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ABSTRACT
Background: Research has shown that children’s beliefs about the causes of psychological problems are related to their attitudes and reactions towards affected peers. This study describes the development of the Children’s Attributions about Psychological Problems in their Peers (CAPPP) Scale, which assesses children’s beliefs about the causes of an internalising and an externalising condition. 

Method: The 16 items comprising the CAPPP are derived from previous qualitative research findings. Five hundred and ninety five young people, drawn from five different age-groups spanning early childhood to late adolescence, completed a CAPPP Scale for each of two vignettes describing the behaviour of hypothetical peers with attention deficit hyperactivity disorder (ADHD) and depression. 

Results: Modifications following consideration of psychometric properties and conceptual fit resulted in a 12-item scale. For both the ADHD and depression conditions the components that emerged were “Volition”, “Recent Life Stress”, “Family Factors”, and “School Factors”.
Conclusions: The present study represents the first field trial of the CAPPP. Results suggest that children’s and adolescents’ beliefs about the causes of psychological problems are multidimensional and incorporate both individual and environmental factors. 
INTRODUCTION
Children affected by various types of psychological disorders are among the most neglected and rejected in our schools and playgrounds (Deater-Deckard 2001; Bierman 2004; Hay et al. 2004). In early childhood, children with internalizing disorders, such as depression and anxiety, are considered by their peers to be less offensive than children with externalizing disorders, such as conduct disorder and attention deficit hyperactivity disorder (ADHD). However, withdrawn, depressive behaviour becomes more salient and shows links with peer difficulties in older age groups (e.g. Rubin et al. 1998; Ladd 1999; Deater-Deckard 2001). Such a lack of acceptance may perpetuate or even escalate these problems (Ladd 2006), while also serving to limit the quantity and quality of opportunities to interact with peers, thereby impacting upon normal socialization. 

Theory and research has suggested that there may be links between children’s beliefs about the causes of psychological disorders and their attitudes and behaviour towards affected peers. Attribution theory (e.g. Weiner 1992 1995) has proposed that judgments about a peer’s personal responsibility for his or her condition are linked with disparate emotional reactions, such as anger or sympathy, which, in turn, deter- mine the behavioural intentions or overt behaviours of the judges towards the judged. While sympathy and compassion will result in prosocial responses, anger will give rise to exclusion, social distance and rejection. Research has supported this proposition, showing how peers with both externalizing and internalizing conditions who are assigned personal responsibility for their behaviours are judged and treated harshly (Peterson et al. 1985; Graham & Hoehn 1995; Little & Garber 1995; Goossens et al. 2002).


Juvonen (1991) has provided one of the more thorough investigations in this area of research. In a series of three studies, including real and hypothetical target characters, the relationship between level of perceived deviance, judgements of responsibility, affective responses and peer reactions was investigated. In line with attribution theory, negative peer relations, such as rejection and a lack of social support, were found to vary as a function of children’s perceptions of responsibility for deviant behaviour and the subsequent affective response elicited. Such findings highlight how important it is to understand children’s beliefs about the aetiology of a variety of psychological disorders, in terms of contributing both to our understanding of attitude formation and peer relations, and to the development of educational intervention programmes aimed at reducing misconceptions about mental illness. 

A recent review of research in the area (Hennessy et al. 2008) noted how, from a young age, children can identify atypical behaviour among their peers and offer a range of explanations for these behaviours. However, the literature is sparse and rife with methodological issues that future research in the area would need to address. As an example, many studies elicit reactions only in response to male characters (e.g. Chassin & Coughlin 1983; Sigelman & Begley 1987; Juvonen 1991; Graham & Hoehn 1995) so that inferences about reactions towards girls with psychological conditions are only partially informed and any interaction between the gender of participants and the gender of the child displaying the problem cannot be investigated. Furthermore, vast variations in methods and measures employed make findings difficult to appraise and comparisons between studies hazardous. Caution must be exercised when comparing conclusions from studies involving, for example, interviews, focus groups, card-selection tasks or questionnaires. Even when a number of studies use vignettes (e.g. Maas et al. 1978; Roberts et al. 1981; Sigelman & Begley 1987; Fox et al. 2008; Hennessy & Heary 2009), the type of information provided in these behavioural descriptions (e.g. with regard to associated behaviours, cause, treatment or a character’s gender or motivation) can induce diversity in responses. 

