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Abstract

Purpose We investigated the effect of parents’ mental
health, life events, and home life (among other factors) on
adolescents’/youths’ mental health, whether such an effect
varies when several variables are assessed jointly, and also
whether the informant source of the mental health problem
modifies the estimations.
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Methods We studied a representative sample of 454
Spanish adolescents/youths studied longitudinally (2
assessments, 3 years apart). We considered factors asso-
ciated with adolescents’/youths’ mental health (conduct,
emotional, and hyperactivity scores [SDQ]): risk factors
(parents’ mental health and life events) and mediators
(social and financial support). Structural equation modeling
was applied. We constructed two models: (a) with parents’
SDQ responses and (b) with self-reported SDQ responses
(in a subsample of N = 260).

Results  Model fit was adequate for parents’ appraisal. Par-
ents’ mental health (p < 0.05) and undesirable life events
(p < 0.05) were the most important risk factors. The same
model showed poorer fit when self-reported measures were
used. Home life exerted a stronger protective effect on ado-
lescents’/youths’ mental health when reported by adolescents/
youths. The negative effect of parents’ mental health was
significantly protected by home life in emotional [—0.14
(0.07)] and hyperactivity scores [—0.2 (0.08)].

Conclusions Even in the presence of other factors, par-
ents” mental health has an important effect on adolescents’/
youths’ mental health. Good levels of home life are pro-
tective, especially when adolescents’/youths’ mental health
is self-reported.

Keywords Adolescents’ and youth’ mental health -
Parents’ mental health - Undesirable life events -
Home life - Structural equation modeling -

Parental appraisal/self-report

Introduction

Negative parenting behaviors have been invoked as a major
mechanism affecting children’s and adolescents’ mental

@ Springer



614

Qual Life Res (2013) 22:613-622

health. Conspicuously, parental mental health has been
identified as the most important influence on children’s
disposition toward mental pathology [1, 2]. However,
parents’ mental health is just one among a large number of
potential risk factors affecting adolescents’/youths’ mental
health. Life events (LEs), peer relationships, self-esteem,
body image, pubertal status, resilience, socioeconomic
status, or attention regulation have been identified as fac-
tors related to children’s mental health [3, 4]. Nevertheless,
the evidence has been gathered separately, frequently in
clinical or school-based convenience samples [5-7].

Goodman and Gotlib [26] proposed a model to integrate the
way in which risk factors of adverse outcomes are transmitted
from parents to their children. In their model, parent psycho-
pathology (depression) interacts with other variables through
risk mechanisms, children’s vulnerabilities, and protective
factors. Other studies have related parental conditions, family,
and environmental factors with child development [8]. A
number of studies have also reported differences between
parents’ and children’s or adolescents’ appraisals of adoles-
cent’/youths” mental health using the same instruments [9].
Also, some studies report adolescence as a more vulnerable
period, above all due to conflicts with family members and
peers [10]. However, the literature emphasizes the need for
more follow-up studies to understand the developmental tra-
jectories of children and adolescents and the relationships
among the variables and to measure such differences using the
same modeling framework [11].

Despite some evidence, there are few reports, and
multiple-reporter assessment has not been used. It might be
the case that interrelationships between disorder risk fac-
tors and mediators change depending on who informs about
the mental state. This is not a minor issue: mental health
services usually follow parental demands, and therefore,
access to services often depends on parental appraisal.
There is still a gap to be filled about the variables that
affect parents’ and children’s/adolescents’ appraisals and
whether there are any differences at all between the two.

In this study, we developed a comprehensive model
including different risk factors and mediators that might
have influence on mental health problems in children and
adolescents. The model was tested longitudinally in a
community sample. In addition, we tested for differences
between two appraisals of adolescents and youths.

Methods
Design and sample
The KIDSCREEN project was carried out in representative

samples of children and adolescents (ages 8-18) in 13
European countries [12]. Here we present data of the
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Spanish sample, while was the only to perform a follow-up
assessment 3 years after baseline. Baseline sample was
identified using random digital dialling. Households were
contacted and asked to participate by interviewers who had
received study-specific training. If the person agreed to
participate, the questionnaire, other study materials, and an
informed consent form were mailed together with a
stamped, addressed envelope for return of the completed
questionnaire. The parent could be the mother, father, or a
tutor, depending on the choice of the family. Participation
at baseline was 47.2 %, similar to other postal surveys [13,
14]. Of those participating in the baseline, 840 families
agreed to participate in a future assessment.

Follow-up evaluation took place in 2006, 3 years after
baseline study, an interval considered sufficient to allow for
relevant changes in participants’ mental health status. The
same baseline questionnaire and study materials were sent
out at follow-up, but with some added instruments, as
indicated below. In total, 454 follow-up questionnaires
were returned, 87.6 % of which had paired parent/child
information necessary for the analysis of the present work
(N = 398). As explained in more detail elsewhere [12, 15],
follow-up participants were slightly younger than non-
participants and tended to have a higher level of education,
but no differences were found in response rates by gender.
The study was approved by the institutional review board
of the Mar Hospital (CEIC-PSMAR).

