this study, the youngest adolescents in 
the sample (aged 15 years) showed the highest rate of  
self-reported mood disturbance. Furthermore, there 
was evidence that the youngest among the 15-year- 
olds (those in their fourth year rather than their fifth 
year at secondary school) showed the highest rate of 
all, but in fact neither o f these age differences was 
statistically significant. Between 16 and 20 years the 
rate was at a lower and relatively stable level. The 
important differences in levels of self-reported mood 
disturbance between the girls at school or in work and 
those who were unemployed has been noted in other 
studies (Donovan et al, 1986). Banks & Jackson 
(1982) found that unemployment after school was 
causally related to depressed mood, but no such 
conclusion can be drawn from the present data.

The results o f this study show that there was a 
strong correlation between the self-reported mood 
disturbance of adolescent girls and the self-reported 
depressed mood o f a key relative living in the same 
household. This remained true when only the parents 
were considered, and other key relatives were 
excluded. Kandel & Davies (1982) observed a similar 
association in a sample of high school students aged
13-19 and their parents. It is not possible, however, 
to draw firm conclusions from these data about the 
nature of the link between parental mood disturbance 
and that o f their children. In particular, we cannot 
allocate the effects due to genetic and environmental 
factors, but it is interesting to note that those girls 
who did not live with their parents after they were 
separated/divorced were significantly less likely to 
report mood disturbance than those who still lived 
with a separated parent.

In this study the key relatives do not seem to have 
been particularly sensitive to the self-reported

disturbed mood feelings o f the girls. Two-thirds o f  
the high scoring girls were rated as low-scoring by 
the key relatives, the great majority o f whom were 
mothers. In addition, on the single but important 
item o f suicidal ideation, the accuracy with which 
key relatives matched the girls’ own reports was low 
(Monck & Graham, 1988), a finding also observed 
by Velez & Cohen (1988) in their study o f  suicidal 
behaviour and ideation in subjects aged 9-18 years. 
In the Isle of Wight studies it was noted that girls 
reported higher levels o f depressive feelings than 
mothers reported for them (Rutter et ai, 1976). 
Walker et al (1990) interviewed 175 mothers and 
children, as part o f a study of the risk for psychiatric 
disorder in children by virtue o f the absence or 
presence o f major depression in their parents. They 
found that the majority of mothers whose children 

- reported suicide attempts were unaware o f them. A 
number o f studies have confirmed that children and 
adolescents report more symptoms than their 
parents report about them (e.g. Orvaschel et al,
1981), Angold et al (1987) noted that agreement 
between parents and children about depressive 
symptoms in the children was significant but low, 
with boys’ reports agreeing more highly with their 
parents’ reports than girls’ reports. Weissman et al 
(1987) also found that some mothers were either 
unaware o f or underreported their children’s 
psychiatric symptoms.

In adulthood, the prevalence o f affective disorders 
has been found to be inversely related to 
socioeconomic status, in particular depressive 
symptoms reported in community surveys (Comstock 
& Helsing, 1976; Weissman & Myers, 1978). Some 
studies have found this to be true for adolescents also 
(Kandel & Davies, 1982). In the present study, no 
clear relationship with social class status emerged, 
either in relation to the full range o f psychiatric 
disorders, or in relation to the narrower category of 
affective disorder. However, self-reported mood 
disturbance o f the girls was related to the 
unemployment of the parent(s).

The association between the girls’ reports of 
mood disturbance and more frequent attendance at 
general practice or hospital clinics was noted 
only for the girls who had left school. The small 
number of girls (of all ages) who had seen their 
GP more than ten times had significantly higher 
GOSQ scores. If we accept the relatively crude 
assumption that GP attendance is related to ill- 
health, we can find parallels in studies o f adult 
patients (Weissman et al, 1981) and o f adolescents 
(Kandel & Davies, 1982), in which depressive mood 
was found to be associated with subjects reporting 
physical ill health.
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Overall, the girls were significantly more likely 
to report mood disturbance when they lived with 
their mothers who themselves reported depressive 
mood, with adult wage-earners who were out 
o f  work, and with parents with markedly 
disharmonious marriages or partnerships, or with 
mothers who were acting as a single parent. It 
is possible that the mother’s mood disturbance or 
the poor marital relationship o f parents will 
endanger interpersonal difficulties in the household. 
Data from this study cannot be used to disentangle 
the effects on the girls o f sharing a personally 
disadvantageous environment with their key relative 
from the effects o f observing or being involved 
in the poor relationship of their parents, or their 
mothers’ depression, but these points are discussed 
further in the companion paper (Monck et al, this 
issue).

For some o f these girls the mood disturbance 
they report in adolescence may be carried forward 
as part of their personality into adulthood. For 
some, the high mood disturbance scores may 
represent only the transitory stage in adoles
cence; for yet others the high score may be 
the first indication o f longer-term or more 
serious psychiatric illness. A  high degree o f  
diagnostic continuity has been observed in an 
18-year follow-up study o f children aged 6-16  
years originally attending a child psychiatric 
clinic (Harrington et al, 1990). In a more directly 
comparable study, Kandel & Davies (1986) 
followed up a group of adolescents in the community 
first seen in their early teens and subsequently 
visited nine years later. The area o f adult 
functioning most strongly predicted by self-reported 
adolescent depressive affect was depressive affect 
reported in young adulthood. While there were 
no differences in the extent o f or interaction
with male or female friends, those reporting
depressed mood in adolescence showed a tendency 
to have less intimate relationships with spouses/ 
partners.

Kandel & Davies (1986) comment that the 
young men and women in their study had not 
passed through the total period o f risk for 
developing psychiatric illness, and this aspect
of continuity cannot therefore be properly appraised. 
The distinction between persistent and short-term 
symptoms is difficult to capture on self-report 
questionnaires, but may prove to be important 
in picking out those with a poor psychiatric
prognosis. These points suggest the importance 
of further follow-up studies of adolescents to 
explore the continuities and discontinuities of mood 
disturbance into adult life.
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Adolescent Girls II 
Background Factors in Anxiety and Depressive States
ELIZABETH MONCK, PHILIP GRAHAM. NAOMI RICHMAN and REBECCA DOBBS

Background. This study investigated the prevalence and background variables associated 
w ith anxiety and depressive disorders occurring in a com m unity population of older 
teen ag e  girls.
M ethod. Girls aged 1 5 -2 0  years (n = 529) w hose  nam es w ere draw n from general 
practitioner age/sex  registers com pleted self-report G reat Ormond S tree t Mood 
Q uestionnaires. From this sam ple, 143 girls (69 with high self-report sco res and 7 4  
controls) were intensively interviewed. Information w as obtained on confiding/supportive 
relationships, family argum ents and row s, quality of marital relationship, and degree 
of parental control. Psychiatric s ta te  w as a sse sse d  by use of th e  Clinical Interview 
Schedule to  provide a Total W eighted Score. A modified form of the  Bedford Life Events 
and Difficulties Schedule w as applied.
R esults. The estim ated  one-year prevalence ra te  for psychiatric disorder w as 18 .9% , 
and 16 .9%  for depression and anxiety d isorders. Using a logit analysis, it w as show n 
th a t maternal distress (P< 0 .02) and the quality of the m other's marriage (P<  0 .02) w ere 
independently  associa ted  w ith the p resence of depression and anxiety disorders. 
C onclusions. A bout 17%  of girls in a com m unity sam ple living at hom e show ed a 
depression or anxiety disorder. Even in late adolescence, the presence of a mood disorder 
is closely linked to  the  quality of family relationships within th e  hom e.

Evidence now available suggests a link between 
stressful life events and adolescent psychiatric 
disorder (e.g. Goodyer et al, 1985; Compas et al,
1986). However, the literature also shows that the 
effects o f stress events are relatively non-specific, 
being associated with depression (Hudgens, 1974; 
Johnson & McCutcheon, 1980; Mullens et al, 1985 (in 
children); Swearingen & Cohen, 1985), suicidal acts 
(de Wilde et al, 1992), conduct disorders (Vaux & 
Ruggiero, 1983) and severe emotional disorders 
Berden et al, 1990).

Factor effec ts

Studies o f specific life events have suggested that 
adolescents may vary in their responses according 
to age, sex, temperament and problem-solving skills 
(Rutter, 1983). Certain factors in the family 
environment have been proposed as either mediating 
between stressful events and long-term difficulties and 
the onset o f psychological symptoms in adolescents 
(the buffering effect), or independently contributing 
to onset. For example, Goodyer et al (1988) found 
that both mothers' distress and poor confiding 
relationships in their own lives were independently 
associated with the development o f emotional 
disorders in children aged 7-16 years. Barrera & 
Garrison-Jones (1992) found that depression in a group

of adolescent in-patients was negatively related to 
family support, but positively related to peer support.

Studies comparing children and adolescents 
attending psychiatric clinics with community controls 
have shown that antecedent stressful life events are 
associated with episodes o f psychiatric disturbance 
(Tyerman & Humphrey, 1983; Goodyer et al, 1985,
1987). Goodyer et al (1987) investigated the effects 
of life events on a sample o f school-aged children 
and adolescents attending a psychiatric clinic, and 
on matched controls. Information about each child’s 
life events was obtained from an interview with the 
mothers. It was found that the timing and the number 
o f stressful life events in the year before onset 
increased the risk o f psychiatric disorder. Stressful 
events tended to cluster in The 16 weeks before the 
onset o f symptoms, and children who experienced 
multiple events were more likely to have had an event 
within 16 weeks o f onset. Moderately or severely 
stressful events occurring throughout the 12 months 
were found to have long-term, short-term and rapid 
effects on onset o f psychiatric disorders. Based on 
this mixed picture, Goodyer et al (1987) suggested that 
the mechanisms by which the events affect children’s 
psychiatric health may vary and be only partially 
dependent on the number and timing of the stressful 
events. There was also some support for the concept 
of the additivity of stressful events.

770



A D O L E S C E N T  G IR L S  II 771

Reviewing the literature on risk factors for 
adolescent depression, Wells et al (1985) found few 
studies that had focused on the effects o f stressful 
life events (and these had largely neglected the area 
of long-term difficulties), although there has been 
an increasing interest in more recent years. While 
studies among adults have largely investigated the 
full range of stressful events and chronic adversities, 
studies among adolescents have tended to focus on 
single issues like divorce (Hetherington, 1979), 
unemployment (Banks & Jackson, 1982), or disasters 
(McFarlane et al, 1987).

The possible role of protective factors in adult 
depression such as the presence of confidants 
and close family relationships has been thoroughly 
researched (Brown et al, 1986), although the 
findings have been somewhat inconsistent (Parry & 
Shapiro, 1986). However, these factors have been 
neglected in relation to the onset o f adolescent 
depression. It is also unclear whether personal or 
family factors diminish or increase the vulnerability 
o f adolescents to psychiatric disorders after stressful 
events.

sophisticated methods developed by Brown (1989) 
for acquiring accurate information on stressful events 
from interviews with adults have seldom been used 
with children or adolescents.

M ethod

This study sought to establish the existence o f a 
relationship between personal and family variables 
on the one hand, and depressive and anxiety 
disorders on the other, in girls aged from 15 to 20 
years. In particular, we set out to test two hypotheses 
relating to stressful life events and long-term 
difficulties. Firstly, the onset o f depressive and 
anxiety disorders would be more frequent in girls 
with recent experiences of stressful life events and/or 
long-term difficulties, compared with those with no 
such experiences. Secondly, the presence o f  
anxiety/depressive disorders would be associated 
with maternal distress, single parent status o f the 
mother, and, when the girl was living with two 
parents, with the quality of their relationship.

Study techniques

Some of the differences found between studies 
may relate to variations in the methods employed. 
Cohen & Wills (1985) found that 90% of life 
stress studies with adolescents used self-completed 
checklists rather than interviews (Hudgens, 1974; 
Aro et al, 1989). Checklists, though cheaper 
and quicker to administer, have limitations; the 
accuracy of reporting may vary with the age and 
intelligence o f the child or adolescent, and in an 
attempt to assess the severity of the impact o f  
the event, may be contaminated by the current mood 
of the informant. The validity o f responses to 
checklists has been questioned (Steinhausen & 
Radtke, 1986; Garrison et al, 1987), and most 
checklists for adolescents have bœn employed in only 

- a few studies -  replication is rare. Some authorities 
(e.g. Goodyer et al, 1985) suggest that the added 
expense of interviews is compensated for by the better 
quality o f information; events and long-term 
difficulties, as well as illness onset, can be successfully 
dated. In addition, the ‘independence’ o f events from 
the contamination o f the developing disorder can be 
established. Interviewing both adolescents and their 
mothers has been found to improve the validity o f  
the data (Monck & Dobbs, 1985).

When the object o f study is the relationship o f  
stressful events to the onset of illness, and accurate 
dating o f events and onset is crucial, interviewing 
informants has obvious advantages. The relatively

Sample selection

The sample comprised girls aged between 15 years 
and 19 years 11 months on the age/sex register o f  
eight general practices in north and east London. 
Those families in which either the girl or her key 
relative' had learning difficulties, or were unable to 
speak English well enough for the interview, were 
excluded. A  more detailed description o f the 
practices and o f the method o f sampling is given in 
the related paper on adolescent self-reported mood 
disturbance (Monck et al. Part I, this issue).

The screening interview

A semi-structured screening interview was held with 
the girl and her key relative together at home, during 
which information was collected on schooling, 
employment, health, and household demography. In 
92% o f households the key relative was the girl’s 
biological or surrogate mother. Both informants 
were asked to fill in self-report questionnaires on 
mood disturbance and eating attitudes.

Girls became eligible for a second interview if they 
had scored over the cut-off points on either or both

1. The key relative was defined as the mother (or surrogate 
mother), but in households in which there was no mother, key 
relatives were defined as fathers (or surrogate fathers), other 
relatives acting in toco parentis, husbands or partners. Eight girls 
lived alone or in hostels; there was no key relative in these 
circumstances.

%
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of the two self-report questionnaires, and if they lived 
with their mother or surrogate mother, A control 
group was chosen o f girls who had low scores on 
both self-report questionnaires, and who also lived 
with their mothers; controls were also matched for 
being above or below the age of 16 years. Interviews 
were completed in each general practice in turn and 
the control adolescents were chosen as the work 
progressed, so that they were matched for the general 
practice and geographical area in which they lived. 
This method also ensured that the majority (86%) 
of the intensive interviews were completed within 
four weeks of the screening interview, and the longest 
gap between interviews was seven weeks.

The intensive inteniew

The semi-structured intensive interview lasted for 
between 2.5 and 5 hours; the interviewers, who had 
not conducted any o f the screening interviews, were 
blind to the girl’s score on the two self-report 
questionnaires. Mothers and daughters were seen at 
home, separately but at the same time. Part o f the 
girl’s interview consisted o f a clinical assessment of 
her current psychiatric state (in the previous week) 
and any psychiatric disorder in the previous 12 
months. Special attention was paid to obtaining 
accurate dates for the onset o f any psychiatric 
symptoms in this 12-month period.

Information was obtained from both mothers and 
daughters on the girl’s life events and difficulties in 
the 12 months before the interview, her friendships 
and confiding relationships, family relationships and 
the parental and family rules which governed the 
girl’s behaviour and activities. Mother and daughter 
were brought together for about 20-30 minutes at 
the end o f the interview to check the dating and 
circumstance o f the life events and long-term 
difficulties which they had each reported. While each 
interviewer in turn checked the information for life 
events and difficulties which had been reported to 
them, the other interviewer observed and recorded 
aspects o f the mother/daughter interaction. _____

Measures

The following questionnaires were administered to 
girls and their key relatives (for further details, see 
Monck et al. Part I, this issue).

Great Ormond Street M ood Questionnaire (GOSQ)

This was validated during earlier pilot work, for use 
with the 15 to 16-year-old age group. To each 
question the response can be ‘never’, ‘sometimes’.

‘frequently’, or ‘nearly all the time’, scoring 0-3; 
four questions score in reverse. The derived score 
does not allow a distinction to be made between types 
o f psychiatric disorders. Pilot work with a school 
population of 262 girls had indicated that a cut-off 
point of 24/25 gave a specificity of 79.6% and a 
sensitivity o f 56.2% (Mann et al, 1983).

General Health Questionnaire (GHQ)

Key relatives completed the 28-item GHQ on 
themselves and the girls on their relatives (Goldberg, 
1972).

Confldlng/supportlve relationships

Separate ratings were made of the girl’s and the 
mother’s views of the girl’s confidants. Informants 
were asked specifically about confiding relationships 
with each parent, each sibling, grandparents and 
friends, and then asked to name any others. The 
relationship with each individual was rated as ‘fully 
confiding’, ‘partially confiding’, or ‘not confiding 
at air.

Relationships with parents

Preliminary ratings were made by the screening 
interviewer and the two intensive interviewers on the 
girl’s relationship with each parent; these were 
subsequently combined in consensus ratings after 
discussions between all interviewers. Seven separate
4-point scales were used to rate the warmth o f  the 
mother to daughter and vice versa; the reported 
warmth of father to daughter and vice versa; hostility 
and criticism o f mother to daughter and vice versa 
(Richman et al, 1982); and o f maternal emotional 
over-involvement, which was rated as high, moderate, 
low or nil.

Arguments and rows

Detailed in format!on. was collected on the origins, 
duration and content o f rows which involved the girl 
and either parent. An assessment was made on the 
presence or absence o f arguments, the length o f time 
since the last argument, and an overall frequency 
measure over the last six months. This was done for 
four levels o f severity: minor rows, moderate rows, 
serious rows, and serious rows with violence.

Relationship between parents

The quality of the relationship o f the mother with 
her husband or partner was assessed through direct

M M #'
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questions to both mother and daughter on the amount 
of affection, hostility, quarrelling, and joint decision
making in the marriage. The two interviewers pooled 
this information in a consensus rating: (a) marked 
expressions of enjo>Tnent and sharing; (b) less marked 
warmth and sharing -  averagely ‘good’; (c) frequent 
difficulties, apathetic, some positive features; (d) no 
positive aspects, and/or open antagonism.

Parental control

Both girls and mothers were asked a general question 
on whether there were any rules in the family which 
governed the girl’s life. In addition, information was 
collected on 25 separate aspects of family control of 
teenage behaviour. These ranged from smoking, drugs 
and alcohol to times o f returning home in the 
evenings, or going on holiday with friends but no 
adults. Mothers’ and daughters’ responses were rated 
separately.

Clinical Interview Schedule (CIS)

This standardised psychiatric schedule was used to 
assess the presence and severity o f affective 
symptoms in the girls. From this interview a rating 
of overall severity was made, and the individual 
symptom scores summed to give a Total Weighted 
Score (TWS: Goldberg et al, 1970). A TWS of 16 
or more is indicative o f psychiatric disorder. In the 
intensive interview, information was obtained on 
symptoms experienced during the previous 12 
months, and particular attention was paid to the date 
o f onset. The schedules were submitted to two 
psychiatrists (PG and NR) who made a diagnosis 
using ICD-9 criteria (World Health Organization, 
1978), and assessed overall severity. Agreement 
between the psychiatrists on diagnosis and definition 
of ‘caseness’ was 92.6%; complete agreement on the
5-point scale o f severity was 82.7%. Neither the 
psychiatrists nor the interviewers knew the girl’s score 
on the self-report questionnaire when rating 
symptoms or overall severity, or making a diagnosis.

The psychiatrists rating the evidence from the CIS 
were blind to other circumstances in the girl’s 
environment unless this was referred to in response to 
questions about psychiatric symptoms. They did not 
have access to the material on life events and 
difficulties.

Life events and difficulties

The Bedford Life Events and Difficulties Schedules 
(LEDS) were used as the basis for this part o f the 
interview. Events and difficulties were rated on three

dimensions: contextual threat, independence, and 
focus. For each o f these dimensions some 
amendments were made to adjust the adult Bedford 
system for use with teenagers (Monck & Dobbs, 1985). 
When events or difficulties were rated in the two most 
severe categories o f a 4-point scale o f contextual 
threat, were judged to be independent of the 
influence of the psychiatric mood of the girl, and were 
subject-focused, they were included in the analysis 
as ‘severely stressful’ (see Brown & Harris, 1978; 
Brown, 1989). Arguments and rows are included in 
the LEDS. In the present study they would only 
qualify as a stressful life event or long-term difficulty 
if  the psychiatric state o f the girl had not made a 
contribution to the row. Thus a row with her 
boyfriend would seldom qualify for inclusion, but a 
row between her parents which had nothing to do with 
her would qualify. An important feature of the LEDS 
is the careful dating of events and illness onset. In the 
present study, events which post-dated the onset o f  
psychopathologjcal symptoms were excluded from the 
subsequent analysis. Data on life events and 
difficulties were collected for the year before the 
interview, not the year before onset o f symptoms. 
Thus the period before the depressive episode during 
which events and difficulties could have occurred 
varied with the date o f onset. This problem is 
discussed later.

Statistical methods

The association between independent variables has 
been tested by means o f contingency tables, to which 
the test has been applied. Logit models have been 
used, initially to test the modifying effect o f  
confiding relationships on any association between 
stressful events and depressive and anxious disorders, 
and subsequently to investigate the effects o f  
maternal factors in predicting the presence of  
anxiety/depressive disorders.

Results

Among 645 ^ Is  who were approached for a screening 
interview, 529 (82%) accepted. (For details o f the 
main results, see Monck et al. Part I, this issue.)

At the second stage, 487 (92%) o f the screened 
population were eligible for interview by virtue o f  
living with their mothers or mother surrogates. 
Prevalence rates of self-reported eating problems and 
mood disturbance in this sub-population o f girls were 
not significantly different from the total sample: 40 
(8.2%) had scored over the established cut-off point 
on the Eating Attitudes Test (see Monck et al. Part I, 
this issue) and 101 (22.6%) on the GOSQ; 17 girls had
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high scores on both questionnaires. An unavoidable 
break in the middle of the fieldwork led to the loss 
o f five girls who scored over the cut-point on the 
GOSQ. The refusal rate at the second stage was 13%, 
and 153 interviews were completed, comprising 69 
low-scorers and 84 girls who had high scores on one 
or both o f  the GOSQ and the EAT.

In order to study the factors associated with 
depressive and anxiety disorders, it was necessary to 
reconstitute the control group to include a 
proportionate number of girls with low scores on the 
variable o f  interest (in this case, mood disturbance), 
but high scores on the other variable (in this case, 
the Eating Attitudes Test). Thus, of the 153 who were 
intensively interviewed, 143 were selected for 
inclusion in the present analysis (69 with high-scorers 
and 74 representative controls).

(63%) showed neurotic depression, 9 (24%) showed 
disorders characterised by anxiety, (anxiety states/ 
phobic disorders), one (3%) showed mixed 
disturbance of emotions specific to childhood and 
adolescence, and four (11%) showed a variety of 
miscellaneous disorders (conduct disorder, 2; 
physiological malfunction associated with mental 
factors, 1; asthenic personality disorder, 1). The 
prevalence of depressive and anxiety disorders at this 
level of severity in this population was 16.9%.

When mild disorders are included, a total o f 70 
girls were assigned to diagnostic categories. The 
distribution between the diagnostic groups was very 
similar to the distribution above: 41 (58%) with 
neurotic depression, 18 (26%) with anxiety/phobic 
disorders, three (4%) with neurasthenia, and 8 (11%) 
with miscellaneous disorders.

Prevalence of psychiatric disorders

Among 69 girls with high GOSQ scores who were 
seen for a second interview, 28 (41%) were rated by 
the psychiatrists as suffering from psychiatric 
disorders using IC D -9 criteria. Of the 74 girls with 
low GOSQ scores, 10 girls (13.5%) were rated as 
showing psychiatric disorder. The association of the 
girl’s self-reported mood disturbance and clinically 
confirmed psychiatric disorder was statistically highly 
significant (Table 1).

Extrapolation o f these figures to the rest o f the 
screened population who lived with their mothers 
gave an overall one-year minimum prevalence rate 
for psychiatric disorder of 18.9%; it is important to 
emphasise that this rate does not apply to the whole 
o f the 15 to 20-year-old study population, but only 
to those girls who lived with their mothers.

Diagnostic categories

Of the 38 girls with psychiatric disorders reaching 
the moderate or severe level o f caseness, 24

Table 1
Daughter's self-reported mood disturbance and clinically 

confirmed psychiatric disorder (n -1 4 3 )

Self-reported miood 
disturbance (GOSQ 
scores)

25 +
<25
Totals

Clinically confirmed psychiatric disorder 

Present (%) Absent 1%) Total (%)

28
10

38

(41)
(14)

41
64

105

(59)
(86)

69 (100) 
74 (100)

143

X *-12.054, 1 d.f., P< 0.0005.

Factors associated with depressive and anxiety 
disorders

In the following analysis, the four cases with 
miscellaneous disorders were excluded, leaving only 
those 34 cases at a moderate or severe level with 
depressive or anxiety disorders, and the ‘case’ which 
showed mixed disturbance specific to adolescence.

No association was found between depressive and 
anxiety disorders and age, socioeconomic group, or 
other variables related to low social status or poverty 
(family size, overcrowding or shared household 
facilities). Losing a parent through death was not 
associated with depressive or anxiety disorders. There 
was a trend, which did not reach significance, for 
depression and anxiety to be associated with living 
with a single mother: 38% (11/29) o f girls with single 
mothers compared with 21% (23/110) o f the girls 
whose mothers had a live-in partner (x^ = 4.40, 
1 d .f., P < 0 .06).

- . Depression and anxiety were significantly associated 
with a group o f variables reflecting some o f the 
interpersonal relationships within the household 
(Table 2). Where the mother had a live-in partner, the 
quality of their relationship was significantly related to 
depression and anxiety in the daughter. When mothers 
had a good relationship, 15% (12/80) o f their 
daughters rated as ‘cases’, compared with 42% 
(11/26) of those whose mothers had poor relationships 
(^ = 8 .6 1 , 1 d.f., f  <0.005). Selecting only those 
girls who had a diagnosis o f neurotic depression, the 
significant effect o f the quality of the mothers’ 
marriage remained (8/80 in households with good 
marriages, compared with 8/18 in households with 
poor marriages (x^ = 6.60, 1 d.f., f  <0.02)). For the 
small number with a diagnosis o f anxiety disorders, 
this association was no longer significant.



A D O L ESC EN T  G IR L S  II 775

Table 2
Psychiatric d isorder in d augh ters and m arital relatonships 

of m others (n =  143)

Daughter’s
psychiatric
disorder

Mother's relationship with current partner Total

No partner 
( % )

Current partner

Poor
relationship

( % )

Good
relationship

( % )

Present 9 (37) 17 (46) 15 (18) 41
Absent 15 (63) 20 (54) 67 (82) 102

Total 24 (100) 37 (100) 82 (100) 143

/ =  10.63, 2 d.f., 0.005.

Depression and anxiety were significantly more 
likely among the 110 girls who had a poor 
relationship with their fathers or father substitutes 
(when present) = 9.09, 1 d .f ., f < 0.003). 
However, there was a reverse association between 
minor arguments with fathers and depression/anxiety 
caseness -  35°7o of ‘cases’ argued with their fathers, 
compared with 63Vo of noncases (x^ = 5.80, 1 d.f., 
f  <0.02). There was no association between a high 
number of parental rules and depressive and anxiety 
disorders in the daughters.

There was a significant association between a girl 
being defined as a case of depression/anxiety and her 
mother’s self-report o f a high GHQ score (Table 3). 
This replicates the association which was found 
between the girls’ self-reported mood disturbance and 
key relatives’ high GHQ scores, which was noted in 
the total screened population. The association was 
also observed in the girls who were cases of neurotic 
depression -  9/93 (lOVb) where mothers had low 
GHQ scores, and 15/45 (33Vb) where mothers had 
high GHQ scores (x^= 11.81, Id .f .,  P<0.001).

Finally, an association appeared between the girl’s 
psychiatric disorder and the previous incidence of 
events and/or difficulties which were rated as severe, 
subject-focused and independent. Of the 45 girls who 
experienced severe events or difficulties before onset 
of symptoms, 18 (40Vc) were ‘cases’, whereas only 
16 o f the 94 girls (17 Vo) who had not experienced 
such stresses were ‘cases’ (%̂  = 8.69, I d .f . ,  
f  <0.004). We include below some examples of 
events/difficulties and the ratings we have used.