The present study aims to address these issues in the literature by developing a scale to assess the beliefs of children and adolescents about the causes of two common childhood psychological disorders, namely ADHD (an externalizing condition) and depression (an internalizing condition). These two conditions were selected for inclusion in the study based on their prevalence among children and adolescence (Ford et al. 2003; Lynch et al. 2006). A scale that is standardized, psychometrically sound and ecologically valid can help achieve, among other advancements to the literature, more comparability across varied research than is presently the case. The research design is cross-sectional and involves children and adolescents from age 5 to 18 years. This is a wider age range than has previously been considered in the research literature, with the intention of providing an account of beliefs about causality from early childhood through late adolescence.  
 
It was proposed from the outset that the instrument to be developed would be grounded in qualitative data gathered by Hennessy and Heary (2009) so as to ensure a high level of ecological validity with regard to the causes of psychological problems offered and the language used throughout the scale. Hennessy and Heary (2009) conducted one of the first qualitative investigations on the development of children’s beliefs about the causes of childhood psychological problems and found that children aged from 8 to 14 years were able to offer a range of explanations for the behaviour of psychologically disordered peers and these explanations varied systematically with age and the nature of the behaviour described. They also noted there were important differences in children’s reactions to the internalizing problem in their study (depression) in comparison with the externalizing problems in their study (ADHD and conduct disorder) and thus highlighted the need for future studies to consider each type of psychological problem separately. This recommendation is thus incorporated into the design of the present study. 

It was also decided to use vignettes, or behavioural descriptions, of both male and female characters experiencing the target conditions. Some studies have chosen to provide participants with diagnostic labels as stimulants to assess associated beliefs. Although this approach has the advantage of ensuring that children understand that the behaviours they are being asked to judge are clinical conditions and not just tem- porary or sporadic unpleasant behaviour, it may also have a number of disadvantages including the potential negative effects of labelling upon beliefs and attitudes (e.g. Harris et al. 1992). Vignettes can be used with children of all ages and concerns about their familiarity with various psychological terminologies or the significance they attach to such terms are redundant. 
METHOD
Participants 
Participants consisted of 595 children and adolescents recruited from randomly selected primary schools and secondary schools from the Department of Education and Science published lists of schools in Leinster, the Eastern region of Ireland. Boys and girls were sampled from three primary school classes (the second, fifth and eighth year of schooling) and from two secondary school classes (the 10th and 13th years of schooling). See Table 1 for a detailed account of participant numbers, ages and gender for each school year tested. 
Insert Table 1 here
Developing the Children’s Attributions about Psychological Problems in their Peers Scale

Behavioural descriptions of ADHD and depression validated through ratings by clinical psychologists and initially used in the Hennessy and Heary (2009) qualitative study were modified to represent children of both genders. With the aim of diverting participants’ attention from the study’s focus on clinical behaviour, a third vignette was included that described a child who enjoyed school and excelled at academic work. See Appendix A for the vignettes employed in this study. 
Selection and development of Children’s Attributions about Psychological Problems in their Peers Scale items

The content of each item comprising the Children’s Attributions about Psychological Problems in their Peers (CAPPP) reflected the causes of ADHD and depression proffered by participants in Hennessy and Heary (2009). The wording of each item was phrased so that it also reflected the language they used. The final version of the CAPPP used in the field trial consisted of 16 items comprising four causal categories:

· Five items related to individual causes, where children proposed that behaviours were due to physiological or psychological causes within the target character. For example: ‘[Child X] does the things s/he does because s/he’s nervous, worried or excited’.

· Four items related to parental or family causes. For example: ‘[Child X] acts like this because s/he is copying the way people in his/her family act’.

