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Abstract 
 Riding in the Right Direction: examining risk and resilience in high risk Israeli youth 

involved in a sports intervention 

 
This project studied 108 Israeli youth of mixed gender, aged 12-16 (mean 12.8, SD 1.67), 

selected for risk, with a 3 to 1 ratio of boys to girls. It included a group given a sports 

intervention and a comparison group. It utilised a broad psychosocial approach to investigate 

risks for psychological disorder and the impact of an intervention, based on both an 

Ecological and Attachment theoretical approach to inform identification of risk and resilience 

factors in a society used to political conflict.  

Aims: i) to examine psychosocial risks for psychological disorder in both groups and (ii) to 

examine the impact of a sports intervention in reducing risk and symptoms and increasing 

resilience.  

Method: The two phased prospective study included 60 young people referred by social 

services to a cycling intervention and 48 to a comparison group. Phase 1 examined 

demographic characteristics and psychosocial risks in the combined groups in relation to 

behavioural, emotional and post traumatic symptoms.  Phase 2 examined change after 9 

months comparing the two groups. Standardised self-report questionnaires were used, with 

focus groups and qualitative interviews to establish intervention impact.  Questionnaires were 

translated into Hebrew and Arabic, with focus groups held in the local languages and 

subsequently translated and interviews with coaches held in English. 

Results: Twenty-three percent of all the youth reported a behavioral or emotional disorder at 

case level, with 33% having symptomatology at borderline level. Risk factors for such disorder 

were deprivation, insecure attachment style, peer problems and affectionless control in 

childhood from mothers or fathers. Poor peer relationships mediated between childhood 

experience and disorder. Over half had exposure to a traumatic event and there was a high 

prevalence of partial Post Traumatic Stress Disorder ( PTSD): 31%  and 6% with full disorder. 

Life events, trauma experience,  ethnicity and deprivation associations provided evidence of a 

social and Ecological interpretation of findings. Childhood experience, insecure attachment 

style and peer relationships supported an Attachment perspective.  

 

Findings at follow-up showed positive effects of the cycling intervention through  decreased 

self-esteem and symptoms  for both Conduct disorder and PTSD. There was also increased 

support for those in the intervention.  However, follow-up findings were limited by high attrition 

rates. Analysis of  focus groups and interviews led to a descriptive model showing benefits of 

the intervention through  agentic (skills, discipline), escapist and aesthetic (fun) aspects. 

Conclusion: Findings are discussed in relation to Israeli culture and post-conflict context on 

youth risk and disorder, and the use of similar interventions in other post-conflict zones.    
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Chapter 1 Introduction 

 

1.1 Introduction 

This study is an investigation of mental health and associated psychosocial 

risk and resilience factors in adolescents in Israeli Arab and Jewish 

communities, living in the context of political violence and conflict. It examines 

the impact of a sports intervention on reducing risk and psychological 

disorder, and improving wellbeing. It thus tackles a major public health issue 

around adolescent disorder and trauma in conflict zones. A broad 

psychosocial approach is utilised, to include the adolescent’s report of their 

family, peers, and social environment, as well as their psychological 

characteristics and childhood experience. These are framed by both an 

Ecological and Attachment theoretical model to inform the identification of risk 

and resilience factors, their inter-relationship and association with disorder. A 

range of disorders are covered, those prevalent in teenagers years and those 

rare but more common in conflict zones. 

 

This first chapter outlines the background to the thesis and reasons for the 

chosen location, provides a theoretical basis for the study, defines risk and 

resilience in relation to psychological disorder in adolescence and outlines the 

opportunities for evaluating a sports intervention in Israel. The second chapter 

will define the disorders studied and review the research literature relevant to 

the study as well as introducing the study aims and research questions. 

