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Abstract 

Aim:  To provide a systematic review of the evidence regarding the impact of 

paediatric brain injury on friendship and social participation. 

Method: The search used Ovid MEDLINE, Embase, PsychINFO and Web of 

Science databases and hand searched a key journal. Ten papers met inclusion 

criteria, five relating to friendship and five to social participation. The 

methodological quality of the articles was rated using set criteria. 

Results: Four of the ten papers were rated as high quality. The main results 

showed that social participation decreased following brain injury and greater injury 

severity was associated with less participation. Three studies found that friendship 

networks remained the same; however two papers noted there were changes in 

friendship quality.  

Conclusions:  Brain injury has a negative impact on social participation in 

children and young people. Although the results on friendship are mixed, 

emotional problems amongst the brain injury group may cause difficulties in 

developing relationships over time. Further longitudinal studies may provide a 

greater understanding of this issue. 

 

Keywords: Friendship, social participation, brain injury, children  
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Introduction 

The importance of developing and maintaining friendships and positive peer 

relationships during childhood and adolescence is well-understood; social skills 

and positive peer relationships have been linked to well-being [1]. Guralnick [2] 

found that increased social isolation from peers poses a significant threat to 

children‟s mental health in the short and long-term. Peer relationships during 

adolescence were seen to be more protective of depressive symptoms than 

parental relationships [3]. The development of friendship can be regarded as 

inextricably linked to the contact and time that children spend together. This 

personal and social interaction is directly connected to the concept of social 

participation, where the focus is on the child‟s functioning in social situations as 

outlined in Beauchamp and Anderson‟s [4] social model. 

 

Participation is defined by the World Health Organisation as involvement in life 

situations [5] and it is linked to improved quality of life (QoL) for children with and 

without disabilities [6]. Participation happens in a variety of settings, including 

school, play, and learning. Increasing participation is an important part of the 

rehabilitation process following an acquired brain injury (ABI) [7]. 

 

ABI can be defined as any form of injury that is sustained by the brain after birth. It 

is relatively common with a prevalence rate of approximately one in 30 school 

aged children in the UK [8]. ABI can result from a traumatic or non traumatic event.  

A Traumatic Brain Injury (TBI) could be due to falls or road traffic accidents and 

non traumatic causes could be due to a stroke or tumour. TBI is the most common 
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form of ABI in children [9] and is the primary cause of death and disability in young 

people [10].  

 

Many changes in functioning are evident following ABI in children. Significant 

changes in emotional and social behaviour have been noted [11]. In Fletcher et 

al.‟s [12] longitudinal study, changes in adaptive behaviour and a decrease in 

social participation were found amongst 45 children with mild, moderate or severe 

brain injuries at six and 12 month follow-up. However, the results were solely 

based on parental reports. Beyond this a variety of cognitive deficits, following 

more severe injuries have been reported [13]. Problems of adapting behaviour in 

different situations were noted for boys; however here there was a gender 

imbalance in the cohort (70% male), and severe injuries were more common 

amongst the youngest children [14].   

 

Many brain regions may be damaged after paediatric ABI; likely damage to a 

network of mainly frontal and temporal brain areas [15] have been implicated in 

two reviews of the literature on social cognition [16,17].  Social cognition is 

required when interacting in relationships. It is based on the ability to process 

others‟ behaviours, intentions and beliefs [17] and relies on the integrated activity 

of a network of brain regions. For example in perceiving faces the fusiformgyrus 

[18], the superior temporal sulcus [19] and the amygdala [20] are implicated. The 

processing of emotional stimuli [21], error monitoring and selecting from competing 

responses [22] involve areas of the frontal region of the brain, the anterior 

singulate. Lastly three pre frontal regions are involved in decision making in 

emotional situations [23], responding to rewards [24] and theory of mind [25]. 
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Given the likely injury to key brain areas involved in social cognition, the 

importance of considering the child‟s social relationships following ABI is clear. 

This is paramount when taking into account that competence in the social domain 

is a main predictor of several outcomes such as health status, academic 

performance and psychological adjustment [26, 27]. The link between poor social 

functioning and potential reductions in QoL among children after TBI have also 

been noted in a systematic review [28]. This review focused specifically on the 

QoL indicators following TBI in children and adolescent groups. 

 

Severe TBI in children and adults can also lead to social isolation [29]. Kozloff [30] 

interviewed 37 severely head injured individuals ranging from 12 to 60 years, and 

39 of their significant others, with a focus on social support systems. Results 

highlighted a decrease in recreational interactions and a feeling of isolation. This 

lack of participation may impede the opportunities to learn new skills. Many skills 

are acquired through involvement in leisure and recreational activities [31]. 

Anderson and Catroppa‟s review [32] noted that the rate of acquisition of new 

skills could be slower than average for children after ABI and the delay in acquiring 

skills could have a long term deleterious effect impacting on a variety of 

developmental areas. In a longitudinal study of 40 children with mild, moderate 

and severe TBI and matched controls, a significant negative correlation between 

the overall rate of recovery of skills and injury severity was found [33]. In light of 

these findings the objective of enhancing and supporting participation for children 

after ABI is paramount [7].   
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A systematic review by Rosema et al looking at paediatric TBI has shown that 

such poor social adjustment persists over time [34]. This review examined the 

nature of social dysfunction in children with TBI, including their friendships and 

recreational interactions with different groups. It was noted that emotional distress 

may result from disrupted relationships due to impaired social skills following TBI. 

However the focus of the review was social dysfunction, not social participation or 

friendship. Social dysfunction refers to problems operating in a social environment 

when relying on social skills. Social participation refers to the social activities that a 

child engages in.  Although the study refers to friendship it did not conduct an in 

depth review of this literature, which the current review endeavours to do.  

 

Given the long term consequences of childhood ABI, the importance of 

researching the friendship quality and social participation of children following ABI 

is clear and as such a systematic review is warranted. This will include children 

who sustained an ABI due to traumatic and non traumatic causes; both are 

considered as the research solely on TBI was limited and it is possible that the 

sequelae for TBI as a subset of ABI, is similar. It will specifically examine 

friendship networks and social participation for children after ABI.  Both are linked 

in so far as friendship involves interactions with others, as does social 

participation. This is highly relevant as it can inform care and perhaps lead to more 

of a focus on the psycho-social aspects post injury, which are essential to the 

child‟s QoL and longer term outcomes.  
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Research question  

What is the evidence that ABI has an impact on children‟s friendships and social 

participation? 

Method  

Search strategy 

Ovid MEDLINE, Embase, PsychINFO and Web of Science were searched for 

relevant studies in January 2014.  The terms „brain injury‟ and „friends‟ were 

mapped and exploded. Specific key words were used: (1) (acquired brain injur* or 

acquired head injur* or traumatic brain injur* or traumatic head injur*), (2) (friend* 

or friendship or peer* or peer group or social interaction or social participation or 

social integration or social reintegration). When there was not an option to limit the 

search to under 18 years, the following keywords were used: (3) (infan* or child* or 

adolescen* or teenag* or youth or pediatric or paediatric). The symbol * represents 

a database operator which signifies potential extra letters in the term to be 

included in the search. 

The three searches were then combined using „AND‟.  A flow diagram of the 

results is displayed in figure 1. Nine hundred and eight papers which were 

published in or before the second week of January 2014 were obtained. 

Duplicates were removed leaving 650 articles. Inclusion and exclusion criteria 

were applied. Inclusion criteria were: (1) studies that investigated friendship or 

social participation after ABI (2) participants from birth to 18 years of age at the 

time of the study. Papers were excluded if they were (1) review articles, 
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conference abstracts, single case studies, book chapters, unpublished 

dissertations, non-peer reviewed publications, (2) non- English language papers.  

Five hundred and ninety-seven papers were excluded based on the title and 38 

articles were removed as their abstracts did not meet the specified criteria. On 

reading the full remaining 15 papers, five were excluded for the reasons outlined in 

figure 1. A hand search of the journal „Brain Injury‟ over the past three years was 

performed as this yielded the most relevant papers in the computerised search. No 

further articles were identified. The reference sections of the ten selected articles 

were inspected to identify potential studies to include; none were found. 
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Figure 1. Flow diagram showing the process of selection. 

 

                                                                                                                                                                                   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

908 papers were obtained from the computerised database searches. 

 

Embase – 307, Medline – 195, PsychInfo – 177, Web of Science - 229 

 

258 duplicates were removed, leaving 650 articles 

597 papers were excluded based on the title alone, leaving 53 articles 

Two reviewers (author and Psychiatrist colleague) checked the 

abstracts for inclusion and exclusion criteria.  

n = 38 - excluded based on the abstract.  

n= 15 - papers remained. 

On reading the full papers, a further 5 were excluded, for the following reasons: 

● n = 4 included adult participants 

● n = 1 did not measure social participation or friendship 

 

Each of the 10 papers methodological quality was rated using a specific set of criteria 

Friendship:   5 articles 

Social participation:  5 articles  
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Methodological appraisal of included studies 

All abstracts were rated by the author and an independent reviewer (Psychiatrist 

colleague). The author developed a measure to assess the quality of the papers 

(Appendix 1.2). It was based on the Clinical Trial Assessment Measure (CTAM) 

[35], an appraisal tool used in a systematic review [36], the Strengthening the 

Reporting of Observational studies in Epidemiology (STROBE) statement [37], a 

checklist of items to be included in reports of observational studies and 

Consolidated Standards of Reporting Trials (CONSORT) guidelines [38]. Criteria 

specific to paediatric ABI and highlighted within the literature were included. The 

checklist contained 24 items covering the sample, measures, analysis and results.  

These were rated 0 or 1 („1‟ if criteria was met, „0‟ if not) excluding question five 

which was rated 0, 1, or 2 depending on the sample. Each paper was rated out of 

25. Those that met 75% of the criteria (scoring 19 or above) were rated as „high‟ 

quality, those between 50% and 75% (scoring 13-18) were „moderate‟ and those 

less than 50% (scoring 12 and under) were of „low‟ quality. 

 

The analytical tool allowed for a general rating of quality to be provided. The 

reliability of the tool was assessed, an independent reviewer (Trainee Clinical 

Psychologist) using the same checklist rated five of the papers across friendship 

and social participation. The overall agreement between the raters was 91%. 

Differences in ratings were resolved by discussion. 
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Results 

Ten papers were selected for review.  

Friendship results 
 

Five articles related to friendship after TBI in children; four papers were between 

group designs [39-42] and one was a retrospective relational study [43]. These five 

articles had a total of 439 participants aged between seven and 17. One hundred 

and seventy-nine had a TBI, 12 had an ABI of another cause and 248 were 

controls. The time since injury ranged from six months to seven years, one month. 

Two of the friendship studies were rated as „high‟ methodological quality [39, 40] 

and three were of „moderate‟ quality [41-43].  

Table 1 displays the methodological ratings for the friendship studies. 
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Table 1. Description and methodological quality ratings of included studies: friendship outcomes 

Study and 
quality 
rating 

Study 
description 

Total number 
of participants 

Brain 
Injured  

Controls Age 
range 

Sex, Injury severity, time 
since injury 

Measures
a
 Findings 

Tonks et al. 
[39] 

84% high 

Comparative 
design  

Explored peer 
relationships and 
emotional 
distress after ABI 
and in controls.  

Parents of 204 
children 

40 137 healthy 
children 

27 MH
b
 

8-17 88/89 MF
C
 

MH sex unknown 

Moderate – Severe ABI 

mean time post injury - 6.4 yrs. 

Background 
questionnaire 
SDQ (Parents) 

ABI children had more 
peer relationship 
difficulties and emotional 
distress than healthy 
controls. 

No significant difference 
between ABI and CAMHS 
group. 

Ross et al. 
[40] 

76% high 

Between groups  

Examined 
friendship after 
TBI 

28 14 14 non injured 7-13 TBI - 10/4 MF 

Moderate or severe TBI  

6mths - 6.4 yrs post injury.  

Age at injury 3.5- 12yrs.  

FQQ, LSDS 
(Child) 

 

PIC – 2, SDQ 

(Parents) 

SDQ greater total, 
emotional and 
hyperactivity difficulties 
scores for TBI group. 

No significant difference 
on measures completed 
by children and PIC-2. 

Bohnert et al. 
[41] 

68% 
moderate 

Comparative 
design  

Explored  
children‟s 
friendship 
networks   

44 22 22 non injured – if 
more than one 
comparison child 
provided best 
match, data from 2 
were averaged 

8.2 - 
15.11  

17 /5 MF  

Severe TBI  - N = 15  

Time post injury - 11 mths – 
7.1yrs  

Mean age at injury - 8.94 yrs.  

PSND, 
FCBFC, FQQ, 
(child) 

RCC (parent) 

 

Parents rated TBI group 
less socially competent 
than controls. TBI children 
reported comparable 
friendship networks. 

Girls more likely to have 
friendships that pre dated 
injury. These gender 
differences were 
significant. 
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a  Title of outcome measures:  Friendship quality questionnaire- revised (FQQ), Loneliness and social dissatisfaction scale (LSDS), Personality inventory for 
children- 2nd edition (PIC), Strengths and difficulties questionnaire (SDQ), Extended class play (ECP), Peer Acceptance Ratings (PAR), Best Friend 
Nominations (BFN), Peer Social Support Network Diagram (PSND). Frequency of contact with best friend Checklist (FCBFC), Ratings of Childs Competence 
(RCC), The Child Behaviour Checklist (CBCL). 
 b Mental Health (MH), Orthopaedic Injury (OI), C Male/Female (MF)

Study and 
quality 
rating 

Study 
description 

Total number 
of participants 

Brain 
Injured  

Controls Age 
range 

Sex, Injury severity, time 
since injury 

Measures
a
 Findings 

Yeates et al. 
[42] 

68% 
moderate 

Between groups 
design.  