· Four items related to peer causes. For example: ‘[Child X] acts like this because s/he copies other children’.

· Finally, three items related to school causes. For example: ‘[Child X] acts like this because s/he isn’t very good at his/her school work’. 

Participants’ response options for each item of the CAPPP were ‘agree a lot’, ‘agree a little’, ‘disagree a little’ and ‘disagree a lot’. These were scored as 4, 3, 2 and 1, respectively, and so a higher score indicated stronger endorsement of the item. While older children are capable of thinking in ‘shades of grey’ and making graded ratings away from the extremes of a rating scale, research suggests that young children’s tendency to think in a dichotomous, ‘black or white’, manner (Gelman & Baillargeon 1983) may lead them to focus on the extremes of a rating scale (Chambers & Craig 1998; Chambers & Johnston 2002). Thus, the decision was made that older children and adolescents would read an item from the scale and be visually presented with the full range of response options. The youngest children, who would have the scale items read to them during a one-to- one interview with a researcher, would hear the item and then, in a method of presentation similar to that developed by Harter and Pike (1984), be asked if they agreed or disagreed. If they agreed, they would be further asked if they agreed a little or a lot. Similarly, children who disagreed with an item would be further asked if they disagreed a little or a lot. 

By separating the graded options in this way, the youngest participants would not have to deal with more than two possible responses at a time.
Age-Appropriateness of the Children’s Attributions about Psychological Problems in their Peers Scale 
A final consideration in the development phrase of the study addressed the issue of presenting a scale that would be suitable for both children and adolescents. As participants were expected to respond to the vignette characters as same-age peers, two forms of the scale were needed, one suitable for primary school children and one suitable for secondary school children. The content of both forms is essentially the same, but minor age- appropriate modifications have been made. For example, the primary school version of the scale informs participants that they will read about other ‘children’ of their age; the secondary school version informs participants that they will read about other ‘young people’ or ‘teenagers’ of their age.
 
As noted above, the present study also aimed to gather information on hypothetical peers of both genders so as to enable future investigations of responses to characters of both genders and gender interaction effects. Thus, within the primary school and secondary school forms of the scale, two versions existed: one with a male ADHD vignette character and a female depression vignette character and the other with a female ADHD vignette character and a male depression vignette character. Allocation of the two versions of the scale to the participants was random.
Procedure 
Testing the CAPPP formed part of a larger study investigating children’s perceptions of mental illness in their peers. Children and adolescents with written parental consent who also verbally assented to take part were presented with a questionnaire booklet, the Friendship and Behaviour Questionnaire, containing short descriptions of hypothetical peers displaying the target behaviours (depression and ADHD) followed by a series of open and closed questions. The closed questions about potential causes that comprise the CAPPP formed the first section of this questionnaire.


Participants completed the booklet in their classrooms during regular class times. Pilot testing indicated that students in years 8, 10 and 13 had sufficient reading and comprehension abilities to complete the questionnaire by themselves with little or no guidance from the researcher. Accordingly, they were instructed to work by themselves, but were invited to ask the researcher for assistance at any stage.


Students in year 5 were deemed to need some additional help, if not with reading the scale, then with understanding the response options. Accordingly, they completed the scale with the assistance of the researcher in small groups. Year 2 participants were assisted in a one-to-one interview format where the researcher read aloud the vignettes, items and response options and transferred replies onto the booklet. 
RESULTS
The data gathered for the 16 items of the CAPPP for the ADHD (externalizing) condition and the depression (internalizing) condition were assessed for suitability for factor analyses. Once suitability was confirmed, data were then subjected to principal components analysis (PCA) with varimax rotation. In this way, the major components within the instrument could be identified.


The procedure for conducting PCA for both the ADHD and depression scales first involved inspection of eigenvalues, scree plots (guided by Catell’s 1966 scree test) and exploration of the number of components that best fit the data. After varimax rotation, those items with a minimum factor loading of 0.4 on one component and no loadings of 0.3 or greater on subsequent components were deemed to be good indicators of underlying components. The contribution of each of these remaining items to the conceptual basis of the components was then assessed. Finally, analyses of the individual item factor loadings, based on the conventions proposed by Comery and Lee (1992), were conducted.