Measures
Adolescents’/youth’s mental health

This was the final outcome of the present study, and it was
assessed with the Strengths and Difficulties Questionnaire
(SDQ). We used the conduct, emotional, and hyperactivity
disorder scales. The SDQ has been shown to be valid and
reliable both in the original and the adapted Spanish ver-
sions [16, 17]. Continuous SDQ scores were used to indi-
cate the degree of mental health problems. Scores ranged
from 0 to 10, with higher scores indicating poorer mental
health. The SDQ was answered by 100 % of parents
included in the sample and by a subsample of adolescents/
youths, including 35 % of them (those who were older than
11 years at baseline, N = 260). These two appraisals were
analyzed separately in the present study.

Parents’ mental health status

Parents” mental health was assessed using the SF-12,2%
[18], in its Spanish version, which has been reported to
have good validity scores [19]. It is composed of 12
questions covering eight dimensions of health. The mental
health component scores (MCS-12) were computed and
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standardized to T-values with a mean of 50 and a standard
deviation of 10, based on US general population data. We
used the continuous value of MCS.

Life events

Life events were measured using the Coddington Life Events
Scales (CLES) [20]. The instrument measures the occurrence
during the previous year of 53 stressful LEs. The impact of the
LEsis measured in terms of Life Change Units (LCU). Severe,
recent, and repeated events imply higher (worse) scores. The
CLES have been adapted into Spanish and shown to be psy-
chometrically equivalent to the original [21]. Scores were
calculated as the weighted sum of the respondent stress suf-
fered in negative situations. The CLE scales were self-repor-
ted by the adolescents/youths and were included in the study
only in the follow-up assessment.

Socioeconomic status and social capital

For assessing these factors, we selected three dimensions of
the KIDSCREEN-52 questionnaire [23], a measure of
health-related quality of life with 52 items and 10 dimen-
sions. Specifically, for socioeconomic status, we used the
“financial support” dimension as an indicator of financial
capital of adolescents and youths [22]. “Social support and
peers” and “Home life” were selected as an indicator of
the social capital of the respondent, since they assess the
following two aspects: (1) the relation with peers consid-
ering the time spent with them, satisfaction with these
relationships, and the level of confidence; and (2) home

life, considering the happiness with family relationships in
home life, family support and availability, and the per-
ception of being loved. As it happens with the rest the
KIDSCREEN dimensions, items are scored using a Rasch
one-parameter logistic model [24]. To facilitate interpre-
tation, Rasch scores were translated into T-values using the
representative sample of the European general population
[24]. Higher scores indicate better resources. The Spanish
version has demonstrated acceptable psychometric prop-
erties [25]. Variables with item examples are shown in
Table 1. The KIDSCREEN-52 instrument was self-
administered to all participating adolescents/youths.

When describing the results about all observed variables
(e.g., home life, mental health of the parents, conduct,
emotional, and hyperactivity problems, among others), we
refer to the measurements done with the instruments used,
which is obviously just an approximation to the theoretical
concept meant to be assessed.

Development of the model

We developed a model to test the effect of selected risk
factors on the presence of specific mental problems in
adolescents/youths. Four guiding principles were taken into
account as previously suggested, the model should: (1)
consider different roles for the variables [26] and use
socioeconomic variables as mediators [27]; (2) be tested
using both parental appraisal and self-reports of mental
health; (3) respect the study timeline; and (4) take into
account the co-occurrence of mental health problems
should be taken into account.

Table 1 Variables and assessment instruments used in the Spanish KIDSCREEN follow-up study

Observed variables Instruments Time data Recall Respondent Item example
collected period
Adolescents’/ Strengths and difficulties Baseline and Previous Parents/proxy and -I try to be nice with other people. I
youths’ mental questionnaire (SDQ) follow-up 6 months adolescents/ care about their feelings
health youths Conduct: lies, fights, temper, steals*
Emotional: fears, worries, clingy,
unhappy, somatic
Hyperactivity: distractible, persistent,
restless, fidgety, reflective
Parents’ mental SE-12,2R Baseline and Previous Parents/proxy Have you felt downhearted and
heath status follow-up week depressed?
Undesirable life Coddington life events Follow-up Previous Adolescents/youths ~ Becoming involved with drugs
events scales (CLES) retrospectively 12 months
Financial support =~ KIDSCREEN dimension Baseline and Previous Adolescents/youths ~ Have you had enough money to do
follow-up week the same things as your friends?
Social support and KIDSCREEN dimension Baseline and Previous Adolescents/youths  Have you and your friends helped
peers follow-up week each other?
Home life KIDSCREEN dimension Baseline and Previous Adolescents/youths ~ Have your parent(s) had enough time
follow-up week for you?
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We included variables available in the KIDSCREEN
follow-up study, selecting risk and mediators reported in
the literature to be related with adolescents’ and youths’
mental health: (a) factors with negative impact such as poor
parents’ mental health status and having experienced
undesirable LEs; (b) socioeconomic mediators in the
presence of risk factors (financial support, social support
and peers, and home life); and (c) socio-demographic
variables (age).