Examined peer 
relationships in 
TBI relative to 
controls.  

87 55 32 OI
b
 8-13 53/34 MF 

Severe – N = 15 

Complicated mild/moderate – 
N = 40 

12 - 63 months post injury 

Mean age at injury = 7.7 yrs 

ECP, PAR, 
BFN (Child) 

Severe TBI group higher 
in rejection victimisation 
and less likely to have a 
mutual friend than 
controls. 

No significant group 
differences on PAR or 
BFN found.  

Prigatano & 
Gupta [43] 

64% 
moderate 

Retrospective 
relational study.  

Parental 
perspectives of 
recovery after 
TBI  

76 Parents  60 16 OI
b
 7-14 47/29 MF 

Severe N = 14 

Moderate N = 10 

Mild N = 36  

Time post injury  11 mths – 
7.1yrs  

Mean age at injury – 9.58 

 

CBCL 
(Parents) 

75% of controls, 39 % of 
mild TBI, 20% of 
moderate TBI, and 14% of 
severe TBI children 
reportedly had 4 or more 
friends.  

Analysis of group 
membership and number 
of friends was significant. 
However relationship 
between injury severity 
and number of friends 
was partially supported. 
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High Quality 

Tonks et al. [39] used a comparative design to look at peer relationships and 

emotional distress in children with ABI, healthy children and mental health 

controls. They found that the ABI group had significantly more peer 

relationship difficulties and emotional distress than controls, as measured by 

the Parent‟s Strengths and Difficulties Questionnaire (SDQ) [44]. No 

significant difference was found between ABI children and those accessing 

Child and Adolescent Mental Health Services (CAMHS). No specific 

information was given about the CAMHS mental health attendees problems; 

however Tonks et al. [39] noted that the sample was typical of those using this 

service. Not accounting for age at injury is a limitation of this study as 

outcomes may vary depending on age [39]. They failed to provide a clear 

description of injury severity and to consider the differences between 

traumatic and non traumatic ABI. The numbers of individuals at each stage 

e.g. eligible, included, dropped out etc. were not given. However many 

strengths were noted; the rationale, hypothesis, inclusion/exclusion criteria, 

matching criteria and participant characteristics were adequately described.  

Ross et al [40] using a between groups design compared friendship quality, 

rates of loneliness and psychosocial functioning in children after TBI and non 

injured controls. All children completed the Friendship Quality Questionnaire–

Revised [45] and the Loneliness and Social Dissatisfaction Scale (LSDS) [46, 

47]. The main caregiver completed the Personality Inventory for Children–2nd 

edition (PIC-2) [48] and the SDQ [44].  No significant differences or difficulties 

were found on measures rated by children. The TBI caregiver group perceived 

the children as having significantly greater emotional and hyperactivity 
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difficulties than controls. There was a clear rationale, hypothesis, 

inclusion/exclusion criteria in this study. The characteristics of the participants 

and their controls matched for gender and age were detailed. The injury 

severity was specified but did not contribute to the analysis.  

 

Moderate Quality 

A comparative design was used by Bohnert et al. [41] to explore the size and 

composition of children‟s friendship networks and features of their best 

friendship. Children completed the Peer Social Support Network Diagram 

(PSND) [49], Frequency of contact with best friend Checklist (FCBFC) [49] 

and FQQ [45]. Parents completed the Ratings of Child's Competence (RCC) 

[50] and a method of paired comparisons (developmental issues) was 

employed with both children and parents. Results showed that children with 

TBI were significantly less socially competent than controls according to 

parents; they also reported that children with more severe injuries had greater 

difficulty developing intimacy in friendships.  Children who had been injured at 

a younger age reported more conflict within their closest friendships.  

However children with TBI reported having comparable friendship networks. 

Significant differences in friendship maintenance were found with girls more 

likely than boys to have friendships that pre dated the injury. However this is 

based on a small sample size (17/5 gender split in favour of males). There 

were also very few children that had experienced a mild TBI in the study and 

as such the generalisability of the results are questionable. No information 

regarding premorbid functioning is provided.  The number of individuals at 
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each stage e.g. eligible, approached, participated etc. was not established. 

Lastly the participant characteristics, the rationale and hypothesis, 

inclusion/exclusion criteria and time since injury were described. 

Yeates et al. [42] utilised a between groups design to examine peer 

relationships in children with TBI relative to Orthopaedic Injury controls. Three 

classroom measures were administered to all groups. Severe TBI children 

were higher on rejection victimisation than controls and were less likely to 

have a mutual friend. There was no difference on self-report ratings namely 

peer acceptance ratings or the number of best friend nominations. Limitations 

include the small sample of the severe TBI group, limited information on the 

children‟s pre-injury relationships, and matching criteria for the controls not 

explained. A clear rationale, hypothesis and inclusion/exclusion criteria were 

described. Information regarding injury severity, time since injury, participant 

characteristics and numbers of participants at each stage of the study e.g. 

eligible, approached etc. was given. 

A retrospective relational study by Prigatano and Gupta [43] focused on 

parental perspectives of recovery following TBI in school aged children using 

the Child Behaviour Checklist (CBCL) [51]. Results found that 75% of 

controls, 39% of the mild TBI group, 20% of the moderate TBI group, and 14% 

of the severe TBI group had four or more friends. Glasgow Coma Scale 

(GCS) score [52] at admission positively correlated with the number of friends 

post-acutely reported by parents. Higher scores on this measure relate to less 

injury severity. Limitations include the lack of information regarding the 

number of pre-injury close friendships, no clear description of the matching 

criteria and characteristics of the participants and no information about the 
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number of participants that were eligible, approached and participated. 

However the study does present a clear rationale, hypothesis and 

inclusion/exclusion criteria alongside specifying injury severity. 

 
Social participation results 
 

Five articles were relevant to social participation after ABI in children. Two of 

these, a comparative design and a prospective cohort study are based on one 

ABI sample [54a, 54b] and as such will be reported as one study. Of the 

remaining articles, one is a cross-sectional design [56], one is a prospective 

cohort study [55], and one is a comparative design [53]. 

All articles had a total of 1291 participants aged between four and 17 years. 

Seven hundred and twenty nine had a TBI, 31 had an ABI of another cause 

and 531 were controls. The time since injury ranged from 37 days to seven 

years, however one study [54a, 54b] did not specify this. Of the two papers 

contributing to the amalgamated study, one was rated as „high‟ 

methodological quality, and the other was „moderate‟. The combined rating of 

the studies is 70% and as such will be discussed under „moderate‟ quality. Of 

the remaining articles one was of „high‟ quality and two were of „moderate‟ 

quality.  

Table 2 displays the methodological ratings for the social participation studies.
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Table 2. Description and methodological quality ratings of included studies: social participation outcomes 

Study and 
quality rating 

Description of  
study 

Total 
participants 

Brain 
Injured 

Controls Age 
range 
(years) 

Sex, Injury 
severity, time since 
injury 

Measures
a
 Findings 

Anderson et 
al. [53] 
84% High 

Social function at 6 
months post TBI 
compared to 
matched controls. 

136 93 43  5.3 – 15.4 86/50 MF
b
 

 
Mild TBI N = 60  
 
Moderate/severe  
N = 33 
 
Mean time post 
injury – 6.57 mths 
 
 

CASP, ABAS-
II (Parent) 
 
FQQ (Child) 
 

Significant group 
differences in social 
participation with 
moderate/severe TBI 
group - less age 
appropriate levels of 
participation than mild 
and control group. 
 
Injury severity - 
associated with poorer 
social participation. 

Rivara et al. 
[55] 
72% Moderate 

Prospective cohort 
design 
 
Examined 
participation in 
social and 
community 
activities 3, 12, and 
24 months after TBI 
in children and 
controls.   
 
 
 
 
 
 
 

645 511 134 arm 
injury 

5 – 17  Mild TBI – N = 440  
 
Moderate – N = 59  
 
Severe – N = 12  
 
Time post injury - 37 
days 

CASP (Parent/ 
adolescent 
over 14) 
 

3 months post injury -
decrease in level of 
activities that moderate 
and severe TBI groups 
could participate in. 
Improved at 12 and 24 
months but still 
significantly impaired.  
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Study and 
quality rating 

Description of  
study 

Total 
participants 

Brain 
Injured 

Controls Age 
range 
(years) 

Sex, Injury 
severity, time since 
injury 

Measures
a
 Findings 

Law et al.[54a] 
80% High 
 
 
 
 
 
 
 
Anaby et al. 
[54b] 
60% Moderate 
(2 studies, 1 
ABI sample) 

Comparative 
design  
 
Describes 
participation 
patterns of ABI 
children and 
controls.  
 
Prospective cohort 
design  
 
Examined 
participation levels 
of ABI children at 3 
time points over 
one year. 

489 
 
 
 
 
 
 
 
 
136 

135 
 
 
 
 
 
 
 
 
136 

354 
 
 
 
 
 
 
 
 
0 

4-17 
 
 
 
 
 
 
 
 
4.11-17.6 

234/255 MF  
 
Mild ABI – N = 100  
 
Moderate to severe- 
N = 35 
 
 
 
88/48 MF 
  
Mild ABI – N = 101  
 
Moderate to severe- 
N = 35 

CAPE (Child) 
 
 
 
 
 
 
 
 
 

ABI group participated in 
less social activities than 
peers but were involved 
in same intensity of 
social interaction. 
 
 
 
Change across time for 
participation intensity in 
social activities was 
explained by injury 
severity. Mild group 
scores improved over 
time, other group 
showed a slight decline. 

Galvin et al. 
[56] 
60% Moderate 

Cross sectional 
design 
 
Explain 
participation of ABI 
children at home, 
school and in the 
community. 

20 parents 20 0 5.3 – 15.3 Time post injury – 
4mths - 7yrs 

CFFS (Parent) Children were reported 
to have participation 
restrictions for structured 
events in the community, 
and social, play or 
leisure activities with 
peers at school or in the 
community. 

a Titles of outcome measures: The Children’s Assessment of Participation and Enjoyment (CAPE), Child and Adolescent Scale of Participation (CASP), 

Adaptive Behaviour Assessment System – II (ABAS-II), The Friendship Quality Questionnaire – Revised (FQQ), The Child and Family Follow-up Survey (CFFS) 

(The CFFS includes the Child and Adolescent Scale of Environment (CASE), the Child and Adolescent Factors Inventory (CAFI) and the CASP). 

b Male/Female (MF) 
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High Quality 

Anderson et al. [53] looked at social function six months post TBI compared to 

controls matched for age, sex and socio-economic status. They used the Child and 

Adolescent Scale of Participation (CASP) [57] and the Adaptive Behaviour 

Assessment System – II (ABAS-II) [58] with parents and the FQQ [45] with children.  

Significant group differences for social participation were found. Less age appropriate 

participation for children with moderate/severe TBI in comparison to the mild and 

control group were noted. Poor social participation was associated with greater injury 

severity. A limitation of the study was that despite differences between parent and 

child ratings, the authors were unable to explain the reason for the discrepancy and 

the design had no means of suggesting any causes. Moreover the numbers of 

individuals who were eligible, approached, participated etc. were not provided. This 

study scored the highest in terms of methodological quality. The rationale, 

hypothesis, inclusion/exclusion criteria, matching criteria, demographics, injury 

severity and time since injury were documented.  

 

Moderate Quality 

Rivara et al [35] in a prospective cohort study, explored disability in health related 

QoL, adaptive skills, and participation in social and community activities, three, 12, 

and 24 months after TBI in children and adolescents. This was compared to a control 

group. The CASP [57] was employed with parents or children over 14 years. A 

significant decrease in the level of activity participation by children with moderate and 

severe TBI was found three months post injury compared to pre-injury functioning. 

These activities improved at 12 and 24 months but were still significantly impaired. 
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Strengths of this study include a matched group and a few assessment time points. 

The number of individuals, eligible, approached and participated was recorded. The 

rationale, hypothesis, inclusion/exclusion criteria, participant characteristics and 

injury severity were adequately described. 

Law et al. [54a] and Anaby et al. [54b] used the Children‟s Assessment of 

Participation and Enjoyment (CAPE) [59] with ABI children. Law et al [54a] examined 

participation patterns relative to peers and Anaby et al [54b] looked at participation 

levels at three time points, return to school and 8 and 12 months thereafter. Results 

showed that ABI children participated in significantly less activities than controls but 

were involved in the same intensity of social interaction [54a]. Injury severity 

explained rates of change across time for participation intensity in social activities. 

Scores for children in the mild group improved over time whereas scores for the 

moderate to severe group showed a slight decline [54b]. Only 17% of the sample had 

a severe injury and thus generalisability may be compromised. In addition the time 

period since ABI was not specified. When comparing the ABI sample with peers, 

controls were matched on ethnicity and income but not age and gender; there were 

more adolescents and fewer boys [54a]. Injury severity, participant characteristics, 

inclusion/exclusion criteria, number of individuals at each stage, aims and rationale 

were adequately outlined [54a, 54b]. However no control group was used when 

considering the ABI sample longitudinally [54b]. A greater time span may have 

revealed different patterns of change in participation.  

Lastly Galvin et al. [56] employed a cross sectional design to explain participation at 

home, school and in the community for children following ABI. Parents completed the 

Child and Family Follow-up Survey (CFFS) [60]. Children were reported to have 

participation restrictions for structured events, social, play or leisure activities with 
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peers either at school or in the community. In terms of generalisability, the sample 

size was small and individuals were recruited from the same out-patient clinic. The 

rationale, hypothesis, and inclusion/exclusion criteria were adequately described. 