Descriptive statistics for each item of the CAPPP pertaining to ADHD are provided in Table 2. Descriptive statistics for each item of the CAPPP pertaining to depression are provided in Table 3. Response scores ranged from 1 to 4, with higher scores indicating more endorsement of the item. For the ADHD condition the range of mean item scores was 2.17 to 2.96, while for the depression condition the range of mean item scores was 1.81 to 3.14.
Principal components analyses for Children’s Attributions about Psychological Problems in their Peers Scale pertaining to attention deficit hyperactivity disorder

Principal components analysis revealed the presence of five components with eigenvalues exceeding 1. However, an inspection of the scree plot indicated that four components should be retained for further investigation. This was confirmed through examining several solutions with more or fewer factors where the four-component solution was found to fit the data best. After varimax rotation, the four components selected were shown to contain a number of items with strong loadings and most items loaded on only one component. Total variance was 44.26%, with component one contributing 12.02%, component two contributing 11.73%, component three contributing 11.32% and component four contributing 9.19%.


Next, the items within these four components were analysed. Overall, three loaded on more than one component higher than 0.3 and two were deemed not to fit their component from a conceptual point of view. These items were dropped from further analysis. A total of 11 items had high loadings on only one component and conceptually formed coherent constructs. They thus met the necessary criteria for construct validity. 
Insert Table 2 here

These 11 items were then included in a further factor analysis investigation to provide a preliminary summary of the under- lying components within the 11-item version of the CAPPP. A four-factor solution was examined and accounted for 56.3% of the total variance after rotation, with component one, termed ‘Volition’, contributing 15.56%, component two, termed ‘Recent Life Stress’, contributing 14.93%, component three, termed ‘Family Factors’, contributing 13.46% and component four, termed ‘School Factors’, contributing 12.35%. See Table 4 for each item’s loadings on each of the four components. 
Insert Table 3 here

The Volition component comprises items that suggest a cause because of an individual’s free choice or commitment to a particular behaviour, for example, ‘[Child X] acts this way just because s/he wants to and thinks it’s cool’. It contains three items with factor loadings for these items ranging from 0.692 to 0.785, which could be described as very good to excellent.  The second component comprises items suggesting causes linked with recent life stress such as ‘Somebody in [Child X]’s family may have died and so s/he acts like this’. It contains four items with factor loadings that are good to very good, ranging from 0.581 to 0.66. The Family Factors component suggests causes because of the family situation or family practices and contains only two items. However, these load in the excellent range (Comery & Lee 1992) at 0.815 and 0.833, and so the interpretation of this component may still be reliable (Tabachnick & Fidell 2001). An example from this component is ‘[Child X] behaves this way because of how his/her parents brought him/ her up’. Finally, the fourth component, School Factors, suggests causes because of boredom at school or low academic ability and also contains two items. Again, these items had excellent factor loadings (0.759 and 0.816) and reliability should not be compromised because of the low number of items therein. An example from this component is ‘[Child X] behaves this way because s/he’s bored or doesn’t like school’. 
Insert Table 4 here

The internal consistency of the 11-item CAPPP was assessed using Cronbach’s Alpha and was found to be acceptable at 0.66. With regard to the individual components of the CAPPP, values ranged from 0.52 to 0.64. As Cronbach alpha values can be sensitive to the number of items in a scale, short scales can produce low values (Pallant 2005).


In such cases, Briggs and Cheek (1986) suggest reporting the mean inter-item correlation for the items. All components produced values within the optimal range (0.2 to 0.4) reported by these authors. 
Principal components analyses for Children’s Attributions about Psychological Problems in their Peers Scale pertaining to depression

Principal components analysis for the depression condition showed that four components had eigen values greater than 1 and an inspection of the scree plot and exploration of the number of components that best fit the data confirmed that four components should be retained for further investigation. After rotation, the four-component solution explained a total of 48.79% of the variance, with component 1 contributing 15.71%, component 2 contributing 12.74%, component 3 contributing 11.08% and component 4 contributing 9.27%. 