Adolescents’/youths’ mental health was measured at
baseline and follow-up. In both assessments, parents’
reported data were available. In addition, a subsample of
adolescents/youths (those who were older than 11 years at
baseline, N = 260) self-responded their mental health
(SDQ) in both periods. Parents’ mental health status was
reported by parents both at baseline and follow-up. Unde-
sirable LEs were self-reported by adolescents/youths and
were collected only at follow-up. Socioeconomic and
social capital variables were self-reported by the adoles-
cents/youths both at baseline and follow-up.

We had hypothesized that low levels of mental health in
parents would be a risk factor for levels of mental health in
adolescents and youths [28, 29]. Financial support was
hypothesized to positively affect home life and social
support and peers [2]. In addition, we considered that social
support would positively affect relationships with the
family [30]. It was hypothesized that age would have an
effect on relationships with the family and on social sup-
port, as social relations tend to worsen in adolescence [10].
Finally, our hypothesis about the baseline situation was that
family relationships would be directly related to emotional,
conduct, and hyperactivity problems. Previous studies have
highlighted the importance of social relations as being
protective in the presence of risk factors [31], and a direct
effect was hypothesized.

For consistency with the data collection, all the men-
tioned variables were included also at a follow-up level.
LEs happening between the two assessments were included
in this part of the model. In the follow-up level, parents’
mental health, home life, and social support and peers
would be related in the same way as at baseline and that
their mutual influences would also remain. Financial sup-
port was excluded from this part of the model as it
remained very stable between baseline and follow-up. LEs
were hypothesized to be risk factors for mental health
outcomes of adolescents and youths [10, 32]. Since good
family relationships can protect against the possible stress
due to life events [33], we hypothesized that life events
would exert an effect through family relationships. Finally,
we hypothesized that parents’ mental health and family
relationships would affect the mental health of adolescents/
youths at follow-up, these being the ultimate dependent
variables.
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Statistical analysis

Analyses were performed in three steps: (1) a general
model based on parental appraisal of adolescents’ and
youths’ mental health (N = 398), (2) a multigroup test in
the same general model to assess gender differences, and
(3) finally, the same model was tested using self-reported
SDQ scores, which were available for the 260 kids who
were older than 11 at baseline.

We applied structural equation modeling. The estimator
of choice was maximum likelihood with standard errors
estimated using first-order derivatives (MLF). Model fit
was assessed using comparative fit index (CFI > 0.9),
Tucker-Lewis index (TLI > 0.9), and root mean square
error (RMSEA < 0.05). We performed a missing com-
pletely at random (MCAR) test to know whether missing
values were compatible with a pattern of missing com-
pletely at random. Analyses were performed with Mplus
5.2.

Results

The baseline questionnaire was answered by 840 pairs of
adolescents/youths and their corresponding parent, of
whom 454 pairs were followed-up (54 % response rate),
and 398 pairs had sufficient information available to be
included in the present analysis. Missing values were
compatible with a pattern of missing completely at random
(MCAR), (p = 0.33), so there was no evidence indicating
that results would be different if no data were missing.

Table 2 presents the characteristics of the sample at
baseline and follow-up. About 52 % of adolescents/youths
and 76 % of responding parents were female. Boys showed
higher hyperactivity than girls at baseline and follow-up.
At follow-up, boys and girls did not significantly differ on
the mean number of undesirable LEs. Scores for home life
and social support and peers worsened at follow-up for
both boys and girls. Parents’ mental health as assessed by
the SF-12 MCS significantly decreased 2.8 points between
baseline and follow-up.

Figure 1 depicts the model assessing the factors affect-
ing the presence of mental health problems in adolescents
and youths in the general model (using the parental
appraisal of adolescents’/youths’ mental health). Regarding
risk factors, parents’ mental health affected their children’s
mental health both at baseline and follow-up. At baseline,
emotional, conduct, and hyperactivity problems were
negatively influenced by parents’ mental health (f = —
0.17, —0.14, and —0.25, respectively, p < 0.05). At follow-
up, emotional and hyperactivity problems were also neg-
atively influenced by parents’ mental health (f = —0.15
and f = —0.1, respectively, p < 0.01). Undesirable events
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Table 2 Baseline and follow-up characteristics of the study sample. KIDSCREEN follow-up study
Boys—girls difference p value Boys Girls
(two-sided) n=189 n = 209
Mean (SD) SE mean Mean (SD) SE mean
[proportion] [proportion]

Baseline

Adolescents and youths

Age 0.03
Conduct * 0.94
Emotional * 0.09
Hyperactivity * 0.00
Financial resources 0.82
Social support and peers 0.83
Home life 0.52
Parents
Age 0.31
Mother responding 0.35
SF-12 MCS score 0.09
Follow-up

Adolescents and youths

Conduct 0.23
Emotional 0.46
Hyperactivity 0.00
Undesirable life events 0.73
Social support and peers 0.00
Home life 0.80
Parents
SF-12 MCS score 0.02