However the participant characteristics and injury severity were not clearly reported. 

The numbers of individuals eligible and approached were not provided.  

 

Discussion 

Friendship outcomes: main results 
 

Overall a number of deleterious effects of ABI in children can be established. More 

emotional problems were highlighted by carers for brain injury groups relative to 

controls [39, 40]. Hyperactivity issues were also noted [40]. According to parents, 

children with an ABI had more difficulties developing relationships and more 

problems within their peer groups [39, 41]. In contrast children with ABI reported no 

friendship difficulties, describing a network of friends comparable to their peers [40, 

41]. There is an important link between friendship difficulties and injury severity with 

severe injury associated with greater peer problems [41 - 43]. There is a clear 

suggestion that children with ABI experience emotional problems. Emotional distress 

may result from disrupted relationships due to impaired social skills as noted by 

Rosema et al [34]. Alternatively it may impact on peer relationships leading to 

difficulties forming close friendships later in development when the social 

environment becomes increasingly complex and requires „executive‟ and advanced 

social communication abilities. 
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Friendship outcomes: future research 
 

Regarding future research, children could be observed in a greater number of 

settings and the use of multi informants is encouraged [40]. The detailed assessment 

of children‟s interaction with their peers may help to clarify the types of behaviour that 

lead to rejection and to establish the exact point of difficulty [41, 42]. Research could 

be extended to examine problems in social information processing and its effects on 

interactions for children after ABI [42].  

Identifying and recording intervention strategies that improve friendships after ABI 

would be helpful [39]. There is a need to address how early interventions to improve 

cognition following TBI may affect adult relationships [40]. This longitudinal aspect 

would allow for the adolescent/adult experience of children with TBI to be 

documented. The nature of relationship difficulties that emerge at each 

developmental stage could be recorded. Regarding the design, a larger sample size 

could be used [39] and any differences between the friendships of traumatic and non 

traumatic ABI children could be considered.  

 
Social participation outcomes: main results 
 

There was a significant decrease in social participation for children following ABI [53 

54a, 55, 56]. This point reflects the earlier findings of Kozloff [30] and Fletcher et al 

[12] who reported a decrease in recreational interactions and social participation 

following brain injury; however Kozloff‟s sample ranged from 12 to 60 years. Although 

children with ABI had reduced social participation, they were found to have the same 

intensity of involvement [54a]. Furthermore, greater injury severity was associated 
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with less social participation [53, 54b, 55]. Some improvement was reported at 12 

and 24 months [55], but the moderate and severe ABI groups still had significantly 

reduced participation levels [53, 54b, 55]. This link between injury severity and 

participation reflects Jaffe et al‟s [33] earlier findings of a significant negative 

association between injury severity and overall rate of recovery. However different 

patterns of involvement may emerge at a later stage of recovery [54b]. Beyond this 

more distinct aspects of reduced social participation were noted; restrictions on more 

structured events within the community and leisure activities with peers were found 

[56], however this was based on a small sample size. Overall there is a suggestion 

that ABI is associated with a reduction in social participation. 

In summarising the findings overall, it is appropriate to return to the original question 

of whether ABI has an impact on children‟s friendships and social participation. The 

evidence shows that there are a variety of factors to be considered however ABI 

leads to a decrease in social participation and leads to vulnerabilities which may 

impact on the development of friendships. In both cases greater injury severity is 

likely to increase the level of impairment found.  

 
Social participation outcomes: future research 
 

A number of proposals for future research emerge. Considering family functioning is 

suggested [53, 54b, 56], with a focus on the relationship between family dysfunction 

and behavioural and social problems, and social participation for ABI children [53, 

54a]. Caregivers could be asked about sibling‟s social experience and how it may 

influence their expectations relative to their ABI child‟s participation [56]. A 

longitudinal study is recommended to record the trajectory of recovery and social 
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involvement after ABI [53, 54b]. Such a study would benefit from a large sample size 

[54b]. The observation of social participation in different settings is recommended 

[54a], taking account of varying perspectives such as peers and teachers [56]. 

 

Strengths, limitations and future directions 

This paper systematically reviews the literature on friendship and social participation 

after ABI and draws attention to progressive areas of research. The suggestion that a 

wider group of observers and assessors could provide a more comprehensive 

understanding of the topic is important. The need for a large longitudinal study 

becomes clear. This could widen the knowledge base relative to relationships that 

adolescents and adults, who have experienced a childhood ABI, develop over time. 

The review draws together some relevant findings. The research on injury severity is 

important in understanding post ABI relationships. The need for the study of effective 

psychosocial and cognitive interventions for children after ABI emerges. 

 

The studies include participants with ABI due to traumatic and non traumatic causes. 

This may be seen as a limitation impacting on generalisability, as the potential 

differences between the sequelae for each group is unknown.  A limitation of the 

review is that there was a relatively large age range of participants (5 to 17 years) 

and friendships and activities may vary across this developmental spectrum. The 

time post injury also varied and conducting research involving children out-with the 

post-acute time frame (six months) is suggested. Regarding future research, 

longitudinal studies with large samples looking at the trajectory of peer relationships 
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and social participation in children with ABI is suggested. Such studies could 

ascertain the impact of emotional difficulties on future peer relationships. In some 

studies children reported no difficulties whereas parents recorded notable 

reservations, thus a multi informant perspective is recommended. It is worth 

considering possible differential effects of a traumatic and non traumatic ABI. 

 

Practical applications 

The review highlights difficulties in friendship and social participation post ABI in 

children. This can inform or encourage future research in this area and around 

possible psychosocial and cognitive interventions after ABI. 
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Lay Summary 

Reactive Attachment Disorder (RAD) may be diagnosed when people find it difficult 

to socialise with others in a way that is not overly friendly or distant. It is thought to 

arise from continual neglect, maltreatment or many changes in caregivers.  

Maltreatment, educational and social relationship difficulties and mental health 

problems have been found to be common among young offenders (Chitsabesan et al 

2006). As such this study explored the prevalence of RAD in the youth justice 

population and associated factors such as mental health, educational attainment, 

number of placement moves and the number and type of offences.  Twenty-nine 

adolescents (aged 12-17) known to youth justice services, and their carers and 

teachers took part. All participants completed questionnaires about RAD and mental 

health. The carers also completed an interview about RAD symptoms. Information 

about maltreatment and clinician observations of the adolescent‟s behavior was 

recorded. Results showed that 86% of the adolescents were maltreated and 52% 

displayed RAD symptoms, all of whom had a maltreatment history. There was a 

strong association between RAD symptoms and other mental health symptoms. No 

association was found between RAD symptoms and educational attainment, 

placement moves and offending. Results, limitations and suggestions for future 

research are considered. 
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Abstract 

Reactive Attachment Disorder (RAD) is a disorder where people have significant 

difficulties relating to others, it is associated with neglect and abuse. Two subtypes 

exist; an Inhibited and a Disinhibited form. This study aims to explore RAD symptoms 

in the youth justice population and factors that may be associated with it such as 

mental health symptoms, educational attainment, number of placement moves and 

number and type of offences. A cross-sectional design was used with 29 young 

people who were known to youth justice services, aged 12 to 17 (M = 16.2, SD = 

1.3), 29 carers and 20 teachers. They completed measures investigating symptoms 

of RAD, psychopathology and educational attainment.  Results found a 52% 

prevalence of RAD and borderline RAD. Eighty-six percent of young people had 

experienced some form of maltreatment. A positive correlation between RAD 

symptoms and symptoms of other mental health disorders (as rated by carer-report 

Strengths and Difficulties Questionnaire Total Difficulties Score), accounting for 36% 

of the variance was found, with a large effect size (rs = .60). RAD was associated 

with hyperactivity and peer relationship problems. Inhibited RAD was strongly 

correlated with Total Difficulties as rated by carers whereas Disinhibited RAD was 

strongly associated with Total Difficulties as rated by teachers. No association was 

found between RAD and educational attainment, placement moves and offending 

(violent or nonviolent). The strengths and limitations of the study are discussed 

alongside suggestions for future research. 

 

Keywords: Reactive Attachment Disorder, young offenders, youth justice, maltreated 

children 
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Introduction 
 

Reactive Attachment Disorder (RAD) 

RAD is a relatively new diagnosis (Potter et al., 2009) characterised by „markedly 

disturbed and developmentally inappropriate social relatedness in most contexts; 

beginning before age five‟ (Diagnostic and statistical manual of mental disorders 

fourth edition revised; DSM-IV-TR, APA, 2000). The behaviours are thought to arise 

from persistent caregiver neglect, physical or emotional abuse or a lack of continuity 

in caregivers that prevents the formation of stable attachments, for example frequent 

changes in foster care.  

In the DSM-IV-TR two subsets of RAD are identified; an inhibited (IRAD) and a 

disinhibited (DRAD) type. The inhibited child does not initiate suitable social 

interactions and if approached responds inappropriately. They may avoid the 

caregiver, resist comfort and watch them in a non-communicative detached way 

(DSM IV, APA, 2000). The International Classification of Diseases, 10th edition (ICD-

10; WHO, 1992) highlights that children‟s inappropriate social interaction is seen 

when the caregiver returns to or leaves the child. Misery, huddling, clinginess, an 

inappropriate lack of response, or aggression can be seen. In the disinhibited type 

the child exhibits an active involvement in close social interactions with numerous 

people, failing to discriminate between suitable attachment figures. Although two 

distinct subtypes are outlined, research shows that they can occur together (Smyke, 

Dumitrescu, & Zeanah, 2002). Recently the DSM 5 (APA, 2013) divided the two 

types into distinct disorders; the inhibited form continues to be known as RAD 

whereas the disinhibited form was redefined as Disinhibited Social Engagement 

Disorder. The criteria within these remain the same and for ease of reference within 
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this study, both types are referred to as RAD. In any of the classification systems, the 

diagnosis can only be made if there has been a history of maltreatment (abuse or 

neglect). 

 

Roots of Attachment 

The origins of attachment theory stemmed from Bowlby‟s (1944) work with young 

offenders. Fourteen out of 44 teenage „thieves‟ were identified as showing a lack of 

affection and little guilt towards their victims. More than 80% of these “affectionless” 

children (n = 12), had experienced maternal separation of over six months in their 

first two years. Of the 44 non offending controls only two (five percent) had 

experienced maternal separation. Bowlby concluded that maternal separation could 

have an adverse effect on development in terms of emotions, behaviour, social 

relationships and intellect. 

Follan and Minnis (2010) re-interpreted Bowlby‟s findings by suggesting that the 

affectionless group could be classified as displaying RAD;  they struggled to establish 

relationships and showed behaviours that were socially inappropriate. They noticed 

that many of the “affectionless” children were neglected during separation and 

suggested that these problems may have arisen from neglect by the parent rather 

than the stress of the separation. However both nature and nurture may impact on 

the development of such problems (Minnis et al, 2007) and they may arise from poor 

or non-existent parent-infant attunement, which is a broader concept than attachment 

(Minnis, Marwick, Arthur and McLaughlin, 2006b). 
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RAD Prevalence and symptoms 

Skovgaard (2010) estimated the rates of RAD in 211 Danish one and a half year olds 

to be 0.9%. Minnis et al (2013) found the prevalence of RAD in 1646 six to eight  

year old children in a deprived area of the UK to be 1.4%. 

Many studies of RAD have been conducted with ex-institutionalised children. Tizard 

and Rees (1975) investigated institutionalised rearing, behavioural problems and 

disrupted relationships for 26 children aged four to 16 compared with an adopted and 

a non institutionalised group. They found that the institutionalised children had 

slightly higher levels of behaviour problems, clinginess and struggled to form an 

attachment relationship. In a study of 165 Romanian and 52 UK adoptees (age six), 

symptoms of severe attachment disorder were noted for six percent of those that had 

experienced less than six months parental deprivation and 31% of those that had 

experienced over two years parental deprivation (O‟Connor and Rutter, 2000). 

Working with the same sample it was found that a number of children also displayed 

attention deficits (Rutter, Kreppner and O‟Connor, 2001). Failure to discriminate 

appropriately between adults, showing a lack of wariness with strangers and a lack of 

physical boundaries was found amongst institutionalised Romanian children 

(Zeanah, Smyke & Dumitrescu, 2002).  

Two studies explored RAD in children in care (Millward, Kennedy, Towlson and 

Minnis, 2006; Minnis, Everett, Polosi Dunn and Knapp, 2006a). Higher scores on 

measures of RAD were found compared to children not in care. Millward et al (2006) 

found a high correlation (r = 0.84) between RAD and other mental health symptoms. 

Minnis et al (2006a) also found higher symptom scores for RAD in children in care 

compared to the school population.  
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The following section will explore the connection between deprivation or neglect and 

social relationships, as suggested by Follan and Minnis (2010). 

 

Maltreatment and peer interactions 

The effects of early adversity and maltreatment can be seen to have an impact on 

peer interactions. Fantuzzo, delGaudio Weiss, Atkins, Meyers, and Noone (1998) 

found that maltreated children were involved in less positive interactions in play than 

non-maltreated children. They also showed less social competence than peers in 

their ability to respond positively to others, show empathy in response to peer 

distress and avoid conflict. Such difficulties in social skills may impact on their ability 

to form relationships and thus to develop prosocial peer groups.  