When the items within these four components were analysed, it was observed that all items loaded onto a component. Three items loaded on more than one component higher than 0.3 and were thus dropped. Only one item was considered not to fit its component from a conceptual point of view and this too was dropped. A total of 12 items remained that had high loadings on only one component and, conceptually, formed part of a coherent construct.


These items were then included in a further factor analysis investigation to provide a preliminary summary of the underlying components within the 12-item version of the CAPPP. A four-factor solution was examined and accounted for 58.56% of the total variance after rotation, with component one, termed ‘Volition’, contributing 17.87%, component two, termed ‘Recent Life Stress’, contributing 16.22%, component three, termed ‘Family Factors’, contributing 12.69% and component four, termed ‘School Factors’, contributing 11.8%. See Table 5 for each item’s loadings on each of the four components.
Table 5 here


The Volition component contains three items with factor loadings for these items ranging from 0.694 to 0.83, which could be described as very good to excellent. It includes, ‘[Child X] acts like this because s/he copies other children/teenagers’. The Recent Life Stress component contains five items. Factor loadings were good to excellent, ranging from 0.55 to 0.73. It includes, ‘[Child X] does the things s/he does because s/he’s nervous, worried or excited’. Component three, termed ‘Family Factors’, contains only two items. However, these load in the excellent range (Comery & Lee 1992) at 0.8 and 0.85, and so the interpretation of this component may still be reliable (Tabachnick & Fidell 2001). It includes, ‘[Child X] has problems at home and so s/he does these things’. Finally, component four, termed ‘School Factors’, also contains two items. It includes, ‘[Child X] acts this way because s/he isn’t very good at his/her school work’. Again, these items had excellent factor loadings (0.69 and 0.89) and reliability should not be compromised because of the low number of items therein. 

The internal consistency of the 12-item CAPPP was assessed using Cronbach’s Alpha and was found to be acceptable at 0.66. Values for the individual components of the Children’s Attributions about Psychological Problems in their Peers Scale ranged from 0.55 to 0.69. The component with the low value of 0.55 yielded an optimal mean inter-item correlation of 0.31. 
DISCUSSION
The purpose of this research was to initiate the development a psychometrically sound scale to assess children’s and adolescents’ beliefs about the causes of psychological disorders among their peers. There are no standardized measures to assess this aspect of young people’s understanding of either internalizing or externalizing problems, despite evidence in the literature that beliefs about cause could be linked with attitudes and reactions towards affected peers.


Thus, participants in the present study were presented with two versions of the 16-item CAPPP Scale. One version gathered data on children’s and adolescents’ beliefs about the causes of an externalizing condition, ADHD, while the second gathered data pertaining to an internalizing condition, childhood depression. Each item of each version was evaluated with reference to its psychometric properties and conceptual fit with the underlying component. Each component was then assessed for construct validity, as was the overall scale, before decisions were made regarding the revision of the scale. Interestingly, the resulting components and their associated items for each of the two psychological conditions uncovered very similar patterns. This suggests that the CAPPP may be suitable for use with both internalizing and externalizing conditions. Thus, the final version of the scale contains a total of 12 items, 11 common to both conditions and one specific to the internalizing condition, childhood depression (item number 11, see Appendix B for the full CAPPP Scale).


Findings from initial psychometric analyses indicated that the CAPPP is a content- and ecologically valid and reliable instrument with conceptually meaningful components. These components of Volition, Recent Life Stress, Family Factors and School Factors suggest that participants’ beliefs about the causes of psychological problems are multidimensional and incorporate both individual (degree of responsibility or recent life stress) and environmental (family or school) factors. The content and ecological validity have been established considering that the content and language of the items used in the CAPPP were informed from qualitative investigations in this area.