Example 1

The death o f a brother: the 19-year-old girl was 
at work when she was visited by a policewoman 
who explained that her brother (aged 22) had just 
had a very bad accident on his motorcycle. The 
policewoman drove her home to her mother; when

Table 3
Psychiatric disorder in daughters associa ted  with m o th ers ' 

self-reported GHQ sc o res  (n = 1 3 8 )

Daughters' 
depression'anxiety 
disorder

Mothers' GHQ score Total

0 -4 5 +

Present
Absent

Total

15 (16%) 
78 (84%)

18 (40%) 
27 (60%)

93 (100%) 45 (100%)

33
105

138

x̂  = 9.49,  1 d.f., /’<0 .003 .

they reached the house the girl and her mother were 
told that her brother was dead on arrival at the local 
hospital. The mother had collapsed and the girl had 
to tell her father, and with him deal with all 
subsequent arrangements. A large extended and 
united family, together with the family o f the 
brother’s fiancée, provided considerable support over 
the next months. {Rating 1 -  severe.)

Example 2

Own illness: an 18-year-old girl was diagnosed 
diabetic. She had been very tired, losing weight and 
drinking excessive quantities of water for the past 
month. Her general practitioner sent her directly to 
the local hospital, and she and her mother were 
baldly told of the diagnosis while sitting in a 
curtained cubicle. She was admitted for three days 
and discharged to care for herself; she administers 
her own injections. She was in her last year at school, 
preparing for public examinations (A-levels) and 
planning to train as a teacher. At the time o f the 
interview, she had read about diabetes and claimed 
she understood the implications for the future. Her 
mother appeared to be far more upset than the girl. 
{Rating 2 -  severe.)

Example 3

The girl (aged I6 I/2) left the children’s home in which 
she had lived for a year. She left school at the same 
time and received almost no counselling about her 
next steps. She was unemployed and returned home 
to her older brother and sister and her mother, all 
of whom are unemployed. The family appeared 
chaotic and ill-supported by community-based 
professionals. All three children had different fathers 
and had all been ‘in trouble’ with the police locally. 
{Rating 3 -  not severe.)

Example 4

Discovery o f a new relative: a 17-year-old girl and 
her mother, sister and half-brother discovered from
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ihe father (who does not live with them) the existence 
of another of his daughters (therefore the girl’s half- 
sister). They all visited this young woman, whose 
mother had just died. {Rating 4 -  not severe.)

The role of maternal support

Previous work has explored the importance of 
personal and environmental factors, which are 
described as either protective or risk factors, in the 
onset of psychiatric disorders. We use the term 
‘protective’ to describe those factors associated with 
a girl not being a ‘case’ only in the presence of the 
adverse variable under investigation (in this instance, 
stressful life events and long-term difficulties). The 
term ‘risk’ describes a factor which significantly 
increases the chances of caseness for all subjects, 
regardless of whether or not they have experienced 
the specific adverse factor.

A backwards-selection logit log-linear analysis was 
undertaken on 139 cases, with depressive/anxiety 
disorder caseness as the dependent variable. (The 
four cases of conduct disorder were excluded at this 
stage.) Initially the saturated model including the 
main effects of stressful life events and maternal 
support plus their interaction was fitted. Change in 
the fit, as indexed by change in the maximum 
likelihood x̂ , was then tested as first the interaction 
term was excluded. This showed no significant 
worsening of the fit, and hence the effect of events 
and difficulties was not significantly altered by the 
degree of maternal support. The results in Table 4 
also indicate that there was no significant main effect 
of maternal support on disorder. Stressful events, 
but not maternal support, were significantly related 
to depressive and anxiety disorders (%̂ = 8.10,
1 d.f., P <0.02).

Further logit models were generated to test the 
higher order relationships between mothers’ marital 
status, maternal depression, and stressful events and

Table 4
Logit analysis by b ackw ards selection  of the  e ffec ts of 
m aternal support and stressfu l life ev en ts  on depressive 

and anxiety  d isorders (n = 139)

Effect XmlJ Change in 
XmlJ

d.f. P

1st order interactions 
events by maternal 
support 0.61 0.61 1 NS

Main effects 
events 8.79 8.18 1 <0.01
maternal support 0.66 0.05 1 NS

all main effects 8.98 8.37 2 <0.04

long-term difficulties, with depressive/anxiety 
disorders as the dependent variable (Table 5). This 
analysis included 138 girls for whom fuU information 
was av ailable. It was found that 1st and 2nd order 
interactions of these variables were not significant. 
Among main effects, the relationship of depressive 
and anxiety disorders was significant with maternal 
distress and mothers’ marital status/partnership, but 
not with life events and difficulties.

It had been recognised throughout the study that 
mothers and daughters shared some of the stressful 
life events and long-term difficulties that were 
recorded for the daughter. The discovery that 
maternal distress and mothers’ marital status and 
partnership quality had a more powerful effect as 
precursors of depressive and anxiety disorders than 
did life events and difficulties required further 
exploration. It was found that the life events and 
difficulties recorded for the daughter were 
significantly associated with maternal distress; 24% 
(22/93) of those mothers whose daughters had no 
stressful events reported a high GHQ score, 
compared with 51% (23/45) of those whose 
daughters had\\zd  stressful events (% =̂ 10.4, 1 d.f., 
P <  0.002). An even more powerful association was 
found between mother’s marital status/partnership 
quality and her daughter’s life events; 30% (28/93) 
of the women whose daughters had no stressful 
events either had no partner or a poor marital 
relationship, compared with 69% (31/45) o f those 
whose daughters had stressful life events (x^= 18.6, 
1 d.f., P<0.001).

These results may provide an explanation for the 
fact that the main effect o f events on 
depressive/anxiety disorders is no longer significant 
when maternal distress and marriage are controlled. 
However, in view of the difference in time-frame for 
recording events between the control group and those 
who had experienced the onset o f depressive 
symptoms in the year, a hypothetical logit analysis 
was conducted adjusting the proportion o f girls 
experiencing events and difficulties in the control 
group to a six-month base, this figure being the 
average time over which the cases’ events were 
counted. This analysis showed that stressful events 
and difficulties remained significantly associated with 
depressive and anxiety states, even after allowing for 
the effects of mother’s marriage and mental state.

D iscussion

In this study of girls living with their mothers, the one- 
year prevalence of psychiatric disorder was 18.9% 
(16.9% anxiety/depressive disorders, and 2% other 
disorders). This figure is probably an underestimate
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Table 5
Logit analysis by backw ards selection of the effects of life events and difficulties, m aternal d istress, and quality 

of m o ther 's  m arriage, on depressive/anx iety  disorders

Effect Xml» Change in Xml» d.f. P

2nd order interaction
events by distress by marriage 0.041 0.041 1 NS

1 St order interactions
events by maternal distress 0.557 0.516 1 NS
events by mother’s marriage 0.115 0.074 1 NS
maternal distress by marriage 0.041 0.000 1 NS

all first order interactions 0.773 0.732 3 NS
Main effects

events 2.492 1.719 1 NS
distress 6.509 5.736 1 <0.02
marriage 6.289 5.516 1 <0.02

all main effects 20.700 19.927 3 <0.001

because the screening questionnaire (GOSQ) that was 
used is geared towards the identification of 
anxiety/depressive disorders, and it is likely that 
other undetected disorders are also present.

Comparable studies among this age group are hard 
to find. Adolescents aged 18-19 are frequently 
included in adult studies, within which they are 
undifferentiated, and the majority of studies of 
adolescent psychiatric disorders in community 
sam ples have relied solely on self-report 
questionnaires. The result o f this study is similar to 
the one-year prevalence of 16.7% found by Cohen 
et al (1987) in a population of 9 to 19-year-olds, and 
to the 18.7% observed in a 14 to 16-year-oId school 
population by Kashani et al (1987). Both these 
studies, however, included boys as well as girls.

The above rates from this study did not take 
account o f comorbid states. Recent studies (reviewed 
by Brady & Kendall, 1992) suggest that measures of 
anxiety and depression in adolescence are highly 
correlated. Reinherz et al (1993) found that the 
lifetime prevalence of major depressive disorder was 
nearly 14% for working class girls in their late teens, 
and with phobias (22%), the total prevalence for 
anxious and depressive disorders reached far higher 
levels than the present study.

The present study provided an opportunity to re
test the specificity and sensitivity of the GOSQ. 
Compared with the results obtained during the 
feasibility study, and in relation to the psychiatrists’ 
judgement o f ‘caseness’, specificity was reduced, 
while sensitivity was increased. Positive predictive 
value was low, which was unexpected for a test 
designed to screen for a condition with relatively high 
prevalence rates (Armitage & Berry, 1987).

Associated factors

It had been predicted that there would be a rising 
rate of cases of depressive disorders with increasing.

age but, as in some other studies (e.g. Schoenbach 
et al, 1982) this was not confirmed. This raises the 
question o f whether the higher rates reported for 
young women in their 20s and 30s (Weissman & 
Myers, 1978) may be the product, not o f age perse , 
but of the circumstances in which most o f the women 
in that age-group live. For example, unlike the girls 
in the present study, most young women in their early 
20s will no longer live with their mothers, they will 
be developing or sustaining long-term partnerships, 
and many will have small children. While it seems 
to be true that living with some parents may carry 
a high risk of depressive and anxiety disorders, living 
away from the parental home may involve more risk 
factors and fewer protections. TWs is an issue which 
warrants more detailed research.

Stressful events

We had hypothesised that, for girls in late 
adolescence, stressful life events and long-term 
difficulties would be precursors o f depression and 
anxiety disorders. A flaw in the design meant that 
the period over which stressful-events data were 
collected was twice as long (on average) for the 
controls than for the cases. When this was not 
allowed for in analysis, stressful life events did not 
appear to precede onset o f anxiety and depressive 
disorders, once maternal mental health and marital 
partnership has been taken into account. When an 
adjustment was made to the time-frame o f analysis, 
life events were significantly more likely before onset. 
We cannot therefore exclude the possibility that if  
a full 12 months before the onset o f the depressive/ 
anxiety episodes of each case had been studied, life 
events and difficulties might have had an 
independent effect on caseness.

While other studies have found an association 
between life events and depressive symptoms in 
adolescence, these have not, in general, examined the
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possible confounding effects o f maternal distress 
and the quality o f the parental partnership. We 
found first, using a logit analysis, that a composite 
variable of maternal support (reflecting warmth 
and confiding) did not protect against severe stressful 
life events. However, when life events, maternal 
mental health and the mother’s marital relationship 
were entered into a logit analysis together, it 
appeared that the maternal variables were 
significantly related to depressive and anxiety 
disorders in the girls, while stressful life events 
and difficulties no longer had a significant 
association. Further investigation showed that 
the life events recorded for the girls were highly 
related to mothers’ self-reported mood, and to 
her status as a single parent or her poor marital 
relationship.

To our knowledge this is the first time that the 
depressed mood of one family member has been 
studied in relation to the life events and long-term 
difficulties focused on another. Although it may 
appear surprising to find such strong associations, 
it was obvious during the interviewing and from the 
schedules that independent stressful life events 
experienced by the girls might well also have an effect 
on their mothers, and even on the quality of their 
mother’s relationship with her partner. This finding 
also suggests that while children o f this age are 
still living at home, parents are vulnerable to upset 
from their own child’s stressful life events. Some 
examples may help to illustrate this point. In two 
families the girls’ brother had recently died, and 
this was clearly as distressing for the mother as for 
the daughter, and probably contributed to her high 
GHQ score.

Downey & Coyne (1990) have pointed out that 
depression is frequently accom panied by 
interpersonal difficulties, particularly in close 
relationships. In a third family in our study, the girl 
was involved in protecting her mother from the ill- 
temper and violence of the step-father; serious rows 
(independent of the girl in their origins) became 
stressful events for the daughter, but also contributed 
to the rating o f a bad marriage for her mother. In 
all these cases, the events were severe and 
independent for the daughter. It is difficult to see 
how these forms o f confounding can be avoided if 
data are to reflect the real life situations o f the 
adolescents. It is worth noting that the definition o f  
a stressful event required the event to be relevant 
for (or focused on) the daughter; not all aspects 
of a bad marriage would be relevant in this sense. 
Some bad marriages did not include features which 
would have an immediate impact on the children in 
the family. However, there is bound to be a degree of

confounding between family experiences of stressful 
events, psychiatric disorder in both parents and their 
children, and levels of effective social support (Parry 
& Shapiro, 1986).

The association of depressive and anxiety disorders 
in adolescence with both single parent status and 
marital disharmony has been reported elsewhere. 
Gore et al (1992) found that children in single-parent 
families had high levels of depressive symptoms, but 
that this was explained by the worse economic 
conditions of these families and greater exposure to 
a range of stressors. Goodyer et al (1988) reported 
similar findings with a younger population of school- 
age children, among whom emotional disorder was 
associated with maternal distress independently of 
life events. Beardslee et o/(1983) have also noted that 
depressed adolescents are significantly more likely 
than non-depressed adolescents to have depressed 
parents. Forehand & McCombs (1988) observed a 
similar association between maternal depression and 
adolescent functioning in a study designed to 
investigate which of two variables -  maternal 
depression and adolescent functioning -  served as the 
antecedent, and which variable served as 
consequence. It appeared that maternal depression 
served as an antecedent for four areas o f adolescent 
functioning (including psychiatric symptoms), rather 
than vice versa. Maternal depression was more 
detrimental to later than to current adolescent 
functioning, with which there was no significant 
association.

In the current study, a girl’s chances of developing 
disorders were significantly increased when 
her mother had a high GHQ score, or had 
a poor relationship with her current partner, or 
had no partner, but these factors were neither 
necessary nor sufficient to explain the differences 
between ‘cases’ and ‘non-cases’. It should be 
noted that, irrespective o f marital disharmony, 
the presence of a depressed mother produces 
high rates o f dysphoric affect and low rates o f  
positive affect in family members (Hops et al, 
1987).

In a rare prospective study, Gersten et al (1977) 
found that negative life events failed to predict 
subsequent disorder,' once family variables (e.g. 
mothers’ mental health, and the parents’ marriage) 
and the adolescent’s initial psychiatric disorder had 
been controlled for. They stated that the significant 
relationship between negative events and psychiatric 
disorder at follow-up was spurious, both being 
significantly associated with the family stressful 
processes. We have been unable to find a replication 
o f this early study, for which our results provide 
strong support.



A D O L E SC E N T  G IR LS II 779

C on clu sio n s

Data presented in this paper suggest that the 
influence o f the mother’s own situation on the 
psychiatric state of her adolescent daughter is 
dominant and pervasive, perhaps in part because girls 
in this age-group rely on their mothers to provide 
models o f adult roles in the post-school world. We 
would suggest that further research is needed on how 
these influential maternal factors later affect their 
daughters when they grow into adulthood and need 
skills such as the capacity to form satisfactory 
relationships with their partners and to cope 
adaptively with loss and disappointment. As Rutter 
& Sandberg (1992) point out, there is now evidence 
that some people act in ways that put them at a much 
increased risk of negative life events. The maternal 
variables (distress and lower quality marital situation) 
identified here as significant may increase the 
probability not only that their daughters develop 
depressive and anxiety disorders in their adolescence, 
but that these daughters may also develop fewer 
interpersonal skills to carry forward into adult life, 
and be more likely to expose themselves to situations 
in which they experience negative life events.
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APPENDIX 1 THE GENERAL PRACTICES IN THE STUDY

The General Practices which agreed to participate in the study were located in a 

variety of urban and suburban locations, and served populations which ranged from 

extreme deprivation to considerable affluence. The buildings in which the practices 

were housed and the facilities they offered also varied widely.

The descriptions below are not based on statistics from the Census of local 

authorities, but on the observations and experiences of the General Practitioners, 

many of whom had worked in their areas for years. The observations were 

confirmed by the interviewers who sometimes spent several weeks in each area.

The practices are listed in the chronological order in which the researchers worked 

in them.

1. Bethnal Green: The practice had been founded many decades before, and, at the 

time of the research, had five GPs, both men and women. The surgery was on the 

first floor of an old building, but in a very central part of Bethnal Green, on major 

public transport routes. It served a mixed community of long-established white 

working class families, and newly arrived families largely from the Indian sub

continent and the Caribbean. The GPs estimated that the proportion of families from 

ethnic minorities was about 20%. Many of these families spoke little English, and 

often the mothers spoke none at all. The GPs estimated that as high a proportion of 

their patients lived in council accommodation as for the borough as a whole (c. 90%), 

and that poverty was widespread.

2. Hackney: This practice was only about one and a half miles north of practice 1. 

It operated out of a purpose-built 1960s surgery just off the main road. There were 

six GPs (male and female) of whom three agreed to allow access to their age-sex 

registers. The practice had a number of extra facilities in the building (eg, a mother- 

and-toddler club, and an old people’s meeting room). The population served by this 

practice had a higher proportion of African and Afro-Caribbean families than the



Bethnal Green practice, and fewer recent immigrants from the Indian sub-continent. 

The proportio of families from ethnic minorities was about 25 %, the rest being old 

white working-class East Enders. Most people lived in council houses and flats, and 

the GPs estimated that unemployment was very high, with a poor elderly population 

as well.

3. Waltham Forest A: this group practice, with six male and female GPs, was 

housed in a modem building in a suburban part of the borough. Most of the local 

housing was owner-occupied, but not expensive. About 20% of families locally lived 

in council houses. Local unemployment was estimated to be low in the adult 

population, but higher among the young. The proportion of families from the ethnic 

minorities was less than 10%.

4. Canning Town: this was one of only two practices in the study in which the GP 

was working alone. The surgery was in two small rooms on the ground floor of a 

semi-detached council house, in a very run-down area, in the shadow of six notorious 

tower blocks. The surgery was poorly furnished and was only open for a few hours 

in the morning and evening five days a week; the GP was also a police surgeon. The 

receptionist had nursing training, but there were no other facilities on-site.

The area was almost entirely 1930s council housing augmented with some 1950s 

houses and 1960s tower blocks. A small number of remaining Victorian terraces had 

been pleasantly modernised. At the time of the research, some of the modem estates 

were being decanted for upgrading, which had the effect of creating dangerously 

depopulated areas and blocks. Unemployment was high, as this had been an area of 

heavy industry and traditional dockers families. The high proportion of ethnic 

minority families came mostly from Afro-Caribbean backgrounds. The practice had 

a large number of young single mothers with babies or young children, living in 

considerable deprivation.

5. Finchley 1: This was a long-established family practice of three GPs, housed in 

a small but pleasant converted family house in a leafy street, not far from major 

public transport routes, the practice served a relatively affluent, middle-class



community, largely white, but with a few newly arrived Japanese and Asian business 

families (alomost all of whom were excluded from the study because the mothers 

spoke almost no English).

6. Finchley 2; This was large group practice, housed in a very modem, purpose- 

built Health centre which was shared with another group Practice. The centre was 

close to the high street and the facilities were extensive, with many clinics targetted 

at particular groups in the community. The GPs agreed that they served a largely 

white, middle-class community, but there were some pockets of working-class and 

less well-off families, and some newly arrived Asian families. Most of the families 

in the practice were bleieved to own their own houses, but there was about 10% 

council housing.

7. Waltham Forest 2: this was the second practice with a GP working by himself, 

with his wife working as the receptionist for much of the time. The srugery was 

pleasantly devised from part of the family home, and the GP had served the area for 

decades. The practice served a community which was white, and middle-middle-class, 

in which there was said to be little unemployment or poverty. There were no 

facilities in the surgery apart from a consultation room.

8. Waltham Forest 3;

A large group practice in a central position in the borough, with 6 or 7 male and 

female GPs, and some additional facilities and staffing. The building, though modem, 

was not well-maintained and had a very run-down air. The community was almost 

entirely working-class, with widespread poverty, and rapidly rising numbers of Afro- 

Caribbean and Asian families. Much of the housing stock was council, but there was 

still a fair proportion of owner-occupiers living in small terraced housing, much of 

it very run-down.
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Appendix 2

The letter from the General Practitioners to their patients: a pattern suggested by the 
author and followed by all the practices.

Dr John C. Bloggs 
Dr Hermione Bloggs

Surgery: 331 Chestnut Tree Grove 
London NW

Dear Mrs X (or other key relative),

This is just a note to introduce the research team from the Teenage Health Survey. We 
believe their work is interesting and worthwhile.

We hope that you will be able to help them by giving a short interview.

Yours sincerely,

Dr John C. Bloggs 
Dr Hermione Bloggs



Appendix 3.

Letters from researchers to key relatives and daughters inviting participation in 
the study



TEENAGE HEALTH SURVEY

The Hospital for Sick Children 
Great Ormond Street LONDON WCIN 3JH

Mrs Brown 
433 Bloggs Av. 
LONDONN

Dear Mrs Brown,

We are trying to find out more about the health of teenagers and their use of the 
health services. We hope to talk to a number of girls between fifteen and 
nineteen and their mothers.

Your family doctor has agreed to help us to contact young women between these 
ages, and your daughter’s name was chosen at random from her list. She 
suggested that we write to you and your daughter to see if you are willing to help 
us. Your daughter will get a separate letter explaining the research.

All the information we collect will be confidential to the research team: your 
family’s name will be known only to the interviewer. Your family doctor will not 
have access to the information you give us, unless you wish.

We would like a chance of visiting you and your daughter at home to talk about 
our survey, and suggest that our interviewer, Margaret Baldwin, calls on 
Thursday, 7th February at 6.30pm.

If you want to change the time please send back the postcard, which we have put 
in your daughter’s letter. If we don’t hear from you we will see you on 7th 
February.

Thanking you in advance for your help with our work.

Yours sincerely.

Elizabeth Monck
Team manager



TEENAGE HEALTH SURVEY

The Hospital for Sick Children 
Great Ormond Street LONDON WCIN 3JH

Emma Brown 
433 Bloggs Av. 
LONDONN

Dear Emma,

We are trying to find out more ah out the health of teenagers and young women 
their use of the health services. We hope to talk to a number of young women 
aged between fifteen and nineteen, and to their mothers.

We approached your family doctor for help in contacting young women of these 
ages, and your name was chosen at random from her list. She suggested that we 
write to you and your mother to see if you are willing to help us. Your mother 
will be receiving a separate letter explaining the research.

All the information we collect will be confidential to the research team: your 
family’s name will be known only to the interviewer. Your family doctor will not 
have access to the information you give us, unless you wish.

We would like a chance of visiting you at home to talk about our survey, and 
suggest that our interviewer, Margaret Baldwin, calls on Thursday, 7th February 
at 6.30pm.

We enclose a postcard for your reply in case you or your mother want to change 
the time, but if we don’t hear from you we will assume it is convenient for 7th 
February.

Thanking you in advance for your help with our work.

Yours sincerely.

Elizabeth Monck
Team manager
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qualities

NB This Appendix is bound in the main volume of this thesis
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i) Great Ormond Street mood Questionnaire (GOSQ) for the girls to complete 
about themselves

ii) Great Ormond Street mood Questionnaire (GOSQ) for key relatives to 
complete on the girls



APPENDIX 41)

GREAT ORMOND STREET MOOD QUESTIONNAIRE for the girls to 
complete on themselves

HOW HAVE YOU BEEN FEELING IN THIS LAST MONTH?

Question never sometimes frequently nearly all the 
time

I feel nervous when I meet new 
people

I suffer from headaches

I enjoy life

I have problems getting off to 
sleep or waking in the night

I feel a failure at things

I enjoy the company of boys

I feel I get the blame for things

I feel sick with worry and nerves

Other people complain about me 
fighting

I wish I could make friends more
easily

I suffer from stomach pains (not 
period pains)

I feel really miserable and unhappy

I am moody, I go up & down in 
my feelings

I am frightened of being alone

I feel fit and healthy

I am irritable and fall out easily 
with others

I cry or feel like ciying

Appendix 4i



Question Never Sometimes Frequently Nearly all 
the time

I worry there is something wrong 
with my health

I feel hopeless about my future

I do not have much energy & get 
tired easily

I have thought of ending my life

I feel tense & jittery

I feel sure I can do things well

I want to run away from home or
walk out

I get into trouble with people in 
charge at school or work

I feel nobody loves me or likes me

I am a bit of a bully

I feel lonely

Appendix 4i



APPENDIX 4ü)

GREAT ORMOND STREET MOOD QUESTIONNAIRE for the key relatives 
to complete on the girls

HOW HAS SHE BEEN FEELING IN THIS LAST MONTH?

Question never sometimes frequently nearly all the 
time

She feels nervous when she meets 
new people

She suffers from headaches

She enjoys life

She has problems getting off to 
sleep or waking in the night

She feels a failure at things

She enjoys the con^any of boys

She feels she gets the blame for 
things

She feels sick with worry and 
nerves

Other people complain about her 
fighting

She wishes she could make friends 
more easily

She suffers from stomach pains 
(not period pains)

She feels really miserable and 
unhappy

She is moody, she goes up &
down in her feelings

She is frightened of being alone

She feels fit and healthy

She is irritable and falls out easily 
with others

She cries or feels like crying

Appendix 4ii



Question Never Sometimes Frequently Nearly all 
the time

She worries there is something 
wrong with her health

She feels hopeless about her future

She does not have much energy & 
gets tired easily

She has thought of ending her life

She feels tense & jittery

She feels sure she can do things
well

She wants to run away from home 
or walk out

She gets into trouble with people in 
charge at school or work

She feels nobody loves her or likes
her

She is a bit of a bully

She feels lonely

Appendix 4ii
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i) General Health Questionnaire (GHQ-28-item) for key relatives to complete 
about themselves

ii) General Health Questionnaire (GHQ-28-item) for girls to complete about their 
key relative



Appendix 51) The General Health Questionnaire; for completion by key relatives

PLEASE TICK THE ANSWER WHICH DESCRIBES HOW YOU HAVE BEEN FEELING IN THIS 
LAST MONTH:

HAVE YOU.

Been feeling well & in 
good health?

Better than 
usual

Same as 
usual

Worse than 
usual

Much worse 
than usual

Been feeling in need of a 
good tonic? (to feel 
better)

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been feeling run down 
and out of sorts?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Felt that you were ill? Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been getting any pains in 
your head?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been getting a feeling of 
tightness or pressure in 
your head?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been having hot & cold 
spells?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Lost much sleep over 
worry?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Had difficulty in staying 
asleep?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Felt constantly under 
strain?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been getting edgy & bad 
tempered?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been getting scared or 
panicky (for no good 
reason)?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Found everything getting 
on top of you?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Been feeling nervous and 
strung-up all the time?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual
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Been managing to keep 
yourself busy & 
occupied?

More so than 
usual

Same as 
usual

Rather less 
than usual

Much less 
than usual

Been taking longer over 
the things that you do?

Quicker than 
usual

Same as 
usual

Longer than 
usual

Much longer 
than usual

Felt on the whole you 
were doing things well?

Better than 
usual

About the 
same

Less well 
than usual

Much less 
well

Been satisfied with the 
way you’ve done what 
has been expected of you?

More
satisfied

About the 
same as 
usual

Less satisfied 
than usual

Much less 
satisfied

Felt you were playing a 
useful part in things?

More so than 
usual

About the 
same as 
usual

Less useful 
than usual

Much less 
useful

Felt capable of making 
decisions about things?

More so than 
usual

Same as 
usual

Less so than 
usual

Much less 
capable

Been able to enjoy your 
normal day-to-day 
activities?

More so than 
usual

Same as 
usual

Less so than 
usual

Much less 
than usual

Been thinking of yourself 
as a worthless person?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Felt that life is entirely 
hopeless?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Felt that life is not worth 
living?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Thought of the possibility 
that you might commit 
suicide?

Definitely
not

I don’t think 
so

Had crossed 
my mind

Definitely
have

Found at times you 
couldn’t do anything 
because your nerves were 
too bad?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Found yourself wishing 
you were dead and away 
from it all?

Not at all No more 
than usual

Rather more 
than usual

Much more 
than usual

Found that the idea of 
taking your own life kept 
coming into your mind?

Definitely
not

I don’t think 
so

Had crossed 
my mind

Definitely
has

Appendix 51



Appendix 511) The General Health Questionnaire: for completion by the girls on
the key relatives

PLEASE TICK THE ANSWER WHICH DESCRIBES HOW SHE/HE HAS BEEN FEELING IN 
THIS LAST MONTH:

HAS SHE OR HE

Been feeling well & in 
good health?