 

Maltreatment and offending 

A number of studies have identified a strong association between maltreatment and 

later criminal behaviour (Widom and Maxfield, 2001; Smith, Thornberry and Ireland, 

2004; Trentacosta and Shaw, 2008). Ryan, Williams and Courtney (2013) confirmed 

this association and reported the level of maltreatment to be 30% amongst a sample 

of young offenders. Further studies expanded this association relative to the specific 

type of offence (Topitzes, Mersky and Reynolds, 2012; Lansford et al., 2007). In the 

first case an association between maltreatment and adolescent violent offences was 

noted and in the second a link between maltreatment and both violent and nonviolent 

offences in adolescence was found. This research leads on to an emerging profile of 

young offenders. A survey of 300 offenders, aged 13 to 18, found that a third had 
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experienced foster care, 36% had educational needs, 48% had difficulties with social 

relationships and 31% had mental health problems (Chitsabesan et al, 2006).  

Given the link between maltreatment and young offending and the fact that a history 

of maltreatment is a prerequisite for a RAD diagnosis, it may be suggested that this 

group might have a higher prevalence of RAD. However there is no previous 

research exploring RAD within the youth justice population. This study will, for the 

first time, examine RAD prevalence within the youth justice population and examine 

factors that may be associated with higher levels of RAD symptoms within this group. 
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Hypotheses and Research Questions 
 

The hypothesis is that there will be a high prevalence of RAD in the youth justice 

sample and that RAD symptoms will be associated with specific risk factors e.g. other 

mental health symptoms.  The Research Questions are: 

1. What is the prevalence of RAD diagnoses among the youth justice 

population? 

2. Is there a correlation between RAD symptoms and symptoms of other mental 

health problems, and what is the profile of mental health problems in the youth 

justice population? 

3. What is the correlation between educational attainment and RAD symptoms? 

4. What is the correlation between the number of placement moves and RAD 

symptoms? 

5. What is the correlation between RAD symptoms and the number and type of 

offences? 
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Methods 
 

Design 

A cross-sectional study was undertaken to examine the prevalence of RAD in the 

youth justice population. A correlational design was used to address hypotheses 

including the association between RAD and other mental health symptoms which will 

form the basis of the main analysis. 

 

Power calculation 

The estimation of prevalence of RAD in this population is exploratory. A power 

calculation was made based on the hypothesis that there will be a relationship 

between RAD symptoms and mental health symptoms. A previous study (Millward et 

al., 2006) found a correlation of (r = 0.84) between RAD and the Strengths and 

Difficulties Questionnaire (SDQ) scores. Using G*Power (Faul, Erdfelder, Lang and 

Buchner, 2007) and inputting a more conservative estimate of a high effect size of (r 

= 0.5), setting power at 0.8 and alpha at 0.05, calculated that a sample size of 29 

was adequate.  

 

Participants 

The study aimed to include all young people aged 12-17 and their caregivers who 

were receiving Intensive Youth Justice Services from Glasgow City Council until the 

target sample size was reached. In Glasgow, these services, including the Intensive 

Support and Monitoring Service (ISMS) and the Young Women‟s Centre (YWC), 
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provide community based support for young people aged between 12 and 18. These 

adolescents present with a range of risks including causing harm to themselves and 

others. All but two of the participants had a definite history of offending. In this study 

a carer was defined as the person with main primary care giving responsibility for the 

individual or someone who knows them well e.g. a relative, key worker, foster carer. 

Inclusion criteria consisted of contact with the aforementioned services, age 12 to 17 

and fluent in English. Exclusion criteria were impaired capacity to consent as judged 

by the referring clinician.  

Overall 11 individuals were deemed unsuitable to approach (see figure 2 for 

reasons). Of those approached, one gave consent but their carer was not 

contactable, four did not want to take part and 29 participated, 85% of those 

approached (see figure 2). 
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Figure 2. Flow chart of participant recruitment 

 

Measures (Appendix 2.3) 

♦ Strengths and difficulties questionnaire (SDQ; Goodman, Meltzer and Bailey, 

1998). The SDQ assesses child psychiatric symptoms across five subscales; 

prosocial behaviour, relationships with peers, hyperactivity, conduct and 

emotions. It can be completed in ten minutes and contains 25 items, for 

example, „I worry a lot‟, rated as not true, somewhat true or certainly true. The 

SDQ has strong validity, test-retest reliability and internal consistency 

(Goodman, 2001). It has been well validated against other screening 

instruments (Goodman and Scott, 1999) and against psychiatric diagnosis 

(Goodman, Ford, Simmons, Gatward, and Meltzer, 2003). Self, parent/carer 

29 (85%) 

(took part 

11 were unsuitable to approach (9 due to 

acute mental health problems or current social 

circumstances, 2 over age) 

34 approached 

Total target sample - 45 

1 gave consent but carer not contactable. 
4 did not give consent 
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and teacher-report versions were utilised. The Total Difficulties Score can 

range from 0 - 40 and is created by summing the scores from all the scales 

except the prosocial subscale. Based on SDQ ratings, individuals are 

categorised as unlikely, possible or probable in terms of each subscale and 

overall mental health problems. 

 

♦ The Child and Adolescent Psychiatric Assessment, Reactive Attachment 

Disorder (CAPA RAD; Minnis et al., 2009) is a semi-structured interview for 

parents/carers, used to assess RAD symptoms. It was based upon the well 

validated Child and Adolescent Psychiatric Assessment (CAPA) semi-

structured parent report interview for child psychopathology (Angold and 

Costello, 2000).  For each item, one of a small range of recommended stem 

questions is asked and if definitely or possibly present, the carer is asked to 

give an example of the behaviour.  Based on this, the item is rated present or 

not present.  As this is the first study to use the CAPA-RAD in an adolescent 

population, slight modifications were made. In collaboration with the author of 

the CAPA-RAD and after consideration of new and as yet unpublished data on 

the manifestations of inhibited symptoms in older children and adolescents, 

two new items were added to address IRAD. Therefore it consisted of 31 

items.  

 

♦ Relationship Problems Questionnaire (RPQ ; Minnis et al. 2007). This explores 

RAD symptoms, looking at the behaviour of both subtypes. It is a well 

validated ten item questionnaire, with four graded responses from exactly like 



 53 

my child through to not at all like my child with two moderate measures in 

between. The scale has an 0.85 internal consistency (Minnis et al., 2007) and 

scores range from 0 – 30.  The measure takes five minutes to complete. A 

parent/carer and teacher version was used. 

 

♦ Attainment questionnaire 

This was developed for the study, based on the current Curriculum for 

Excellence stages which broadly indicate the expected educational level for 

each child‟s age. In Scotland the Curriculum for Excellence sets out a 

progressive framework of skills development in all areas for children aged 

three to 18. The attainment questionnaire established the child‟s working level 

compared to the age appropriate level of attainment, according to the child‟s 

teacher. It also clarified any current additional support for learning. 

 

♦ Observational Schedule for Reactive Attachment Disorder (Youth Version) 

The Observational Checklist for Reactive Attachment Disorder (McLaughlin, 

Espie and Minnis, 2010), normally used when observing children within the 

clinical waiting room, was modified for use with this age group. In consultation 

with one of the authors, and after consideration of new and as yet unpublished 

data on the manifestations of RAD symptoms in older children and 

adolescents, ten items were deleted and six were added to better describe 

symptoms in this age-range.  This was used alongside the other measures 

when making a diagnosis of RAD.  
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In childhood, the carer and teacher‟s report is usually considered sufficient to 

inform a psychiatric diagnosis. However because RAD in adolescence is 

poorly researched, it was considered useful to incorporate observations from 

this schedule. As such this was an exploratory part of the study. 

 

♦ History of Maltreatment Checklist (HOM; Kocovska et al., 2012) 

This is a six item checklist examining areas of maltreatment such as neglect 

and abuse. It also addresses the number of substitute care placements the 

child has had and asks about any existing diagnoses. Generally there are four 

response/scoring options; yes, no, probable, and unknown. This checklist is 

used to gain information in a systematic fashion from case notes and/or from 

the child‟s key worker.  

 

♦ Structured Assessment of Violence Risk in Youth (SAVRY; Borum, Bartel and 

Forth, 2002), (not in appendix, see reference for details) 

The SAVRY is used to assess risk of violence and aggression in young people 

(aged 12 - 18). It considers historical, social/contextual and individual/clinical 

risk factors and is comprised of 24 risk items which are rated as low, moderate 

or high. It also includes six protective factors that are rated present or absent. 

For the purpose of this study information from two risk items were used; 

history of violence and history of nonviolent offending. For History of Violence 

individuals were classed as “Low” if they had committed no acts of violence, 

“Moderate” if they committed one or two acts of violence and “High” if they 
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committed three or more acts of violence. For nonviolent offending young 

people were rated as “Low” if they had not previously engaged in nonviolent 

offending, “Moderate” if they occasionally engaged in prior acts of nonviolent 

offending, and “High” if they engaged in acts of nonviolent offending on five or 

more occasions.  

 

Procedures 

The project received ethical approval from the NHS West of Scotland Research 

Ethics Committee, NHS Research and Development and Glasgow City Council 

Social Work Services Performance and Research Team (Appendix 2.4).  

Agreement was sought by the multi-agency care team regarding whether the young 

person could be approached. This included a Clinical Psychologist with input to 

Intensive Youth Justice Services. Then, where appropriate, the Clinical Psychologist 

(or ISMS/YWC worker) provided the young person and their carer, if present, with a 

study information sheet and a consent form (Appendix 2.5). There was a participant 

version and a carer‟s version. The young person was also asked if they wanted to 

meet the researcher to find out more about the study. It was made clear that 

consenting to partake in the study was the young person‟s decision and would in no 

way affect their care plan. 

Full consent was established when signed forms were received. Details regarding 

who completed each questionnaire can be seen in Appendix 2.6. In terms of the 

young person‟s SDQ, seven already had an up-to-date version (less than six months 

old), 12 needed to be updated and a further ten had never completed one and 
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needed to do so. For one individual it was not possible to get an up-to-date version 

and as such their old version was used. The Observational Schedule for RAD and 

the HOM checklist were completed for all 29 participants. 

The researcher made contact with the nominated carer and provided information if 

not already given. Again full consent for their participation was established when 

signed consent forms were returned. The researcher met with each carer and 

completed the CAPA-RAD interview, the carer SDQ and RPQ. This took 

approximately one hour. All 29 carers were key workers and/or residential care staff.  

Twenty teachers were identified. The remaining nine young people had not had 

contact with education for at least a year. The researcher either met with the teacher 

or sent out an information sheet and consent form (Appendix 2.5) along with the 

teacher‟s SDQ, RPQ and Attainment Questionnaire for completion. These measures 

took approximately ten minutes to complete. 

Two clinicians (H.M and K.M a Child and Adolescent Psychiatrist and Trainee Clinical 

Psychologist) reviewed the data from the RPQ, CAPA-RAD, the Observational 

Schedule for RAD, and the HOM Checklist to provide a diagnosis of RAD, borderline 

RAD or no RAD based on DSM-V criteria. The impact of any other existing diagnoses 

on RAD was taken into account when making a diagnosis of RAD. 

All data was managed and analysed using the Statistical Package for Social 

Sciences (SPSS) Version 19. Imputed means were calculated and entered for 

missing items on the teacher‟s measures (TRPQ and TSDQ), where missing data 

amounted to no more than 20% (YouthinMind website, n.d). This involved calculating 

a mean based on responses provided. Seven individuals had scores imputed on the 

TSDQ and six were imputed on the TRPQ.  
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Cohen‟s (1988) guidelines were used to interpret effect sizes: small ranged between 

.10 and .29, medium between .30 and .49 and large between .50 and 1.0. 

Categorical data is presented as numbers and percentages. Depending on the 

distribution of the data, continuous variables are presented using means and 

standard deviations or medians and interquartile ranges. Correlations are provided 

using either Pearson‟s product-moment correlation or Spearman‟s rank order 

correlation depending on the data. Comparisons of associations between categorical 

variables are performed using Chi square or Fisher‟s Exact test. All analyses are two 

sided using a significance level of five percent.  

Due to the correlational design of this study, consideration was given to adjusting for 

multiple comparisons, specifically the use of the Bonferroni correction as a means of 

mitigating a type I error. However using such a method would increase the likelihood 

of a type II error. As this study is exploratory in nature, it was deemed that this trade 

off would not be helpful as it may limit the generation of new ideas in a novel area of 

research. A description of the test and effect size was therefore seen to be the most 

appropriate means of presentation. Although the significance level is also reported, 

this should be interpreted with caution in light of the reasons outlined above. 
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Results 
 

Preliminary analysis indicated that the data was normally distributed for the carer and 

teacher SDQ; however it was positively skewed for the carer and teacher RPQ, and 

placement moves and therefore violated the assumptions required for parametric 

tests. As such, in all analysis non-parametric tests were selected. 

Demographics 

Twenty-nine individuals involved with intensive youth justice services (ISMS and the 

YWC), 29 of their carers and 20 teachers participated. The young people were aged 

between 12 years 10 months and 17 years 11 months (M = 16.2, SD = 1.3), ten 

female and 19 male. Table three details participant characteristics recorded by the 

HOM Checklist such as maltreatment background and number of placement moves. 

Table 3. History of maltreatment category number and percentage and number of placement 

moves. 

 Yes No Probable Unknown 

Emotional neglect 19 (65%) 4 (14%) 6 (21%) 0 

Physical neglect 11 (38%) 11 (38%) 7 (24%) 0 

Emotional abuse 10 (34%) 15 (52%) 4 (14%) 0 

Physical abuse 12 (41%) 11 (38%) 6 (21%) 0 

Sexual abuse 7 (24%) 15 (52%) 5 (17%) 2 (7%) 

Witnessed domestic violence 18 (62%) 9 (31%) 2 (7%) 0 

No. of placement moves Range – 0-12 (Mdn = 2, Interquartile range 1-5) 



 59 

Overall 86% (n = 25) of the sample experienced at least one form of maltreatment 

and a further ten percent (n = 3) probably experienced a minimum of one type of 

maltreatment. 