Previous research into children’s understanding of psychological problems has also noted that children can offer a variety of explanations for a range of conditions and that these explanations vary as a function of age. For example, Maas and colleagues (1978) found that young children cited internal factors (such as being born that way or having a brain disease or injury) as the primary cause of social withdrawal, antisocial or self- punitive behaviour, while older children predominantly cited social–environmental factors (such as school failure or family and peer relationships). Other cross-sectional studies have also noted a trend where older children favour external causal explanations for disturbed behaviour (e.g. Kalter & Marsden 1977; Chassin & Coughlin 1983; Sigelman & Begley 1987), although some studies have reported that internal causal explanations are favoured (e.g. Norman & Malla 1983; Boxer & Tisak 2003). Spitzer and Cameron (1995), for example, found that the youngest children in their study explained disordered peer behaviour as a way of seeking acceptance from others or as a consequence of imitating the behaviour of others, while the older children cited physical problems with the brain or traumatic events that occurred in childhood. Because of the wide age range of children and adolescents participating in the present study, it is not surprising that components relating to both individual and environmental explanations emerged in the scale.


A study limitation that should be considered in further research using the CAPPP relates to the absence of biological causal factors in the scale. Although items covering the role of biology (e.g. ‘[Child X] acts this way because there is something wrong in his brain’) were included in the initial 16-item version of the scale, they were eliminated during the process of factor analysis as they were deemed to be conceptually a poor fit to their associated component. The role of neurobiology in the aetiology and progression of psychological conditions is an important one (e.g. Durston & Konrad 2007) and its omission from the final version of scale may yet need to be addressed.


A further limitation relates to the preliminary nature of our investigations in this area. The present study merely represents the first field trial of the CAPPP and problematic aspects of the measure such as low reliability of components and components with only two items need to be addressed in future research. Our findings are also limited in that test–retest reliability has not been examined.


Comparing the causal beliefs of children from the general population with children diagnosed with conditions such as ADHD and depression could prove interesting in future research. The factor structure and psychometric outcomes in relation to different internalizing and externalizing conditions (e.g. anxiety disorder and conduct disorder) could also be investigated. All findings in the present study were based on children’s responses to vignettes describing the behaviour of hypothetical peers with the target conditions. Future research might investigate the feasibility of separating the scale from the vignettes and using it to assess beliefs about the causes of psychological disorders in real peers. As age and gender can elicit different responses to questions on causality (e.g. Fox et al. 2008), the CAPPP could be used to explore such differences. The effects of prior knowledge of, or familiarity with, the conditions described on causal beliefs could also be an area worth pursuing.


The recommended, 12-item, CAPPP that may be examined in future research as an instrument to assess children’s beliefs about the causes of both internal and external psychological difficulties is displayed in Appendix B. Prior research suggests that beliefs about the causes of psychological difficulties relate to attitudes and reactions (e.g. Sigelman & Begley 1987; Juvonen 1991). Using the CAPPP, researchers can assess which aspect of these beliefs facilitates or hinders positive responses to affected peers. Understanding this and other determinants of children’s attitudes towards mental health represents an important step in explaining the stigma associated with mental illness and ultimately can contribute towards its elimination through the design and delivery of mental health promotion programmes. 
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Key Messages

· Previous research has highlighted the importance of understanding children’s beliefs about the causes of a variety of psychological disorders, both in terms of contributing to our understanding of attitude formation and peer relations, and to the development of educational intervention programmes aimed at reducing misconceptions about mental illness.  

· This study describes the development of the Children’s Attributions about Psychological Problems in their Peers (CAPPP) Scale, an instrument to assess children’s and adolescents’ beliefs about the causes of psychological disorders among their peers.
· Results suggest that children’s and adolescents’ beliefs about the causes of psychological problems are multidimensional and incorporate both individual and environmental factors. 
· Using the CAPPP researchers can assess which aspect of these beliefs facilitate or hinder positive responses to affected peers.
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Table 1