Better than 
usual

Same as usual Worse than 
usual

Much worse 
than usual

Been feeling in need of a 
good tonic? (to feel better)

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been feeling run down and 
out of sorts?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Felt that they were ill? Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been getting any pains in 
their head?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been getting a feeling of 
tightness or pressure in 
their head?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been having hot & cold 
spells?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Lost much sleep over 
worry?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Had difficulty in staying 
asleep?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Felt constantly under 
strain?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been getting edgy & bad 
tempered?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been getting scared or 
panicky (for no good 
reason)?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Found everything getting 
on top of them?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Been feeling nervous and 
strung-up all the time?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual
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Been managing to keep 
themselves busy & 
occupied?

More so than 
usual

Same as usual Rather less 
than usual

Much less 
than usual

Been taking longer over 
the things that they do?

Quicker than 
usual

Same as usual Longer than 
usual

Much longer 
than usual

Felt on the whole they Better than About the Less well Much less
were doing things well? usual same than usual well

Been satisfied with the 
way they’ve done what 
has been expected of 
them?

More satisfied About the 
same as usual

Less satisfied 
than usual

Much less 
satisfied

Felt they were playing a More so than About the Less useful Much less
useful part in things? usual same as usual than usual useful

Felt capable of making 
decisions about things?

More so than 
usual

Same as usual Less so than 
usual

Much less 
capable

Been able to enjoy their 
normal day-to-day 
activities?

More so than 
usual

Same as usual Less so than 
usual

Much less 
than usual

Been thinking of 
themselves as a worthless 
person?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

They have felt that life is 
entirely hopeless?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

They have felt that life is 
not worth living?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

They have thought of the 
possibility that they might 
commit suicide?

Definitely not I don’t think 
so

Had crossed 
their mind

Definitely
have

Found at times they 
couldn’t do anything 
because their nerves were 
too bad?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Found themselves wishing 
they were dead and away 
from it all?

Not at all No more than 
usual

Rather more 
than usual

Much more 
than usual

Found that the idea of 
taking their own life kept 
coming into their mind?

Definitely not I don’t think 
so

Had crossed 
their mind

Definitely
has
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Appendix 6.

The Screening Interview



TEENAGE HEALTH SURVEY

SCREENING INTERVIEW

Not for publication without permission 
Elizabeth Monck 

Rebecca Dobbs 
Institute of Child Health, London



INTRODUCTION
Explain that we are interested in finding out more about the health of young women 
between 15 and 20 years, their use o f the health services and the way that they 
manage the change from school to work or training and college.

’W e’ve asked to see you both together because some of the things we need to know
(Like dates when s was ill) are easier to remember when there are two of you.
I don’t think there will be anything in this interview which you will want to keep 
private from one another, but if  there are, you must just say you would rather not 
answer the question.’

First check name and age. Remind s and her relative that this was the only
information we had from the GP along with their address.

NAME

ADDRESS

TEL:
Survey no: 

Date:

Interviewer

Interview time
from :.................
to :.....................

Total time:

GENERAL PRACTITIONER 

PRACTICE ADDRESS

DATE OF BIRTH ............... / ................................... / .................
day/month/year [code month & year only]

AGE AT INTERVIEW..................................................................



HOUSEHOLD

1. Who is living here?
2. Do you have any brothers or sisters? [inch fostered/adopted b and s]
3. Are you yourself fostered or adopted?
4. (if relevant) How old were you when you were adopted/fostered

VARIABLE VALUES CODING ANSWER

Girl lives with biological parents 01
biol. mother only 02
biol father only 03
biol mother & partner 04
biol father & partner 05
Foster parents 06
Adoptive parents 07
husband/partner 08
other relatives 09
other people (eg friends) 10
In care 11
Alone 12
n/k 99

Ordinal position Oldest 1
in own family youngest 2
(including foster only 3
sibs, etc) twin, etc 4

other 5
n/k 9

No. of siblings No sibs 00
(all types) Number nn

n/k 99

N. of children N / a - none 0
born to girl Number n

Age of girl when N/a - not adopted/fostered 00
adopted/fostered age in years

< 1  year 11 months 01
2-2.11, etc 02
n/k 99



HOUSEHOLD (contd)

VARIABLE VALUES CODING ANSWER

Number of N. aged 0 - 5  years nn
children in 
household if  girl 
lives with mother

N. aged 6 - 1 0  years nn

N aged 11 - 14 years nn

N. aged 15 years if  still at 
school

nn

Total under 14 years nn

Total still at school nn

In each case
n/k
n/a

99
88

5. How old is your mother (last birthday)?
6. How old is your father (last birthday)?
7. Are your parents separated or divorced?
8. How old were you when this happened?

VARIABLE VALUE CODING ANSWER

Age of mother years nn
n/k 99

Age of father years nn
n/k 99

Parents n/a - no 0
separation or separated 1
divorce divorced 2

mother dead 3
father dead 4
both dead 5
n/k 9

age when parents n/a - have not divorced/sep’d 00
separated or age in years nn
divorced n/k and ’don’t know’ 99



OWN CHILDREN

If  it emerges that girl has had a child of her own, do not ask a direct question. 
Otherwise choose the moment when you think it most appropriate.

VARIABLE VALUES CODING ANSWER

If the girl has a Baby/child has own room 1
child or children Shares room with others 2
or her own, Shares bed with others 3
where do they Own bed in mother’s/girl’s 4
sleep? room

Shares mother’s/girl’s bed 5
N/a no baby 0



SUMMARY HOUSEHOLD INFORM ATION

9. I ’d just like to make sure I ’ve got the facts right.

So there a r e  people living here?
10. How many rooms do you have altogether? [exclude small rooms, separate 
lavatories, etc]

11. Do you (your family) own the house? or rent? Who do you rent from?

12. Is there only your family in this house/flat or do you share?

VARIABLE VALUES CODING ANSWER

Number of people in Number nn
household?

Number of rooms N/a (in care, etc) 00
Number nn

Room/person ratio Number (one decimal
place)

Housing tenure N/a ( in care etc) 0
Owner occupied 1
Rented private 2
Rented council. Housing 3
association, co-op, etc
Other (squatter, etc) 5
n/k 9

Shared N/a 0
accommodation House- family only 1

Flat/mais. - family only 2
Flat/house - shared 3
Hostel 4
In care, etc 5
Other 6
n/k 9



HOUSEHOLD (contd)

13. Do you share any part of the house with others? Like the kitchen? lavatory? or 
bathroom?

14. Do you (girl) have a bedroom of your own?
15. Do you share a bed or have one o f your own?

VARIABLE VALUES CODING ANSWER

Shared facilities Share kitchen n/a 0
yes 1
no 2

Share bathroom n/a 0
yes 1
no 2

Share lavatory - n/a 0
yes 1
no 2

Shared bed/room Own room, own bed 1
Share room own bed 2
Share room and bed 3
Married, cohabiting 4
Other 5
n/k 9



BIRTHPLACE INFORMATION
[Introduce tactfully and with respect]

16. Were you bom around here? Could you tell me where you were bom?
17. And your mother, where was she bom?
18. And your father?

VARIABLE VALUE CODING ANSWER

Girl’s birthplace UK 00
Eire 01
West Indies 02
India/Pakistan 03
East africa 04
Africa New Commonwealth 05
Europe 06
Asia (other) 07
’Old Commonwealth’ & USA 08
Other 09
N/k 99

M other’s UK 00
birthplace Eire 01

West Indies 02
India/Pakistan 03
East africa 04
Africa New Commonwealth 05
Europe 06
Asia (other) 07
’Old Commonwealth’ & USA 08
Other 09
N/k 99

father’s UK 00
birthplace Eire 01

West Indies 02
India/Pakistan 03
East africa 04
Africa New Commonwealth 05
Europe 06
Asia (other) 07
’Old Commonwealth’ & USA 08
Other 09
N/k 99



GIRL’S HEALTH HISTORY

19. Now I ’d like to talk a bit about your health.
Would you say that you have any health problems at the moment!
How long have you had this problem?
How much difficulty is this for you?

20. Have you seen your doctor about this?
21. Have you seen your doctor about anything else in this last year?

How often have you been to the doctor?
22. Have you had to go to hospital for any reason? (code min. stay of one night

or whole day only).

VARIABLE VALUE CODING ANSWER

Health problem Nil 0
in the last year Chronic mild (no social 1
(code worst disability)
condition) Chronic (moderate social 2

disability)
Chronic (severe disability) 3
n/k 9

Attendance at GP Nil 00
number nn
n/k 99

Hospital in Nil 00
patient in last Number of days nn
year (overnight n/k 99
stay or whole day
stay)

8



HEALTH (contd)

23. Have you attended an out-patient department or clinic for any reason this last 
year?

REASONS CLINICS ATTENDANCES

24. Have you been given any medicines, etc this last year?
[Name if  possible. Purpose]

25. Have you suffered from any nervous troubles of any sort this last year? 
[Like feeling too anxious or nervous to go to school or work?]

Can you describe what was wrong?
When did this happen?
Did you see anyone about it?
Who did you see?
How long did it last?

VARIABLE VALUE CODING ANSWER

Clinic None 00
attendances Number o f attendances nn

N/k 99

Medication ’Physical problem’ - No 1
Yes 2

N /k 9
Possible ’emotional’ - No 1

problem Yes 2
N /k 9

Definitely ’emotional - No 1
yes 2

N /k 9



M ENSTRUATION

26. Have you started your monthly periods?

27. How old were you when you started your periods?

28. Do you have regular or irregular periods at the present time?

VARIABLE VALUES CODING ANSWER

Age at menarche Not started 0
before age 11 1
11-11.11 2
12-12.11 3
13-13.11 4
14-14.11 5
15-15.11 6
16-16.11 7
17-17.11 8
18 + 9

Regular Not started 0
/irregular? Started & stopped 1

Yes regular 2
Yes irregular 3
Pregnant 4
N/k 9

10



HOSPITALISATION IN  CHILDHOOD

29. (You’ve told me of your time in hospital during this last year) Have you ever 
been in hospital (before)?

How old were you when you went into hospital?
How long did you stay in?
What were you in hospital for?

Age when in 
hospital

Reason for 
admission

Length of time in 
hospital

With mother 
there or not

VARIABLE VALUES CODING ANSWER

Time in hospital Nil admissions 0
when under age 5 Less than 4 weeks 1
years 4-12 weeks 2

3 months + 3
n/k 9

Time in hospital Nil admissions 0
when girl was 5- Less than 4 weeks 1
15 years 4-12 weeks 2

3 months + 3
N /k 9

Number of nil admissions 00
admissions before Number nn
age 5 N /k 99

Number of Nil admissions 00
admissions Number nn
between 5-15 N /k 99
years

11



30. Apart from holidays, have you ever been separated from your mother at any 
time? [only record periods longer than a week]

VARIABLE VALUES CODING ANSWER

Total time spent Nil time away from mother 0
away from Less than 4 weeks 1
mother (including 4-12 weeks 2
hospital 3 months+ 3
admissions, but n/k 9
excluding
holidays) Girl
aged under 5
years

Ditto Nil time away from mother 0
Girl aged Less than 4 weeks 1
between 5 and 15 4-12 weeks 2
years 3 months + 3

n/k 9

31. SMOKING
Can you tell me if  either of you smoke? 
How many do you smoke each day?

VARIABLE VALUE CODING ANSWER

M other’s Does not smoke 00
smoking No. per day nn

N/a (key relative is not 88
parent)
N/k 99

Girl’s smoking Does not smoke 00
No. per day nn
N/a (key relative is not 88
parent)
N/k 99

12



* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

INTRODUCE QUESTIONNAIRES

1. Eating Attitudes Test
W e are particularly interested in the problems o f growth and weight, and people’s 
eating habits. I ’m going to ask you both to fill in this questionnaire on food and 
eating. [Read the instructions at the top of the EAT to the girl and relative: check 
whether they need help reading the questions.]

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

2. Introduce the General Health Questionnaire and the Great Ormond Street mood 
Questionnaire. [Read instructions, etc as above.]

13



PARENTS’ W O RK  AND EDUCATION

I’d just like to go back to the family here for a moment.

32. Can you tell me what work your father is doing [predominant pattern of last 3 
months]?
DESCRIPTION:
33. Do you know how old your father was when he finished his education or 
[professional] training?

34. Is your mother working at the moment? What does she do?
35. Mother’s age when she ended education/training.

VARIABLE VALUES CODING ANSWER

Father’s work In FT education 1
Full- or part-time work 2
Retired 3
Unemployed 4
N/k 9
Father absent 0

Father’s N/a (not with father) 00
education Never went to school 01

Age left education nn
N /k 99

M other’s In FT education 1
employment Full- or part-time work 2

Retired 3
Unemployed, but usually 3
works
Unemployed but usually 4
doesn’t work
N/k 9
Mother absent 0

M other’s N/a (not with mother) 00
education Never went to school 01

Age left education nn
N/k 99

14



HUSBAND’S/ PARTNER’S W ORK

[If relevant]

36. What work does your husband/boyfriend/partner do?

Do you know when your husband/partner ended their education/ 
[professional] training?

VARIABLE VALUES CODING ANSWER

Husband In FT education 1
/partner’s Full- or part-time work 2
work Retired 3

Unemployed 4
N/k 9
No partner/husband 0

Husband’s N/a (not with mother) 00
/partner’s Never went to school 01
education Age left education nn

N/k 99

15



GIRL’S SCHOOL AND EDUCATION HISTORY

37. Are you still at school?
Which school year are you in?

38. What school do you [did you] go to?
NAME:
ADDRESS:

39. [If the girl has left school]: Are you still a student? W hat sort of further 
education are you involved in?

VARIABLE VALUES CODING ANSWER

School year Not at school 0
Fourth year 1
Fifth year 2
1st year sixth form 3
2nd year sixth form 4
3rd year sixth form 5
other 6
n/k 9

Type of school Secondary modem (mixed) 01
Secondary modem (girls) 02
Comprehensive (mixed) 03
Comprehensive (girls) 04
Grammar (mixed) 05
Grammar (girls) 06
Day private (mixed) 07
Day private (girls) 08
Boarding private (mixed) 09
Boarding private (girls) 10
Special (public) 11
Special (private) 12
N/k 99

Still a student? No - n/a 0
Sixth form college 1
College of FE (full-time) 2
College of FE (part-time) 3
Polytechnic 4
University 5
n/k 9

16



EXAMINATIONS

40. Are you planning to take any exams/ have you taken any exams?

VARIABLE VALUES CODING ANSWER

Examinations
taken

CSE grade 4/5

CSE grade 2/3

CSE grade 1

0 ’ level grade D/E

’0 ’ level grade A/C

CEE

Technical exams passed

’A ’ levels passed

Examinations 
planned and 
’mock’ exams 
already finished

CSE grade

’0 ’levels

CEE

’A ’ levels

Industrial/technical

Degree courses (or equivalent)

17



EDUCATION/SCHOOL/COLLEGE (contd)

41. [EITHER] How old were you when you left school? 

[OR] when are you planning to leave school?

42. What do you plan to do when you leave school?

VARIABLE VALUES CODING ANSWER

Age of leaving N/a [has not left] 0
school 14 1

15 2
16 3
17 4
18 5
19+ 6
Undecided 7
N/k 9

Age of planned N/a [has left school] 0
leaving school 14 1

15 2
16 3
17 4
18 5
19+ 6
Not decided 7

Plans for life University/Poly 1
after school College of FE 2

Sixth form college 3
Another school 4
Work with training 5
Expects to work 6
Expects unemployment 7
Don’t know 9
N/a [left school] 0

Missed school in Less than 4 weeks 1
the last year 4-8 weeks 2

9-16 weeks 3
Up to whole previous year 4
N/k

9

18



G IR L’S EM PLOYM ENT SINCE LEAVING EDUCATION

43.

44.

(If still at school)
Do you do a job after school, or at the weekends?
What do you do? How many hours do you do?
Have you ever had a holiday job?

(If left school)
Are you working at the moment?

What job are you doing now? For how long?
What other jobs (if any) have you had since leaving (full-time education)?

VARIABLE VALUES CODING ANSWER

Whether in work N/a - still at school 0
Full-time work 1
Part-time work 2
Part-time work -f education 3
Part-time work +  p/t 4
education
F/t further education 5
Government scheme 6
Other 7
Unemployed

Girl’s present Goldthorpe & Hope
occupation

SEG

N. of jobs since N/a still school /college 00
leaving full-time Number of jobs nn
education n/k 99

Number of months N/a still school/college 00
since leaving f/t Number of months nn
education N/k 99

Average number of N/a still school/college 00
employed months Average months nn
per job* N/k 99

Time unemployed N/a - still school /college 000
since leaving f/t Percentage nnn
education N/k 999

Hours working in N/a - fully employed 88
current ’Saturday’ Nil - no such job 00
job Hours worked per week nn

19



THIRD-PERSON QUESTIONNAIRES

I have already asked you to fill in two questionnaires about yourself. I ’d like to ask 
you to fill in the same two, but thinking about one another.

These questionnaires cover just the same subjects as the two you have already done 
for me.

[To girl] Please think about your [mother/key relative] when you fill in this one on 
how s/he might be feeling: you will find it is a bit different from the one you did on 
yourself.

And then this one on her attitudes to eating, food and exercise. This one is pretty 
well the same as the one you filled in on yourself.

[To key relative] Please think about [the girl] when you fill in these two 
questionnaires. The one on how she has been feeling over this last month is a bit 
different from the one you filled in on yourself. The one on eating and exercise is 
very like the one you did before.

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

End with thanks to key relative and daughter. If  the girl is living with her mother, 
explain that we are seeing some families for a second time. If their name comes up 
we hope they will feel able to go on helping the research.

Find out if  there are any days or any times of day which are especially 
CONVENIENT or especially INCONVENIENT.

CONVENIENT INCONVENIENT
convenient times: inconvenient times:

convenient days: inconvenient days:

Tel: [for getting in touch more easily]:

20
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INSTITUTE OF CHILD HEALTH 
LONDON

INTERVIEW WITH GIRLS
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TEENAGE HEALTH SURVEY 

INTERVIEW US

Card no:---- -̂---*

NAME 1.Survey no: ' * '---- ' '-----'1/3

ADDRESS:

DATE OF INTERVIEW:

TIMES OF INTERVIEW: 
(length)

INTERVIEWER US

Interviewer/interview 1

Date of interview 1

Days between interviews 1 and 2
5/6



SECTION 1. FAMILY AND HOUSEHOLD MEMBERS

Q: I would just like to check with you whether the same 
people are living here as when (the first interviewer) 
came to see you:

Relationship Name Arrived? Left?
with subject (dates) (dates)

VARIABLE VALUES CODING ANSWER

Change since No change 0
first seen Change/arrival 1

Change/departure 2
N /a 8
N /k 9



2. CLOSE RELATIVES OUTSIDE HOUSEHOLD 

Are there any relatives you see even though they don 't live with you? 

[probe: how often do you see them (or telephone or write)?]

Relationship every once 1-3 every
to subject day a times 1 to 2

week a mth mths

6 - 1 2  
times 
a year

once 
a year

VARIABLE VALUES CODING ANSWER

Relatives living 
outside household

a) every day

b) every week

c) > (b ), <  (d)

d) at least once 
in 2 months

e) <  every 2 mths

Number seen:

J  L

I----- 1 r
I_____I L

8/9

10/11

12/13

14/15

16/17



3. HEALTH

Q: Now I'd like to ask you one or two questions about your health. As (first 
interviewer) will have said, we have not talked to your family doctor: we were only 
given your name and address.

So I'd like you to tell me about your health instead. You may find some of the 
questions don't apply to you, but we have to ask everyone the same questions.

First of all, can you describe how your health is at the moment.

Is that how it usually is?

In what ways do you feel different from usual?

VARIABLE VALUES CODING ANSWER

Description Excellent, nothing wrong 1
of own Good enough, OK
health (nothing positive) 2 1----- 1

Not very good,'so-so' 3 '----- '18
Poor, bad 4
N/a 8
N/k 9

Better than usual 1
Same 2 1------119

Worse than usual 3



3. HEALTH (contd)
Have you had any particular problems with your health in this last year (12 months)?
i) nature of problem/diagnosis
ii) dates
How long have you had this/these problem(s)?

[RATE EACH 'PROBLEM' ON SEPARATE SHEET]

Have you had any health problems for a very long time?
•  Since you were a baby, or a little girl?
[probe nature and length of illness/disability]

RATE EACH HEALTH PROBLEM ON SEPARATE SHEETS 
VARIABLE VALUES CODING ANSWER

Health problem Nil reported 1
Minor only 2
Single major 3 1 1
Multiple major 4 '----- '20
Can't recall 5
N/a 8
N/k 9

Chronicity Nil chronic 0
Congenital, or since
early childhood 1
Since aet 11/12 years 2 1----- 1
No longer than 2 yrs 3 '----- '21
6 - 1 2  months only 4
Less than 6 mths 5



MENSTRUATION

[The first interviewer] asked you about whether you had started your monthly periods, 
and you said they started when you were 
________ yrs______________ months old.

Can I just check that we've got that right?

Do you have any problems with them?

[Allow for spontaneous answers, then use check list]

Length of cycle_______________________________ days.

VARIABLE VALUES CODING ANSWER

Menstrual
problems

Pain yes
no
n/a
n/k

25

Headaches yes
no 26

'Bloating' yes
no 27

Depressed
mood

yes
no 28

Fatigue yes
no 29

Bad temper yes
no 30

Indigestion yes
no 31

Sickness/
vomiting

yes
no 32

Menstrual Number of days
cycle N/a (no periods)

N/k

im

33/4

Contraception type yes
no 35



CONTRACEPTION

Are you using the pill for any reason? 
[Reason]

How long have you been taking it?

VARIABLE VALUES CODING ANSWER

Pill Yes 1
No 2
N/A 0
N/K 9



GENERAL HEALTH INTERVIEW

Now I'd like to ask you a bit about how you've 
been feeling in yourself.

I'd like to ask you particularly about this week; 
and it may have been a good week or a bad week 
- never mind................

SO: in this last week have you been troubled by 

headaches? yes no 

indigestion? yes no 

PF NECESSARY...]

How long have you had this trouble?

Does it get worse when your nerves are bad?

How much does it upset you?

How often did you have it last week?

Somatic symptoms '-----’ 36

[ALL]
Have you been troubled by headaches at any 
time in this last year?

When?

Headaches?

When?
Somatic symptoms in 12 month

37



CONCERN

Are you at all worried about your health 
at the moment?

Do you And yourself thinking a lot about 
your health?

or about the workings of any part of your body?

Do you ever worry about having cancer? 

or heart disease?

Concern
38

Have you always been like this, or is it 
only recently that you have started to worry?

Have there been other times in the last 12 
months when you have worried about your health 
a lot?

Concern in last 12 months |-----1

'-----'39

10



FATIGUE

Would you say you are someone who gets tired 
easily?

Or that you are lacking in energy?

PF SERIOUS ]
How long have you noticed this?

Do you feel tired all the time or just now and 
again?

What sort of thing do you find most tiring?

Do you feel completely tired out in the evening? 

How has this been this past week?

Has it stopped you from doing anything you wanted 
to do?

Fatigue |-----1

'-----'40

Has there been any time in the past year when 
you have felt particularly tired (or lacking in 
energy)?

When was that?

Why?

How long?
Fatigue in last 12 month

41

11



SLEEP

Just this last week have you had any sleep 
problems?

What? not getting to sleep?

Restless in the night?

Early waking?

PF YES....]

How long have you had this trouble?

Do you know why you are not sleeping well?

How many nights in this week have you lost sleep?

How many hours do you think you lose on 
a bad night?

Sleep disturbance
42

Has there been any time in the last year 
when you have slept badly?

Why was that, do you think? 

When was it?

How long did it go on?

Sleep disturbance in 12 month
‘43

12



AIDS TO SLEEPING 

Do you take any sleeping pills?

PFYES ]
Do you get them from your doctor?

Do you know what they are called?

Do you take them every night or just now 
and again?

How many have you had in the last week?

Hypnotics
'44

Have you taken sleeping pills at any time 
in this past 12 months?

Why?

What?

For how long?

Hypnotics in last 12 months
45

1 3



IRRITABILITY

Are you someone who gets upset easily, or 
irritated with those around you?

How long have you been like this?

Are you like it all the time or only 
now and again?

What sort of things upset you?

How has it been this last week?

Have you had a row with anyone in this 
last week?

Are there any hard feelings still?

Irritability
46

Have there been times in this last 12 months 
when you have been especially irritable with 
other people?

Or had a lot of rows?

Why was this?

Irritability in 12 month
47

14



CONCENTRATION

Do you have difficulty concentrating?

Do you get muddled and forgetful?

PF NECESSARY....]

How long have you noticed this trouble?

Do you notice it all the time? 

or just now and again?

Has it caused any difficulties for you... 

at home?

at work/school?

Can you concentrate on a newspaper or 
play on TV?

How bad has it been this past week?

Has it stopped you from doing anything?

How many of your activities are affected?

Lack of concentration
48

Have you had any particularly bad times in this 
last 12 months, when you felt you couldn't 
concentrate on anything properly?

Lack of concentration in 12 month ;-----;
I 14 9

1 5



DEPRESSION

Do you have any spells of feeling sad or 
miserable?

Have you felt low all the time? 

or just occasionally?

Does it seem to be connected to anything 
that happens?

How bad does it get?

Do you ever ciy..? 

or feel like crying?

Can you snap out of it?

Do you sometimes feel hopeless?

Have you ever felt like making an end 
to it all/ committing suicide?

Depression------------------- '-----' 50

Have you felt like this at any time in the last 
12 months?

When?

Do you know why?
Depression in last 12 months |-----;

'-----'51

1 6



[contd from previous page - DEPRESSION]

Do you ever blame yourself for being like this?

Do you ever find yourself feeling guilty?

Do you sometimes feel inferior to other 
people?

How do you feel about the future?

depressive thoughts
52

In this last 12 months, have you ever blamed 
yourself for feeling low/depressed?

depressive thoughts 
in last 12 months 53

1 7



ANXIETY

Would you say you are a highly-strung 
or nervous person?

Do you ever find that you get anxious or 
frightened for no good reason?

Do you worry a lot about things?

PF NECESSARY...]
What sort of things do you chiefly 
worry about?

Have you always been like this?

or is it something which has only 
started recently?

Do you worry all the time? 

Or only now and again?

Do you find yourself worrying more than you 
need about little things?

Have you been very upset by worries in 
this last week?

anxiety ’-----’ 54

Have there been times in this last 12 months 
when you have felt worried about anything?

anxiety in last 12 m ’-----’ 55

1 8



FEARS

Are there any special things or situations 
that you find frightening or upsetting?

What about being in the house alone?

or going out by yourself? 

travelling on buses/trains? 

insects/animals 

heights?

enclosed places?

PF NECESSARY...]

How bad is this?

Do you get that feeling all the time? 

or only now and again?

How bad has it been in this last week?

Do you go out of your way to avoid things, 
or alter your normal routine in any way?

phobias '-----* 56

Have there been any times in this last 12 months 
when you have found things particularly 
frightening/found these feelings getting very bad?

phobias in last 12 months j 1

'-----'57
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OBSESSIONS AND COMPULSIONS

Do you find that you have to do things over 
and over, to make sure you've done them right?

Do you ever find you have unwelcome thoughts 
coming into your mind and you can't get rid of 
them?
(Prompt: any sort of thought that comes into 
your mind against your will)

Do you find it hard to make decisions?

CHECKING
How many times do you find yourself 
checking things?

Even though you know its alright really?

Are there some things you have to do a number 
of times?

UNWELCOME THOUGHTS?
Can you describe your unwelcome thoughts?

DECISIONS
Have you always found it hard to make decisions?

or is this something new?

important/unimportant issues?

Do you struggle against this?
Do you find it distressing?

does it take up much of your time?

How bad has it been this past week?

Obsessions & Compulsions-----------*-----' 58

Obsessions and compulsions |----;
in last 12 months ' * 59
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DEPERSONALISATION

Do you ever get the feeling that youare not really there? 

or that eveything around you seems unreal?

PF NECESSARY...]