Beyond this, ratings from the SAVRY (Borum et al. 2002) for history of violence and 

history of nonviolent offending were obtained for 18 males. This data was not 

accessible for the ten females and one male. For History of Violence six percent of 

the sample (n = 1) was rated as “Low”, 22% (n = 4) were rated as “Moderate” and 

72% (n = 13) were classed as “High”. For nonviolent offending 11% (n = 2) were 

rated as “Low”, 44.4% (n = 8) were classed as “Moderate” and 44.4% (n = 8) were 

rated as “High”. 

 

Hypothesis 1: There will be a high prevalence of RAD diagnoses in the youth 

justice population 

Fifty-two percent of the sample received a RAD or Borderline RAD diagnosis. Ten 

percent had Inhibited RAD, 21% Disinhibited RAD, ten percent a mixed presentation 

and ten percent borderline RAD. Forty-eight percent received no diagnosis (see table 

4). This finding supports the hypothesis that a high prevalence of RAD will be 

diagnosed in the youth justice population.  
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Table 4. Number and percentage of participants with and without RAD 

 
Number of individuals Percentage 

Total RAD/Borderline 
15 52% 

IRAD 3 10% 

DRAD 6 21% 

Mixed RAD 3 10% 

Borderline 3 10% 

No RAD 14 48% 

 

 

Hypothesis 2: There will be a relationship between RAD symptom scores and 

symptom scores for other mental health problems 

This hypothesis formed the basis of the main analysis. The relationship between 

Total RAD symptoms (as measured by the Carer RPQ; C-RPQ) and other mental 

health symptoms (as measured by the Carer SDQ; C-SDQ) were investigated using 

a Spearman‟s rank order correlation (see table 5). 
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Table 5. Correlations for the C-SDQ and C-RPQ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     * based on  N = 28 

Total C-SDQ and Total CRPQ  rs = .60,  p = .001 

 IRAD  rs = .61,  p < .001  

 DRAD  rs  = .30,  p = .118  

   

Total C-RPQ and Hyperactivity rs  = .50, p = .005  

 Peer problems rs  = .47,  p = .010  

 Emotional 

symptoms 

rs  = .37,  p = .051  

 Conduct 

problems 

rs  = .19,  p = .326  

 Prosocial 

behaviour 

rs  = - .25,  p = .195  

   

IRAD and Hyperactivity  rs = .50,  p = .006  

 Prosocial 

behaviour 

rs = - .59,  p =.001* 

 Conduct 

problems 

rs = .44,  p = .018 

 Emotional 

symptoms 

rs = .32,  p = .088  

 Peer problems rs = .34,  p = .074 

   

DRAD and Hyperactivity  rs = .30,  p = .114  

 Prosocial 

behaviour 

rs =  - .03,  p = .865  

 Conduct 

problems 

rs =  -.06,  p = .765 

 Emotional 

symptoms 

rs = .16,  p = .416  

 Peer problems rs = .35,  p = .064 



 62 

Total RAD, IRAD, DRAD and C- SDQ total 

There was a strong positive correlation found between the variables, (rs = .60, p 

=.001) with higher levels of Total RAD Scores associated with higher scores for other 

mental health problems (SDQ Total Difficulties Scores) (see figure 3). This explains 

36% (R2 = .36) of the variance.  

 

 

 

 

 

 

 

Figure 3. Total RAD Scores and C-SDQ Total Difficulties Scores 

 

Further analysis showed a strong positive correlation between Inhibited RAD and 

symptoms of other mental health problems (SDQ Total Difficulties Scores), (rs = .61, 

p = .001), accounting for 37% of the variance (R2 = .37). A medium (non significant) 

correlation was noted between DRAD symptoms and symptoms of other mental 

health problems (SDQ Total Difficulties Scores), (rs = .30, p = .118). 
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Total RAD and C-SDQ subscales 

Analysis then focused on correlations between Total RAD Scores and the individual 

mental health subscales of the C-SDQ. There was a strong positive correlation found 

between Total RAD Scores and hyperactivity, (rs = .50, p = .005). This explained 25% 

(R2 = .25) of the variance. There was a medium correlation found between Total RAD 

Scores and peer relationship problems (rs = .47, p = .010), accounting for 22% (R2 = 

.22) of the variance. 

A medium (non significant) correlation was noted between Total RAD Scores and 

emotional symptoms (rs =. 37, p = .051). A small (non significant) correlation was 

noted between Total RAD scores and conduct problems (rs = .19, p = .326) and Total 

RAD scores and prosocial behaviour (rs = - .25, p = .195) 

 

IRAD, DRAD and C-SDQ subscales 

Considering IRAD and DRAD independently there was a strong correlation found 

between IRAD and hyperactivity (rs = .50, p = .006) accounting for 25% (R2 = .25) of 

the variance. A strong negative correlation was noted between IRAD and prosocial 

behaviour (rs = - .59, p = .001), explaining 35% (R2 = .348) of the variance. This was 

based on a sample size of 28 as data on one participant was missing. A medium 

correlation between IRAD and conduct problems was found (rs = .44, p = .018) 

accounting for 19% (R2 = .19) of the variance. 

A medium (non significant) correlation was noted between IRAD and emotional 

symptoms (rs = .32, p = .088) and IRAD and peer relationship problems (rs = .34, p = 

.074). A medium (non significant) correlation was also noted between DRAD and 
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hyperactivity (rs = .30, p = .114) and DRAD and peer problems (rs = .35, p = .064). No 

correlation was noted between DRAD and emotional problems (rs = .16, p = .416), 

conduct (rs = -.06, p = .765), and prosocial behaviour (rs = - .03, p = .865). 

Teacher’s measures (TRPQ and TSDQ) 

 A sensitivity analysis (where findings were compared before and after imputation) 

was conducted for correlations between Total RAD Scores and symptoms of other 

mental health problems based on these measures. Generally findings were similar 

before and after imputation and can be seen in Appendix 2.7. Results of the reported 

correlations on teacher measures are displayed in table six and were based on a 

sample size of 19. 

Table 6. Reported correlations for teacher measures TSDQ and TRPQ 

 

 

 

 

 

 

 

 

A medium (non significant) correlation was noted between Total RAD Scores (TRPQ) 

and Total Difficulties Scores on the TSDQ (rs = .45, p = .51). A strong correlation was 

noted between DRAD and Total Difficulties Scores (rs = .51, p = .03). A strong 

Total TSDQ and Total TRPQ rs = .45,  p = .51 

 DRAD rs = .51,  p = .03 

   

Total TRPQ and Hyperactivity rs = .46,  p = .05 

 Conduct problems rs = .54, p = .02 

   

DRAD and Hyperactivity rs = .47,  p = .04 

 Conduct problems rs = .51,  p = .03 
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correlation was also found between Total RAD Scores and conduct (rs = .54, p = .02) 

and a medium correlation between Total RAD Scores and hyperactivity (rs = .46, p = 

.05). Lastly a strong correlation was noted between DRAD and conduct problems (rs 

= .51, p = .03) and a medium one between DRAD and hyperactivity (rs = .47, p = 

.04).  

The only correlation that was significant as reported by both carer and teacher 

measures was that of Total RAD Scores and hyperactivity. 

Profile of other mental health difficulties and RAD 

Results for other mental health problems based on the C-SDQ were also described 

in terms of individuals with and without RAD. The „with RAD‟ group includes those 

who have been classed as Borderline (table 7). As the assumptions for a Chi square 

were not met (three cells had an expected count of less than five) and a Fisher‟s 

Exact test was not possible, descriptive statistics were seen to be the most 

appropriate means of presenting the data. 

Table 7. Mental health problems based on the C-SDQ described in terms of individuals with and 

without RAD 

 With RAD/Borderline Without RAD 

 Unlikely Possible Probable Unlikely Possible Probable 

Total 2 (13%) 3 (20%) 10 (67%)   6 (43%) 2 (14%)   6 (43%) 

Emotional 6 (40%) 4 (27%)   5 (33%)   9 (64%) 1 (7%)   4 (29%) 

Conduct 0 4 (27%) 11 (73%)   4 (29%) 0 10 (71%) 

Hyperactivity 5 (33%) 3 (20%)   7 (47%) 11 (79%) 1 (7%)   2 (14%) 

Peer 

problems 

2 (13%) 3 (20%) 10 (67%)   4 (29%) 2 (14%)   8 (57%) 

Prosocial 7 (50%) 3 (21%)   4 (29%)   6 (43%) 6 (43%)   2 (14%) 
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There is a higher percentage of those with RAD that have possible and probable 

other mental health difficulties, emotional difficulties (60% vs. 36%), conduct 

problems (100% vs. 71 %), hyperactivity (67% vs. 21%), and peer problems (87% vs. 

71%).   

 

Profile of other mental health difficulties 

Proportions of those with other mental health problems based on the C-SDQ were 

calculated. Fifty-five percent (n = 16) of the sample were reported to have another 

mental health problem and 17% (n = 5) were rated as having possible mental health 

problems. Twenty-eight per cent (n = 8) were unlikely to have another mental health 

problem. Further details on the number and percentages of participants relative to 

each difficulty are displayed in table eight. 

 

Table 8. Number and percentage of individuals with unlikely, possible and probable mental 

health difficulties 

 Unlikely Possible Probable Missing 

Total   8 (28%) 5 (17%) 16 (55%)  

Emotional 15 (52%) 5 (17%)  9 (31%)  

Conduct   4 (14%) 4 (14%) 21 (72%)  

Hyperactivity   9 (31%) 5 (17%) 15 (52%)  

Peer problems   6 (21%) 5 (17%) 18 (62%)  

Prosocial 13 (45%) 9 (31%)   6 (21%) 1 (3%) 

 

The main findings showed that 31% (n = 9) had emotional problems, 17% (n = 5) had 

possible emotional difficulties and 52% (n = 15) had no emotional difficulties. 
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Seventy-two percent (n = 21) had conduct problems and 14% (n = 4) had possible 

conduct problems. Fifty-two percent (n = 15) had hyperactivity problems and 17% (n 

= 5) had possible hyperactivity problems. Sixty-two percent (n = 18) had peer 

problems and 17% (n = 5) had possible peer problems. Lastly 21% (n = 6) had 

probable difficulties with prosocial behaviour and 31% (n = 9) had possible difficulties 

in this area.  

Results from the three versions of the SDQ (Self, Carer, Teacher) can be seen in 

Appendix 2.8. On overall Total Difficulties Scores, young people under-reported 

difficulties compared to carers and teachers, and carers and teachers were 

comparable. Young people under-reported in comparison to carers and teachers on 

conduct, peer problems and prosocial behaviour. Young people were comparable to 

carers on their reporting of hyperactivity and teachers reported less. Young people 

were comparable to teachers on their reporting of emotional difficulties and carers 

reported more problems in this area.  

 

Hypothesis 3: there will be an association between educational attainment in 

those with and without RAD 

Of the 29 participants, 14 (48%) were not currently involved in education/training. 

Eighteen teachers/trainers completed the attainment questionnaire. Of this 18, 12 

were in school, three were on training courses and three were no longer in education, 

therefore three teachers completed questionnaires retrospectively about young 

people who had left school. Individuals were rated by teachers, on a measure 

designed for this study related to the Curriculum for Excellence levels, as having 
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appropriate, or below age appropriate levels of attainment. This was then considered 

in relation to whether or not they had RAD (see table 9). 

Table 9. Proportion of individuals with/without RAD and age appropriate levels of educational 

attainment 

Attainment level RAD No RAD 

Appropriate  6 (60%) 4 (40%) 

Below 1 (12.5) 7 (87.5) 

 

As the data is categorical, the sample size is small (N = 18) and the assumptions for 

a Chi square were not met (three cells had an expected count of less than five), a 

Fisher‟s Exact test was employed. The result indicated a non significant association 

between educational attainment and RAD (p = .66). However it is worth noting that 

44% (n = 8) of the sample was classed as working below their age appropriate level. 

 

Hypothesis 4: There will be a correlation between the number of placement 

moves and RAD symptoms 

The number of placement moves ranged from 0 - 12 (Mdn = 2, Interquartile range 1-

5). A small (non significant) correlation (rs = .22, N = 29, p = .24) was noted between 

the number of placement moves and Total RAD Scores (as measured by the C-

RPQ). 
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Hypothesis 5: There will be a correlation between RAD symptoms and number 

and type of offences 

No correlation was noted between history of violence (as measured by the SAVRY) 

and Total RAD Scores (rs = -.04, N = 18, p = .887) and between nonviolent offending 

(as measured by the SAVRY) and Total RAD Scores (rs = -.18, N = 18, p = .475). 

Discussion 

The initial power calculation made, based on the hypothesis that there will be a 

relationship between RAD symptoms and mental health symptoms, suggested that a 

sample size of 29 was adequate. Using G*Power (Faul et al, 2007) and inputting 

information from this study; sample size and correlation (based on the relationship 

between RAD symptoms and mental health symptoms as rated by carers), a post 

hoc power calculation gave a noted power of .97 at the .05 level. This suggests that 

the study is adequately powered to detect an effect. 

Results found a high prevalence of RAD or borderline RAD (52%). This greatly 

exceeds what previous research estimated the rates to be in one and a half year olds 

(0.9%; Skovgaard, 2010) and in a materially deprived school aged population (1.4%; 

Minnis et al., 2013). However it is worth noting that there is no overlap in the sample 

age across studies. Evidence was found to support IRAD and DRAD occurring 

together, as previously outlined by Smyke et al (2002). 