15.1(2.82) 0.2 15.66 (2.83) 0.2

2.13 (1.15) 0.81 2.21 (0.94) 0.65
1.38 (1.47) 0.1 1.63 (1.68) 0.11
3.95 (2.49) 0.18 271 2.1) 0.14
51.13 (9.57) 0.66 51.34 (8.66) 0.63
54.53 (9.61) 0.66 54.73 (9.59) 0.69
52.39 (8.9) 0.64 51.77 (10.39) 0.71
41.97 (4.69) 0.34 42.46 (4.99) 0.34
(80 %] 0.03 [0.76] 0.03
51.78 (8.89) 0.64 53.1 (6.98) 0.43
2.19 (1.04) 0.07 2.3 (0.98) 0.06
1.64 (1.67) 0.12 1.76 (1.64) 0.11
3.53 (2.47) 0.18 2.37 (1.88) 0.13
59.5 (86.24) 6.27 62.42 (84.38) 5.83
49.96 (8.2) 0.59 52.65 (9.13) 0.63
49.7 (8.8) 0.64 49.93 (9.52) 0.65
46.97 (11.08) 0.8 49.31 (9.14) 0.63

KIDSCREEN follow-up study
* Parental appraisal is reported in all the SDQ values

negatively affected hyperactivity at follow-up (f = 0.09,
p < 0.05). In addition, they showed indirect effects through
home life (f = —0.21, p = 0.05).

Home life had a protective effect on emotional problems
at baseline. There was also an effect of financial support
and social support and peers on adolescents’/youths’
mental health. This effect passed through home life. In
addition, the effect of parents’ mental health also passed
through home life. Increasing age was associated with
worse home life. At follow-up, hyperactivity and conduct
problems were protected by family relations. There were
significant correlations between SDQ scores, especially
between emotional and hyperactivity scores both at base-
line and follow-up.

The overall model explained 44, 10, and 20 % of the
variance in hyperactivity, conduct, and emotional scores,
respectively. The final model showed good fit as indicated
by absolute (x* = 116.82, df = 64) and relative fit indices
(RMSEA = 0.046). Incremental fit indices also showed
excellent values (CFI = 0.94; TLI = 0.92).

Regarding socioeconomic variables, home life was
affected by financial support, social support and peers,
parents’ mental health, and age (p < 0.001). The effect of
parents’ mental health was mediated by home life, and the
protective effect of home life decreased the likelihood of
having an emotional problem [ = —0.21 (SE 0.05)]. The
same was found at follow-up, although the protective effect
was less intense. Also, there were significant protective
effects of home life on conduct [ = —0.1 (SE 0.05)] and
hyperactivity problems [ = —0.09 (SE 0.04)].

The multigroup model testing gender differences yiel-
ded similar model fit and relationships between variables as
the previous model. However, gender differences in
hyperactivity were found, with boys being more prone to
suffer from them. Gender explained more of the variance in
hyperactivity scores (51 %), though no other substantial
difference was detected. When restricting the model in
order to use self-reported SDQ scores (N = 260), the
protective effect of home life became much larger (pro-
tective effect for emotional [ = —0.14 (SE 0.07)] and for
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Fig. 1 Path model of variables that might affect adolescents’ and
youths’ mental health (Standardized coefficients (SE)). KIDSCREEN
follow-up study. Note. Dashed lines represent non-significant paths.
Only significant parameter estimates and their standard errors are

hyperactivity problems [f = —0.2 (SE 0.08)]. Table 3
indicates differences in path coefficients between the
models with two appraisals of the adolescents’ and youths’
mental health. The table also shows R-squared coefficient
that represents the proportion of variance of the variables
under consideration, which is ultimately explained by the
final model. Model fit was much poorer for the model using
self-reported adolescents’/youths’ mental health (CFI:
0.83, TLI: 0.75 and RMSEA: 0.07). Using Lagrange mul-
tiplicators to identify new paths in this model suggested
relationships from home life to undesirable LEs and from
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Conduct (P)

Hyperactivity
(P)

shown. Standardized coefficients and SE are presented. P indicates
that the variable has been answered by parents. A/Y indicates
adolescents’ and youths’ have answered the variables. Goodness of fit
indexes: y2 = 116.81, df=64; CFL: 0.94 TLI: 0.92 RMSEA: 0.046

social support and peers to emotional problems. These
paths significantly increased model fit. Correlation between
emotional and hyperactivity problems was statistically
significant, at follow-up (Table 4).

Discussion
Adolescents’ and youths’ mental health measures are

affected by complex interactions between risk and protec-
tive factors. Our study gives support to previous theoretical
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Table 3 Summary of differences in the parental appraisal and self-reported models of adolescents’ and youths’ mental health [Beta coefficients
(SE) and R?]. KIDSCREEN follow-up study