Can you describe this feeling?

Do you End it unpleasant? 

or frightening?

Do you get it every day? 

or just now and again?

How long does it last when you get it?

Have you had that feeling recently?

How much?

depersonalisation 60

Have you had these feelings at any time 
in this last 12 months?

depersonalisation 
in last 12 months 61

21



FRIENDS AND ACQUAINTANCES
Now I want to change the subject entirely, and ask you 
about the friends you have, and how often you see them.

Do you have a best friend?
Or do you have a lot of good friends?
Do you have a boyfriend at the moment?

NOTE IF SAME SCHOOL/JOB 
How often do you see him

NAME Every
weekday

2-4 times 
a week

once a 
week

few times 
a month

Every 
month or 
two

Less than 
every two 
months
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Do you belong to any clubs, or youth centre? 

How often do you go? 

Do your parent(s) like you to go? 

Do you go to church/synagogue (etc) regularly?

VARIABLE VALUES CODING ANSWER

Clubs, etc.

Attendance

P a re n ts
approval

Church.
syngague,
etc

Yes
No
N/A
N/K

N/A
Regularly
Irregularly
N/K

N/A, no clubs 
Parent(s) approve 
Parent(s) disapprove 
Parent(s) neutral 
g i r l  d o e s n ' t  know

N/A not a member 
Member/no attendance 
Member/irregular 
Member/regular 
N/K

62

63

64

65
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Do you go to the pub regularly?

Do you go to a disco regularly?

VARIABLE VALUES CODING ANSWER

Pub

Disco

Never goes to pubs 1
Goes irregularly/seldom 2
Goes regularly less than
once a week 3
Goes regularly once a week

or more 4
N/A 0
N/K 9

Does not go to discos 0
Goes seldom/irregularly 1
Regularly less than
once a week 2
at least once a week 3
N/K 9
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FRIENDS

Where do you usually meet your friends? 
in their homes? 
in your home? 
at school only? 
at work only? 
in pubs/discoes, etc. 
at a club

or youth centre

Are you allowed to bring friends back here?

Have you got a telephone here?

Do you telephone your friends ever?

VARIABLE VALUES CODING ANSWER

FRIENDS
meeting
friends

N/A, no friends
in their homes only
in own home only
both home & others' homes
school/work
not school, work only
pubs/discos
clubs
combination 
no answer

Friends home N/A, have no desire to 
wants to, not allowed 
limits on who, or numbers 
no limits 
no answer

telephone

telephoning
friends

No telephone
Pay 'phone in house
Telephone

Never
Occasionally 
Frequent 
Every day

2 5



Does your mum like your friends?

IF NO:\Vhy does she dislike them? 

IF YES: Why does she like them?

VARIABLE VALUES CODING ANSWER

Mum/ friends N/A no friends 0
mum doesn't know them 1
mum indifferent 2
mum likes some, not others 3
mum likes all 4
N/K 9

2 6



Does your dad like your friends? 

Why does he dislike them?

Why does he like them?

VARIABLE VALUES CODING ANSWER

Dad/friends N/A no friends 0
Dad doesn't know them 1
Dad indifferent 2
Dad likes some, not others 3
Dad likes all 4

2 7



BOYFRIENDS

Do you have a boyfriend at the moment?

How long have you known him?

Is he your first boyfriend?

How serious do you feel about him?

and him - is he serious about you?

Have you thought of getting engaged or married?

Is he more important to you than your girl friends?

Do you go to bed with him? (ANY OTHER PHRASE IN COMMON USAGE) 

Whose idea was that?

When did you start going to bed with him?

Was that the first time for you?

for him?

What did you think at the time?

What do your parents think of him?

Do they know you sleep together?

What do they think about that?

Do you feel you get enough privacy?
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LIFE EVENTS AND DIFFICULTIES
Now I'd also like to know about the health of the rest of yur family:
that is your mother, father ........ (AS APPROPRIATE) - and (your
boyfriend).
Has anyone been ill this last year?

How serious was it?
An emergency?
Were they off work?
For how long?
Dates:

Have any of them been in hospital this last year?
For what illness?
Was it a routine admission, or an emergency?
How long for?

What changes were involved for you?
What is the medical outlook?

IF SOMEONE OUTSIDE HOUSEHOLD - How involved were you?
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Have you any relatives or close friend who are a worry to for other reasons?

eg, because of old age or incapacity, or a drinking or gambling problem, a mental handicap, or anything 
else at all?

Have any of your relatives or close friends died? 

Were you involved at all?

Did you expect it?

Were you present?

3 0



Have there been any accidents in the family?

On the road, or in the home, etc.

Have you been involved in or witness any road accidents?

Or anything like that? PROBE: How serious?

How much were you involved?

Have you ever been in a serious accident? 

When: Wzt?

Has anyone in the family got pregnant this last year?

or thought they might be? (including S when appropriate)

Any babies bom?

Anyone had a miscarriage?

or abortion?
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Has anyone in the family got married in the last 12 months? 
(What about your brothers, sisters, parents, children, friends?)

Anyone engaged?

What about your brothers, sisters, parents.

When was this?

When was it decided upon?

When was it first made more official?

Was it expected?

Have either of your parents retired for good?

Was this expected?

What changes did it bring? eg, financial, routine changes, etc?
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Or has anyone in your family separated from or divorced their husband or wife?

Were you involved at all?

Did you expect it to happen?

What about your brothers or sisters?

Anyone started school or college?

eg, begun school for the first time? Primary?

gone away to university or college?

How did you feel about this?

Secondary?

College?

Anyone taken any important examinations or qualifications? 

What were the results?
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How long have you lived in this house/flat?

Do you like it here?

Are there any problems for you about this house?

Do you (all) get on with the neighbours?

Any trouble with them?

Can I ask you a bit about money?

Do you know if your (parents) have any problems?

Do you have any money worries?

Do you contribute to household expenses?

Do you and your (parents) ever argue about who should pay for things?
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Have there been any crises or emergencies in the family m this last year?

Has there been anything in the home? such as a burglary?

or a fire?

Or being attacked in the street? Has this ever happened to you at any time in your life? How old 
were you?

Have you had to break any bad news to anyone?

Have there been any legal troubles, or having to go to court?

What about notice of eviction or any HP difficulties?

Have you or anyone in the family had any contact with the police at all?

or any contact with any social agency such as welfare officer, marriage guidance council?

Have any of your relatives had any crises or troubles with which you've had to help? eg, has anyone gone 
to stay with an ül relative?

Or any in which you've been involved?

3 5



what about friends?
Have there been any troubles or difficulties concerning them in the 
past year?
Have any d ied ?

or some other crisis?

BOYFRIENDS
What about your boyfriend?

Have there been any difficulties in his life?
Or his family?

Any difficulties in your relationship? [IF NOT ALREADY COVERED] 
Any particularly good things happen between you?

PETS & BELONGINGS
Have you lost any pets?
Bought any pets?

or large belongings [eg, car, horse]
How much are you responsible for looking after/financing this?

DISAPPOINTMENTS
Any more general disappointments in the last 12 months?

eg, failing an exam, or competition 
Losing some treasured goal in life?
Has anything particularly disappointing happened over the last 12 
months that you haven't mentioned already?

3 6



Forecasts

Have you or any member of die family had any unexpected news in the last 12 months about anything that 
has happened or is going to happen?
[Pause for an answer: - ]
•  For example, sometimes a family will get a letter saying they are going to be rehoused, or they

might perhaps get notification of redundancy.

•  Anything like that?
[Refer to possibly relevant events already established.]

Sometimes people learn unexpected things about others close to them, such as:
- a friend has borrowed money from another friend without paying it back
- your boyfriend has been going out with a friend of yours as well
- other?

Has anything particularly disappointing happened over the last 12 months that you haven't mentioned 
already?

Have you had to make any important decisions over this time?

• You win have gathered by now that we're interested in anything upsetting, important or exciting
that has happened to you.

PROMPT: Exciting in a pleasant or unpleasant way?

• Has anything given you special pleasure?
(eg, a visit from a relative, a holiday, child winning a prize, a present, new car, etc.)

•  Anything turned out better than expected?
(eg, financial windfall, relationships improving in some way)

In your life so far:
•  Are there things you wish had turned out differently?

•  Or regrets you have?
eg, over education, training, marriage?

What if anything gives you special fulfilment or satisfaction in your life?

3 7



Section V -  F a m i ly

Now I'd like to ask you a bit more about the family:

(re-cap on any points which have already been covered, or touched on) 

Could you tell me (more) about your parents?

•  How well do you get on with them?

With your mother?

With your father?

Who do you feel closer to?

VARIABLE VALUES CODING ANSWER

with mother absent mother
very well nearly all the time
well enough but not
all the time or all areas
not so well, definite
'bad patches' or 'no go' subjects
definitely badly most of the
time and most areas of life

with father

Preferred parent

absent father 0
very well nearly all the time 1
well enough but not 
all the time or all areas 2
not so well, definite 
bad patches' or 'no go' subjects 3 

definitely badly most of the 
time and most areas of life 4

only one parent N/A 0
mother 1
father 2
neither likes both 3
neither dislikes both 4

38



CONFIDANTS

Do you find your mother easy to talk to?
Do you ever talk to her about personal things - personal secrets, or worries? 

Does she confide in you about her worries?

(As well as your mother - )
Do you talk to anyone (else) about personal worries?
(sister, brother, father, grandparent, girl or boy frigid)

(Give questions about confiding relationships)

Would you like to be able to talk more about problems and worries?
- with anyone in particular?

VARIABLE VALUES CODING ANSWER

confide in 
mother

Confides in full 
Some confiding 
Nil confiding

confide in 
father

Confides in full 
Some confiding 
Nil confiding

confide in 
sister

Confides in full 
Some confiding 
Nil confiding

confide in 
brother

Confides in full 
Some confiding 
Nil confiding

girlfriend Confides in full 
Some confiding 
Nil confiding

Boyufriends Confides in full 
Some confiding 
Nil confiding

Others Confides in full 
Some confiding 
Nil confiding

grandparents Confides in full 
Some confiding 
Nil confiding

3 9



AFFECTIONAVARMTH 
Are you an affectionate family?

Does your mother hug and kiss you, at night for instance 
# (do you like that? would you like her to be more affectionate?)

and your father?

ARGUMENTS
Parents and their children do often have arguments about things - disagreements

Do you disagree or argue with your parents about anything?

Do you argue with your mother at all?

Father?

VARIABLE VALUES CODING ANSWER

Affectionate
family
(Code 1 if there 
is only one parent 
present and (s)he 
is affectionate; 
Code 4 can refer to 
single parent also)

Argue with mother

None
Mo/Fa affectionate 
Mo. only/not fa. 
Fa. only/not mo. 
Neither/others are 
N/K

Denied
Seldom/unimportant 
Seldom, but major 
Often/unimportant 
Often and major 
Practically daily,

but unimportant 
Practically daily and major

Argue with mother Denied
Seldom/unimportant 
Seldom, but major 
Often/unimportant 
Often and major 
Practically daily,

but unimportant 
Practically daily

and major
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Do your parents agree on how to bring you up, how you should behave and so on? 

Is one of them harder on you than the other?

Are they both fair to you, do you think?

VARIABLE VALUES CODING ANSWER

Hard on self no 0
doubtful 1
yes, often 2
yes, frequently 3
N/K 9
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FAMILY RULES GOVERNING GIRL'S LIFE

Do your parents have any (other) rules about things to do with your life?

What do you think of these:

Mum Dad

Clothes, hair, make-up

Friends in the house

Friends outside the house

Boyfriends (general)

Boyfriends (particular)

Where she goes

Drinking

Smoking

Drugs

Attitudes, manners at home

Helping in the house
Money, allowance

Getting in at night

Having a job as well as school

Doing her homework

Working harder at school

Behaviour at school

Attending school

Food fads

Number of times our per week

Having sex

Using contraceptives

Leaving home

Driving family car
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What happens when you have an argument with your mother?

How about the last row/argument you had with your mother - how serious was it?

• Did anyone shout, cry, lose control of themselves?

•  How do you feel now about it?

(Could you tell me why it is you don't have rows with your mother)

VARIABLE VALUES CODING ANSWER

last row with 
mother

last row with 
mother

within last week 
1 wk- 1 mth ago 
1 mth - 3 mth ago 
More than 3 mths ago 
N/A (Mother not in 

household)
N/K

Not serious, quickly over 
Moderately serious 
Serious but no violence 
Very serious, violent 
N/A (M not in

household)
N/K

4 3



What happens when you have an argument with your father?

How about the last row?argument you had with your father - how serious was it?

Did anyone shout, ciy, lose control of themselves?

How do you feel now about it?

(Could you tell me why it is you don't have rows with your father?)

VARIABLE VALUES CODING ANSWER

last row with 
father

last row with 
father

within last week 
1 wk- 1 mth ago 
1 mth - 3 mth ago 
more than 3 mths ago 
N/A (F not in 
household)
N/K

Not serious, quickly over 
Moderately serious 
Serious but no violence 
Very serious, violent 
N/A (F not in 
household)
N/K
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Does your mother take an interest in what you are doing?

Does she ask about your life, school, work, friends?

Does your father take an interest in what you are doing?

Does he ask about your life, school, work, friends?

Do either of your parents treat you as though you were younger than you are? 

In what way?

Do you feel they interfere in your life at all?

How would you like them to be different?

VARIABLE VALUES CODING ANSWER

interest by 
mother Nil reported

Very low, but occasional 
Quite a lot
Too much (perceived as) 
N/K

interest by 
father Nil reported

Very low, but occasional 
Quite a lot
Too much (perceived as) 
N/K

4 5  .



IF APPROPRIATE:

How do you think your mother and father get on together? 

Are there difdculties between them?

Do they ever quarrel?

What sort of things do they quarrel about?

Has it been at all bad this last year?
How bad?

Do you know if they have ever considered separating, or getting divorced? 

- has that been discussed in this last year?

When?

Any particular reason?

Do their quarrels ever involve you?

How does that happen?

When did it last happen? 

VARIABLE VALUES CODING ANSWER

Marital
relationship N/a mother alone 0

Wholly affectionate 1
Ihtermittant up & down (extremes) 2
OK but cool 3
Cool but hostile 4
Chronic quarrelling not veiy serious 5
Chronic serious (violetn) quarrelling 6
N/K 9
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FAMILY DIFFICULTIES

Have you ever considered leaving home to live somewhere else? 

Where would you go?

Have you ever done that?

If you had a completely open choice where would you choose to live? 

(with family or not)

AVhy would you want to leave?

Why would you want to stay?

VARIABLE VALUES CODING ANSWER

Leaving home 1

Leaving home 2

Done it 
Not done it 
N/A 
N/K

Never considered it 
Momentary thought 
occasionally not serious 
Serious thoughts 
Plans but not done 
N/A 
N/K
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INTERVIEWER

Before 24 hours have passed record a thumbnail sketch of: 

Area: (general level of prosperity)

Dwelling: (size, condition)

Parent/mother:

Subject:

Other members of family seen at interview:

Include in the description of mother and daughter any other signs of ill-health or habits (smoking, drinking) 
likely to affect health; description of cooperativeness/friendliness to you: general mood - tension, worries, 
appearance, signs of poverty of prosperity.

4 8



Appendix 7 Intensive second stage interview schedules 

7ii The intensive interview with the mothers
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TEENAGE HEALTH SURVEY

IN T E R V IE W  I I - O

NAME (8): 

ADDRESS:

CARD NO: 

SURVEY NO:

INFORMANT (O) NAME:

RELATIONSHIP:

D A T E .........................

TIME STARTED . . .

TIME FINISHED . . .

TIME TAKEN...........

INTERVIEWER II:

INTERVIEWER I . . . 

DATE INTERVIEW I



Household composition
1. First of ai! I’d like to check that the sam e people are living here as when (I) came. 

To be filied in in pencil from previous interview

Relation Name Arrival Departure

Has anyone come to stay with your famiiy in this last year?

Relation Name Arrival Departure

Have you been away at all? Or has been away from you at all?

Reason for going away, 
destination

Depart Return First time alone, abroad, 
or with b/f



3. [If there have been any changes since interview I]

Could you tell me a little more about this? How did it affect you all? 

How did you feel?

How did S feel?

4. Have there been any changes in the household during this last year? 

[Introduce the idea that we are interested in what has happened over this time?]

VARIABLES VALUES CODING ANSWER

Recent change: arrivals N/A: no changes O
Mother 1 rn
Stepmother 2 1__ 1
Father 3
Stepfather 4
Sibs 5
Others 6
N/K 9

Recent change: departures N/A: no changes O
Mother 1 rn
Stepmother 2 1__ 1
Father 3
Stepfather 4
Sibs 5
Others 6
N/K 9

Change in past year: arrivals N/A: no changes O
Mother 1 rn
Stepmother 2 1__ 1
Father 3
Stepfather 4
Sibs 5
Others 6
N/K 9

Change in past year: departures N/A: no changes O
Mother 1 rn
Stepmother 2 LJ
Father 3
Stepfather 4
Sibs 5
Others 6
N/K 9



5. i’d like to start off by asking you just to teN me about S. As you know,
I haven’t really met her; Suppose I hadn’t met her at all, what would you say to give 
me a really good picture of her, of her character and so on.

[I’m not interested in health things now - but in her as a person].

VARIABLES VALUES CODING ANSWER

Parent (s) describing 
daughter

Number of positive remarks 

Percentage of positive remarks 

Number of negative remarks 

Percentage of negative remarks 

Number of neutral remarks 

Percentage of neutral remarks 

Number of ambivalent remarks 

Percentage of ambivalent remarks

□ □□ □□ □□ □□ □□ □□ □□ □



6. HEALTH

[Check dates whenever possible]

Now I’d like to ask you a bit about_____________’s  health.

How would you describe her health at the moment:

IF NECESSARY

What is the problem?

When did it start?

[USE YEAR CHARTS NOW: re-emphasise our interest in what has happened in S ’s  life in 
the last 12 months!

Has she seen  a doctor about it?

When:

What happened then:

7. Has it affected school/work/social life?

Has she had any (other) health problems in this last 12 months?

[ALL] Do you have any worries about her health at the moment?

What about the past - has she had anything serious wrong with her then?

Has she ever had to miss a lot of school for health reasons? 

or any other reason?

What about this last twelve months?

Has she started her monthly periods?

How old was she when she started them?

Did you tell her about them?

Does she have any problems with them?

(Would you say they are serious problems? pain/headaches?)

What does she do for that?



THESE QUESTIONS TO BE CO-ORDINATED WITH pp 50. 51, 52 in INTERVIEW: IIS

8. I’d like to ask you now about________ eating, and her growth. As you know, there is
a lot more interest these days in diet, in relation to everyday health and so  on.

First of all, do you think she eats enough?

(too much?) (too little?)

What do you think about her figure and her weight at the moment?

Too fat? Too thin?

What do you think she ought to weigh?

Do you ever discuss this with her?

Has she lost weight in the last twelve months?

How much? Why was that?

Do you think it was a good thing?

VARIABLE VALUE CODING ANSWER
Maximum weight loss at any time 
in last 12 months

Nil 
>5% 
5-1 0 %  
10% + 
N/A 
N/K

1
2
3
4 
0 
9

□

Food fads Yes severe  
Yes som e  
Nil reported 
N/A 
N/K

1
2
3
0
9

□
Amount eaten  
(mother’s  report)

"too little”
Average/satisfactory 
“too much”
N/A
N/K

1
2
3
0
9

□
Stereotyped diet Normal variation 

Less than normal 
Practically no variation 
N/A 
N/K

1
2
3
0
9

□
Missed meals Never 1

Rarely 2
Weekly to monthly 3 □Most days 4
Nearly every day 5
N/A 0
N/K 9

Avoids eating with others Never 1
Rarely 2
Weekly or so 3 UMost days 4
Daily 5
N/A 0
N/K 9

9. Has she ever gone on a diet (Is she on one now?)

Has she ever cut down on starchy foods' like bread and potatoes?
Has she ever counted the number of calories in her food and limited the amount she 
eats in this way?



Do you ever diet? (or anyone else in the family?)

Why do you diet? Do you diet with her?

Do you know whether she worries about her weight or her appearance?

How much does she womy?

IF YES: What does she do about it?

VARIABLE VALUE CODIN
G

ANSWER

Dieting in last 12 months Yes methodical 
Yes chaotic

1
2

No
N/A

3
0 □

N/K 9
Number of dieting episodes Number

N/A
N/K

nn
OO
99 □ □

Carbohydrate restriction Never
Rarely
Weekly to monthly 
Most days 
Nearly always 
N/A 
N/K

1
2
3
4
5 
0 
9

□
Calorie counting Never

Rarely
WeeWy to monthly 
Most days 
Nearly always 
N/A 
N/K

1
2
3
4
5 
0 
9

□
Overeating Never

Rarely
Weekly to monthly 
Most days 
Nearly every day 
N/A 
N/K

1
2
3
4
5 
0 
9

□
Feels too big Not fat

Feels a bit fat
1
2

Feeis quite fat 
Feeis very fat 
N/A

3
4  
0

□
N/K 9

Fear of loss of control None 1
Som e
Marked

2
3 □

N/A 0
N/K 9

Guilt about eating None 1
Som e
Marked

2
3 □

N/A 0
N/K 9



10.

What happens at mealtimes - does she eat the sam e food as the rest of you?

- does she eat with the rest of you?

- do you feel you know how much she eats?
[Probe avoidance behaviour]

Does she ever cook for you all and then refuse to eat it?

VARIABLE VALUE CODING ANSWER

Meals Always eats with family/parents 1
Usually eats with family/parents 2 □Seldom eats with family/parents 3
Never eats with family/parents 4
N/A 0
N/K 9

Foods Always eats sam e food 1
Usually eats sam e food 2 □Seldom eats sam e food 3
Never eats sam e food 4
N/A 0
N/K 9



11. Is there anything about her attitude to food which worries you?
Do you ever argue about what she eats, or how much she eats?

IF INDICATED
What have you done to try and make her eat more/eat less?  

Does she take any exercise?

(do you think she should take less/more)

VARIABLE VALUE CODING ANSWER

Conflict re. food Nil reported 1
(daily) nagging 2 □
Som e arguments (not seen  as
important) 3
Serious arguments (even if
infrequent) 4
N/A 0
N/K 9

Exercise Less than average 1
About average 2 □
More than average 3
Much more than average 4
N/A 0
N/K 9

Motivation for exercise Not to lose weight 1
Partly to lose weight 2 □
Largely to lose weight 3
N/A 0
N/K 9

Vomiting (self induced) Never 1
Rarely 2 □
Weekly to monthly 3
Most days 4
Nearly every day 5
N/A 0
N/K 9

Hiding food Never 1
Rarely 2 □
Weekly to monthly 3
Most days 4
Nearly every meal 5
N/A 0
N/K 9



12. CONFIDANTS

If_________
think?

Do you and 
things?

wanted any advice about health matters would she ask you, do you 
[who would she go to?]

________ find it easy to talk to one another about intimate, personal

Has she ever asked your advice or help?

Has she ever asked your help or advice on a personal matter? [e.g. boyfriends, 
trouble with other friends?)

When was that?

What was it about:

Do you wish she would tell you more?

Does she have any worries that you know of?

(If she had would you know all about them or does she not tell you?)

Does she confide in anyone else?

e.g. father, sisters, brothers, girlfriends, boyfriend(s). Others (name)

VARIABLE VALUE CODING ANSWER
CONFIDANTS

Mother Y es everything 1 □Y es som e things 2
No 3
N/A (no mother) 0
N/K 9

Father Y es everything 
Y es som e things

1
2

No
N/A (no father)

3
0 □

N/K 9
Sibs Yes everything 

Y es som e things
1
2

No
N/A (no sibs)

3
0 □

N/K 9
Grandparent Yes everything 

Y es som e things
1
2

No
N/A (no grandparent)

3
0 □

N/K 9
Girlfriend Yes everything 

Y es som e things
1
2

No
N/A (no girlfriend)

3
0 □

N/K 9
Boyfriend Y es everything 

Y es som e things
1
2

No
N/A (no boyfriend)

3
0 □

N/K 9
Any other Y es everything 1 .

- Y es som e things 2
No
N/A

3
0 □

N/K 9
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13. Do you ever confide in her about your private problems or worries, if you ever have 
any?

Would you say you are a close family?

All of you?

Som e closer than others?

Do you kiss your daughter or hug her still?

Does she kiss you?

Do you want to and get rejected?

Does she ever look after you, instead of the other way round, like making you sit 
down and rest or getting you a cup of tea if you say you are tired?

What sort of things do you do together?

VARIABLE VALUE CODING ANSWER

Warmth 1 Mother to daughter □Warm, affectionate feeling, obvious and
expressed 1
Affection present, but not very overt 2
No obvious affection, cool 3
Nil feelings of warmth 4
N/A (mother not present) 0
N/K (not observed) 9

Warmth II Daughter to mother □Warm, affectionate feeling, obvious and
expressed 1
Affection present, but not very overt 2
No obvious affection, cool 3
Nil feelings of warmth 4
N/A (mother not present) 0
N/K (not observed) 9
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What sort of relationship does your husband have with 

Does she confide in him at all?

Are they very affectionate?

Do they kiss and hug?

Or ask his advice?

Does she love him a lot would you say?

How about him, is he fond of her?

What sort of things do they do together?

VARIABLE VALUE CODING ANSWER

Warmth III Father to daughter □Warm, affectionate feeling, obvious and
expressed 1
Affection present, but not very overt 2
No obvious affection, cool 3
Nil feelings of warmth 4
N/A (mother not present) 0
N/K (not observed) 9

Warmth IV Daughter to father

Warm, affectionate feeling, obvious and □
expressed 1
Affection present, but not very overt 2
No obvious affection, cool 3
Nil feelings of warmth 4
N/A (mother not present) 0
N/K (not observed) 9

12



14. RULES: Now I’d like to move on to a slightly different subject.
A lot of parents have rules for their teenage daughters - could you tell me if you 
have any rules?

CODING FOR ‘RULES’ BELOW:
Rule’ 1 ‘Advice’
Nil 3 No discussion
N/K 9 N/A

RULE NO. REMARKS CODING
26 Clothes, hair, make-up □
27 Friends in the house □
28

29

Friends outside the 
house
Boyfriends (general)

□
□

30 Boyfriend (particular) □
31 Where she goes □
31 Drinking □
33

34

Smoking

Drugs

□□□
□□□

35 Helping in the house

36 Getting in at night

37 Doing her homework

38 Attending school □
39

40

Number of times out per 
w eek

Having sex

□□
□□
□

41 Using contraceptives

42 Attitudes, manners at 
home

43 Having a job as well as  
school □

44 Working harder at school □□
□
□
□□□

45 Behaviour at school

46 Leaving home

47

48

49

Dancing/discos

Pubs

Holidays alone with 
friends

'
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15. ARGUMENTS Do you ever have arguments with__________ ?

Do you ever have serious rows?

Do you find yourself being forced to lose your temper with her? 

What sort of things do you argue/have rows about?

Can you tell me about the last row (or disagreement) you had with

VARIABLE VALUE CODING ANSWER

Style of ‘arguments’ with 1) MINOR disagreements
mother, (predominant □pattern in last 6 months) Y es 1

No 2
N/A (no mother) 0
N/K 9

Frequency 1 Mother 1) MINOR
last argument, etc., in last rn
6 months None in last 6 months 1 1__ 1

3 - 6  months ago 2
1 - 3 months ago 3
1 - 4 weeks ago 4
during last week 5
N/A (mother absent) 0
N/K 9

Frequency II Mother 1) MINOR
(predominant pattern in last
6 months) “Never” have rows 1 1__ 1

Very seldom 2
now and again 3
frequent 4
“daily” 5
N/A (no mother) 0
N/K 9

Moderate disagreements (as above) □
Moderate disagreements (as above) □

Frequency 1 nModerate disagreements (as above) 1__ 1
Frequency II

Serious disagreements (as above) □
Serious disagreements (as above) □

Frequency 1 nSerious disagreements (as above) 1__ I
Frequency II

Rows with violence (as above) □
Rows with violence (as above) □

Frequency 1 nRows with violence (as above) 1__ 1
Frequency II
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Does she ever have arguments with her dad?

Are they serious?

Does he ever really lose his temper with her and hit out?