Of the sample, 86% had experienced at least one form of maltreatment and a further 

ten percent was classed as probably experiencing maltreatment. This level of 

maltreatment is higher than the 30% found by Ryan et al (2013) in young offenders.  
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According to carers a strong link between mental health symptoms and RAD was 

noted.  This is in line with Millward et al (2006). However, only a moderate 

association was noted between Total RAD Scores and Total Difficulties Scores as 

reported by teachers. The only significant association shared by carer and teacher 

measures was RAD and hyperactivity. Interestingly carer measures did not find any 

strong correlations with DRAD and mental health but noted strong associations with 

IRAD and hyperactivity and a negative association with prosocial behaviour. This 

contradicts the findings from teachers, where strong links between DRAD and Total 

Difficulties Scores and conduct problems were found. This could be as key workers 

may not notice disinhibited behaviour, often working with maltreated young offenders, 

whereas teachers may contrast these young people with others in their class. This 

leads to the consideration of whether key workers are better informants for the 

inhibited symptoms and teachers for the disinhibited.  

Turning to the mental health profile of the sample, according to carers 55% were 

found to have another probable mental health problem and 17% were reported as 

having another possible mental health problem. This amounts to 21 out of 29 

individuals and represents a high proportion of total difficulties experienced. This 

result was higher than was found by Chitsabesan et al (2006) where 31% of the 

young offenders had mental health problems. However this sample, although having 

a similar mean age and gender split, reported mental health problems based on semi 

structured interviews with the young people whereas the current study employs 

multiple informant questionnaires and carer interviews. 

On overall Total Difficulties Scores on the SDQ, young people under reported 

difficulties compared to carers and teachers, and the carers and teachers were 

generally comparable. This may suggest that the young people may be less insightful 
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about their situation. This variety of perspectives highlights the relevance of using 

multiple informants in research and in the clinical assessment of RAD. A related 

example of this can be found in the study by Minnis et al (2013), where information 

was gathered from the parents, teachers and children to confirm a RAD diagnosis.   

Educational attainment was not seen to be associated with RAD. However it must be 

noted that 44% of the sub sample (n = 18) was thought to be working below the 

appropriate level for their age and as such had clear educational needs. This is in 

keeping with previous research by Chitsabesan et al. (2006) who found that 36% of 

the young offender sample had educational needs.  It is also worth noting that 44% 

may be an underestimation as 11 of the 29 participants did not have school contact, 

and thus were not included in this calculation and three of those that were included 

were based on past school contact as they are no longer in education. In light of this 

the null hypothesis may be explained by a „floor effect‟; many of the sample having 

low educational attainment. The majority of children who had no school contact were 

over 16. 

Only a small association was noted in terms of RAD and placement moves. This 

does not support the relationship between the numerous changes in foster carers 

and RAD as suggested in the DSM IV and 5 (APA, 2000, 2013). However the 

diagnostic guidelines refer to placement moves occurring before the age of five and 

only two participants were moved prior to this age. It is also worth noting that as such 

a high proportion of participants had RAD, there may have been little variance to see 

a relationship in a relatively small sample. 

Again only a small link was noted between history of violence and RAD symptoms or 

between nonviolent offending and RAD symptoms. Such a finding may be related to 
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the categorical nature of the data which does not account for the potential range of 

variability within individuals. Given the high prevalence of RAD in this population and 

the link suggested between maltreatment and RAD (Minnis et al, 2007) coupled with 

the association found between maltreatment and criminality (Widom and Maxfield, 

2001), further investigation pertaining to RAD and offending is warranted. 

This research returns to a sample of young people similar to those studied in 

Bowlby‟s original work (1944). As previously discussed he suggested that these 

young offenders experienced early adversity which may have impacted on their 

social relationships. This study confirmed this link, with peer problems being reported 

by most carers. Following on from Bowlby, Follan and Minnis (2010) reviewed the 

young offender‟s records and found that most had experienced maltreatment and 

neglect. This research supports this development as it was found that the clear 

majority of this youth justice sample was maltreated and over half displayed RAD 

symptoms. 

Such findings have both clinical and theoretical implications. The results identify 

needs within a high risk/vulnerable population. Drawing attention to this may lead to 

education for clinical staff and carers which may result in a greater understanding of 

the young person, and the potential for improvements in care. Highlighting complex 

presentations also underlines the need for a multidisciplinary approach to 

assessment and treatment with a focus on a variety of symptoms which may be 

associated with early exposure to adversity. As the research is exploratory in nature, 

it also lays the foundations for future studies to further examine the link between RAD 

and other mental health problems and RAD and offences.  
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Limitations 

The cross-sectional nature of the study may be seen as a limitation as it does not 

allow for any assertions about the direction of causality for associations between 

RAD and other factors. The use of multiple comparisons may also be seen as a 

limitation as it may increase the probability of a type I error. However given the 

exploratory nature of the study, adjusting for such comparisons and increasing the 

risk of dismissing an important finding as untrue, was seen to be potentially more 

detrimental to the research. As the study is exploratory in nature, any findings must 

therefore be interpreted as such. As some of the target sample was lost, an element 

of bias may have been introduced. For example, the young people who workers 

thought were too unwell or chaotic to be involved in the study may well have been 

more likely to have RAD, so the prevalence finding may be an under-estimate. 

However a relatively high participation rate in this study was observed. 

In addition, no parents participated and carer measures were completed by 

residential staff/key workers who had known the young people for a minimum of one 

month. Having parents as informants may have resulted in differing reports. The 

diagnostic criteria requires onset of RAD before the age of five. The best source of 

information on the child‟s history could have been the parents rather than employees 

working in an environment where frequent changes in caregivers are found. 

Furthermore the measure of attainment was a blunt tool and six of the informants had 

no recent contact with the young people or were trainers. Future research could 

gather routine information on the young person‟s school attendance. Assessing level 

of attainment may be somewhat inappropriate in this sample as attendance in this 
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study was not sufficient enough in many cases for teachers to be able to provide an 

accurate report. 

Lastly information on the number and type of offences was not accessible within the 

time frame of this study. This proved to be a more convoluted process than originally 

anticipated due to the complexities of the legal system in relation to children and 

difficulties in obtaining reliable offence data. As this study is exploratory it was helpful 

to identify such a hurdle and to develop a clear pathway of how to gain access to 

such data which can then be followed in future research. This would involve 

accessing social work records. 

 

Conclusion 

Overall there was a high prevalence of RAD found within this youth justice population 

which was strongly associated with other mental health difficulties. Further research 

is warranted into factors associated with RAD specifically the link between RAD and 

the number and type of offences committed. 
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Abstract 
 

This reflective account focuses on the development of the trainee across time. It 

looks specifically at team working as well as the advancement of communication 

skills. This is all considered against the backdrop of an ever changing political 

landscape. To help provide structure the Integrated Developmental Model 

(Stoltenberg, 1998) will be adopted. It outlines three stages of skills development 

across three main areas, namely self and other awareness, motivation and 

autonomy. Gibbs‟ (1988) model of reflection will also be employed. It will be used to 

aid the reflective process relating to learning experiences at varying stages of 

development. It proposes six stages of reflection. They are description, feelings or 

thoughts, evaluation, analysis, conclusion and action plan.  

This account aims to highlight how the trainee shifts from an inward focus with high 

levels of dependency on the supervisor to a viewpoint that places more emphasis on 

the client, to a position that ultimately encompasses the self, the client and the 

broader systems they function within. It outlines experiences that paved the way for 

learning that facilitated the capacity to reach this particular point of development. 

Points for future practice are considered throughout the account and lastly reflections 

on writing the review are discussed.  
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Abstract 
 

This reflective account focuses on my experiences of developing and delivering 

training. It is considered within the context of the changing role of the Clinical 

Psychologist. The Integrated Developmental Model (Stoltenberg, 1998) is employed 

to facilitate the realisation of these skills over the course of clinical training. It outlines 

three stages of skills development across three main areas, namely self and other 

awareness, motivation and autonomy. Gibbs‟ (1988) model of reflection is also 

adopted. It will be used to aid the reflective process relating to learning experiences 

at varying stages of development. It proposes six stages of reflection. They are 

description, feelings or thoughts, evaluation, analysis, conclusion and action plan.  

This account focuses on the trainee‟s developing skills in the design and delivery of 

training to other individuals and of how this increasing exposure and competence 

development leads to a shift in the understanding of what is meant by the term 

training. It also considers the relevance of training others for the profession of Clinical 

Psychology and its place within the current landscape. It outlines the experiences 

that impact upon and shape such development. Future practice is consistently 

considered and lastly reflections on writing the review are discussed.  
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Appendix 1.2  Methodological Rating Scale 

 

Scoring guidelines 

 

1 if met, 0 of not met or unable to determine (excluding Q5) 

Q5 – score 0, 1or 2 depending on sample 

 

 

 0 1 2 

1.         Was the scientific background and rationale for the investigation 

explained? 

 

   

2.          Was the hypotheses and/or objectives stated? 

 

   

3.          Were the key elements of the study design presented early in the 

paper? 

 

   

4.          Were the settings and locations where data were collected stated? 

 

   

5.          Is the sample clinic attendees (score 1) or all patients eligible in one 

area (score 2) or volunteers (score 0).  

 

   

Sample size = 

 

   

6. If there is a comparison group did they come from a similar 

population? 

 

   

7. Is a rationale given for the choice of controls? 

 

   

8. For matched studies are the matching criteria explained? 

 

   

9.  Are the inclusion/exclusion criteria described? 

 

   

10. Were the characteristics of participants clearly described (e.g. 

demographic information such as age, sex)? 

 

   

Age = 

Sex = 

 

   

11. Did the article specify the severity of the brain injury for participants 

with acquired brain injury? 

 

   

TBI severity = 

 

   

12. Did the article specify the time since injury? 

 

   

Time since TBI = 

 

   

13. Were the measures appropriate for the age group?    
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Assessments used 

 

 

 

 

   

14. Were at least some of the measures standardised assessment tools? 

 

   

15. Was the rationale for the study size explained? 

 

   

16. Was the statistical analysis appropriate? 

 

   

17. Are any efforts to address potential sources of bias described (e.g. 

adjustment of alpha for multiple comparisons)? 

 

   

18. Were data adequately described (mean, range etc.)? 

 

   

Mean = 

Range = 

 

   

19. Were the numbers of individuals at each stage of study given (e.g. 

numbers potentially eligible, examined for eligibility, confirmed 

eligible, included in the study, completing follow-up, and analysed) 

 

   

20.  Was there an explanation as to how missing data were addressed? 

 

   

21. Were the key results summarised with reference to the study 

objectives? 

 

   

22. Were limitations of the study discussed? 

 

   

23.        Were sources of potential bias discussed?    

24. Was the generalisability (external validity) of the study results 

discussed? 

 

   

 

Total score 

 

  

          % 
25 

 

 

75% and over  = High 

50% - 75%   = Moderate 

Under 50%   = Low 
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Abstract        Word count: 183 

Background 

Reactive Attachment Disorder (RAD) features in the DSM IV (APA, 2000) and the 

ICD 10 (World Health Organisation WHO, 1992). It is characterised by „markedly 

disturbed and developmentally inappropriate social relatedness in most contexts; 

beginning before age 5‟ (DSM-IV, APA, 2000). Behaviours are thought to arise from 

persistent caregiver neglect, physical or emotional abuse or a lack of continuity in 

caregivers.  

Research identifies difficulties with education, social relationships and mental health 

in young offenders (Chitsabesan et al, 2006). Given young offenders‟ experiences 

and needs it may be suggested that they are more likely to display RAD symptoms. 

Thus it seems appropriate to investigate RAD within this population.  

Aims 

-  To explore RAD symptoms in the youth justice population, specifically within 

the Intensive Support and Monitoring Service (ISMS).  

Methods 

A cross-sectional study with 29 ISMS attendees aged 12 to 17 and their carers and 

teachers will be undertaken. They will complete measures investigating symptoms of 

RAD, psychopathology and educational attainment.  

Applications 

The findings will contribute to the understanding of this population and will thus have 

implications for future interventions. 



 94 

Introduction 

Reactive Attachment Disorder (RAD) is a relatively new diagnosis which was first 

included in the DSM in 1980 (Potter, Chevy, Amaya-Jackson, O‟Donnell, Murphy and 

Zeanah, 2009). It features in the DSM IV (APA, 2000) and the ICD 10 (World Health 

Organisation WHO, 1992). It has a particular profile characterised by „markedly 

disturbed and developmentally inappropriate social relatedness in most contexts; 

beginning before age 5‟ (DSM-IV, APA, 2000). In other words the child that displays 

RAD relates to others socially in an inappropriate way relative to their age and stage 

of development. Both classification systems make clear that the behaviour is not 

linked to distinct delays in development or any pervasive developmental disorder and 

that the behaviours are thought to arise from persistent caregiver neglect, physical or 

emotional abuse or a lack of continuity in caregivers.  

Two subsets of RAD are identified; an inhibited and a disinhibited type. The inhibited 

child does not initiate suitable social interactions and if approached does not respond 

appropriately. They may avoid the caregiver, resist comfort and watch them in a non 

communicative detached way (DSM IV, APA, 2000). The ICD 10 (WHO, 1992) in 

addition highlights that young children‟s inappropriate social interaction is commonly 

seen when the caregiver returns to or leaves the child, i.e. excessive misery, 

huddling, clinginess; or an inappropriate lack of response or aggression. In the 

disinhibited type the child exhibits an active involvement in close social interactions 

with numerous people, failing to discriminate between suitable attachment figures.  