Outcome Variable Coefficient (SE) R?
Parental report Self-report Parental report Self-report
Baseline
Home life Parents” mental health 0.14 (0.04) 0.14 (0.06) 0.30 (0.06) 0.36 (0.04)
Age —0.29 (0.45) —0.18 (0.07)
Financial support 0.31 (0.04) 0.31 (0.06)
Social support 0.31 (0.04) 0.32 (0.06)
Conduct Parents’ mental health —0.14 (0.06) —0.15 (0.07) 0.05 (0.04) 0.02 (0.01)
Emotional Parents’ mental health —0.21 (0.05) ns 0.11 (0.05) 0.09 (0.02)
Home life —0.17 (0.05) —0.34 (0.08)
Hyperactivity Parents’ mental health —0.25 (0.05) —0.21 (0.11) 0.06 (0.04) 0.06 (0.03)
Follow-up
Home life Home life baseline 0.33 (0.04) 0.41 (0.07) 0.21 (0.05) 0.21 (0.03)
Undesirable events —0.21 (0.05) ns
Social support 0.17 (0.05) ns
Emotional Emotional baseline 0.38 (0.04) 0.50 (0.04) 0.19 (0.05) 0.19 (0.03)
Parents’ mental health —0.15 (0.05) ns
Home life ns —0.14 (0.07)
Conduct Conduct baseline 0.29 (0.04) 0.27 (0.08) 0.09 (0.04) 0.1 (0.03)
Home life —0.1 (0.05) ns
Hyperactivity Hyperactivity baseline 0.63 (0.03) 0.40 (0.07) 0.26 (0.05) 0.45 (0.03)
Parents’ mental health —0.1 (0.04) ns
Undesirable LEs 0.09 (0.04) 0.21 (0.08)
Home life —0.09 (0.04) —0.20 (0.08)
Ns non-significant
Table 4 Product-moment, (phi), and [tetrachoric] correlations between study variables. KIDSCREEN follow-up study
Home life  Social Age Parents’ Financial Undesirable  Sex Hyperactivity ~ Conduct
support and mental health  support and life events
peers peers
Home life 1
Social 0.44%* 1
support and
peers
Age —0.33%* —0.13* 1
Parents’ 0.21%** 0.14* —0.03 1
mental
health
Financial 0.38%* 0.23%%* —0.02 0.05 1
support and
peers
Undesirable —0.07 —-0.12 0.05 —0.08 —0.15%%* 1
life events
Sex 0.02 0.00 —-0.08 —0.09 —0.01 —0.05 1
Hyperactivity — —0.16%* —0.15% —-0.05 —-0.16%* —0.21* 0.24%* (0.49)* 1
Conduct —0.15* —0.11 —0.01 —0.26%* —0.15 0.18** (0.14) [0.46]** 1
Emotional —0.23%* —0.23%* 0.11  —0.16%* —0.25% 0.15* (—=0.02) [0.66]** [0.52]**

N = 398; * p < 0.05; ** p < 0.01
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models indicating that parents’ mental health is a major
risk factor [2, 3, 34]. Undesirable LEs are also risk factors,
but they show smaller effects than parents’ mental health.
Our results also show the risk associated to a poor rela-
tionship with the family members and suggest that it would
be important to focus on family support when trying to
prevent mental health problems in children. Nevertheless,
the importance of this factor (poor relations) varied
depending on who was reporting the adolescents’/youths’
mental health, and this issue deserves further research.

When interpreting our findings, certain limitations of the
study should be taken into account. First, the response rate
at follow-up was relatively low (54 %), which is usually
the case in postal surveys [13, 14]. Nevertheless, the
sample analyzed was shown to be representative of the
Spanish population [15]. Secondly, self-report measures of
adolescents’/youths’ mental health were only available in a
subsample, thus lowering statistical power and limiting the
generalizability of results. Thirdly, although the SDQ is a
well-established instrument, its sensitivity and positive
predictive values may be low for community samples [16].
In addition, although the psychometric properties of the
SDQ have been widely tested [16, 35, 36], we did not have
previous information about the internal consistency of the
independent scales. Also, the SDQ had been originally
developed for adolescents up to age 16, while our sample
included youths aged 21. The same happens with the
KIDSCREEN questionnaire. However, feasibility of the
instruments application was demonstrated in the KID-
SCREEN pilot study, and guaranteed its appropriate
functioning among older population [15]. Finally, the life
events measure was not included at baseline, because of the
lack of scales availability in Spanish at that time.

Among the strengths of this study, we should emphasize
that our results are based on a representative sample of the
general population, and hence allow generalization of the
observations as they are less prone to selection bias. Also
the longitudinal design allows disentangle some time-
dependent threats to causality, which typically limit cross-
sectional designs [4, 31]. And, importantly, our model
included a wide array of factors and relationships previ-
ously reported as influencing mental health problems [4,
37].

The parents who reported to have worse mental health
status tended to attribute more mental health problems to
their offspring. According to our results, a decrement of 12
points in parents’ mental health measured with the SF-12
mental component summary (MCS), which is equivalent to
1.33 SD, is associated to an increment of emotional scores
of 0.2 SD in kids. A decrease of 25 points (2 SD) in the
parents’ MCS would imply an increase of adolescents’/
youths’ emotional problem scores by 0.5 SD, which is
considered a clinically important difference [38]. This
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finding, consistent with previous literature, is particularly
important due to the a high prevalence of poor mental
health in adults [39]. In our sample, poor SF-12 scores
were present in about more than 10 % of the parents (most
of them mothers). While the effect of mothers had been
widely reported, there is a lack of studies measuring spe-
cific parent disorders and their effect on mental health in
adolescents. Such studies would be expected to contribute
identifying the disorders that have the highest influence,
thereby facilitating targeting patients for potential pre-
ventive interventions.