When did they last have a serious row? What was that about? 

How often do they: i) have rows ii) have serious rows? 

[How often does he get so  annoyed that he hits her?]

VARIABLE VALUE CODING ANSWER

Style of ‘arguments’ with 1) MINOR disagreements
father (predominant pattern

□in last 6 months) Yes 1
No 2
N/A (no father) 0
N/K 9

Frequency 1 Father I) MINOR
last argument, etc., in last n
6 months None in last 6 months 1 1__ 1

3 - 6  months ago 2
1 - 3  months ago 3
1 - 4 weeks ago 4
during last week 5
N/A (father absent) 0
N/K 9

Frequency II Father \) MINOR
(predominant patter in last r n
6 months) “Never” have rows 1 1__ 1

Very seldom 2
now and again 3
frequent 4
“daily” 5
N/A (no father) 0
N/K 9

Moderate disagreements (as above) □

Moderate disagreements (as above) □
Frequency 1 nModerate disagreements (as above) 1__ 1
Frequency II

Serious disagreements (as above) □

Serious disagreements (as above) □
Frequency 1 nSerious disagreements (as above) 1__ 1
Frequency II

Rows with violence (as above) □

Rows with violence (as above) □
Frequency 1 nRows with violence (as above) 1_ _ 1
Frequency II

15



16. FAMILY ROWS

How did it end when you last had a row with her?

How did you feel after the argument?

W as it all cleared up? Resentment?

Carry on discussing?

Father’s  role?

Is that the usual end to your arguments?

Would you say you are the sort of person who prefers to have things out, or bottles 
things up?

Would you say your daughter is a difficult person to live with? Why?

Are you a difficult person to live with? Why is that?

How often do you have rows in the familv at the moment - take this last year for 
instance?

Who has rows with whom? (with S ’s  father? Sibs, etc.)

Are there trouble makers in the family?

Most mothers and fathers disagree at times about howto bring up their children, 
because they have often had such different experiences them selves.

Do you ever disagree about the children?

Do you ever disagree about S .?

About her education/school?

About her boyfriend/engagement/marriage?

About having holidays alone away from you

Does your husband ever help you in the house?

Do you ever have arguments with your husband?

D o e s__________ever get drawn in to your rows, or does she interfere?

CONTRIBUTES TO RATING IN INTERVIEW IIS

Does your husband think you are too strict with her?
Not strict enough?

Which of your children do you feel closest to?

Why?

What about your husband? Which does he feel closest to?

Why do you think he prefers___________ ?

16



17. FRIENDSHIPS

That brings me on to the question of friendships:

D o e s  have a lot of friends?

Does she have any special friends?

Girl friend (s)?

Boy friend (s)?

Do you like her friends?

Do you like to have them coming round?

Do they com e round very often?

Do they com e in?

How often has she been out with friends in the last week?

Can I just go over the last week’s diary with you?

One day before \N
2 days “ “
3 days
4 days
5 days
6 days “ “
7 days

(check time spent with family, with boyfriend, alone, etc., to make ratings below)

VARIABLE VALUE CODING ANSWER

CARD NO: □ □
CHILD NO: □ □□
With family only No. of nights 1-7 □
With boyfriend only No. of nights 1 -7 □
With other friends only No. of nights 1-7 □
Mixed family and friends No. of nights 1-7 □
Alone No. of nights 1-7 □
Boyfriends and friends No. of nights 1-7 □
Working day/nights i.e. 
Saturday job No. of nights 1-7 □
Aunties, sisters, (divorced 
parent), etc. No. of nights- 1-7 □□Not known No. of nights ' 1-7

17



18. BOYFRIENDS 

[FOR PARENTS]

What about (her) boyfriend(s)?

IF SHE HAS ONE____________

Do you like him?

How serious is it?

How important is he to your daughter?

Do you know if they sleep together?
(for how long)

Do you mind? Why/Why not?

Did she ask for your help and advice about this?

When did it happen?

Are they engaged? (this maybe in the Life Events section)

Are they thinking about getting married?

Are you pleased about this?

How long have they been engaged?

IF SHE HASN'T GOT A BOYFRIEND

Do you think she minds about this?

Do you mind for her?

Why do you think it is?

Does she talk to you about this?

(only if you ask - or spontaneously?)

EITHER

Does she ever get depressed or upset about not having a boyfriend?

OR

Does she ever get depressed or upset about things that happen with her boyfriend?

What about in the past - has she ever had a boyfriend?

A serious one?

When was that?

(what happened to them, why did it end?)

18



19. STRESSFUL LIFE EVENTS

One of the things we are interested in is what sort of stresses and strains and 
excitements the teenagers are living through.

You’ve already told me quite a bit about what has happened in the family and to S. 
in this last twelve months, but I’d really like to check on one or two other things like 
health:

Now I’d also like to know about the health of the rest of your family: that is your 
(mother, father AS APPROPRIATE) - and (your boyfriend)

Has anyone been ill this last vear?

How serious was it?

An emergency?

Where they off work?

For how long?

Dates:

Have anv of them been in hospital this last vear?

For what illnesses?

W as it a routine admission, or an emergency?

How long for?

What changes were involved for you?

What is the medical outlook?

IF SOMEONE OUTSIDE HOUSEHOLD 

How involved were you?

Have vou anv relatives or close friends who are a worry to vou for other reasons?

e.g. because of old age or incapacity, or a drinking or gambling problem, a mental 
handicap, or anything else at all?

Have anv of vour relations or close friends died?

Were you involved at all?

Did you expect it?

Were you present?

Did you go to the funerai?

W as that the first funeral you’d been to?

What were your feelings?
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Have there been anv accidents in the familv?

On the road, or in the home?, etc.

Have you been involved in or witnessed any road accidents?

Or anything like that: PROBE: How serious?

How much were you involved?

Have you ever been in a serious accident?

When: What:

(What about your boyfriend - has he had any accidents?)

Has anvone in vour familv act engaged?

What about your brothers, sisters, parents, close friends?

When was this?

When was it decided upon?

When was it first made official?

W as it expected?

What did you feel?

Has anyone in the family got married in the last 12 months?

(brothers, sisters, parents, close friends):

Were you involved?

How did you feel about it?

Has it made any difference to your life?

Or has anvone in vour familv separated from or divorced their husband or wife? 

Were you involved at all?

Did you expect it to happen?

What about your brothers and sisters?

Has anvone in the familv got pregnant this last vear? 

or thought they might be? (including S, when appropriate)

Any babies bom?

Anyone had a miscarriage? 

or abortion?
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Has anvone started school or college? 

e.g. begun school for the first time?

Primary? Secondary? College?

gone away to University or College?

How did you feel about this?

Anvone taken anv important examinations or qualifications?

When were the results?

When did you hear the results?

In particular

Have you taken any exam s this year?

Public exam s? results (dates)

school or 'mock' exam s? results (dates)

Have you taken any important tests for instance, music exam s, swimming 
or gymnastic exam s? results (dates)

Have you had to perform in public (like a play or dance display?)

Driving test? 

dates/results:

What work does vour dad do?

Has that changed at all in the last year:

Changes and dates:

Has he been unemployed at all?

Why was that? Effects:

Dates:

Does vour mother work?

What does she do?

Has she changed her job at all?
(probe for changing hours of work, reasons and effects)

-Is anvone else in the familv working at the moment?

Name:

21



Work or u/e 

dates and changes:

Name:

Work or u/e 

dates and changes:

Have you been doing any work this year?

Collect information on dates, work, status, changes in responsibility, hours - effects). 

How long have vou lived in this house/flat?

Do you like it here?

Are there any problems for you about this house?

Do you (all ) get on with the neighbours?

Any trouble with them?

Can I ask vou a bit about money?

Do you know if your (parents) have any money problems?

Do you have any money wom es?

Do you contribute towards household expenses?

Do you and your (parents) ever argue about who should pay for things?

Have there been anv crises or em ergencies in the familv in the last vear?

Things like burglaries, fire or flood? (e.g. in one family a little boy fell through a 
plate glass window). What about one of those big one-off family rows?

Or being attacked in the street? (Has this ever happened to you at any time in your 
life?) How old were you?

Have you had to break bad news to anyone?

Have there been any legal troubles, or having to go to court?

What about notice of eviction or any H.P. difficulties?

Have vou or anvone in the familv had anv contact with the police at all?

Or any contact with any social agency such as welfare officer, marriage guidance 
counsel?

Have any of your relatives had any crises or trouble with which you’ve had to help? 
e.g. has anyone gone to stay with an ill relative?

Or any in which you've been involved?

Have there been any of those really big family rows this last year?

Who was involved?

22



What happened exactly?

What did you feel about it all?

Now what about vour friends?

Have there been any troubles or difficulties concerning them in the past year: 

PAUSE:

Have any died? 

or som e other crisis?

What about vour bovfriend?

Is he at work?

When did he get that job? 

before that:

Has he had any trouble of any sort?

Have vou lost anv pets?

Have vou bought anv pets?

Have you bought anything else for yourself like bicycles, cars, horses, etc. 

Forecasts

Have you or any member of the family had any unexpected news in the last 12 
months about anything that has happened or is going to happen?

For example, som etim es a family will get a letter saying they are going to be 
rehoused, or they might perhaps get notification of redundancy.

Anything like that?

(Give them time to think)

Refer to possiblv relevant events alreadv established

Som etim es people learn unexpected things about others close to them, such as:

- a friend has borrowed money from another friend without paying it back

- your boyfriend has been going out with som eone else as well a s  you

- etc.

PAUSE
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SUMMARY OF EVENTS

Has anything particularly disappointing happened over the last 12 months that you 
haven’t mentioned already?

Have you had to make any important decisions over this time?

You will have gathered by now that w e’re interested in anything upsetting, important 
or exciting that has happened to you. Exciting in a pleasant or unpleasant way?

Has anything given vou special pleasure?

(e.g. a visit from a relative, a holiday, winning a prize, a present, new car, being 
picked for a team, or playing in public?)

Anything turned out better than expected?
(e.g. a financial windfall? relationships improving in som e way?)

In vour life so far:

Are there things you wish had turned out differently?

Or any regrets you have?

e.g. over education, training, marriage?

What, if anything, gives you special fulfilment or satisfaction in your life?

Anything happened to you for the first time this year which you remember with 
pleasure or anxiety?
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CARD NUMBER Q  SURVEY NUMBER O  O  O

20. WARMTH & HOSTILITY RATINGS

VARIABLE VALUE CODING ANSWER

Mother’s  warmth Warm, affectionate feeling, obvious and
to daughter expressed 1 □

Affection present, but not very overt 2
No obvious affection, cool 3
Nil feelings of warmth 4
N/A (mother not present) 0
N/K (not observed) 9

SUPPORTING EVIDENCE:

VARIABLE VALUE CODING ANSWER

Daughter’s Warm, affectionate feeling, obvious and
warmth to expressed 1 □
mother Affection present, but not very overt 2

No obvious affection, cool 3
Nil feelings of warmth 4
N/A (mother not present) 0
N/K (not observed) 9

SUPPORTING EVIDENCE
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CARD NUMBER Q  SURVEY NUMBER CH EH CH

VARIABLE VALUE CODING ANSWER

Mother’s Nil evidence in interview 1
hostility to Mild criticism, low hostility 2 □
daughter Moderate amount and strength of

criticism/hostility 3
Strong criticism/hostility 4
N/A (mother not in household) 0
N/K 9

SUPPORTING EVIDENCE

VARIABLE VALUE CODING ANSWER

Daughter’s Nil evidence in interview 1
hostility to Mild criticism, low hostility 2 □
mother Moderate amount and strength of

criticism/hostility 3
Strong criticism/hostility 4
N/A (mother not in household) 0
N/K 9

SUPPORTING EVIDENCE
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CARD NUMBER Q  SURVEY NUMBER CH CH EH

VARIABLE VALUE CODING ANSWER

Dominance, etc. Dominant M/Compliant D 1 □M dominant “by default" unassertive D 2
M/D competitively dominant 3
M & D “democratic" 4
M & D unassertive 5
M unassertive, D dominant by default 6
D dominant, M unassertive 7
N/A (mother not in household) 0
N/K 9

SUPPORTING EVIDENCE

27



Appendix 8. Life events and difficulties: changes made to the Bedford Life 
Events and Difficulties Schedule (LEDS) ratings for adolescents

NB This Appendix is bound in the main volume of this thesis
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SYNOPSIS The Eating Attitudes Test (EAT) and General Health Questionnaire (GHQ) have been 
validated in an unselected population o f  15-year-old South London schoolgirls. Scores on the 
questionnaires were compared with the results o f standard interview. The EAT was found to be an 
efficient screening instrument for abnormal eating attitudes and behaviour, whereas the GHQ was 
less satisfactory in its ability to screen for psychiatric morbidity in this age group than in adults. 
A t the optimal cutting points, 6-9% o f this population gave a positive response to the EAT and 
19'3% gave a positive response to the GHQ. There was a statistically significant positive correlation 
between the two sets o f scores.

Compared with their peers, girls giving a positive response to the EAT also reported that they 
missed more meals during the day and that their weight was more unstable.

INTRODUCTION

The notion o f ‘caseness’ in adolescents is 
complicated by a lack o f certainty with regard to 
whether the criteria applied should be those 
usually considered to children or adults, or 
whether separate criteria should be applied 
appropriate to this phase o f  life (Graham & 
Rutter, 1976). This uncertainty has perhaps been 
partly responsible for the fact that few epidemi
ological studies o f  the psychiatric disorders o f  
adolescence have been carried out. A  related 
issue concerns the lack o f appropriate screening 
instruments to identify adolescents with psychi
atric problems.

The present authors faced this problem in 
planning studies o f  eating attitudes and emotional 
or neurotic disorders in teenage girls. Epidemi
ological studies o f  teenagers have tended to 
employ either instruments originally designed 
for children (Rutter et al. 1976) or methods such 
as the General Health Questionnaire (Goldberg,

' Address for correspondence: Dr A. H. Mann, Academic 
Department of Psychiatry, Royal Free Hospital, Pond Street, 
London NW3 2QG.

1972) originally intended for use with adults 
(Stafford et al. 1980), Further, in the identifica
tion o f  abnormal eating attitudes the instrument 
most comprehensively employed, the Eating 
Attitudes Test (Garner & Garfinkel, 1979), has 
apparently not been assessed methodologically 
for use in British school children.

A  validation study o f  the General Health 
Questionnaire and Eating Attitudes Test was 
therefore carried out in a population o f  
15-year-old girls, chosen because this age marks 
the onset o f the phase o f life in which anorexia 
nervosa seems most usually to have its conception  
(Dally et al. 1979). As well as yielding validation 
data, this study also aimed to gather information 
on the usual eating habits and weight changes in 
this age group. By validating the two question
naires simultaneously, it was hoped to investi
gate the relationship o f  abnormal eating attitudes 
to psychiatric morbidity. The study also aimed 
to determine whether these attitudes tended to 
occur in girls with symptoms of psychiatric 
morbidity or whether they were usually indepen
dent o f  each other.
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METHOD
1. The study population
The study population was drawn from the fifth 
year pupils o f two South London comprehensive 
schools, one for girls only, the other for both 
sexes. The aims o f the study were explained by 
members'of the research'team to the pupils who 
were asked to seek parental consent by taking 
home a specially prepared letter for the parents. 
It was also explained to the schoolgirls that a 
number o f  them would be asked to come to a 
special confidential interview with one o f the 
research team. It was emphasized that the 
research was being conducted independently of 
the school and teachers. Those pupils who were 
willing to participate and for whom parental 
consent had not been withheld, completed the 
questionnaires that were to be validated, gave 
demographic details and reported their eating 
habits, height and weight.

2. The General Health Questionnaire (GHQ)
The 28-item GHQ (Goldberg & Hillier, 1979) 
was used to detect psychiatric morbidity in the 
schoolgirl population. Although found to be 
valid in an adult population, this questionnaire 
has not been validated specifically for use in 
1 5 -16-year-old subjects. Validation was effected 
by comparing GHQ scores with the results o f the 
Clinical Interview Schedule (Goldberg et al. 
1970), this interview being carried out by two 
interviewers (A .M . and E.M .) trained in its use 
and ignorant o f the GHQ score o f the 
interviewee. The GHQ scores were compared 
with two measures from the interview: the Total 
Weighted Score (TWS), which represents the 
extent and severity o f the symptomatology 
elicited; and the Overall Severity Rating (GSR) 
derived from the interviewers’ judgement of  
severity, basing this upon the level o f intervention 
which might be appropriate. A  ‘case’ was 
defined as a subject obtaining either a Total 
Weighted Score o f  17 or more or an Overall 
Severity Rating o f at least 2.

In order to optimize interviewer time, a 
stratified random sample was drawn from the 
study population for interview, most densely 
sampling among subjects scoring around or 
above the published cutting point (4/5) for this 
questionnaire (Goldberg & Hillier, 1979). 
Interviews were carried out 2-3 weeks after

the completion o f the GHQ; all girls were asked 
whether their answers were different now from 
those they might have given if they had been 
interviewed when they completed the 
questionnaire.

3. The Eating Attitudes Test (EAT)
The EAT (Garner & Garfinkel, 1979) was used 
to detect abnormal eating patterns in the 
schoolgirl population. The original 40-item  
questionnaire (EAT 40) was designed as an 
objective self-report measure o f the forms of 
behaviour and attitudes characteristic o f anorexia 
nervosa. It was validated on a Canadian sample 
and found to discriminate well between subjects 
with anorexia nervosa and normal female 
undergraduates. It has been used as a screening 
instrument for detecting previously undiagnosed 
cases o f  anorexia nervosa in populations high at 
risk for the disorder (Garner & Garfinkel, 1980). 
A  shortened 26-item version (EAT 26) has 
recently been reported (Garner et al. 1982). 
Neither questionnaire has been validated in an 
unselected schoolgirl population in the United 
Kingdom.

Validation was carried out by comparing EAT  
scores on the 26-item questionnaire with the 
results o f a structured interview.^ This interview, 
which takes about 30 minutes, was designed 
to elicit detailed information about weight, 
menstruation, and the forms o f behaviour and 
attitudes characteristic o f  anorexia nervosa. It 
appraises systematically eating patterns and 
behaviour and attitudes towards food, eating, 
body shape, size and weight change. The 
interview was carried out by two interviewers 
(G .S. and A .W .), both with wide clinical 
experience in the field o f  anorexia nervosa and 
related eating disorders. The interviewers were 
unaware o f the EAT scores o f  the interviewees. 
Following the interviews, the completed inter
view schedules were discussed by four o f the 
authors, and a consensus opinion was reached 
over the placement into one o f four categories.

(i) Non-dieters 
Individuals with no undue concern over weight 
and who report no conscious attempt to diet or 
to restrict food intake.

' Copy on request to Dr G. Szmukler, Institute of Psychiatry, 
London.
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(ii) Norm al dieters
Individuals who report dieting in order to 
control weight but keep their food intake to a 
reasonable level. Although there may be concern 
about wei^M and food intake, dieting is not a 
major pre-occupation in the lives o f these 
individuals, A  degree o f  control over dieting is 
maintained and marked weight change and 
reports o f total abstinence from food are absent.

(iii) Partial syndrome o f  anorexia nervosa
Individuals who demonstrate a major pre
occupation with weight and a distressing and 
troubling concern with food intake. Weight is 
invested with an abnormal significance and there 
is a persistent drive to lose weight and to achieve 
an unreasonably low weight. Eating is associated 
with feelings o f tension and guilt. There are 
periods o f  severe restriction o f  food intake and 
a wish to avoid ‘fattening’ foods. Marked 
concern with shape and size is evident and other 
forms of behaviour, such as excessive exercise or 
laxative abuse, may be practised in attempts to 
lose weight. These subjects show the essential 
psychopathological features o f  anorexia nervosa. 
Nevertheless, weight remains within normal 
limits and menstruation persists, although it may 
be irregular.

(iv) Anorexia nervosa
The characteristic psychopathological features 
o f anorexia nervosa as described in the partial 
syndrome are found together with marked loss 
o f  body weight and amenorrhoea. A  positive 
identification with the emaciated body and 
morbid fears o f weight gain or o f achieving a 
normal adolescent weight are central.

A  ‘case’ was defined as an individual falling 
into either category (iii) or (iv).

A  stratified random sample o f  the population 
was interviewed, sampling m ost densely among 
subjects scoring around or above the published

cutting point for the EAT questionnaire. 
Interviews were all carried out within 2 or 3 
weeks after completion o f  the EAT. These 
interviews were concurrent with those for the 
validation o f the GHQ, thus enabling those girls 
who had been selected for both interviews to be 
seen during one absence from the school 
programme.

RESULTS
1. The study population
262 girls (69 3% o f  girls enrolled, 86-5% o f  those 
attending on that day) cooperated in the study. 
From parental occupation the social class o f the 
study population was determined (I and II, 8%; 
III, 56%; IV and V, 10%; not known, 25%). This 
distribution differed from that typical in Inner 
London Education Authority Schools by a bias 
towards social class III and away from classes IV 
and V. The study population had a mean height 
o f  160-2 cm (s.D. 17-5), and a mean weight o f  
52-5 kg (s.D. 7-5).

2. Validation of the General Health 
Questionnaire
Table 2 demonstrates the distribution o f  scores 
on the GHQ from the population o f  254 girls 
who completed this questionnaire satisfactorily. 
The mean score for this population was 3 1 (s.D. 
4-0). Seventy-eight girls (93% o f  selected sample) 
were then interviewed by means o f the Clinical 
Interview Schedule which led to 29 subjects being 
designated as ‘cases’ if the Total Weighted Score 
were used as the criterion o f  ‘caseness’ or 18 
subjects as ‘cases’ if  the Overall Severity Rating 
were used instead. Thirteen girls reported during 
the interview that their mental state was 
significantly different at the time o f  interview 
compared with the time when the GHQ was 
completed. The expected number o f cases for the 
whole population was then calculated from the 
results o f the sample interviewed. Table 2 shows

Table 1. The study population o f  \S-year-old schoolgirls

Girls’ school Mixed school Total
r
No. (%)

c
No. (%) No. (%)

Fifth year pupils on roll 246 (100) 132 (100) 378 (100)
Number in school on study day 197 (80 1) 106 (80) 303 (80 1)
Completed questionnaires ' 175 (71 1) 87 (659) 262 (69 3)
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Table 2. Distribution o f  GHQ scores, "cases' diagnosed at interview and estim ated in the study
population

GHQ score (AO

Sample
interviewed

(s)

Cases
(TWS)*

(c<)

Cases
(OSR)t

(c**>

Expected
cases

(TWS)
(£ ')

Expected
cases

(OSR)
( f " )

4 3 172 21 4 3 32 8 246
- 19 - - 5 0 0 0 0

5 14 11 2 0 2 5 0
6 9 7 2 2 2 6 2 6
7 7 4 4 2 7 0 3 5
8 + 33 30 17 11 18 7 121

Total 254 78 29 18 63 6 42 8

* TWS: ‘caseness’ determined by Total Weighted Score, 
t  OSR: ‘caseness’ determined by Overall Severity Rating.

that the study population was divided into 6 
strata according to GHQ score. For each 
stratum, the expected number o f  cases was 
calculated so that the ratio o f expected cases (E) 
to the number in stratum (TV) was equal to the 
ratio o f diagnosed cases (c) to the sample o f  
stratum interviewed (s). This calculation was 
made using Total Weighted Score (cO and 
Overall Severity (c") as the criterion of* caseness 
These expected figures formed the basis o f the 
calculation o f sensitivity, specificity and positive 
predictive .value o f  the GHQ in this study 
population.

Table 3. Sensitivity, specificity and positive 
predictive value o f  GHQ at differing cutting 
points: (a) with all subjects; ib) excluding 13 
subjects whose state changed

Case estimation

(fl) Alt subjects 
TWS 

Sensitivity 
Specificity 
PPV 

OSR 
Sensitivity 
Specificity 
PPV

(i) Excluding 13 subjects 
TWS 

Sensitivity 
Specificity 
PPV 

OSR 
Scnsilinty 
Specificity 
PPV

Cutting point (%)

4/5 5/6 6/7

48 4 44 5 404
831 89 1 92-5
48 0 560 610

42 5 42 5 36-4
85 4 85 4 88'4
28 6 36 7 387

59 8 54 3 50 7
83 8 89 3 92 9
46 5 54 5 60 7

613 613 54 4
79 4 85 5 88 7
25 6 33 3 33 7

Table 3 shows the results o f  this calculation 
taking different cutting points on the GHQ  
scores, both including and excluding from the 
calculation the 13 girls whose mental state had 
changed. Table 3 suggests that a cutting point o f  
5/6 gave the best sensitivity (% o f cases correctly 
identified) and specificity (% non-cases correctly 
identified). The positive predictive value (% o f  
GHQ positive responses correctly identifying 
cases) was low, particularly if the Overall 
Severity Rating was used as the measure o f  
‘caseness’.

Table 4.
(a) Distribution o f  EA T  26 scores and  

relationship to interview results

EAT score (AT)
Interview

sample ‘Caseness’
Estimated

cases

0-16 233 19 0 0
17 4 3 1 13
18 3 2 0 0
19 2 1 0 0
20 2 1 0 0
21 5 4 2 2 5
22 + 13 11 6 7 1

Total 262 41 9 109

(b) Sensitivity, specificity and positive predictive 
value o f  EA T  26

Sensitivity Specificity
Cutting point (%) (%) PPV (%)

17/18 88-1 93 9 42
18/19 88 1 95 9 47
19/20 88 1 95 9 50
20/21 881 96-1 53
21/22 65 1 97 7 55
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3. Validation of the Eating Attitudes Test
Table 4 shows the distribution o f  EAT scores 
from 262 girls and the results o f interview. The 
mean score o f  this population was 9 6 (s.D. 6 4). 
As no individuals with anorexia nervosa were 
identified (category iv), all the ‘cases’ fell into the 
partial syndrome category. Table 4 also shows 
the sensitivity and specificity o f  the EAT for 
various cutting points. A  cutting point o f 20/21 
has a sensitivity o f  88-1% and a specificity o f  
96-1% with a positive predictive value o f 53%. 
High EAT scorers who were not ‘cases’ all fell 
within the normal dieting group (category ii).

4. Associations of abnormal eating attitudes in 
the study population

(i) Distribution o f  EA T  atid GHQ scores in 
the population
Using the cutting points in these two question
naires reported earlier, 6 9% o f  the girls scored 
above the cutting point on the EAT and 19 3% 
on the GHQ. N one o f the demographic factors 
available for analysis (social class, family size, 
position in family, marital status o f  parents) was 
associated with a positive response to either 
questionnaire.

Table 5. Relationship o f  E A T  score to GHQ  
score

GHQ score

EAT score

< 2 0 214- Total

< 5 198(191 3)* 7(13-7) 205
64- 39 (45 7) 10(3-3) 49

Total 237 17 254

/  =  15 7, f <  0 005.
* Figures in parentheses indicate the expected values.

The two sets o f scores show a statistically 
significant positive correlation (Spearman’s cor
relation coefficient r =  0 31, P  < 0 001). Table 5 
shows the relationship o f the two questionnaires 
when the scores are grouped around the cutting 
points. Fifty-nine percent o f  the girls with a high 
EAT score also gave a positive response to the 
GHQ. However, the GHQ score was not related 
to ‘caseness’ (partial syndrome) determined by 
the interview o f the high EAT scorers.

Table 6. Reported weight change in subjects 
giving negative and positive E A T  scores

EAT score
(

Negative Positive
Weight change (% yes) (V =  239) (N = 1 7 )

Weight generally remains the same 58-2 29-4
Tending to gain weight 11-3 23-5
Tending to lose weight 5-0 23-5
Weight tending to fluctuate 25-5 23-5

%» =  13 00, d f= 3 , f  < 0 0 1 .

(ii) Relationship o f  EA T  scores to body size 
ratio and weight change
From the height and weight given by the 
respondent at the time o f completion o f  the 
questionnaire, the weight-for-height ratio was 
determined for each girl. This ratio was 
compared with the norm for this age group, 
established by Tanner e/a/. (1966). N o statistically 
significant relationship between body size 
expressed as a percentage o f the norm and EAT  
score was shown. The subjects were also asked 
whether their weight was static or tended to 
change. 246 girls gave adequate information and 
Table 6 shows the relationship between EAT  
score and reported weight change. Thus, while 
there was no association between body size and 
EAT score at the time o f  completion o f the 
questionnaire, subjects giving a positive response 
were less likely to maintain a stable weight, and 
reported a tendency to lose or gain weight more 
frequently than the other subjects.