Although two distinct subtypes are outlined research shows they can occur together 

(Smyke, Dumitrescu, & Zeanah, 2002). 
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In terms of prevalence Skovgaard (2010) estimated the rates of RAD in 1.5 year olds 

to be 0.9%. The population prevalence beyond infancy is unknown. Many studies into 

RAD have been conducted with ex-institutionalised children (O‟Connor & Rutter, 

2000; Zeanah, Smyke & Dumitrescu, 2002). Millward, Kennedy, Towlson and Minnis 

(2006) explored RAD in looked-after children and found that those in care scored 

higher on measures of RAD than children not in care. Furthermore, they found a high 

correlation (r=0.84) between RAD and mental health symptoms. Minnis, Everett, 

Pelosi, Dunn and Knapp (2006) also found higher symptom scores for RAD (mean = 

18.6) in children in care compared to the school population (mean = 12.74). Here 

more than two thirds of the foster care group had experienced placement 

movements. Beyond this a number of studies explored poor infant care and the 

development of severe attachment disorders (O‟ Connor and Rutter, 2000; Zeanah, 

1996). O‟ Connor and Rutter assessed a group of 165 Romanian adoptees and 52 

UK adoptees at age 6 and found that 6% of those that had experienced less than 6 

months of parental deprivation showed symptoms of severe attachment disorder, 

whereas 31% of the group that had experienced over two years of parental 

deprivation displayed such symptoms. Haugaard and Hazan‟s review paper (2004) 

acknowledges the link between this period of deprivation, the severity of the 

symptoms and a RAD diagnosis.  

 

Beyond this a history of abuse and neglect in children was found to increase the 

liklihood of adolescent delinquency and arrest by 59% (Widom and Maxfield, 2001). 

This history of maltreatment was highlighted as relating to mental health problems 

(Ferguson and Lynskey, 1997) and poorer academic achievement (Kendall-Tackett 

and Eckenrode, 1996). 
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A clear connection between maltreatment and delinquency was found by Smith and 

Thornberry (1995) in a sample of 1000 13 to 14 year olds studied over a period of 

four and a half years. They noted an increased number of offences in line with the 

experience of maltreatment. They suggested that the experience of maltreatment 

may influence children‟s attitudes to others, affecting their peer and family 

attachments. This may lead to antisocial behaviour and associated rejection. Mueller 

and Silverman (1989) found that a peer group displaying antisocial behaviour tended 

to be involved in more forensic activity.  

More specifically Chitsabesan et al. (2006) surveyed 300 young offenders, aged 13 

to 18, and noted that a third had experienced foster care. They reported that 36% 

had educational or work needs including poor school attendance and performance 

difficulties.  They reported that 48% had difficulties with social relationships, 29% had 

problems with family relationships and 35% with peers. Lastly, 31% of this group had 

a mental health problem. 

Overall there is an emerging link between maltreatment, attachment, offending and 

mental health. Given the profile of young offenders and their experience and needs it 

may be suggested that they are more likely to display symptoms of RAD. Thus it 

seems appropriate to investigate RAD within this population. In Glasgow the 

Intensive Support and Monitoring Service (ISMS) provide a direct community-based 

alternative to secure care for young offenders. This study will look at RAD within this 

population and explore factors that may be associated with higher levels of RAD 

symptoms. 
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Aims and Hypotheses 

Aims 

- to explore the prevalence of RAD within a young offender population. 

- to explore the profile of RAD symptoms in this population 

- to explore factors that may be associated with a higher level of RAD 

symptoms: increased severity of mental health symptoms; poorer educational 

attainment; higher number of placements; frequency of offences. 

- to explore the pattern of offending behaviour in those diagnosed with RAD. 

 

Hypotheses and Research Questions 

1. What is the prevalence of RAD diagnosed in adolescents with a forensic 

history? 

2. There will be a correlation between increased RAD symptoms and the level of 

mental health symptoms.  

3. There will be a correlation between educational attainment and RAD 

symptoms.  

4. The will be a correlation between the number of placement movements and 

RAD symptoms. 

5. There will be a correlation between RAD symptoms and the frequency of 

offences 
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Plan of investigation 

Participants 

29 individuals involved with ISMS and their carers and teachers will be invited to 

participate. The young people will be aged 12 to 17 as this is the age range seen by 

ISMS. All young people who receive ISMS are offered a service from a Clinical 

Psychologist, who is based within the Forensic Child and Adolescent Mental Health 

Service (F-CAMHS) and has a dedicated role within ISMS. Most of those assessed 

do not have a moderate to severe mental disorder, but they receive a mental health 

assessment and psychological formulation as part of their ISMS assessment.  

A carer is the person with main primary care giving responsibility for the individual or 

someone who knows them well.  The young person will nominate a carer who knows 

them well; e.g. a relative, key worker, foster carer etc. 

 

Inclusion and exclusion criteria 

Inclusion criteria 

♦ Contact with ISMS. 

♦ Aged 12 to 17 

♦ Fluent in English 

 

Exclusion criteria  

♦  Severe communication problems 
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♦ Impaired capacity to consent as judged by the referring clinician.  

 

Recruitment procedures 

As many of the young people will be under „Vulnerable Young Persons‟ procedures 

the ISMS/FCAMHS Clinical Psychologist will get agreement from the multi-agency 

team of whether the young person can be approached.  

Then, if appropriate, the ISMS/FCAMHS Clinical Psychologist at the routine 

assessment appointment will provide the young person and their carer, if present, 

with information regarding the study; specifically an information sheet and a consent 

form. There will be a participant version (Appendix 1) and carer‟s version (Appendix 

2). They will also ask the young person if they would like to meet the researcher to 

find out more about the study. It will be made clear that meeting the researcher to 

discuss the study is the young person‟s decision and will in no way affect their care. 

 

The researcher will be available to meet with the young person at the end of this 

appointment and/or at their next appointment if they wish to discuss the study and to 

obtain consent. The young person will usually attend for one or two appointments 

which are offered weekly. Full consent will be established when signed consent 

forms are received. 

The researcher will also be available to meet or phone the nominated carer to 

discuss the study and again full consent for their participation will be established 

when signed consent forms are returned. Lastly an information sheet and consent 
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form created for teachers (Appendix 3) will be sent out along with the teachers‟ 

questionnaires. 

 

Measures 

The measures which will be used with young people, carers and teachers are as 

follows; 

Young person 

♦ Strengths and difficulties questionnaire (SDQ) (Goodman, Meltzer and Bailey, 

1998) 

The SDQ assesses for child psychiatric symptoms across five subscales; pro-

social behaviour, relationships with peers, hyperactivity, conduct and 

emotions. It can be completed in ten minutes and contains 25 items. The SDQ 

has strong validity, test-retest reliability and internal consistency (Goodman, 

2001). It has been well validated against other screening instruments 

(Goodman and Scott, 1999) and against psychiatric diagnosis (Goodman, 

Ford, Simmons, Gatward, and Meltzer, 2003).  

Carers 

♦ The Child and Adolescent Psychiatric Assessment, Reactive Attachment 

Disorder (CAPA RAD) (Minnis, Green, O’Connor, Liew, Glaser, Taylor, Follan, 

Young, Barnes, Gillberg, Pelosi, Arthur, Burston, Connolly and Sadiq, 2009). 

This measure for parents/carers is used to assess RAD symptoms. It was 

based upon the well validated Child and Adolescent Psychiatric Assessment 



 101 

(CAPA) semi-structured parent report interview for child psychopathology 

(Angold and Costello, 2000). It consists of 28 items taking the form of a semi-

structured parent report interview.  

 

♦ Relationship Problems Questionnaire (RPQ) (Minnis, Reekie, Young, 

O’Connor, Ronald, Gray and Plomin, 2007) 

This explores RAD symptoms, looking at the behaviour of both subtypes. It 

focuses on the child‟s emotional, hyperactive or conduct problems as distinct 

from RAD type behaviours. It is a 10 item parent report questionnaire with 4 

graded responses from „exactly like my child‟ through to „not at all like my 

child‟ with two moderate measures in between. Scores have 0.85 interval 

consistency (Minnis et al., 2007) and range from 0 – 54.  The measure takes 5 

minutes to complete. 

 

♦ Strengths and difficulties questionnaire (SDQ) (Goodman, 1997) 

This is the carer‟s version of the SDQ described above. 

 

Teachers 

♦ A teacher’s Strengths and difficulties questionnaire (Goodman, 1997) 

This is the teacher‟s version of the SDQ described above. 

 

♦ Relationship Problems Questionnaire (RPQ) (Minnis et al, 2007)  
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As outlined above this questionnaire investigates the symptoms of RAD.  

 

♦ Attainment questionnaire 

This will establish the child‟s working level compared to the age appropriate 

level of attainment. It will clarify any current additional support for learning. 

 

The following measures will be completed by the Clinician/Researcher; 

 

♦ Clinician’s Checklist for Reactive Attachment Disorder 

The Observational Checklist for Reactive Attachment Disorder (McLaughlin, 

Espie and Minnis, 2010) which is used when observing subjects within the 

clinical waiting room will be modified. A checklist of typical RAD behaviours for 

adolescents will be created considering the listed measures and manifestation 

of RAD behaviours within this age range. It can then be used alongside other 

measures when making a diagnosis. It will be completed by a clinician.  

In adolescents the individual and carer and/or teacher‟s report should be 

sufficient to inform a RAD diagnosis. However it was considered useful to 

incorporate the clinician‟s observations. As such this is an exploratory part of 

the study. 
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♦ History of Maltreatment Checklist 

 This is an 18 - item checklist looking at areas of maltreatment such as neglect 

and abuse alongside parental variables such as mental health, educational 

level, addictions and parent‟s age at birth. It also addresses number of 

placements held. Generally there are four response options; „yes‟, „no‟, 

„probable‟, and „unknown‟. This checklist is used to gain information from case 

files in a systematic fashion. It will be completed by the researcher. 

 

Design 

A cross-sectional study will be undertaken. The project will be embedded in the team 

and introduction to the study will be integral at the point of initial assessment. 

 

Research procedures 

The project will be introduced by a clinician and the potential participants will be 

provided with an information sheet (Appendix 1, 2 and 3). Subsequently, the 

researcher will make contact by phone or be available in person to discuss it further 

and to obtain consent. The minimum required people to consent are the young 

person and a nominated carer and/or teacher. 

 

 

 

 



 104 

Young person 

The young person will have completed a SDQ as part of their routine assessment. If 

this has not been done, the researcher will ask the clinician to ensure it is completed. 

The researcher will receive this data.  

Carer 

The researcher will meet with the carer separately to administer the aforementioned 

measures. If the carer cannot attend the clinic the measures may be completed by 

phone. This should take approximately one hour. 

Teacher 

Information regarding the participant‟s teacher will be obtained and an information 

sheet, consent form, SDQ, RPQ and Attainment questionnaire will be sent to them 

for completion. The teacher‟s measures take approximately 10 minutes to complete. 

Clinician 

The clinician who conducted the initial interview will rate the individual‟s behaviour 

(based on waiting room observations) according to the Clinician‟s Checklist for 

Reactive Attachment Disorder. This will take 5 minutes.  

Researcher 

The researcher will review the participant‟s case files in conjunction with the History 

of Maltreatment Checklist. They will also gather information regarding the number 

and type of convictions upheld.   
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Once the information is collated, two clinicians will blindly review the data from the 

RPQ, CAPA-RAD, Clinician‟s Checklist for RAD, and The History of Maltreatment 

Checklist to provide a diagnosis of RAD or no RAD. Subsequent to this, data analysis 

will commence.  

 

Data analysis 

Descriptive statistics will be employed to illustrate the prevalence of RAD symptoms 

in adolescents (aged 12-17) with a forensic history. A confidence interval (CI) will 

also be calculated. Non-parametric correlations will be used to explore the 

relationships between RAD symptoms and the factors hypothesised to be associated 

(mental health symptoms; educational attainment; number of placements; frequency 

of offences). If regression assumptions are met a linear regression will be completed 

with significant variables to explore their influence on RAD symptoms A Statistical 

Package for the Social Sciences version 19 (SPSS) will be used to investigate the 

hypotheses.  

 

Justification of sample size 

The estimation of prevalence of RAD in this population is exploratory. A power 

calculation was made based on the hypothesis that there will be a relationship 

between RAD symptoms and mental health symptoms. A previous study (Millward et 

al., 2006) found a correlation of r=0.84 between RAD and SDQ scores. Using 

G*Power (Faul, Erdfelder, Lang and Buchner, 2007) and inputting a more 
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conservative estimate of a high effect size of r= 0.5, setting power at 0.8 and alpha at 

0.05 calculates that a sample size of 29 is adequate.  

In terms of recruitment ISMS receives one new referral a week and it is estimated 

that two-thirds of these will consent to taking part. As the recruitment period will run 

from July 2013 to March 2014 this should allow enough time to reach a sample size 

of 29. 

 

Settings and Equipment 

The setting will be Stanley Street Schoolhouse, where ISMS and FCAMHS are 

based. Interview rooms are available for booking and a pinpoint alarm and duty 

system is in place.  

An encrypted laptop will be used to store and analyse data. The aforementioned 

measures will be used. (See Appendix 4) 

 

Health and safety issues 

Researcher and Participant safety (See appendix 5 – Health and Safety for 

Researchers Form) 

 

Ethical Issues 

Ethical approval will be sought from the West of Scotland Research Ethics 

Committee. As this is a vulnerable population it will be made clear that their decision 
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to participate or not is entirely voluntary and will not affect their ISMS input or any 

other aspect of their legal status, care or management. Individuals, who are deemed 

to have impaired capacity to consent, as judged by the referring clinician, will not be 

approached to take part. Participants will have the opportunity to discuss the study 

with the researcher and to ask questions before agreeing to consent. The measures 

employed are not anticipated to cause distress. The researcher will report any 

information given that highlights risk to the young person or another person, to the 

clinical team.  A summary of the study will be reviewed by the Carer and Users of 

Services of Psychology (CUSP) to ensure that the material is understandable. 