Participant Numbers, Gender and Age by School Year

	Class
	Number
	Male
	Female
	Mean Age
	SD

	Year 2
	96
	57
	39
	6yrs 4mths 
	4.53mths

	Year 5
	104
	59
	45
	9yrs 4mths
	5.49mths

	Year 8
	107
	66
	41
	12yrs 5mths
	5.52mths

	Year 10
	153
	73
	80
	14yrs 5mths
	5.13mths

	Year 13
	135
	69
	66
	16yrs 8mths
	9.22mths


Table 2. Descriptive statistics for ADHD CAPPP
	Item content (item number)
	Mean
	SD
	Skewness
	Kurtosis

	Some types of food or drink (1)
	2.59
	0.934
	-0.381
	-0.749

	Bored or doesn’t like school (2)
	2.97
	0.911
	-0.634
	-0.363

	Isn’t very good at school work (3)
	2.49
	0.907
	-0.064
	-0.788

	Copies other children/teenagers (4)
	2.23
	0.924
	 0.203
	-0.874

	Nervous, worried or excited (5)
	2.73
	0.947
	-0.421
	-0.689

	Wants to and thinks it’s cool (6)
	2.46
	1.110
	-0.071
	-1.356

	How parents brought him/her up (7)
	2.25
	1.018
	 0.146
	-1.186

	Copying way people in family act (8)
	2.29
	0.962
	 0.131
	-1.000

	Get attention from others (9)
	2.96
	1.023
	-0.660
	-0.707

	Being bullied or ignored by others (10)
	2.52
	0.982
	-0.091
	-1.001

	Something wrong in brain (11)
	2.43
	1.118
	 0.012
	-1.370

	Going through difficult time in life (12)
	2.87
	0.836
	-0.523
	-0.150

	Teacher always picking on him/her (13)
	2.17
	0.959
	 0.282
	-0.963

	Problems at home (14)
	2.57
	0.891
	-0.299
	-0.663

	Somebody in family died (15)
	2.49
	0.975
	-0.093
	-0.991

	Compares him/herself to others (16)
	2.48
	0.956
	-0.004
	-0.934


Table 3. Descriptive statistics for depression CAPPP
	Item content (item number)
	Mean
	SD
	Skewness
	Kurtosis

	Some types of food or drink (1)
	1.92
	0.964
	 0.508
	-1.078

	Bored or doesn’t like school (2)
	2.47
	0.959
	-0.078
	-0.956

	Isn’t very good at school work (3)
	2.45
	0.898
	-0.051
	-0.781

	Copies other children/teenagers (4)
	2.01
	0.906
	 0.477
	-0.696

	Nervous, worried or excited (5)
	2.98
	0.848
	-0.647
	-0.048

	Wants to and thinks it’s cool (6)
	1.86
	0.977
	 0.823
	-0.468

	How parents brought him/her up (7)
	2.02
	0.958
	 0.448
	-0.923

	Copying way people in family act (8)
	2.11
	0.943
	 0.373
	-0.853

	Get attention from others (9)
	2.04
	1.018
	 0.487
	-1.002

	Being bullied or ignored by others (10)
	2.84
	0.941
	-0.522
	-0.568

	Something wrong in brain (11)
	2.21
	1.028
	 0.310
	-1.079

	Going through difficult time in life (12)
	3.19
	0.812
	-0.806
	 0.115

	Teacher always picking on him/her (13)
	2.35
	0.956
	 0.003
	-1.017

	Problems at home (14)
	2.73
	0.869
	-0.412
	-0.424

	Somebody in family died (15)
	2.85
	0.940
	-0.597
	-0.452

	Compares him/herself to others (16)
	2.87
	0.995
	-0.470
	-0.839


Table 4
Principal Component Loadings for 11-Item ADHD CAPPP* (n = 593)
	Item Content 
	Volition
	Recent Life Stress
	Family Factors
	School Factors

	Wants to and thinks it’s cool 
	0.785
	
	
	0.149

	Get attention from others
	0.717
	
	0.129
	0.203

	Copies other children/teenagers 
	0.692
	
	
	