Adolescents/youths reporting having experienced severe
undesirable events or a combination of several LEs were at
risk of hyperactivity problems. This association is espe-
cially true for boys, who show higher prevalence of these
problems and seem to be more affected by undesirable
events than girls [40]. This effect is reported to be
improved when parental depression and negative environ-
mental influences take place simultaneously [32]. While
the relation between life events and depression is well
documented, the typologies of LEs have not often been
considered [32], and differential effects have not been
properly assessed [41]. In our study, and in consonance
with previous studies, only undesirable events had signifi-
cant effects [40]. These results reinforce the necessity of
protecting young ones when undesirable events are expe-
rienced [37].

Socioeconomic factors showed positive effects in the
model, indicating that mental health would benefit from
social and financial support. In our sample, the variable
having most influence on adolescents’/youths’ mental
health was home life: it explained a considerable propor-
tion of the variance, and it was a node from which other
variables acted. This suggests that special attention should
be devoted to home life. This involves family cohesion,
parents’ availability, and the perception of adolescents of
being supported by them, in the prevention of mental
health problems in adolescents/youths.

Consistent with previous reports, age was found to affect
home life: as adolescents grow, their family relations tend
to get worse. Including a broad age range (i.e., adolescence
and youth) allowed us to identify vulnerable lifetime
periods previously not sufficiently studied. Previous studies
have mainly focused on pubertal transition [32, 42]. Our
results also suggest post-adolescence as a vulnerable per-
iod. In the case of gender, the multigroup model test
indicated that there were no gender differences in emo-
tional and conduct problems [26, 43]. However, boys
present more hyperactivity problems than girls [44]. Con-
trary to our expectations, females did not show any trend of
association with any mental health problem. Nevertheless,
girls are three times less likely than boys to exhibit
symptoms of attention difficulties and hyperactivity [37]
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and have better scores in relations with peers, which have
been identified as a resilience factor in girls [37]. This is
also the case in our study and suggests that females are
more protected against risk factors.

The main difference found depending on the informant of
the adolescents’/youths’ mental health status is the modifi-
cation (amplification) of the effect. This modification due to
different informants is an important finding. Previous litera-
ture suggests that parents cannot assess their children well, and
they also tend to overestimate problems when their children
have mental health or other health-related problems [45, 46].
Our results shed light on respondent characteristics and sug-
gest differences in perceptions, which can be important for
treatment decisions. Considering that the use of mental health
services usually follows parental demands, our results suggest
the importance of taking into consideration adolescents’
reports because home life has a bigger protective effect when
adolescents’ and youths’ reports are used. This finding is
consistent with the suggestion that family relations in home
life are most relevant in the presence of risk factors where
strained relations may act as stressors [47].

In summary, our results suggest that attention should be
devoted to family support in order to prevent mental health
problems in adolescents/youths. The present study high-
lights the importance of focusing on home life based on the
promotion of family cohesion, parents’ availability, and the
perception of adolescents of being loved and supported,
when trying to prevent mental health problems among the
adolescents/youths. Both financial and social resources of
the family are important protective factors. But there still
remains the need to explore in more depth the reasons why
the role of home life and peer support varies depending on
the informant of mental health status.

Acknowledgments This research was supported by FIS Expt.
P1042315, DURSI-GENCAT (2005-SGR-00491) and Ministerio de
Ciencia e Innovacion FSE (JCI-2009-05486). The authors want to
acknowledge Aurea Martin Morris and Dave McFarlane for their
assistance in the elaboration of the manuscript.

References

1. Beck, C. T. (1999). Maternal depression and child behaviour
problems: A meta-analysis. Journal of Advanced Nursing, 29(3),
623-629.

2. Elgar, F. J., McGrath, P. J., Waschbusch, D. A., Stewart, S. H., &
Curtis, L. J. (2004). Mutual influences on maternal depression
and child adjustment problems. Clinical Psychology Review,
24(4), 441-459.

3. Birmaher, B., Ryan, N. D., Williamson, D. E., Brent, D. A.,
Kaufman, J., Dahl, R. E., et al. (1996). Childhood and adolescent
depression: A review of the past 10 years. Part 1. Journal of the
American Academy of Child and Adolescent Psychiatry, 35(11),
1427-1439.

4. Herwig, J. E., Wirtz, M., & Bengel, J. (2004). Depression, part-
nership, social support, and parenting: Interaction of maternal

10.

12.

13.

15.

16.

17.

18.

19.

20.

21.

factors with behavioral problems of the child. Journal of Affective
Disorders, 80(2-3), 199-208.

. Brennan, P. A., Le Brocque, R., & Hammen, C. (2003). Maternal

depression, parent-child relationships, and resilient outcomes in
adolescence. Journal of the American Academy of Child and
Adolescent Psychiatry, 42(12), 1469-14717.

. Forrest, C. B., & Riley, A. W. (2004). Childhood origins of adult

health: A basis for life-course health policy. Health Affairs, 23(5),
155-164.

. Gilman, S. E., Kawachi, 1., Fitzmaurice, G. M., & Buka, S. L.