(iii) Relationship between E A T  score and  
eating patterns
Subjects gave information on their eating habits 
during the day by response to a standardized

Table 7. Reported eating patterns in positive and 
negative E A T  score subjects

EAT score

Ealing patterns (% yes)
Negative 
{N =  244)

Positive 
(A^= 18)

Do you'
Eat breakfast 67-6 44-4
Buy food on way to school 28-9 22-2
Eat lunch 93-0 77-8
Eat when you get home from school 87-1 83-3
Eat an evening meal 94-6 77-8'
Eat just before going to bed 64-6 55-6

=  5 3, P <  0 05.
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questionnaire. Table 7 shows the relationship o f  
reported eating during the school day with EAT  
score. EAT positive subjects reported that they 
ate less frequently during the day than their 
peers. The difference with regard to the evening 
meal reached statistical significance (P <  0 05).

DISCUSSION
1. The General Health Questionnaire
The General Health Questionnaire has not 
previously been specifically validated for use in 
a schoolgirl population. The 28-item version 
described by Goldberg & Hillier (1979) was 
validated in primary care settings from the 
responses o f consecutive attenders whose ages 
were not specified. These authors found a cutting 
point o f 4/5 to be slightly better than 5/6 and gave 
a sensitivity o f 88% and specificity of 84 2%. The 
figures from the schoolgirl population reported 
in this paper seem less satisfactory. The optimal 
cutting point o f  5/6 gave a sensitivity o f only 42% 
(or 61 % if only those subjects whose clinical state 
had not altered were included). Specificity, 
however, was high at 85%. The difference 
between the two sets o f results reflects the 
problems o f  screening for morbidity in a 
population with a low frequency o f that 
morbidity. This methodological difficulty has 
been discussed by Tarnopolsky et al. (1979) and 
Benjamin et al. (1982). Tarnopolsky et al. 
showed that the sensitivity o f the GHQ can 
change from 78% if  estimated in a population 
with approximately equal numbers o f high and 
low scorers to 54% for one containing only 22% 
high scorers. Benjamin et al. found a sensitivity 
o f  54% on the 60-item GHQ used in a 
community population with 25% high scorers. It 
is relevant, therefore, to note that the validation 
study carried out by Goldberg & Hillier was in 
a population with 41% high scorers, while this 
schoolgirl population contained only 19*3% high 
scorers.

Using this rate o f 19 3% probable psychiatric 
cases, it is possible to compare this population 
with others. However, the questionnaire is now 
being used as a measure o f population morbidity 
rather than as a screening instrument and the 
positive predictive value is the best guide o f the 
questionnaire’s accuracy. The value o f 56% 
found in this study, indicating many false 
positive responses, means that comparisons o f

prevalence rates with other populations must be 
tentative. In fact, comparable studies are rare. 
Goldberg (1978) examined the relationship o f  
age to GHQ score, reporting two surveys. In 
Manchester primary care attenders aged between 
15 and 19 a rate o f 19 2% positive responses was 
found ; in a community sample in Australia, by 
Finlay-Jones & Burvill (1977), 24 1% o f  females 
aged between 15 and 19 gave a positive response. 
One survey specifically examined schoolgirls 
using the 60-item GHQ (Henderson et al. 1981): 
14 8% o f Australian schoolgirls gave a positive 
response. Thus, although a rate o f  19 3% which 
was discovered in the South London schoolgirls 
appears low by the level that might be expected 
in older women, it does seem in line with other 
prevalence studies using the GHQ in populations 
in which adolescents are included.

Another observation to be made from this 
validation study is that the two methods o f  case 
determination from the Clinical Interview 
Schedule, though providing similar sensitivity 
and specificity figures for the GHQ, did identify 
a different number o f cases. A Total Weighted 
Score o f 16 or 17 has often been taken as most 
closely related to an interviewer judgement o f  
‘caseness’ -  an Overall Severity Rating o f 2 or 
more. In this study population it seemed that the 
interviewers had a higher threshold for awarding 
an Overall Severity Rating o f 2; in fact, a Total 
Weighted Score o f  19 or more most closely fitted. 
This contrasted with the findings of Benjamin et 
al. (1982) where a Total Weighted Score o f  13 in 
their community population was m ost closely 
related to a psychiatric judgement o f ‘caseness’. 
‘Caseness’ implies a clinical state that might 
appropriately be seen or managed at the level o f  
primary care. Compared with a study o f  adults, 
the interviewers accept a greater amount o f  
observed and reported psychopathology in this 
age group before making this judgement. This 
different standard o f ‘caseness’ and the relatively 
poor performance o f  the GHQ at detecting 
identified cases calls into question the usefulness 
o f  this method o f  screening for psychiatric 
morbidity among adolescents. It seems important 
to develop a new method that is responsive to the 
characteristics o f adolescents and their particular 
psychopathology.

2. The Eating Attitudes Test
This paper has reported a validation study o f the
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EAT 26 in an unselected schoolgirl population 
in the United Kingdom. The questionnaire was 
validated against the results o f  a specially 
devised standardized interview. N o  case o f the 
full anorexic syndrome (marked loss o f body 
weight, amenorrhoea and the anorexic attitudes) 
was discovered, so that ‘caseness’ for the 
purpose o f  the validation was defined as the 
presence o f the partial syndrome described 
above. Our finding is in accord with the results 
o f Button & Whitehouse (1981) who, after 
screening with the EAT 40, found the full 
syndrome in only one out o f a population o f 578 
students they examined, but subclinical anorexia 
(abnormal pre-occupation with weight and food 
intake) in 23 students.

A cutting point of 20/21 has been found 
optimal for the 26-item version o f  the EAT ; at 
this point there is a highly satisfactory sensitivity 
of 88-1 % and a specificity o f 96-7%. This cutting 
point is the same as that recommended by 
Garner et al. (1982) when they described the 
shortened version o f the EAT. However, their 
validation study could be criticized. As in 1979 
with the EAT 40, Garner et al. (1982) used a 
selected population containing approximately 
equal numbers o f  cases o f anorexia nervosa and 
controls. Williams et al. (1982) pointed out that 
it is not valid to generalize from such a study to 
assume that the EAT will be equally efficient 
in an unselected population, where anorexia 
nervosa will have a low prevalence rate. The 
validation study now reported was in an 
unselected population and confirms the high 
sensitivity and specificity o f  the EAT.

This instrument therefore has value as a 
screening instrument, that is to identify subjects 
at risk who are to be further assessed. The low  
positive predictive value indicates that many 
‘non-cases’ will be identified for such assessment 
by an EAT positive response, but they may be 
distinguished from ‘cases’ at the assessment.

The low positive predictive value is more 
worrying if the EAT is to be used alone as a 
measure o f  morbidity for the purposes o f  
comparison o f different study populations. The 
6 9% prevalence rate o f EAT positive responses 
discovered in this population can only be com
pared cautiously with the findings o f other 
studies. Reports have been o f  the use o f  the EAT 
40 in a population o f older, college students. 
Button & Whitehouse (1981) found that 6 3% of

the female students at a College o f Technology 
were high scorers. Garner & Garfinkel (1980) 
identified 37-7% o f  dance students and 12% of 
normal control students as high EAT scorers. As 
in the study o f schoolgirls, both the earlier 
studies showed that high EAT scorers consisted 
o f subjects with true anorexia nervosa, those 
with subclinical or partial forms and normal 
dieters. Studies in younger school populations 
using the EAT to assess the prevalence o f  
abnormal eating attitudes have not yet been 
published. A  feeling o f fatness and a wish to lose 
weight is certainly common, as indicated by 
Heunemann et al. (1966) who discovered that 
60-70%  o f schoolgirls reported these attitudes. 
Crisp et al. (1976), however, were concerned to 
estimate the prevalence rate o f clinical anorexia 
nervosa in schoolgirls, and they found a 1 % rate 
among the pupils o f  independent schools and 
suggested a lower rate o f  approximately 0 2% 
among pupils o f comprehensive schools. The 
absence o f  any case o f  the clinical anorexia 
nervosa syndrome in our sample is in agreement 
with these prevalence figures.

There was no association in this study between 
a high EAT score and current body size 
estimated from subjects’ reports at the time o f  
completion o f  the questionnaires. This finding is 
in accord with the original observations o f  
Garner & Garfinkel (1979) that the EAT does 
not merely reflect loss o f  weight. Confirmation 
that the EAT in fact reflects eating behaviour was 
found in the association between a higher score 
and reports o f eating fewer meals and o f  
fluctuating weight. The study also allowed the 
relationship o f high score to psychiatric morbidity 
to be examined. There was a positive correlation 
o f the distributions o f  the two sets o f  scores. 
Grouping the scores on the two questionnaires 
around the cutting points showed that 59% of  
high EAT scorers gave a positive response to the 
GHQ. This was a greater than chance association 
and indicates in this population some relationship 
o f  abnormal eating attitudes with psychiatric 
morbidity.

The study in South London schoolgirls has 
demonstrated that it is possible to gain informa
tion on the health o f  school pupils by question
naire and interview without apparent distress or 
disruption o f  the school programme. In a 
15-year-old population a significant rate o f  
psychiatric morbidity and abnormal eating
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attitudes has been indicated. Given that the peak 
ages o f onset for anorexia nervosa itself are 
thought to be 16-18, it will be important to 
conduct prospective studies which will investigate 
the natural history o f  those with a high EAT  
score, the relationship o f this score to other risk 
factors and the association o f  psychiatric 
morbidity to the development o f anorexia 
nervosa.
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Measuring life events in an adolescent population : 
methodological issues and related findings
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S Y N O P S IS  Issues surrounding the collection o f accurate information about the life events o f girls 
aged 15-20 were tested on 67 mother/daughter pairs in a community sample. The Bedford system 
o f classifying and rating the events was modified to accommodate the perspective o f an adolescent. 
Mothers recalled fewer events than their daughters, but the difference was most marked for the 
‘severe’ events o f girls aged over 17. There was a marked fall-off in the reporting o f severe and 
non-severe events after the 30th week, and a significant difference between the rate o f events in the 
furthest 6 months, compared with the proximal 6 months.

INTRODUCTION

M ost recent work in the recording of life events 
has been based on one of two distinct approaches. 
The first o f these stems from the work o f Holmes 
& Rahe (1967), who developed a checklist o f 43 
life events ‘ which were empirically derived from 
clinical experience’. The common theme in all 
these events was that they either evoked or were 
associated with some adaptive or coping behav
iour, the underlying assumption being that 
change, whether desirable, undesirable or both, 
is stressful.

Holmes & Rahe used a random sample o f  
adults to assign scores to the 43 life events 
reflecting the amount o f  adjustment they 
considered each event would require. An 
arbitrary value given to ‘marriage’ acted as the 
anchor in the scale. The weights so derived 
formed the basis o f the Social Readjustment 
Rating Scale (SRRS). Later adapted as the 
Schedule o f Recent Experiences (SRE), the 
checklist provides a self-rating scale, which can 
be used to quantify life changes. Several 
variations on the SRRS exist (Paykel et al. 1971 ; 
Sammuelson, 1982), and a checklist o f life events 
specific to adolescents has been developed by 
Coddington (1972a, b), but all are subject to the 
same criticisms (Tennant et al. 1981). First, the 
inventory approach is unable to take account o f

' Address for correspondence; Mrs Elizabeth Monck, Department 
of Psychological Medicine, Hospital for Sick Children, Great 
Ormond Street, London WCl 3JH.

the subtle variations o f quality and severity o f  
stress, and the type o f event which may be sub
sumed under one name -  for example, illness of  
household member, or examinations. Secondly, 
an inventory is a finite list which may therefore 
fail to cover all experiences. Thirdly, studies o f  
life events have mainly focused on the association 
o f  an increased number of life events with the 
onset o f  mental or physical illness; however, 
many checklists o f events include items which are 
not necessarily independent o f disease onset. For 
example, o f the 43 items on the original Social 
Readjustment Rating Scale, 34 could be a 
consequence o f psychiatric or physical symptoms 
(e.g. divorce, being dismissed from work). 
Fourthly, where a checklist is self-administered 
it is frequently not possible to record more than 
one event in each category in the time period. 
Even where this is allowed for, there is an 
implicit assumption that each such repeated 
event carries the same weighting; in common- 
sense terms, it is unlikely that a repetition will be 
exactly as stressful as the first occasion.

As an alternative to the checklist procedures 
Brown et al. (1973 a, b) developed a semi
structured interview which is both comprehensive 
and allows for considerable detail. There is no 
limit, in theory, to the number o f life events 
elicited, or to the detail obtained about these 
events and their social context. In addition to 
careful dating o f  events and o f the onset o f  
symptoms, each event can be rated on the extent 
to which it is independent o f the actions or 
behaviour o f the respondent.
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Among a number o f  other characteristics of 
events a rating of ‘contextual threat’ is made, 
based on what an average person would judge to 
be threatening in the respondent’s circumstances. 
Brown & Harris (1978), and others using this 
system (Creed, 1981), have found that the 
presence o f independent events with severe and 
moderate long-term threat is related to raised 
probabilities o f the onset o f psychiatric and 
physical symptoms. The occurrence o f events 
with low threat does not appear to relate to the 
onset o f symptoms. This is crudely stated: there 
are several important refinements -  for example, 
the presence o f certain vulnerability factors will 
increase the pathogenic effect o f severe events, 
and certain protective factors will reduce the 
effect. In general, repeated studies appear to 
confirm that this method can yield meaningful 
measures o f one group o f aetiological factors.

Comparisons o f these two methods o f data 
collection and analysis have been rare. Katschnig 
(1980) has reported one study in which the same 
group o f parasuicides were first given a life event 
inventory (SRE), and were then interviewed for 
about 1 hour using Brown and Harris’ Life 
Events and Difficulties Schedule (LEDS). Agree
ment between the two methods was very high if 
the groups were compared, but a very different 
picture emerged from a patient by patient 
comparison. Less than 25% of the study 
population was identified by both methods, and 
50% were identified either by one method or by 
the other, but not by both. The biserial 
correlation coefficients between the two instru
ments was only O i l .  Discrepant results for 
individuals suggest that the two methods are 
measuring different phenomena. Although not 
suggested by Katschnig, it is possible that the use 
o f both methods might increase the predictive 
value o f such work. In a more recent comparison 
o f the two techniques for recording life events, 
Bebbington et al. (1984) used the LEDS to elicit 
the information, but subsequently attempted to 
fit the events to a 67-item inventory developed by 
Tennant & Andrews (1976). Their results 
confirm that inventories neither describe the full 
range o f possible events, nor give full weight to 
events rated as threatening on the Brown & 
Harris ratings. The inventory was considerably 
less effective in predicting the relative risk o f  
psychiatric disorder after severe events than was 
the Brown & Harris rating system.

Nearly all the work on life events and the onset 
o f symptoms has been with adults, and frequently 
with clinic or hospitalized adult populations. 
There is increasing interest, however, in the life 
events occurring to children and adolescents. 
This paper discusses some o f the issues that 
required consideration when a non-clinic female 
adolescent population was the focus o f study, 
and describes some conclusions o f the study, in 
which girls and their mothers were interviewed. 
For the reasons outlined above, the interview 
approach was preferred to the use o f inventories.

The first issue we considered was whether it is 
feasible to conduct a life-event investigation with 
teenagers, since parents might object to their 
daughters being interviewed alone. Secondly, 
would the interview, probing important life 
events and personal difficulties, prove too 
intrusive, too long or too embarrassing for 
teenagers? Thirdly, to what extent would 
mothers agree about the major events and 
difficulties in their daughters’ lives as described 
by the girls themselves? This question affects not 
only how many events mothers would recall, but 
also whether they would provide accurately the 
information needed to assess the contextual 
threat and other important details o f their 
daughter’s events. Fourthly, would the recall o f  
events by teenagers be more, or less full than 
recall by their mothers? Fifthly, would recall be 
affected by the age o f the repondents? Sixthly, 
would the events widely regarded as important 
in the lives o f adults carry the same threat for 
teenagers? Seventhly, and related to the last 
question, were there new categories o f events 
which should be included for teenagers, even 
though they are excluded on the LEDS for 
adults?

METHOD
Our examination o f life events in adolescent girls 
is one aspect o f a current epidemiological study 
of affective disorder and problems o f eating 
control in a community-based sample aged 
between 15 and 20 years. The subjects are 
identified from the age/sex registers o f general 
practitioners, and girls and a key relative, usually 
the mother, are written to separately with an 
introductory note from their general practitioner. 
In the first interview basic demographic data are 
collected and a brief medical history is taken.
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Both the girls and key relatives are asked to 
complete questionnaires on m ood and eating 
attitudes (Graham er a/. 1984; Dobbs era/. 1986) 
for themselves and on one another. Girls who are 
living with their mothers, and who have scored 
over the cut-off points on either o f the two 
self-report questionnaires, are approached for a 
second interview. In addition, a second visit is 
made to a random sample o f  controls who live 
with their mothers, matched only for whether 
they are above or below the statutory school 
leaving age at the time o f interview.

During the second, intensive interview mothers 
and daughters are seen at the same time but 
separately by interviewers who alternate mother 
and daughter interviews. Second stage inter
viewers are blind to the scores on the mood and 
eating questionnaires and to whether the family 
is a control. The daughter is given the General 
Health Questionnaire clinical interview (G old
berg et al. 1970), and both informants are asked 
about family contacts and girl’s friendship 
networks, about eating habits and attitudes and 
aspects o f family relationships, and about the 
girl’s life events in the previous 12 months, using 
the Bedford LEDS (Brown & Harris, 1978). All 
interviewers were trained in the use o f this 
semi-structured interview, and on the rating o f  
events and difficulties.

At the end o f the interview mothers and 
daughters are asked to go over the life events 
together, with the two interviewers. The inter
viewer who has seen the mother takes the pair 
through the list o f events identified by the 
mother. The process is then reversed with any 
items identified by the daughter, but not by 
the mother. The only exception to this open 
checking o f dates is if one respondent has said 
that she would prefer the other not to know o f  
the event. At no point is the date o f a daughter 
starting a sexual relationship discussed, unless 
the mother has already identified it in her own 
‘diary’, or the interviewers are very confident 
that it was open knowledge between them. The 
presence o f other family members at this final 
stage o f the interview is sometimes unavoidable; 
and if an event is a secret shared by daughter and 
mother only it will not be discussed in a family 
setting.

Information that would help decide whether 
the incident qualified, under the current rules, as 
a life event is checked with both respondents.

Through this joint checking procedure it was 
possible to resolve discrepancies between report
ing or dating events.

The final list o f events is thus derived from 
three sources. First, and this is the majority o f  
cases, those which are reported by both respon
dents, combined with those reported by one 
respondent only, but discussed and checked with 
both. Secondly, a small number o f events 
reported by one respondent, which cannot for 
reasons o f confidentiality be checked with the 
other. Thirdly, discussion might remind respon
dents o f events not so far included by either 
(this produced only 3 events in the present study).

Events are excluded when discussion at this 
stage reveals that they occurred outside the 
relevant time period, or when it is shown that the 
threshold for inclusion is not reached. For 
example, respondents might agree that the 
mother had returned to work, but only after 
discussion agree that this had not led to any 
significant increase in responsibilities or time 
spent alone by the girl. A record is kept o f  
disagreements between respondents either on 
dating or on threat.

The events were rated in line with Brown & 
Harris’ procedure, on focus, independence and 
threat, and classified into categories laid down in 
the Life Events ‘dictionary’. The categories 
described in this ‘dictionary’, however, were 
extended in consultation with Brown & Harris to 
include more ‘first ever’ events, and some events 
which for an adult might have low salience and 
be excluded.

Four new categories have been introduced. 
These are first experience o f sexual intercourse, 
initial sexual experience in a new relationship, 
invasive diagnostic and therapeutic procedures, 
and job/higher education interviews. The first o f  
these, though routinely included in the LEDS, 
was not identifiable separately from other 
opposite sex interaction changes. Invasive treat
ment would not always have been included -  and 
when it was, was recorded as a hospital admis
sion or operation without its invasive qualities 
being separately detailed. Initial sexual ex
perience in a new relationship and job/higher  
education interviews would not have been 
included in the adult LEDS. Rules for inclusion/ 
exclusion have been developed for these cate
gories and those for the existing categories have 
been adjusted.
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Threat ratings were adjusted to take greater 
account o f two important features for teenagers 
living at home: first, their inability to take 
independent action when faced with some issues; 
and, secondly, the effects on them o f events 
happening to parents or sibs. These considera
tions are extensions o f existing components o f  
threat but take on a particular relevance here 
both because o f the subject’s age, and because 
they are living with others. A dictionary o f  
adolescent life events is now available,

RESULTS

In this paper we are concerned with findings in 
the life events section o f the second stage 
interview, and will discuss only those aspects o f  
the work which clarify some o f the methodolog
ical questions raised above. The first point 
concerns the feasibility o f seeing daughters, 
especially perhaps the younger girls, apart from 
their mothers. Among the first 67 m other/ 
daughter pairs no mother has refused permis
sion for separate interviews -  even though this 
was physically quite difficult to arrange at times. 
One mother clearly found the situation threaten
ing, and interrupted her daughter’s interview 
three times on small pretexts, finally concluding 
both interviews abruptly before the life event 
section in her own had begun. In one other 
family, mother and daughter were seen on 
different days and were not seen together at any 
time to check life event dates. It is our experience 
that seeing a mother and an adolescent daughter 
at the same time but apart is easily achieved, once 
the family has consented to be interviewed.

Our second concern was whether the life 
events and associated sections o f the interview 
would prove difficult to administer to this age 
group. Experience suggests that it is feasible to 
take adolescent girls through this schedule with 
at least as much ease as older women.

Thirdly, we were interested to compare the 
agreement between mothers and daughters 
about the events in the daughter’s lives. 
Accuracy can affect whether the event is reported 
at all, the dating o f events, and the context o f the 
event (which on the Brown/Harris model will 
affect the threat ratings, and the rating o f  
independence from the dependent variables). 
Table 1 shows how the reporting o f events would 
be affected by the use o f a single informant. If 
daughters only had been seen, 12% o f events 
would not have been reported (i.e. they were 
reported by mothers only). If mothers only had 
been seen, 28% o f all their daughter’s events 
would not have been reported (i.e. they were 
reported by daughters only). When events rated 
‘ marked ’ or ‘ moderate ’ on long-term contextual 
threat are considered the proportion reported 
only by the girls rises to 32% , while the 
proportion reported only by mothers stays at 
12%. Only 59% o f all events were reported by 
both informants; this included 3 events which 
were recalled by one mother/daughter pair when 
they were seen together at the end o f  the 
interview, but which had been forgotten by each 
when they were seen alone.

Categories o f event varied in the extent to 
which they reflected the overall ratio o f reporting 
by both, or by mother only, or by daughter only. 
For many categories the number o f events was 
too small to allow reliable analyses. Events 
concerning boyfriends, sexual experiences, and 
decisions (many o f these concerned with arrang
ing contraception in order to have intercourse 
with a boyfriend) tended to be underreported by 
mothers: an unsurprising result but one which 
emphasizes the areas in which events o f  
considerable importance may occur without 
parental knowledge. Examinations, job changes 
or starting work, and interaction changes were 
reported by both informants more than would be 
expected.

Table 1. D aughters’ life events in a 12-month period, reported by one informant only in 67
m other/ daughter pairs

Events 
reported by 
mother only

Events 
reported by 

daughter only

Events 
reported by 

both

Total events 
mother and 

daughter
f 1 1—

No. (%) No. (%) No. (%) No. (%)

All events 
Severe events

78 (12 2) 
10 (117)

182 (28 4) 
23 (31 8)

381
52

(59 4) 
(61 2)

641 (100) 
85 (100)
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Table 2. Recall o f  daughters' events by 67 
m other/ daughter pairs

Number of informants recalling 
severe and non-severe events

All events 
(100%)

75-99% 
of events

Total
<75%  number of 

of events subjects

Mothers 9 24 34 67
Daughters 27 31 9 67

Kendall’s Tau: Z =  —4 79, P < 0-0001

Severe events only

Total
All 75-99% <75% subjects

severe of of with
events severe severe severe

(100%) events events events

Mothers 23 2 14 39
Daughters 33 1 5 39

Kendall’s Tau: Z =  —2-44, P < 0 01

The first 67 pairs who were interviewed 
reported a total o f 641 events; o f these, 85 
(13 3% ) were judged to carry a marked or 
moderate threat. Following Brown (1974), these 
will be referred to as ‘severe’ events in this paper.

Table 2 shows the proportion o f events 
recalled by each informant in the first 67 pairs o f  
mothers and daughters. Few mothers achieved 
complete recall o f their daughter’s events. 
Surprisingly, less than half the girls reported all 
the events in their own lives. The number o f  
mothers and daughters recalling all the girl’s 
events rose considerably when only severe events 
were considered. There were significant differen
ces between mothers’ and daughters’ abilities to 
recall events (Kendall’s Tau: Z  =  4 79,
P <  0 0001). Significant differences in recall 
remained when, only severe events were con

sidered, but were not as marked as with all 
events (Kendall’s Tau: Z  =  —2 44, f  <  0 01). 
Both these observations were in the expected 
direction -  that daughters would, overall, be 
better at recalling their own events than their 
mothers were; and that this gap would close if 
only severe events were considered.

Table 3 shows that there is a significant effect 
o f age on accuracy o f recall by the girls 
themselves, but only when all events are 
considered. When severe events are considered 
separately there is no effect o f  age. Table 4 
indicates that there is a reverse effect on the 
mothers’ reporting o f events in relation to their 
daughters’ age. The mothers o f older girls (those 
aged 17-I-) report significantly fewer o f the severe 
events in their daughters’ lives than do the 
mothers o f younger girls. The effect o f daughter’s 
age on mother’s recall o f all (severe and 
non-severe) events is not significant.

The dating o f events was checked with both 
informants in all except a small number o f  
instances (23). These were usually the secret and 
private events which a girl had never told her 
mother, and preferred her not to know. The date 
o f an event which was used in the analysis was 
thus a consensus in the large majority o f  
instances.

The occurrence o f  reported events was not 
evenly spread across the 12 months before the 
interview (see Fig. 1). The group as a whole 
showed a considerable rise in reported events in 
the 3-week period immediately before the 
interview. In addition, they showed a rate of  
events in the proximal 6 months nearly twice that 
in the furthest 6 months. This was true for the 
severe events as well as for the low threat events, 
for ‘new’ events compared with the traditional 
Bedford LEDS events, and for the two age

Table 3. The effect o f  age o f  girls on the recall o f  their own life events

Recalls Recalls Recalls 
all 75-99% < 75%  

events of events of events
Total

informants

Number (%) girls recalling severe and non-severe events
Girls aged 15.00-16.11 10 (27) 19 (51) 8 (22) 37 (100)
Girls aged 17.00-19.11 17 (57) 12 (40) 1 (3) 30(100)

Kendall’s Tau: Z  =  -2-71, P < 0-001

Number (%) girls recalling severe events
Girls aged 15.00-16.11 22 (85) — (0) 4(15) 26(100)
Girls aged 17.00-19.11 11 (85) 1 (7) 1 (7) 13(100)

Kendall’s Tau: Z =  0-023, NS

29 PSM 15
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Table 4. The effects o f  age o f  daughters on the recall o f  life events by their m others

Mother Mother Mother 
recalls recalls recalls 
100% 75-99% of <  75% of 
events events events

Total
informants

Number (%) mothers recalling severe and non-severe events
Daughters aged 15.00-16.11 5 (14) 17 (46) 15 (40) 37 (100)
Daughters aged 17.00-19.11 4 (13) 7 (23) 19 (63) 30(100)

Kendall’s Tau: Z =  1 45, NS

Number (% ) mothers recalling severe events
Daughters aged 15.00-16.11 19 (73) 1 (4) 6 (23) 26(100)
Daughters aged 17.00-19.11 4(31) 1(8) 8(61) 13(100)

Kendall’s Tau: Z =  2 41, P < 0 01

Rate per 
100 girls

4 7

9 1/•7 6 8 7-2 7 6 6 86-3 5 4 6 3 5 4
2 8 3 1 2 9 3 6

48 45 42 39 36 33 30 27 24 21 18 15 12 9 6 3 0
3 week blocks

F ig. I. All events in the 12 months before interview for the first 67 mother/daughter pairs.

groups (under 17 and 17 and over). The only 
group departing from this twofold difference 
showed an even greater fall-off: the over 17s 
reporting 73% of their ‘new ’ events in the 
proximal 6 months. For the whole group the 
most marked fall-off in reporting occurred after 
week 30.