	Nervous, worried or excited 
	
	0.664
	
	-0.142

	Being bullied or ignored by others 
	
	0.653
	
	0.135

	Somebody in family died 
	
	0.629
	0.124
	

	Going through difficult time in life 
	
	0.581
	0.247
	

	Copying way people in family act
	0.167
	
	0.833
	

	How parents brought him/her up 
	0.110
	0.167
	0.815
	0.103

	Isn’t very good at school work 
	0.104
	
	
	0.816

	Bored or doesn’t like school 
	0.205
	
	
	0.759


ADHD, attention deficit hyperactivity disorder; CAPPP, Children’s Attributions about Psychological Problems in their Peers.
Table 5
Principal component loadings for 12-item depression CAPPP (n = 593)  
	Item Content 
	Volition
	Recent Life Stress
	Family Factors
	School Factors

	Get attention from others
	0.830
	
	
	

	Wants to and thinks it’s cool
	0.729
	
	
	

	Copies other children/teenagers 
	0.694
	
	
	

	Problems at home
	
	0.733
	
	

	Somebody in family died
	0.139
	0.702
	
	

	Going through difficult time in life
	-0.170
	0.701
	
	

	Nervous, worried or excited
	
	0.556
	-0.156
	

	Being bullied or ignored by others
	
	0.546
	0.186
	0.188

	How parents brought him/her up 
	
	
	0.854
	0.152

	Copying way people in family act
	0.267
	
	0.801
	

	Isn’t very good at school work 
	
	
	
	0.887

	Bored or doesn’t like school 
	0.293
	
	0.106
	0.694


CAPPP, Children’s Attributions about Psychological Problems in their Peers.
APPENDICES

Appendix A: Vignettes used in the present study 
ADHD: Example of primary school male character - Jake 
Jake finds it very difficult to pay attention to what the teacher says and finds it difficult to concentrate on doing sums or reading or other work that the teacher gives him. Jake also finds it hard to stay sitting down when he is supposed to and often gets up or fidgets a lot. Often he has trouble waiting his turn in games and often interrupts when other people are doing things. 
Depression: Example of secondary school female character - Lauren 
Lauren usually does okay in school. However, recently she began to think that she is stupid and not good at anything. She doesn’t smile and she spends a lot of time thinking about all the things that she is not able to do and other sad thoughts. 
Sometimes she finds it hard to sleep at night so she is very often tired and troubled during the day.  

Academic Ability: Example of a primary school male character - David

David is very good at most of his work in school. He is always one of the first people to answer his teacher’s questions and he always gets good marks for his homework and in tests. David really enjoys reading and spends lots of time reading and doing puzzles.

Appendix B: The Children’s Attributions about Psychological Problems in their Peers 

What do you think might CAUSE Jake to do the things he does? 
 “agree a lot”     “agree a little”     “disagree a little”     “disagree a lot” 
1. [Child X] behaves this way because s/he’s bored or doesn’t like school. (School Factor) 
2. [Child X] behaves this way because of how his/her parents brought him/her up. (Family Factor) 
3. [Child X] acts like this because s/he copies other children/teenagers. (Volition) 
4. [Child X] does the things s/he does because s/he’s nervous, worried or excited. (Recent Life Stress) 
5. [Child X] acts this way just because s/he wants to and thinks it’s cool. (Volition) 
6. [Child X] acts like this because s/he is copying the way people in his /her family act. (Family Factor) 
7. [Child X] acts like this because s/he isn’t very good at his school-work. (School Factor) 
8. [Child X] acts like this to show off or get attention from other children/teenagers. (Volition) 
9. [Child X] acts this way because s/he is being bullied or ignored by other children/teenagers. (Recent 
Life Stress) 
10. [Child X] behaves this way because s/he is going through a difficult time in his/her life. (Recent Life Stress) 
11* [Child X] has problems at home and so s/he does these things. (Family Factor) 
12. Somebody in [child X]’s family may have died and so s/he acts like this. (Recent Life Stress) 
* Item number 11 only included as part of the Family Factor component for internalising conditions. 
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