(2002). Socioeconomic status in childhood and the lifetime risk
of major depression. International Journal of Epidemiology,
31(2), 359-367.

. Lung, F. W., Shu, B. C,, Chiang, T. L., & Lin, S. J. (2010).

Maternal mental health and childrearing context in the develop-
ment of children at 6, 18 and 36 months: A Taiwan birth cohort
pilot study. Child: Care, Health & Development, 37(2):211-223.

. Muris, P., Meesters, C., & van den, B. F. (2003). The strengths

and difficulties questionnaire (SDQ)—further evidence for its
reliability and validity in a community sample of Dutch children
and adolescents. European Child and Adolescent Psychiatry,
12(1), 1-8.

Ford, T., Collishaw, S., Meltzer, H., & Goodman, R. (2007). A
prospective study of childhood psychopathology: Independent
predictors of change over three years. Social Psychiatry and
Psychiatric Epidemiology, 42(12), 953-961.

. Goodman, R., Meltzer, H., & Bailey, V. (2003). The strengths

and difficulties questionnaire: A pilot study on the validity of the
self-report version. International Review of Psychiatry, 15(1-2),
173-177.

Berra, S., Ravens-Sieberer, U., Erhart, M., Tebe, C., Bisegger, C.,
Duer, W., et al. (2007). Methods and representativeness of a
European survey in children and adolescents: The KIDSCREEN
study. BMC Public Health, 7, 182-193.

Hawley, C. A., Ward, A. B., Magnay, A. R., & Long, J. (2004).
Outcomes following childhood head injury: A population study.
Journal of Neurology, Neurosurgery and Psychiatry, 75(5),
737-742.

. Honkalampi, K., Hintikka, J., Haatainen, K., Koivumaa-Honka-

nen, H., Tanskanen, A., & Viinamaki, H. (2005). Adverse
childhood experiences, stressful life events or demographic fac-
tors: Which are important in women’s depression? A 2-year
follow-up population study. Australian and New Zealand Journal
of Psychiatry, 39(7), 627-632.

Palacio-Vieira, J. A., Villalonga-Olives, E., Alonso, J., Valderas,
J. M., Herdman, M., Espallargues, M., et al. (2010). Brief report:
The KIDSCREEN follow-up study on health-related quality of
life (HRQoL) in Spanish children and adolescents. Pilot test and
representativeness. Journal of Adolescence, 33(1), 227-231.
Goodman, R. (2001). Psychometric properties of the strengths
and difficulties questionnaire. Journal of the American Academy
of Child and Adolescent Psychiatry, 40(11), 1337-1345.

Marsh, H. W., Craven, R., & Debus, R. (1998). Structure, stability,
and development of young children’s self-concepts: A multicohort-
multioccasion study. Child Development, 69(4), 1030-1053.
Ware, J., Jr, Kosinski, M., & Keller, S. D. (1996). A 12-item
short-form health survey: Construction of scales and preliminary
tests of reliability and validity. Medical Care, 34(3), 220-233.
Vilagut, G., Ferrer, M., Rajmil, L., Rebollo, P., Permanyer-Mir-
alda, G., Quintana, J. M., et al. (2005). The Spanish version of the
short form 36 health survey: A decade of experience and new
developments. Gaceta Sanitaria, 19(2), 135-150.

Coddington, R. D. (1999). Coddington life events scales (CLES)
technical manual. Toronto: Multi Health Systems.
Villalonga-Olives, E., Valderas, J. M., Palacio-Vieira, J. A.,
Herdman, M., Rajmil, L., & Alonso, J. (2008). The adaptation

@ Springer



622

Qual Life Res (2013) 22:613-622

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

into Spanish of the Coddington life events scales (CLES). Quality
of Life Research, 17(3), 447-452.

Coleman, J. S. (1988). Social capital in the creation of human-
capital. American Journal of Sociology, 94, S95-S120.
Ravens-Sieberer, U., Gosch, A., Rajmil, L., Erhart, M., Bruil, J.,
Power, M., et al. (2008). The KIDSCREEN-52 quality of life
measure for children and adolescents: Psychometric results from
a cross-cultural survey in 13 European countries. Value in Health,
11(4), 645-658.

The KIDSCREEN Group Europe 2006. (2008). The KIDSCREEN
questionnaires. Lengerich: Handbook Pabst Science Publishers.
Aymerich, M., Berra, S., Guillamon, I., Herdman, M., Alonso, J.,
Ravens-Sieberer, U., et al. (2005). Development of the Spanish
version of the KIDSCREEN, a health-related quality of life
instrument for children and adolescents. Gaceta Sanitaria, 19(2),
93-102.

Goodman, S. H., & Gotlib, I. H. (1999). Risk for psychopathol-
ogy in the children of depressed mothers: A developmental model
for understanding mechanisms of transmission. Psychological
Review, 106(3), 458-490.

Piko, B., & Luszczynska, A. (2010). Social inequalities in ado-
lescent depression: Social support and optimism as mediators?
Psychiatria Hungarica, 25(3), 233-242.