O f the 381 events which mothers and 
daughters both reported they agreed on the 
dating o f 231 (61 %) and disagreed on the dating 
o f 150 (39%). ‘Agreement’ was recorded if  
mothers’ and daughters’ separate datings o f an 
event were within 2 weeks o f one another in the 
first half o f the year, and within one week o f one 
another in the second half o f  the year. Among 
the 150 events on which they ‘disagreed’, there 
were 50 events in which neither mother nor 
daughter seemed able to recall a date at all, 
though certain that an event had occurred at 
some time in the previous 12 months. The dates

o f these events were obtained from the other 
informant 34% o f  the time or after discussion at 
the end o f the interview 66% of the time. The 
remaining 100 events on which dating disagree
ment existed fell into the following categories. 
For 26 events the mother dated an event too early 
in the year, i.e. increased the distance between 
the event and the interview; for 22 events the 
daughter made the same error. For 29 events the 
mothers dated an event too late in the year, i.e. 
telescoped it towards the interview; and in 23 
instances the daughter did the same. There is no 
consistent bias o f either informant in either 
direction.

The final discussion on dates produced far 
more resolutions in favour o f the daughter’s date 
(70) than the mother’s date (47). This may reflect 
either a natural tendency for daughters to be 
clearer about dates in their own lives, or a bias 
by the mothers to concede the point to them.
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Thirty-two events were reported but proved to 
be outside the year; 27 events were mis-reported 
in this way by daughters, 5 events by mothers. 
A large number (18) o f the girls’ misdated 
events were accurate as to the month they 
happened, but were one full year before the study 
year. Nine o f the girls’ misdated events and none 
of the mothers’ would have been rated as 
severely threatening.

DISCUSSION  

Rate of events
The rate o f reported events is considerably higher 
than that found among adult women either in 
Camberwell or in the Isle o f Lewis by Brown and 
his co-workers (Brown & Prudo, 1981). Even 
allowing for the frequent changes o f boyfriends 
(10 3% o f events), for examinations (12 7% o f  
events), or interaction changes/holidays (8 6% 
of events), the difference between our non-clinic 
adolescents and a community sample o f women 
in Camberwell (Brown & Harris, 1978) is 
marked. The adolescent rate for non-severe 
events is nearly three times that reported for 
Camberwell adult women. Brown & Prudo, 
however, reported that a woman’s life stage was 
strongly related to the rate o f events; women 
between the ages of 18 and 35 without children 
had an events-rate twice that o f women aged 
35-65 without children. Women with children 
lay between these extremes. Goldberg & Com
stock (1980) also report a tendency for the 
youngest age group (18-24 years) to experience 
more life events. The high adolescent rate may 
therefore be an extension and confirmation of  
this tendency for younger women to have more 
events. A possible explanation is that our 
threshold for the inclusion o f  an event is lower 
than that in work carried out with adults. 
However, this is unlikely in view o f the fact that, 
among the adolescents, severe events form a very 
similar proportion (13 3% ) o f all events to that 
found among Camberwell or Lewis women (16% 
and 14%) (Brown & Prudo, 1981).

Agreement between informants
Brown et al. (1973 a) found that, in a largely adult 
population o f depressives and matched controls, 
11 % of the events were reported by the patient 
only and 10% by another informant only. When 
severe events alone were considered there was

92% agreement between patients and other 
informants. In the present survey, the higher 
proportion o f severe events reported only by the 
adolescent girls, especially those in the upper age 
range, is thus striking, and caution is required 
before relying on parents as sole informants 
about their adolescent children’s events, as some 
previous studies have done (Gersten et al. 1974).

Events and length of recall
Accuracy o f recall o f events by informants in a 
community survey is, almost by definition, 
difficult to establish with complete confidence. It 
is known that recall can be affected by the length 
o f time since the event, by the method used to 
elicit the information, by the threatening nature 
o f the subject, by the salience o f the event to the 
respondent, and by the age o f the respondent. 
Sudman & Bradburn (1973) point out that recall 
can be affected in two ways which can coexist to 
distort accuracy. The first is memory failure, 
which will lead to under-reporting. The second is 
the telescoping effect. While it might be expected 
that, if errors occur in recalling duration or date, 
they will be randomly distributed around the 
time duration/date, it seems that such errors are 
primarily in the direction o f remembering events 
as more recent than they are. In a study o f a 
particular time span (e.g. the 12 months before 
the interview) this will lead to over-reporting, 
and a tendency to shunt all events closer to the 
interview. Sudman & Bradburn found an 
increased recall in the most recent week, and a 
decreased recall for periods o f 14 weeks or more.

Aided recall -  i.e. an interview with checklists 
and prompts to the respondent’s memory, of  
which the Bedford LEDS is a good example -  
has been identified by Sudman & Bradburn as a 
method which improves the recall o f distant 
threatening events. However, this method does 
not improve the accuracy o f dating those events 
which are prompted into memory, but is likely 
to increase the incidence o f telescoping. The 
overall effect is that more events will be 
remembered, but more will be dated closer to the 
interview.

Records have an opposite effect, reducing 
telescoping by accurate dating. Unfortunately, 
very few of the events in an adolescent’s life are 
subject to formal record keeping, although some, 
like public examinations, take place at specific 
times o f the year and the experienced interviewer

29-2
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can use that knowledge to assist the respondents’ 
dating. Very few teenagers keep diaries, so 
specific reference to this type o f record can 
rarely be made.

Brown & Harris (1978) found no fall-off in the 
reporting o f severely threatening events with the 
length o f recall, but some diminution in the 
reporting o f less threatening events. There was 
little fall-off in reporting up to 33 weeks before 
interview, with most o f the reduction occurring 
between 33 and 38 weeks before interview. In a 
later paper Brown & Harris (1982) point out that 
most o f the fall-off is in the 6 months furthest 
from interview. These two observations are repli
cated in our study. Perris (1984), working with 
depressed patients and using an inventory o f life 
events, not an interview, reported that younger 
patients (21-30 years) experienced significantly 
more events in the 3 months before onset, 
compared with patients aged 31 or more. 
However, the respondents had not been asked 
when an event took place, but merely to identify 
whether it had occurred in the last 3 months, or 
in the previous 4-12 months. There is no way, 
therefore, o f determining exactly when the 
fall-off in reporting occurred, or whether with a 
different time-analysis the distortion noticed 
only among younger patients would remain.

Our preliminary results suggest that there may 
be some effect on recall o f  the salience o f the 
original event to the respondent. We have seen 
that daughters tend to report both more events, 
and more severe events, than their mothers do for 
them.

In this analysis o f accuracy we are, inevitably, 
unable to take account o f omissions by both 
mother and daughter in unplanned collusion. We 
are aware that teenagers and their mothers will 
be averse to talking about ‘unmentionable’ 
subjects, and may both contribute to a conspiracy 
o f silence. Occasionally, one informant will 
suppress information which the other informant 
has not shared.

The disparity between them is then inevitable, 
not the result o f poor memory or the lack o f  
salience for the second informant. This particular 
source o f disagreement in reporting will not be 
unique to teenagers’ and mothers’ reports, but 
may reach unusually high levels compared with 
mothers and younger children, for example.

Classification, inclusion and exclusion
The Bedford LEDS (Brown & Harris, 1978) is 
accompanied by detailed instructions about 
whether events qualify for inclusion, and a 
dictionary o f examples enables comparability in 
rating ‘threat’ to be sustained. Our experience 
has been that the rules on exclusion and 
inclusion and the classification system can be 
extended to adolescents with few amendments. 
At this early stage o f developing the new rules we 
have adopted a system which embraces a larger 
rather than a smaller number o f categories o f  
inclusion.

A major part o f the reasoning behind 
extending the classification is the relative lack o f  
experience o f all adolescents compared with 
adults. We suggest including, in some o f the 
standard classification categories, experiences 
which take place for the first time -  for example, 
under ‘interaction change’ we include first 
holiday away from parents. On the new rating 
scheme, some events will always qualify for 
inclusion for people under 20 years old, even 
when they do not qualify as events for those aged 
over 20 -  for example, any examinations, in
cluding driving tests.

Threat ratings
The concept o f  the contextual threat of an event 
is central to the theories o f the influence of life 
events on pathology. Early work relating life 
events to the onset o f illness was almost 
exclusively retrospective, and reports of events 
could therefore be expected to be coloured by the 
patient’s ‘effort after meaning’, or altered 
cognition arising from the disease process. The 
contextual threat ratings are an attempt to avoid 
contamination from these sources. The Bedford 
‘dictionary’ o f life events which provides 
anchoring examples o f threat ratings is the 
product o f work with adults. It was therefore 
important to consider whether the principles 
governing ratings o f ‘threat’ would transfer to 
younger women and girls who were still living 
with their parents.

It is our experience that these principles can be 
carried over into adolescent events, but two 
aspects of the context have to be given particular 
consideration. The first o f these is the idea o f  
‘filtering’ and its opposite ‘amplification’; the 
second the notion of ‘constraint on action’.
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These issues are taken into account when 
considering the contextual threat of any events 
at any age, but special attention has to be paid 
to them in rating the events o f children and 
adolescents.

First, the effect o f ‘filtering’. Some o f the 
events occurring in the close family or the 
household may not have the same impact on the 
children as on the adults they live with. The effect 
may be muted because they are not required to 
deal with the practical aftermath o f the event -  
for example, arranging the grandmother’s 
funeral, or taking the dying cat to the vet.

On the other hand, amplification occurs when 
an event acquires an increased aura o f threat, 
because o f its effect on a parent’s behaviour or 
health. At a given level o f upset in a parent’s 
reaction, the threat is higher for the dependent 
adolescent than it would be for an older son or 
daughter. For example, one mother with quite 
advanced multiple sclerosis heard that her 
well-loved brother had had a very serious 
accident at work, and would have to have his leg 
amputated above the knee. Although the 
daughter was very fond o f her uncle, the event 
qualified for inclusion only because o f the effect 
of this news on her mother’s health.

Secondly, the effect o f ‘constraint on action’ 
on long-term threat. Some events will appear as 
deeply undesirable to a child or an adolescent, 
but simply because o f their age they may be able 
to take little action themselves to reduce the 
stress. They are, in effect, trapped because they 
are unable to distance themselves from the 
consequences o f the event. Obvious examples o f  
this occurred in our survey, when mothers o f 15 
or 16-year-olds remarried, or when parents or 
step-parents indulged in violent or sexual be
haviour to the girl herself. Age is important 
here. Whereas a 19-year-old might be able to 
leave home and survive, a younger teenager may 
have no alternative but to remain. It is not 
difficult to think of other events (and serious 
long-term difficulties) in which children and 
younger adolescents cannot take avoiding 
action, in the way that adults can. There are also 
occasions on which children and adolescents 
may seek help and find that they are not believed 
(Rush, 1980). This will inevitably have the effect 
o f greatly increasing long-term threat.

We predict that, in an adolescent female 
group, there are more o f these events carrying

constraint than one would find in an adult 
population, or perhaps a male adolescent 
population. We would argue that these ‘co n 
straints on action’ will consistently raise the 
long-term ratings for a young female adolescent 
population.

CONCLUSIONS

Some o f the difficulties associated with transfer
ring to an adolescent population a system o f  
recording and analysing life events devised for 
adult populations have been discussed. Nearly 
all the mother/daughter pairs who were approa
ched in the course o f a survey o f adolescent 
depression and eating disorders cooperated with 
the research, and with only one exception all 
mothers were agreeable to their daughters being 
interviewed alone for several hours. Mothers 
recalled fewer events in their daughters’ lives 
than did the girls themselves over the previous 12 
months. However, if the mothers had not also 
been interviewed 12% of the daughters’ events 
would have been lost. With this age group it 
would seem that interviewing daughters alone 
would ensure that the great majority o f events 
would be reported, especially in the older girls. 
However, a significant number o f events would 
not be reported. Interviewing mothers as well as 
daughters would improve both dating and the 
rating o f severity.

Preliminary analysis and rating o f the events 
suggests that the Bedford LEDS classification 
requires few serious modifications to be extended 
to this adolescent population. However, extend
ing the established system o f rating the contextual 
threat o f each event requires greater adaptation. 
In particular, the constraints on an adolescent 
taking action o f her own to modify or eliminate 
threat introduces the notion of helplessness into 
a larger number o f situations than would be 
found in an adult population, or possibly a male 
adolescent population. These constraints on 
action consistently raise long-term threat levels. 
Working in the opposite direction to reduce 
threat is the concept o f filtering: that the effects 
o f an event shared with adults will be less when 
the latter take the brunt, and when they are 
largely responsible for the subsequent situation.

The range o f such issues which should be 
covered in an interview on teenage life events 
suggests that the checklist system o f recording
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events would be particularly inappropriate with 
this age group. Further work comparing the two 
systems o f data collection needs, nevertheless, to 
be undertaken.
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Patterns of Confiding Relationships 
am ong Adolescent Girls

Elizabeth Monck*

Abstract—In a comm unity population of girls aged between 15 and 20 years, a sample of 
142 girls provided information on their confiding relationships. A clear preference emerged 
for using other girls and women as problem solvers and intim ate confidants. M others were 
the most usual first-named problem solver, but intimate confiding was affected by the quality 
of the m other-daughter relationship. Confiding in fathers was rare. From ages 15 to 18 
girlfriends were the most comm only cited intim ate confidant, with mothers and sisters in 
second place. At age 19 boyfriends were the most frequent intim ate and instrum ental 
confidants.

Keywords: Adolescence, confidants

Introduction

T he role o f friends and close confidants in supporting adults through adversity and 
crises is a well researched topic. G ood evidence exists that the presence o f identified  
confidants protects individuals from developing m inor som atic sym ptom s (M iller & 
Ingham , 1976), more severe m edical conditions (M urphy & Brow n, 1980), and 
depressive disorders follow ing stressful life events (Brown & H arris, 1978).

It is likely that in childhood the majority o f warm, confiding and probably protective 
relationships will lie inside the family or extended family. W hen they exist these closer 
relationships have been found to improve children’s ability to cope with adverse events 
and circumstances. In a study o f children showing difficulties on entry to school, Elizur 
(1986) identified the im portance o f a supportive attitude to the child and the 
instrum ental cooperation o f both parents. A  recent study o f the effects o f marital 
disharmony on children has shown that the lack of a good relationship with both mother 
and father increased the risk o f  psychiatric sym ptom atology in children in harmonious 
hom es, as well as those from hom es where there was marital conflict (Jenkins & Smith, 
1990).
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In adolescence, how ever, there is a m ove away from relying on parents and fam ily  
as heavily  as children do, and close ties develop with friends w hich later appear as 
an im portant source o f  protection against the psychological effects o f stress. W ithin  
this w ell docum ented shift from high fam ily to high peer interaction, the m ajority  
o f teenagers retain good relationships with their parents, and outside friendships are 
added to, not substituted for, any close ties in the hom e (Lesser & K andel, 1969; 
C olem an , 1980). Patterson and M cC ubbin  (1987) have identified the central role 
of family m em bers, particularly parents, in the adolescent’s acquisition o f coping skills, 
while recognizing that both interaction with and observation o f  peers and significant 
others w ill contribute to the adolescent’s coping style. For the older adolescent both  
the quality o f the relationship with parents and the quality o f  the parents’ ow n  
relationship is likely to affect the young person’s coping strategies.

There is strong evidence o f this synergistic interaction betw een  fam ily and peer 
relations from an early age (reviewed by H artup, 1983). It has been argued that the 
only exception to this general picture appears and disappears in early adolescence, 
w hen negative view s o f  conform ity to parents coincide with a rise in conform ity to 
pressures from peers to adopt antisocial behaviours (Berndt, 1979).

Y ouniss and Sm ollar (1985) have looked in som e detail at the qualities and range 
o f adolescents’ relationships with their parents and with close friends. In a series o f  
samples o f Caucasian, middle-class 1 2 -18-year olds, all o f whom  lived with two parents, 
they found that the adolescents reported relations w ith their fathers as significantly  
m ore distant and lacking in intim acy com pared with relations w ith m others. A m ong  
the adolescent girls only 35% of their fathers were described as m eeting their daughters’ 
em otional needs, com pared with 72% o f the m others.

H u x ley , G oldberg, M aguire and K incey (1979) have pointed  out that assessing  
the deficiencies o f support networks presupposes some idea o f what ‘norm al’ networks 
look like in non-clinic populations; in Britain there have been  few such studies.

A  study o f affective disorders and eating control disorders in a com m unity population  
o f  girls aged 15 -19  years provided an opportunity to collect data on several aspects 
o f the girls’ relationships in the family, and with peers, including the extent and quality 
o f  confid ing relationships and their reports o f w hom  they thought they would turn  
to for help with four specific types o f problem s.

Method

T he sample of girls in the main study was drawn from the age/sex registers of eight general practices 
in inner and outer London. All those aged between 15 years and 19 years, 11 months at the time of 
interview were included. Families were excluded when either the girl or her key relative was not able 
to speak or read English to a sufficiently competent standard to sustain an interview or fill in 
questionnaires, and when either or both were educationally retarded. For the purposes of this study 
the key relative was defined as the m other; only where the girl did not live with her m other was the 
key relative redefined as either the father, a relative acting in loco parentis, or a husband/boyfriend; eight 
girls were living alone or in hostels.

In a two-stage design 645 girls and a key relative were first approached for a 1-hour screening interview 
at home; 118 (18.2% ) refused. T he interview was used to collect da ta  on family and household 
dem ography, and on the girl’s school, health and em ploym ent history; and to adm inister self-report 
questionnaires designed to screen for affective disorders and disorders of eating control. Both
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questionnaires—the Eating A ttitudes Test (G arner, O lm sted, Bohr & Garfinkel, 1982) and the G reat 
O rm ond Street mood questionnaire—had been validated in a feasibility study (M ann et al., 1983).

Girls were eligible to be seen for a second inter\'iew if they lived with their m others (92% of the 
screened population) and had scored above the cut-points on either of the two morbidity screening 
questionnaires. A similar num ber o f girls with low scores were selected as controls.

In the second intensive interview, m others and daughters were seen separately but simultaneously 
by interviewers blind to the girls’ scores on the Eating A ttitudes Test or the G reat O rm ond Street mood 
questionnaire. The sem i-structured inter\dew enabled data to be collected on family relationships, with 
particular attention paid to the m other-daugh ter relationship; to patterns of friendship and the support 
networks of the girl; and to confiding relationships within the family and outside it. A standardized 
psychiatric interview was given to the girl (Goldberg, Cooper, Eastwood, K edward & Shepherd, 1972). 
T he girl was asked to complete a short, open-ended questionnaire asking whom she would turn  to for 
help in solving four specified personal problems. At the end of the separate interviews, m other and 
daughter were seen together for 20-30 m inutes, and in the course of this time observations were made 
of aspects of their relationship, such as w arm th, hostility and criticism.

Confiding relationships
D ata were collected from three sources originating in the second intensive interview.
1. The daughter was asked direct questions about w hether she was able to confide in her m other, 

father, brothers, sisters, boy- or girlfriends, grandparents or others specifically nam ed to the interviewer. 
Examples of the sort of questions tha t were asked in this area included; “ Is your (mother) someone 
that you like to talk to about your problems or worries? Do you tell her things you don’t tell other 
people? Are there things you don’t tell her?’’ Following W eiss (1969) we considered that, “ For a 
relationship to provide intim acy there must be trust, effective understanding and ready access’’. For 
people outside the household to be rated as confidants, access, even if only by telephone, was decisive. 
Borrowing from W eiss’s definition we have nam ed these ‘intim ate confidants’.

2. T he mothers were asked the same questions about their daughter’s intim ate confidants.
T he m other’s and daughter’s views of the girl’s intimate confiding relationships were rated separately 

on three-point scales as follows: (1) fully confiding; (2) partially confiding; (3) not confiding.
3. T he third source of inform ation on supportive relationships was the short questionnaire, in which 

the girl was asked to nam e, in o rder of im portance, those she would go to for help with the following 
four specified problem  areas: (a) m oney worries, or being in debt; (b) trouble with the police (even 
if it was not the girl’s fault); (c) unw anted pregnancy; (d) physical or sexual bullying. The girls were 
told to give the person’s role ra ther than first name (e.g. boyfriend, rather than ‘J im ’), but to write 
‘no-one’ if they considered they would not have anyone to tu rn  to. In this paper these individuals have 
been referred to as ‘instrum ental confidants’.

Relationships with friends
Particular attention was paid to the quality of the peer group contact. T o qualify as a friend there 

had to be clear evidence of spending tim e together at weekends or in the holidays, not merely at school, 
college or workplace. T o qualify as a boyfriend, there had to be evidence that they spent time alone 
together, not ju s t within groups of friends. T he girl was also asked in detail about her relationship with 
her boyfriend which was rated on a four-point scale as follows: (1) marked expressions of enjoyment 
and sharing; (2) less marked w arm th or sharing; (3) frequent difficulties, apathetic, some positive aspects; 
(4) no positive aspects, open antagonism . T he girl was asked w hether she and her boyfriend had a sexual 
relationship.

Family relationships
Consensus ratings were made of reported and observed warmth, hostility and criticism between mother 

and daughter (R ichm an, Stevenson & G raham , 1982). R atings were also made of the warmth between 
girls and their fathers based only on reports from the m others and girls. Answers to direct questions 
contributed to a global rating  of the relationship girls had w ith each parent using the following four- 
point scale: (1) gets on very well all, or nearly all, the time; (2) gets on well enough, but not all the
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tim e or in all areas; (3) does not get on so well, definite bad patches, or areas of life in which friction 
is frequent; (4) definitely gets on badly most of the time and in most areas of her life. The girls were 
also asked which parent they preferred if they had to make a choice, or w hether they liked both equally 
or liked neither.

Parents’ relationship
In those families in which the m other had a current, ‘live-in’ partner or husband the quality of the 

‘m arita l’ relationship was assessed, using inform ation from both mothers and daughters. An overall 
rating  was composed from inform ation on the am ount of m utual enjoym ent and shared activities, the 
level of comm unication, argum ents and rows, and any spontaneous rem arks indicating high levels of 
criticism and hostility on the one hand or affection and w arm th on the other. The relationship was 
rated on the same four-point scale as was used to rate the girl’s relationship with her boyfriend.

Family conjlict
Detailed information was obtained from the girl and her m other on the rows and argum ents the girl 

had had with both mothers and fathers over the previous 6 months. To collect information in this sensitive 
area, the inters iewers followed the methods suggested by Brown and R utter (1966) of establishing actual 
examples of the behaviour. Rows and argum ents were classified as: (i) m inor: short-term irritability 
and sharp exchanges; (ii) m oderate: more heated exchanges; an outsider would judge that one or both 
had lost their tem per; (iii) serious: one or both participants had lost control; shouting, screaming or 
cr)'ing; (iv) serious with violence: excluding the sort of mild push which can accompany exasperation; 
clear evidence of intention to hurt.

R esu lts

T he results described in this paper refer to the population o f  142 girls and their 
m others who were seen at the second stage o f the affective disorder study. This sample 
was selected from the 529 screened girls on the basis o f  their answers to the self-report 
questionnaire designed to identify affective disturbance (G O S Q ). T he intensively  
interview ed sample included 69 girls with high G O SQ , scores, and 73 girls w ith low  
G O S Q  scores but a representative range o f  scores on the E ating Attitudes T est. In  
relation to the data reported here, detailed analysis revealed only one significant 
difference between those with high and low G O S Q  scores, and this is mentioned below. 
T here were no significant differences betw een the screened population and the 
intensively interviewed sam ple in terms o f  age or socio-econom ic group. Significant 
differences between girls w ith high and low  G O S Q  scores w ere apparent in other 
aspects o f  the girls’ lives and are reported elsewhere (M onck, G raham , R ichm an  
& D obbs, subm itted).

T hree features stand out in the responses on confiding relationships from the 142 
intensively intervdewed girls. T he first is the bias to using females both as instrumental 
and as intim ate confidants; second, the changes with age in the place of boyfriends, 
and by com parison the stability over age in the place o f girlfriends; third, the place 
o f  m others as prime instrum ental and intim ate confidants at m ost ages, and the 
relatively small im portance o f fathers in these roles.

Gender o f confidants and age o f subject

(i) Insirumeni-al confidants. T he answers to the short questionnaire on the four problems 
m entioned above indicated that the girls had a tendency to say that they would turn
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Table 1. N am ing males and females as instrum ental confidants 
for each o f four problem areas

Problem G ender of instrum ental confidant 

Female M ale Total®

337

n (% ) n (% ) n (% )

M oney 209 (60) 141 (40) 350 (100)

T rouble with police 203 (60) 138 (40) 341 (100)

U nw anted pregnancy 246 (72) 98 (28) 344 (100)

Bullying 214 (65) 116 (35) 330 (100)

'Totals are greater than the 142 respondents as girls named more 
than one person they would tu rn  to to solve the problems.

to fem ale, m ore often than m ale, relations and friends. T his is m ost marked when  
the girls w ere considering the problem  o f an unw anted pregnancy. For m oney and  
police problems under half o f the girls reported that they would turn to male confidants, 
while for a problem  o f  bully ing (including sexual harassm ent) this proportion fell to 
35% and for an unw anted pregnancy to 28% . (T h e total responses in Table 1 are 
greater than the num ber o f  girls because they nearly all cited several confidants.)

W ith the exception o f the problem  o f an unw anted pregnancy where female 
confidants predom inated strongly at all ages, and there was little change with age, 
in the other three problem  areas the percentage o f cited confidants w ho were female 
declined steadily with age, from  an initial level o f close to 70% at age 15, to around 
half at age 19.

Tabic 2. G irls’ age and the percentage of responses in w hich females w ere identified as 
instrum ental confidants on four problem issues

Problem 15 
(« = 26)

%

16
(« -3 3 )

%

17
(« = 27)

%

18 
(« = 34)

%

19 
(n = 20) 

%

Significance 
of age trend

M oney
worries

68 67 60 54 47 X ^-7.74 
1 d.f. 

/> <0 .01

Police
trouble

71 62 57 55 51 X^ = 5.34 
1 d.f. 

/>< 0.025

U nw anted
pregnancy

77 76 71 62 73 n.s.

Bullying: 
including 
sexual harassm ent

70 69 64 61 57 n.s.
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A lthough the relationship of age and the use o f fem ale confidants is not significant 
in any o f  the four individual problem  areas, T able 2 shows a significant linear trend  
towards using m ale confidants m ore frequently w ith rising age w hen the problem s 
are ‘m o n ey ’ or ‘getting into trouble w ith the police’. T here is no significant trend  
for the two problems o f  ‘an unwanted pregnancy’ and ‘bullying’. It should be recalled 
that the question on the latter problem specifically included sexual harassment. Overall, 
how ever, the girls nam ed fem ale friends and relations m ore frequently than m ales 
in all age/problem  categories, except 19-year olds, w hen reporting whom  they would  
speak to about m oney problem s.

In each age group there is a greater tendency to cite fem ale help with an unw anted  
pregnancy com pared w ith the other problem s, but w ithin each age group these  
differences do not reach significance.

M others were nam ed, overall, m ore frequently than other instrum ental confidants 
in the questionnaire on problem s, w ith girlfriends com ing a close second. Indeed, 
am ong 16- and 17-year olds, girlfriends were more frequently cited as an instrumental 
confidant for dealing w ith the problem s o f pregnancy. A m on g  the 19-year olds, 
boyfriends were as likely as mothers to be cited as instrum ental confidants in relation  
to police or bullying problem s.

I f  the first (or only) instrum ental confidant is considered, the pre-em inence o f  
m others is very clear in all four problem  areas, except for the 19-year olds. This older 
age group was as likely to cite boyfriends as m other as the first person they w ould  
turn to in relation to m oney or police problem s, and more likely to cite their boyfriend  
in relation to an unw anted pregnancy or bullying.