All data will be anonymous and confidential. It will be stored on an NHS, password 

protected or encrypted computer. The time period of data storage will be in 

accordance with NHSGG&C policies and the confidentiality and use of participant‟s 

data will be determined by the data protection act (1998), it will only be used for the 

purposes outlined. Any publications arising from the study will contain non identifiable 

data. 

 

Timetable 

Outline    – December 3rd 2012 

Proposal draft   –  December 2012 

Complete proposal   –  February 2013 

Apply for ethics   - July 2013 

Data collection   –  July 2013 – March 2014 
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Data analysis   - April 2014 

Write up and submission - June 2014 

 

Practical Applications 

The study will contribute to the understanding of the youth justice population 

specifically highlighting the prevalence and presentation of RAD symptoms within this 

group. This will have implications for future interventions. 
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files) and with the correct resolution. If, together with your accepted article, you submit usable color figures then 
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ScienceDirect and other sites) regardless of whether or not these illustrations are reproduced in color in the 

printed version. For color reproduction in print, you will receive information regarding the costs from 

http://www.elsevier.com/artworkinstructions


 115 

Elsevier after receipt of your accepted article. Please indicate your preference for color: in print or on the Web 

only. For further information on the preparation of electronic artwork, please 

see http://www.elsevier.com/artworkinstructions.  

Please note: Because of technical complications which can arise by converting color figures to 'gray scale' (for the 

printed version should you not opt for color in print) please submit in addition usable black and white versions of 

all the color illustrations. 

Figure captions  

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A caption 

should comprise a brief title (not on the figure itself) and a description of the illustration. Keep text in the 

illustrations themselves to a minimum but explain all symbols and abbreviations used. 

Text graphics  

Text graphics may be embedded in the text at the appropriate position. If you are working with LaTeX and have 

such features embedded in the text, these can be left. See further under Electronic artwork. 

Tables  

 

Number tables consecutively in accordance with their appearance in the text. Place footnotes to tables below the 

table body and indicate them with superscript lowercase letters. Avoid vertical rules. Be sparing in the use of 

tables and ensure that the data presented in tables do not duplicate results described elsewhere in the article. 
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Please ensure that every reference cited in the text is also present in the reference list (and vice versa). Any 

references cited in the abstract must be given in full. Unpublished results and personal communications are not 

recommended in the reference list, but may be mentioned in the text. If these references are included in the 

reference list they should follow the standard reference style of the journal and should include a substitution of the 

publication date with either 'Unpublished results' or 'Personal communication'. Citation of a reference as 'in press' 

implies that the item has been accepted for publication. 

Web references  

As a minimum, the full URL should be given and the date when the reference was last accessed. Any further 

information, if known (DOI, author names, dates, reference to a source publication, etc.), should also be given. 

Web references can be listed separately (e.g., after the reference list) under a different heading if desired, or can 

be included in the reference list. 

References in a special issue  

Please ensure that the words 'this issue' are added to any references in the list (and any citations in the text) to 

other articles in the same Special Issue. 

Reference management software  

This journal has standard templates available in key reference management packages EndNote 

(http://www.endnote.com/support/enstyles.asp) and Reference Manager 

(http://refman.com/support/rmstyles.asp). Using plug-ins to wordprocessing packages, authors only need to select 

the appropriate journal template when preparing their article and the list of references and citations to these will 

be formatted according to the journal style which is described below. 

Reference style  

Text: Citations in the text should follow the referencing style used by the American Psychological Association 

(view the APA Style Guide). You are referred to the Publication Manual of the American Psychological 

Association, Sixth Edition, ISBN 978-1-4338-0561-5. 

List: references should be arranged first alphabetically and then further sorted chronologically if necessary. More 

than one reference from the same author(s) in the same year must be identified by the letters 'a', 'b', 'c', etc., 

placed after the year of publication.  

Examples:  
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Elsevier accepts video material and animation sequences to support and enhance your scientific research. 

Authors who have video or animation files that they wish to submit with their article are strongly encouraged to 

include links to these within the body of the article. This can be done in the same way as a figure or table by 

referring to the video or animation content and noting in the body text where it should be placed. All submitted 

files should be properly labeled so that they directly relate to the video file's content. In order to ensure that your 

video or animation material is directly usable, please provide the files in one of our recommended file formats with 

a preferred maximum size of 50 MB. Video and animation files supplied will be published online in the electronic 

version of your article in Elsevier Web products, including ScienceDirect: http://www.sciencedirect.com. Please 

supply 'stills' with your files: you can choose any frame from the video or animation or make a separate image. 

These will be used instead of standard icons and will personalize the link to your video data. For more detailed 
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print, or to be reproduced in color on the Web (free of charge) and in black-and-white in print  

• If only color on the Web is required, black-and-white versions of the figures are also supplied for printing 

purposes  

For any further information please visit our customer support site at http://support.elsevier.com. 

Authors are responsible for ensuring that manuscripts conform fully to the Publication Manual of the American 

Psychological Association (6th ed.), including not only reference style but also spelling (see, e.g., the hyphenation 

rules), word choice, grammar, tables, headings, etc. Spelling and punctuation should be in American English. 
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Appendix 2.3 Measures 

 

Strengths and Difficulties Questionnaire (SDQ; Self, Carer and 

Teacher versions) 

CAPA RAD - Youth Version 

Relationship Problems Questionnaire (RPQ; Carer and Teacher 

version) 

Attainment Questionnaire 

Observational Schedule for Reactive Attachment Disorder 

(Youth Version) 

History of Maltreatment Checklist 
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Attainment Questionnaire 

Child‟s name ………………………… Male/Female 

Date of Birth ………………….  School year …………………. 

________________________________________________________ 

 

Q1. What level is the young person working at?  

  A        B        C        D        E        F   

  First level     Second level      Third level      Fourth level   

 

Q.2 How does this compare to the age appropriate level of attainment? 

………………………………………………………………………….. 

Q3. Does the young person have any current additional support for 

learning?  

Yes        No       

If yes, please provide details below 

…………………………………………………………………………………
…………………………………………………………………………………
……………………………………………………… 

Q3. If you have prolonged experience of working with this student do you 

feel that they have the potential to be working at a higher level? 

Yes        No       

If yes, please provide details below 

…………………………………………………………………………………
…………………………………………………………………………………
………………………………………………………… 

Thank you very much for your help 
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Appendix 2.4   Ethics 

 

NHS Ethics Committee approval letter 

NHS Research and Development approval letter 

Social Work Ethical Approval E-mail 
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4/10/13 

 

Hi Kate 

Thanks for this – your research is now approved. I will forward the information sheet on to Jennifer 

and will ask her to speak to you directly if any changes are required. You should link with Jennifer to 

get your research started. 

 

As with all external research projects, approval of this research is based on the understanding of the 

project in its current form and should any significant changes be made to the research aims or 

methodology, Glasgow City Council reserves the right to withdraw consent.   

  

This consent is also subject to the understanding that Glasgow City Council will be given the 

opportunity to view the results of the research prior to final publication or submission. I would therefore 

ask that a copy of your research report is sent to me, Jennifer McDonald and Steve Collins before final 

publication/submission. 

  

Good luck with the project! I look forward to reading your report. 

Thanks 

Tina 

 

_____________________________________________  
Tina Callan  
Senior Officer (Performance and Research)  

Research & Practice Development Team  
Social Work Services  
Glasgow City Council  

: Social Work Centre, 40 John Street, Glasgow, G1 1JL  
: 0141-287 8310 
:  0141-287 8840 
:  tina.callan@sw.glasgow.gov.uk  
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Appendix 2.5 Information sheets ISMS and YWC 

Consent forms ISMS and YWC  

(Young person, Carer, Teacher) 



 171 

                              

  

 



 172 

 

 

 



 173 

 

 

 



 174 

 

 

 



 175 

 

 

 



 176 

 

 

 



 177 

 

 

 



 178 

 

 

 



 179 

 

 

 



 180 

 

 

 



 181 

 

 

 



 182 

 

 

 



 183 

 

 

 



 184 

 

 

 



 185 

 

 

 



 186 

 

 

 



 187 

 

 

 



 188 

 

 

 



 189 

 

 

 

 

 



 190 

 

 

 

 

 



 191 

 

 

 

 

 



 192 

 

 

 

 

 



 193 

 

 

 



 194 

 

 

 



 195 

 

 

 

 

 



 196 

 

 

 

 

 



 197 

 

 

 

 

 



 198 

 

 

 

 

 



 199 

 

 

 



 200 

 

 

 



 201 

Appendix 2.6  Information on who completed measures with participants 

 

Measure Completed by 

1. SDQ (Self) 

7 already complete 

 

ISMS Psychologist 

 

12 to be updated 4 - ISMS Psychologist 

5- Researcher 

2 – participants and passed to carers 

1 old version used  

 

10 had no SDQ 9 – Researcher 

1- participant and passed to carer 

 

2. Observational Schedule 12 - ISMS Psychologist 

15- Researcher 

2 – carers 

 

3. History of Maltreatment Checklist 19 – ISMS Psychologist 

10 – YWC staff 

 

4. Carer Measures 29 – Researcher 
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Appendix 2.7   Imputed data results - before and after imputation on the TSDQ 
and the TRPQ 

 
 Total TSDQ and TRPQ Imputed Total TSDQ and TRPQ 

rs .47 .45 
P value .17 .51 
N  10  19 
Significant  No  No 

 

 Total TSDQ and Disinhibited TRPQ Imputed Total TSDQ and Disinhibited TRPQ 

rs .51 .51 
P value .07 .03 
N  13  19 
Significant  No  Yes 

 

 Total TSDQ and Inhibited TRPQ Imputed Total TSDQ and Inhibited TRPQ 

rs .55 .41 
P value .05 .0 9 
N  13  19 
Significant  No  No 

 

 Total TRPQ  and subscales Total Imputed TRPQ and imputed subscales 

Emotional rs = .02, p = .95, N=12 (NS) rs = -.01, p = .98, N=19 (NS) 
Conduct rs = .38, p = .25, N=11 (NS) rs = .54, p = .02, N=19 (S) 
Hyperactivity rs = .33, p = .27, N=13 (NS) rs = .46, p = .05, N=19 (S) 
Peer problems rs = .31, p = .30, N=13 (NS) rs = .22, p = .38, N=19 (NS) 
Prosocial rs = .16, p = .63, N=11 (NS) rs = -.04, p = .89, N=18 (NS) 

 

 Total Disinhibited TRPQ  
and subscales 

Total Imputed Disinhibited TRPQ and imputed 
subscales 

Emotional rs = .17, p = .54, N=16 (NS) rs = .08, p = .73, N=19 (NS) 
Conduct rs = .53, p = .04, N=15 (S) rs = .51, p = .03, N=19 (S) 
Hyperactivity rs = .58, p = 0.2, N=17 (S) rs = .47, p = .04, N=19 (S) 
Peer problems rs = .39, p = .14, N=16 (NS) rs = .22, p = .37, N=19 (NS) 
Prosocial rs = .08, p = .82, N=12 (NS) rs = .13, p = .60, N=18 (NS) 

 

 Total Inhibited TRPQ  and 
subscales 

Total Imputed Inhibited TRPQ and imputed 
subscales 

Emotional rs = .16, p = .56, N=16 (NS) rs = .05, p = .83, N=19 (NS) 
Conduct rs = .45, p = .09, N=15 (NS) rs = .44, p = .06, N=19 (NS) 
Hyperactivity rs = .46, p = .06, N=17 (NS) rs = .44, p = .06, N=19 (NS) 
Peer problems rs = .33, p = .22, N=16 (NS) rs = .29, p = .23, N=19 (NS) 
Prosocial rs = -.34, p =  .29, N=12 (NS) rs = -.25, p = .32, N=18 (NS) 
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Appendix 2.8   Table of SDQ results (Self, Carer and Teacher versions) 

 

 

 

 

Total Unlikely Possible Probable Possible and probable 
percentages summed 

Self 14 (48%) 9 (31%)   6 (21%) 52% 
Carer   8 (28%) 5 (17%) 16 (55%) 72% 
Teacher (Imputed)   4 (21%)  2 (11%)  13 (68%)  79% 
     
Emotional     
Self 22 (76%) 4 (14%)   3 (10%) 24% 
Carer 15 (52%) 5 (17%)   9(31%) 48% 
Teacher (Imputed) 14 (74%) 3 (16%)   2 (11%) 27% 

     
Conduct     
Self 12 (41%) 5 (17%) 12 (41%) 58% 
Carer   4(14%) 4(14%) 21(72%) 86% 
Teacher (Imputed)   4 (21%) 0 15 (79%) 79% 
     
Hyperactivity     
Self 11 (38%) 4 (14%) 14 (48%) 62% 
Carer   9(31%) 5 (17%) 15(52%) 69% 
Teacher (Imputed) 10 (53%) 3 (16%)   6 (32%) 48% 
     
Peer problems     
Self 19 (66%) 7 (24%)   3 (10%) 34% 
Carer   6 (21%) 5 (17%) 18 (62%) 79% 
Teacher (Imputed)   8 (42%) 2 (11%)   9 (47%) 58% 
     
Prosocial     
Self 24 (83%) 2 (7%)   3 (10%) 17% 
Carer 13 (46%) 9 (32%)   6 (21%) 53% 
Teacher (Imputed)   4 (22%) 5 (28%)   9 (50%) 78% 