Ashiabi, G. S., & O’neal, K. K. (2007). Children’s health status:
Examining the associations among income poverty, material
hardship, and parental factors. PLoS ONE, 2(9), €940.
Pilowsky, D. J., Wickramaratne, P. J., Rush, A. J., Hughes, C. W.,
Garber, J., Malloy, E., et al. (2006). Children of currently
depressed mothers: A STAR*D ancillary study. Journal of
Clinical Psychiatry, 67(1), 126-136.

De Silva, M. J., Huttly, S. R., Harpham, T., & Kenward, M. G.
(2007). Social capital and mental health: A comparative analysis
of four low income countries. Social Science and Medicine,
64(1), 5-20.

Ashiabi, G. S., & O’neal, K. K. (2007). Children’s health status:
Examining the associations among income poverty, material
hardship, and parental factors. PLoS ONE, 2(9), e940.

Bouma, E. M., Ormel, J., Verhulst, F. C., & Oldehinkel, A. J.
(2008). Stressful life events and depressive problems in early
adolescent boys and girls: The influence of parental depression,
temperament and family environment. Journal of Affective Dis-
orders, 105(1-3), 185-193.

Compas, B. E., Wagner, B. M., Slavin, L. A., & Vannatta, K.
(1986). A prospective study of life events, social support, and
psychological symptomatology during the transition from high
school to college. American Journal of Community Psychology,
14(3), 241-257.

Birmaher, B., Ryan, N. D., Williamson, D. E., Brent, D. A, &
Kaufman, J. (1996). Childhood and adolescent depression: A
review of the past 10 years. Part II. Journal of the American

@ Springer

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

Academy of Child and Adolescent
1575-1583.

Marzocchi, G. M., Capron, C., Di Pietro, M., Duran, T. E., Du-
yme, M., Frigerio, A. et al. (2004). The use of the strengths and
difficulties questionnaire (SDQ) in Southern European countries.
European Child & Adolescent Psychiatry, 13(suppl 2), 1140-1146.
Molinuevo A. B. (2008). Actividades extraescolares y salud
mental: estudio en su relacion de poblacion escolar de primaria.
Departament de Psiquiatria i Medicina Legal, Universitat Auto-
noma de Barcelona (UAB). Director: Rafael Torrubia Beltri.
Available at: http://www.tdx.cat/TDX-1120108-154652.
MacPhee, A. R., & Andrews, J. J. (2006). Risk factors for
depression in early adolescence. Adolescence, 41(163), 435-466.
Norman, G. R., Sridhar, F. G., Guyatt, G. H., & Walter, S. D.
(2001). Relation of distribution- and anchor-based approaches in
interpretation of changes in health-related quality of life. Medical
Care, 39(10), 1039-1047.

Alonso, J., & Lepine, J. P. (2007). Overview of key data from the
European study of the epidemiology of mental disorders (ESE-
MeD). Journal of Clinical Psychiatry, 68(suppl 2), 3-9.
Villalonga-Olives, E., Vilagut, G., Rojas-Farreras, S., Palacio, J.
A., Valderas, J. M., Herdman, M., et al. (2010). Impact of recent
life events on the health related quality of life of adolescents and
youths: The role of gender and life events typologies in a follow-
up study. Health Qual Life Outcomes, 8(1), 71-79.

Almeida, D. M., Wethington, E., & Kessler, R. C. (2002). The
daily inventory of stressful events: An interview-based approach
for measuring daily stressors. Assessment, 9(1), 41-55.

Flouri, E. (2008). Fathering and adolescents’ psychological adjust-
ment: The role of fathers’ involvement, residence and biology status.
Child: Care, Health & Development, 34(2), 152-161.

McLeod, B. D., Weisz, J. R., & Wood, J. J. (2007). Examining
the association between parenting and childhood depression: A
meta-analysis. Clinical Psychology Review, 27(8), 986—1003.
Elgar, F. J., Mills, R. S., McGrath, P. J., Waschbusch, D. A., &
Brownridge, D. A. (2007). Maternal and paternal depressive
symptoms and child maladjustment: The mediating role of
parental behavior. Journal of Abnormal Child Psychology, 35(6),
943-955.

Deimann, P., & Kastner-Koller, U. (2011). Matternal evaluations
of young children’s developmental status: A comparison of
clinic- and non-clinic-groups. Psychological Test and Assessment
Modeling, 53(2), 214-2217.

Williger, U., Schaunig, I., Jantscher, S., Schmoeger, M., Loader,
B., Kummer, C., et al. (2011). Mothers’ estimates of their pre-
school children and parenting stress. Psychological Test and
Assessment Modeling, 53(2), 228-240.

Brolin, L. S., & Ostberg, V. (2006). The pros and cons of social
relations: An analysis of adolescents’ health complaints. Social
Science and Medicine, 63(3), 611-623.

Psychiatry, 35(12),


http://www.tdx.cat/TDX-1120108-154652

	Environmental risk and protective factors of adolescents’ and youths’ mental health: differences between parents’ appraisal and self-reports
	Abstract
	Purpose
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Design and sample
	Measures
	Adolescents’/youth’s mental health
	Parents’ mental health status

	Life events
	Socioeconomic status and social capital

	Development of the model
	Statistical analysis

	Results
	Discussion
	Acknowledgments
	References