(ii) Intimate confidants. In each category o f intim ate confidant about whom  questions 
were asked during the interview  (parent, sib, friend or other), the girls were m ore 
likely to say that they confided fully in fem ales than in m ales. Forty-four girls (31 %) 
said they confided fully in their m others, com pared with only three confiding fully  
in fathers (2% o f those w ith resident fathers). O nly four girls confided fully in their 
brothers, com pared w ith  23 confiding fully in their sisters. Seventy-seven girls said 
they confided fully in their girlfriends, and 33 confided fully in their boyfriends; but 
since m ore than twice as m any girls had girlfriends (137) as had boyfriends (62), the 
percentages from am ong available friends w ere very sim ilar (5 6 % -and  53% , 
respectively). T he num ber o f girls saying they confided fully in other people was 
negligib le and showed no sex differences.

E ven am ong the m ale confidants there was a significant difference with age in the 
proportion with w hom  the girls confided fully, w hich was dependent on the place 
of boyfriends. W hile the proportions confiding fully in fathers and brothers rem ained  
very sim ilar in the 1 5 - 17-year old and the 1 8 - 19-year old age groups, there was a 
sharp rise in the proportions confid ing fully in boyfriends (27%  and 73% in the 
younger and older groups, respectively).

R ising age appears to make little change to the pattern o f those preferring to confide 
fully in fem ales. T he clear exception is am ong the 19-year olds, when mothers and  
sisters appear slightly less im portant and boyfriends m ore im portant. T he num bers, 
how ever, are small.
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Parents

R ising  age makes little difference to the proportion o f girls w ho confide fully in  
their m others, and only sm all proportions described their m other as not being a 
confidant at all (15%  o f  the 1 5 - 16-year olds and 11% o f  the 1 7 - 19-year olds). 
Confiding fully in fathers was rare— 2% (1/56) am ong 15-16-year olds, and 3% (2/68) 
am ong 1 7 - 19-year olds; these totals included four fathers who w ere seen regularly 
by their daughters but did not live in the family. N one o f the four non-resident fathers 
qualified as full confidants. A  very high proportion o f  fathers w ere not confided in  
at all by their daughters (66%  am ong 1 5 - 16-year olds and 51% am ong 1 7 - 19-year 
olds).

In response to the question, “ W hich o f your parents do you prefer at the mom ent?” , 
over half the girls w ho w ere liv ing with two parents (n = 112) nam ed their mother 
rather than their father (59%  com pared with 13% ), w hile only 27%  said they liked  
both equally. There w as evidence that the quality o f the parents’ current 
partnership/m arriage affected the answers to the question on a preferred parent. In  
‘poor’ marriages 78% of the girls preferred their mothers, compared to 49% in ‘good’ 
marriages; sim ilarly only 6% liked both parents equally in the ‘p oor’ marriages, 
compared with 38% of the girls whose parents had a ‘good’ marriage; these differences 
were statistically significant ( p <  0 .001).

D espite this preference for m others, for the large m ajority o f the girls getting on  
well with either parent was not a problem: 83 % w ere rated as getting on ‘very w ell’ 
or ‘well en ou gh ’ with their m others, and (o f those w ho lived with two parents) 73%  
were rated as getting on w ell or well enough with their fathers. T h is was the only  
area in w hich the girls w ho had high scores on the questionnaire used to screen for 
affective disorder (G O SQ ) showed a difference from the girls with low  scores. A m ong  
the latter, only 5/73 (7% ) did not get on well w ith their m other and 14/72 (19% ) 
did not get on well with their father; this compares with 19/67 (28% ) and 18/46 (38% ) 
in the high scoring group w ho reported that they did not get on well w ith their mother 
and father, respectively.

For both the high- and low -scoring girls, the quality o f  the parents’ 
partnership/m arriage exerted a different effect on the relationship the girl had with  
her father than on the relationship she had with her m other. Table 3 shows that when  
the parents had a ‘poor’ m arriage this was significantly related to whether the girl 
got on well or very well w ith her father {p <  0 .0001), but there was no such link with  
getting on w ell with m others.

The m other’s and daughter’s separate reports o f confiding were related to the rating 
of affection/warmth expressed towards each other in the interviews. T hus the observ^ed 
warm th o f  m other to daughter was significantly related to her ow n report o f the level 
of confiding by her daughter (%̂  = 16.57, 6 d .f ., p  <  0 .02 ), but not to her daughter’s 
report o f confiding. S im ilarly, the observed w arm th o f  the daughter to her m other 
was very significantly related to her report o f  confid ing in her m other (%̂  = 30 .35 , 
6 d . { . , p  <  0 .0001), but barely significantly related to the m other’s report o f confiding  
(%2= 12.30, 6 d .f ., /? = 0 .055 ).

H aving  m inor argum ents w ith m others was not related to how fully their daughter 
confided in them , but having  m oderate or serious argum ents w ith m others was 
significantly related to a reduced level o f intim ate confiding {p <  0 .02  in both cases).
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Table 3. The effect o f the quality o f the parents’ current marriage on the daughter’s 
relationship w ith each resident parent

Quality of relationship with 
M others Fathers
(n=  108) (n -1 0 8 )

R ating of Well or Badly Well or Badly
paren ts’
m arriage

very or very 
well badly

very or very 
well badly

« (% ) » (% ) n (% ) n (% )

Average/good 71 (88) 10 (12) 69 (85) 12 (15)

Poor/very poor 22 (81) 5 (19) 9 (33) 18 (67)

■)d = 0.232, 1 d .f., n .s. 24.615. 1 d .f., / ) <  0.0001

There w ere no significant relationships betw een the severity level o f arguing with  
fathers, and the quality o f  confiding.

Brothers and sisters
T he girl’s age had little effect on the alm ost com plete absence o f treating brothers 

as full confidants, and the steady use o f sisters by about one third o f the girls. N o  
further inform ation on the quality o f these relationships was collected.

Boyfriends and girlfriends
T he proportion o f  girls treating their girlfriends as full confidants rem ained fairly 

similar at about 50 -6 0 %  until age 19, w hen it dropped to a low  level. Sixty-tw o o f  
the girls had ‘steady’ boyfriends who were reported as occupying an increasingly  
im portant place as intim ate and instrum ental confidants w ith the rising age o f the 
girls. In the light o f th is, it is relevant to look in greater detail at the quality o f the 
relationships.

T he habit o f intim ate confiding in boyfriends rose rather unevenly  w ith age, but 
by age 19 those girls w ith a boyfriend w ere slightly m ore likely to nam e him  as a 
full intim ate confidant (8 /13 , 62% ) than to nam e their girlfriend (6/18, 33% ) or their 
m other (5 /20 , 25% ).

A bout half the girls had warm relationships w ith their boyfriends, and the quality  
of their relationship was significantly related to the presence o f  a ‘father’ in the hom e, 
and to the quality o f  the m other’s partnership or m arriage. T able 4 shows that it 
was significantly less likely that the girl w ould have an optim ally warm  relationship  
w ith her ow n boyfriend when her m other either had no current partnership, or had  
a poor relationship w ith her husband/partner.

Table 5 shows that while the presence o f an identified boyfriend was not significantly 
related to age, there w as a significant linear progression with age: not surprisingly, 
older girls were m ore likely to report having a boyfriend. Separately, the decision
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T ab le  4. T he qu a lity  of th e  m o th e r’s c u rren t p a rtn e rsh ip  an d  the  q u a lity  of the 
d a u g h te r’s re la tionsh ip  w ith  h e r boy friend

Q uality of 
relationship 
with boyfriend

No resident 
husband (father 
for girl)

Q uality of m other’s 
current partnership

Poor or Good or 
bad average

n (% ) n (% ) n (% )

M arked warm th 1 (10) 8 (44) 21 (62)

Less marked 
w arm th, some 
difficulties 7 (70) 7 (39) 13 (38)

Little or no 
w arm th, some 
difficulties/ 
m any difficulties

2 (20) 3 (17) 0 (0)

Totals 10 (100) 18 (100) 34 (100)

X^= 12.43, 4 d .f., />< 0.02.

Table 5. The influence of age on relationships w ith boyfriends

n
15

(% ) n
16

(% )

Age
17

n (% ) n
18

(% ) n
19

(% )

No boyfriend 21 (68) 21 (64) 14 (58) 13 (42) 8 (40)

Boyfriend: no 
sexual i/c

8 (26) 9 (27) 6 (25) 8 (26) 2 (10)

Boyfriend: 
sexual i/c

2 (6) 3 (9) 4 (17) 10 (32) 10 (50)

Totals* 31 (100) 33 (100) 24 (100) 31 (100) 20 (100)

^Information for three girls was unobtainable or clearly unreliable: m = 139.
1. Test for linearity of having a boyfriend and age: = 6.49, 1 d .f., p  <  0.025.
2. Comparison between having or not having sexual intercourse and age: = 12.34, 4 d .f., p  <  0.02.

to m ove to a sexual relationship was significantly related to age {p <  0 .02). This decision 
was also related to school status, regardless o f age (T able 6).
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Table 6. The relationship between being at school and the decision to have 
sexual intercourse w ith a boyfriend

15/16 years 17/18/19 years
A t Left At Left
school school school school
« (% ) n (% ) M(%) n (% )

No sexual i/c
with boyfriend 15 (88) 2 (40) 7 (88) 9 (28)
Sexual i/c
with boyfriend 2 (12) 3 (60) 1 (12) 23 (72)
Total with
boyfriends 17 (100) 5 (100) 8 (100) 32 (100)

X̂  = 2.74, 1 d .f., n .s. 7.089, 1 d .f., / , <  0.01.

D is c u s s io n

It was predicted that the m others o f  those girls in their late adolescence who were 
still liv ing at hom e w ould be the m ost im portant o f their intim ate confidants, and  
there is som e evidence that this m ay be so. But the im portance o f  also confiding in  
their peers is very m arked at all ages.

It is important to bear in mind that the 142 girls in this study were not representative 
o f their age group, but included a high proportion w ho had high scores on a self- 
report questionnaire screening for affective disorders. H ow ever, at the tim e o f being  
interviewed none o f the girls were attending their G Ps, clinics or hospitals specifically 
for treatm ent for affective disturbance, although four had done so in the previous 
12 m onths.

T he tendency shown by the teenage girls in this com m unity sample to prefer females 
both as intim ate and as instrum ental confidants (problem  solvers) m ay confirm  the 
general stereotype that it is easier to confide in w om en than in m en . O ur results also 
confirm  the findings o f  Y ouniss and Sm ollar (1985) that m other-daughter  
com m unication covered a far wider range o f topics than father-daughter  
com m unication. W hile the present study confirm ed that m other-daughter relations 
will include intim ate and personal confiding, and father-daughter relations will not, 
w e w ere unable to confirm  that the latter is likely to be subject-based or practical; 
in the current study fathers were less likely than m others to be cited as instrum ental 
confidants.

It is clear from the present study that am ong girls in their m id- and late adolescence, 
close relationships w ith m ales, whether fathers, brothers or boyfriends, are not the 
dom inant pattern. A t this age they are likely to see their m others and girlfriends as 
at least as, or more, im portant. It is only am ong the 19-year olds that their boyfriends 
show signs o f becom ing m ore im portant than their m others and girlfriends and even  
at this age only in som e circum stances.

J u d g in g  by the im portance o f  m others, sisters and girlfriends as intim ate and  
instrum ental confidants for these girls in their late adolescence, it m ight be expected  
that fem ale relations and friends would play a larger part in providing the protective 
confiding relationships found in studies o f stress and depression in adults. Early studies
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of adult w om en suggested that m ost o f these protective confidants were to be found  
am ong husbands and boyfriends (Brow n & H arris, 1978). H ow ever, m ore recent 
studies have indeed show n that, w hile m ale confidants are im portant for married 
w om en, the majority o f the ‘very close ties’ o f unm arried w om en were with other 
w om en, about h alf o f  w hom  w ere kin, m ostly sisters and m others (Brow n, Andrews, 
H arris, Adler & Bridge, 1986),

For the adolescent girls in the present study, as for the unm arried w om en in the 
study by Brown et al. (1986), the major confidants were fem ales, and the m ajority 
were relatives.

T he present study provides little support for the observation by C olem an (1974) 
that with rising age girls exhibit more positive feelings about fathers, and that negative 
feelings show little change, w hile the opposite is true o f their feelings about their 
m others. T here was little change with rising age in the very small proportion o f girls 
who nam ed their fathers as instrum ental or intim ate confidants, or who claim ed  
particularly good relationships with them . H ow ever, this study only included those 
girls still liv ing with their m others, and by the age o f 18 or 19 years som e o f the girls 
will have m oved away from  hom e. It is likely that this latter group will include a 
disproportionately large num ber o f those w ith poor relationships w ith their parents.

T he num ber o f girls who reported confiding in their fathers was considerably less, 
and the quality o f confiding was poorer com pared with the findings o f Youniss and  
Smollar (1985); there is no obvious explanation for this marked difference.

For those girls whose m other had a husband or live-in  partner there was also the 
influential experience o f liv in g  with and observing the adults’ relationship. W hen  
the parents’ marriage was poor, aspects o f the girl’s relationships w ith the father/step  
father were consistently less good than the sam e aspects o f her relationship with her 
m other. It is tem pting to speculate that, liv ing  in the sam e household as these poor 
m arriages, the girls are unable to learn by observation the interactive skills o f  
m aintaining close and confid ing relationships w ith m ales in a fam ily setting. Som e 
support for this com es from  the finding that the relationships w ith boyfriends are 
affected by the quality o f the parental m arriage. Girls w hose m others and fathers 
showed at least an average degree o f  warm th, friendliness and cooperation in their 
m arriage were significantly m ore likely to have a good relationship with their ow n  
boyfriend. Girls w ith either the poor m odel o f  a parental m arriage w ith m any signs 
o f difficulty, or no m odel o f  a marriage at all, because there was no resident father, 
were m ore likely to be experiencing difficulties in  their ow n relationship with a 
boyfriend. It is possible, though perhaps not very likely, that this association would  
not have been found if  the present sam ple had been truly representative o f the total 
population o f girls in late adolescence.

In the population o f  girls w e studied, confid ing relationships w ith boyfriends were 
additional to a range o f  close relationships w ith other people and did not appear 
significantly to reduce these in num ber until the age o f  19 years. T h is finding m ay  
reflect W erebe’s observation o f French adolescents, am ong w hom  it was noted that 
intim acy betw een dating partners did not reduce intim acy betw een friends (W erebe, 
1987). In the present study, by no m eans all o f the girls w ith boyfriends were treating  
them  as full intim ate confidants, or citing them  as likely instrum ental confidants.

Since less than h alf the sam ple o f girls had boyfriends, there w as less opportunity
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to explore the quality o f  this type o f peer relationship. H ow ever, having a boyfriend  
carried no guarantee o f  having  a good relationship with h im . As other studies have 
noted (C olem an, 1974), there was a rise in stable relationships, but stable did not 
m ean ‘good ’— it only m eant stable. For five girls (out o f 62, 8% ) the relationship  
was m arkedly unsatisfactory, and the inter\new m aterial indicated that som e girls 
felt unable to extricate them selves from unsatisfying relationships with boys and young  
m en. It was our strong im pression that the apparent freedom  conferred by not 
cohabiting and not yet b ein g  married or engaged did not enable the girls to withdraw  
easily from a poor relationship.

It is interesting to note the effect o f still being at school on the quality o f the 
relationships betw een the girls and their boyfriends. T he large majority o f those still 
attending school did not have sexual intercourse w ith their boyfriends, while the 
m ajority o f those w ho had left did. T his was not a function o f  age and suggests that 
leaving school is related to the acquisition o f  a particular adult status. T he reverse 
m ay also be true, how ever, that later school leavers retain this part o f a ‘child’ role 
while they rem ain in school. W hether this ‘ch ild’ role is perceived by the adolescent 
alone, and guides her ow n choice o f what is appropriate behaviour or appropriate 
boyfriends, or whether the boyfriends she m eets change in their expectations o f her 
when she is no longer at school are questions which this study was not designed to 
answer.

Further research is needed  to establish the ways in w hich, am ong young w om en, 
the confiding relationships o f adolescence develop into the supportive, confiding  
relationships o f adult life.
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m How teenage girls use their 

practitioner's service

In t h e  c o ur s e  o f  a c o m m u n i t y  s t u d y  o f  eat i ng  pr ob l e ms  and  
d e p r e s s i v e  d i s order s  in a d o l e s c e n t  girls age d  1 5 t o  20 years ,  
i n f or mat i on  w a s  ob t a i n e d  on s o m e  heal th i s s ue s  and t he  
g i r I s ' u s e o f t h e i r G P s . 0 n l y 1 6 p e r c e n t o f t h e s a m p l e o f  527  
girls c l a i med  t h e y  had had no i l l nes ses  at all in t he  prev ious  
year,  t h o u g h  a f urther  18 per c e n t  had be e n  t o  s e e  their  
d o c t o r  at l eas t  o n c e  about  ve r y  minor  heal th and s o m e  
n o n - he a l t h  i s s ues .  Only a b o u t  a quarter  o f  t he  girls (113)  
r epor ted  t hat  t h e y  had not  s e e n  their  GP in t h e  prev ious  
year.  There  w a s  re lat ionship b e t w e e n  s e l f - r e por t e d  heal th  
p r o b l e m s  or v i s i t s  t o  GPs  and var ious  m e a s ur e s  o f  soc ia l  
di s a d v a n t a g e .  A m o n g  t h o s e  w h o  had l ef t  s c h o o l  s e l f -  
r epor t e d  d e pr e s s i v e  s y m p t o m a t o l o g y  and s mo k i n g  w e r e  
b ot h  s i gn i f i c ant l y  re lated t o  hea l th  and visi ts  to  t he  G P.

A  recent study o f  a com m unity  
sam ple o f  girls and young w om en  
between the ages o f  15 and 20 
years gave an opportunity to ask 
about their contact w ith their 
general practitioners and other 
health services.

The focus o f  the study was an 
investigation  o f  affective d is
orders and eating disorders in a 
com m unity population  o f  older 
teenage girls. The sam ple was 
drawn from  the age and sex 
registers o f  eight general practices 
in north and east L ondon, w ho  
had responded to a letter sent out 
on our behalf by the Fam ily  
P ractioner C om m ittees. Each  
practice was visited by the resear
chers, in the first instance to 
establish the local dem ographic  
patterns, and discuss our needs 
with the doctors.

When agreement had  been
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reached about the w ork, resear
chers listed all the girls whose  
birthdates indicated that they 
w ould be between 15 00 and 19T 1 
years when the fieldw ork began. 
T hese lists were given to the GPs 
and their secretaries, so that 
fam ilies in which they knew that 
either the girl or her m other was 
unable to  speak or read English  
sufficiently well to  fill in self- 
report questionnaires, or conduct 
a lo n g  in te r v ie w  c o u ld  be 
excluded.

G Ps and practice secretaries 
helped to identify w ith w hom  
any girl was liv in g , but no  
in form ation  other than the hom e  
address was passed to the research 
team .

K ey relatives and girls were 
written to separately suggesting a 
hom e visit; a note o f  introduction  
from  the G P was included. W hen  
fieldw ork began 112 cases had to  
be excluded because they had  
m oved away, were n o t the age or 
the sex recorded on  the age and 
sex register, or cou ld  not speak or 
read English sufficiently well. O f  
the 645 girls w ho were eligible and  
available, 527 agreed to be inter
view ed (118 refused (18-2 per 
cent)).

A  screening interview  lasting  
about one hour w as held with the 
girl and her key relative, usually  
together; in form ation  was c o l
lected on the household  com p osi
tion , h ousing , socio -eco n o m ic  
status, the work and school his-
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tory o f  the girls, and a brief health  
history o f  the previous 12 m onths. 
M others in particular were asked  
to confirm the health inform ation  
about their daughter. G irls and 
their m others (92 per cent o f  the 
key relatives) were asked about 
sm oking habits and were w eighed  
and m easured. Girls and key 
relatives filled in self-support 
questionnaires designed to screen 
for affective d isorders, G reat 
O rm ond Street M o o d  Q u es
tionnaire (G O SQ ) and eating d is
orders, the E atins A ttitudes Test 
(E A T ).

The GOSQ iS a 28-itcju ques
tionnaire co\ering a range o f  
affective symptoms com m on in 
adolescence; responses could be 
checked as "Never", "sometimes", 
"frequently" or "nearly all the 
time". The shorter version o f  the 
Eating Attitudes Test (26 items) 
co v e r s  sy m p to m s c o m m o n ly  
associated with eating disorders.

H EA LT H  P R O B L E M S  A N D  U S E  O F  G E N E R A L  P R A C T I T I O N E R S '  
S E R V I C E S  IN A C O M M U N I T Y  P O P U L A T I O N  OF  G I R L S  A G E D  

F R O M  1 5 T O 2 0 Y E A R S

N u m b e r  of  
c o n t a c t s  w i t h  
g e n e r a l  
p r a c t i t i o n e r

Nil 
1 - 4  
5 - 9  
T o t a l

Nil
N
86
8 4
10

1 8 0

A 'i% #'M ild  Moderate " Severe'

=  1 2 3 - 9 4  6 d f p < -0001

(48)
> (47)

(6)
( 100)

7 1 8  : . (9 ) . 6 . (5) 3 \  .(1 3 )
140  (73) .,. 7 2 :  (63) 13 A  (57)

35  (18) : 36 (32 ) 7 ' (30)
193  (1 0 0 ) - 1 1 4  (1 00 ) ' 23  (100)

The girls qualified for a second, 
intensive interview if  they lived  
with their m other, and if  they had 
scored over the cu t-o ff point on  
either o f  the self-report ques
tionnaires; a control group o f  
low -scoring girls was also seen. 
176 families were approached, 23 
refused (13 per cent), and 153 
accepted. The second interview

w ith the girl included standard
ised questions on  psychiatric  
state, on the basis o f  which tw o  
psychiatrists m ade a d iagnosis o f  
affective disorders using IC D 9  
(International C lassification o f  
D iseases, ninth edition, 1978) 
criteria. Standardised questions 
on attitudes to eating, weight 
control, exercise, and body im age

S M O K I N G  H A B I T S  A N D  VI SI TS  T O  G E N E R A L  P R A C T I T I O N E R S

( 15 )
;;;^ToW s% ^m;"l95 (100) 

\X2  =  17  0 8 6 d f p <  01
15 (1 0 0 ) 27 (1 00 ) 4 8 :  (1 0 0 ) -

enabled a diagnosis o f  eating  
disorders to be com pleted  by the 
psychiatrists.

V isitin g  the G P
Inform ation from  the screening 
interview show ed that 113 (22 per 
cent) o f  the girls had not been to 
their doctor in the previous 12 
m onths, however, 27 o f  these girls

did suffer from  m ild (18), 
m oderate (six), or severe (three) 
health problem s, w hich they had 
chosen not to see their G P about. 
O f the rem aining girls 310 (61 per 
cent) had been from  five to nine 
times; and 27 (five per cent) had 
been m ore than ten times. The 
girls w ho had left school were 
significantly m ore likely to visit

their G P than those at school 
(p <  04) but am ong those w ho  
had left there were no differences 
betw een those in work, the unem 
ployed  or those in further or 
higher education. -

A m on g those w ho had left 
sch ool there was a significant 
tendency for girls w ith a high  
score on the self-report G O SQ  to  
visit their doctors m ore frequently  
than the (largely) younger girls 
w ho were still at school. There 
was no relationship between visits 
to the G P and high E A T  scores.

N o t surprisingly there was a 
significant link betw een m ild, 
m oderate and severe health prob
lem s in the previous year and the 
num ber o f  visits to the GP (p 
< •0 0 1 ). Table I show s that 180 
girls had no chronic or recurring 
problem s, but 94 o f  them visited  
their doctor nevertheless, with  
acute or single episodes, usually  

Coniinuedon page 288
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from deflecting attention from the 
infan t’s needs they will lose the 
confidence of  the parents who will 
remember them should problems 
develop with their baby. .....

A sp h y x ia  and ce reb ra l  palsy
T he  increas ing  tendency  T or 
parents (and their legal advisers) 
to a ttem pt a causal link between 
ce reb ra l  palsy and  p er in a ta l  
events coincides with growing 
evidence tha t perinatal asphyxia 
is responsible for only a small 
p ropor tion  of  such cases^''*'^. If  an 
infant has an uncomplicated neo 
natal course with no evidence of> 
hypox ic - ischaem ic  enceph: 
pathy it is unlikely that  pepdata l  
problems are responsibj^dor sub
sequent disability.

Yet the w is h e y ^ f  parents to 
seek compemedtion for their 
infants i s y ^ r f e c t ly  unders tan
dable. R ^ e n t  advances in medi
c i n e r a i s e d  expectations to 
su»gm levels that patients (in' this

case, parents) are less forgiving o f  
mistakes or perceived mistakes in 
medical treatment. T he  recent 
tendency to concentrate births in 
large m aternity  units, and  what 
m any  mothers see as the im p e rs ^  
nal mechanisation o f  l a b o u r a i  
delivery, have co n tr ib iÿ ea  to 
adverse criticisms o f / m o d e r n  
m atern ity  care. T h p /œ n tin u o u s ,  
consistent and cojm orting hum an  
contact, tradhronally provided to 
a m o t h e r / n  labour by a family 
d o c t o r / ^ r  midwife, has been 
re p W e d  by fleeting visits from 

fonymous members o f  a hospi- 
"tal team  who are though t  to 
“ interfere” in natura l  childbirth 
with new technologies no t ade
quately  explained. I f  a baby is 
later found to have “ bra in  d am 
age” it is only natural to  ask why 
it could not have been prevented 
or treated more effectively. It may 
be difficult for parents to  accept 
tha t  the disability m ay  have a 
more fundamental basis and diffi

cult for d o c tp if  to provide altérn-; 
ative e x fo lia t io n s  a lthough  these 
sh o u ld ^ so u g h t^ '^ . I : ; /  .
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accideuts or infections, such as 
influenza or sore throats. The 
reasons for the visits were given 
by the girls and their key relatives, 
and not checked back with the 
medical records a t  the G P  sur
gery.

A gain  unsurprisingly , there 
was a significant link (p <  001) 
between visits to G Ps and a t ten 
dances at clinics an d /o r  going into 
hospital.

T here  was no  re la tionship  
between the num ber o f  visits to 
the G P and either socio-economic 
status, unem ploym ent of chief 
wage-earner, measures of oxer- 
crowding, or family size. How- 
ever, there was a significant 
r e l a t i o n s h i p  b e t w e e n  self- 
reported  health problems and the 
socio-econom ic sta tus  o f  the 
parents in those (494) families 
where the sirls still lived at home

(p <  02). The incidence o f  health  
problems was significantly related 
to the girl’s own unem ploym ent; 
46 per cent o f  the unem ployed 
girls had m oderate  o r  severe 
health  problems in the year com 
pared  with 27 per cent o f  the girls 
who were in work.

A m ong  those who had  left 
school there was a significant 
relationship between the num ber 
o f  visits to the GP and the am oun t 
tha t  the sirl admitted she smoked 
(Table II).

C onclusions
T o m aintain  confidentiality the 
reports  o f  illness and o f  visits to 
G P s were not checked back with 
practice records. However, it is 
likely that the overall picture is 
r e a s o n a b l y  r e p r e s e n t a t i v e .  
A lthough some girls reported  that 
they had been ill w ithout calling

their G P , it was clear tha t  the 
large m ajority  were in contact 
when they needed to be during the 
previous 12 months. The link 
between the social class o f  the 
family, and  the girl’s own unem 
ploym ent and the level o f  her use 
o f  the G P  and the reported 
severity o f  her illness is in line with 
m any  reports o f  a link between 
lower socio-economic status and 
illness. Perhaps the most d isturb
ing finding was that  the girls who 
sm oked more than five cigarettes 
a day  appeared to be at signifi
cantly greater risk o f  illness than 
their contemporaries, and illus
trates one further way in which 
smokers cost the health service 
m ore than  non-smokers. It also 
suggests that GPs might take the 
opportun ity  to actively counsel 
against smoking the young women 
they see in their surgeries ®
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