Chapter three describes the study design, participants, measures and 

procedures used. The results are then presented in three stages: chapter four 

presents findings from the first phase, the cross-sectional analysis of the 

youth, chapter five provides data from second phase examining the impact of 

the sports intervention prospectively, and chapter six presents findings also 

from the second phase, a qualitative analysis of focus groups and interviews 

with those involved in the sports intervention. Chapter seven discusses the 

findings from the thesis, links these back to the literature covered and 
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identified both the limitations and contributions of the study to current 

knowledge of adolescent mental health.  

 

1.2 Background 

It is widely acknowledged that social conflict and political violence has 

widespread mental health consequences for the population. The extent of 

these consequences varies by individual even though common conditions 

may apply across groups of people and at different life-stages.  Associated 

with such conflict are traumatic events (for example around violence, 

bombing, witnessing attacks) which may be experienced by most involved as 

a post-traumatic syndrome, widespread immediately after an incident. 

However, whether such incidents result in longer term psychopathology is 

dependent upon numerous risk factors, and only affects a smaller proportion 

of the population. Availability of social support, access to medical and 

psychological support, resumption of normal activities and return to normality 

allow many to overcome the traumatic events (Eisenbruch, de Jong, & van de 

Put, 2004; Jordans, Tol, Komproe, & De Jong, 2009). For the vulnerable 

minority, psychological interventions are required to assist with recovery. This 

involves emotional, behaviour and post-traumatic stress disorders. Since 

young people appear particularly vulnerable, and because damage to 

development can lead to long term negative consequences, interventions for 

adolescents are seen as particularly important. An important type of 

intervention which is often welcomed by young people is that of sports 

programs, used with young people to improve coping skills, support, self-

esteem and wellbeing, and it is feasible to set these up in conflict  

settings(Robert Henley, Schweizer, de Gara, & Vetter, 2007). However very 

little empirical evidence exists to determine what, if any positive benefits these 

programs have for the participants. This is the focus of the study reported 

here. 

 

The wider purpose of this study is to examine experiences that relate to 

psychological disorder in Israeli youth across Jewish and Arab communities, 

and then identify elements improved in relation to a local sports intervention. 
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Thus, the study will examine adolescent psychosocial risk factors, resilience 

factors, a range of psychological disorders and wellbeing and examine these 

prospectively in relation to involvement in a sports program. This will 

potentially inform other such interventions planned in similar conflict locations 

internationally. 

 

The motivation for the investigation arose from a general interest in 

adolescent mental health, developed during nursing work in Canada followed 

by health research in Turkey. The latter focused on the influence to public 

health of global tobacco in underdeveloped countries. This was combined with 

a personal interest in coaching adolescents living in deprived parts of London 

in athletics and involvement in the literature on the benefits of international 

sports programs. This showed a proliferation of sports programs for youth in 

conflict zones as well as in low income countries. Many of the programs were 

not outcome specific, nor were they necessarily focused on alleviating 

psychological disorder, but instead focused on pleasurable activity as a 

distraction from hazards of daily life. However, it seemed worthwhile to 

consider whether such sports interventions may also help in reduction of 

psychological disorder for affected youth. Whilst the original intention had 

been to study young people in any country in conflict (for example links were 

made with a Lebanese group doing similar work in a refugee camp), an 

opportunity arose to work in Israel given an existing sports programme.  

 

Israel was also considered appropriate because the war with Lebanon in 2006 

occurred around the time this thesis was being planned therefore constituting 

a political conflict location for the young people living there, with the 

expectation of high rates of trauma experience. The war involved 

bombardment with kartousch rockets in northern Israel for several weeks 

(Urquhart, 2007).   Continued air-strikes, and economic blockades and the 

launch of missile attacks against Israeli citizens continued during the ground 

work of this study in 2007, across Israel (Tessler & Grant, 1998). Even though 

such high level of conflict did not extend during the whole period of the study, 

the perception of possible escalation and the daily reporting of conflict in the 
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media served to maintain a high awareness of political conflict and potential 

trauma in the minds of the population. 

 

As well as selecting Israel as an important conflict zone for examining 

increased trauma experience, the other reason relates to the presence of 

deprivation, known to relate to higher rates of psychological disorder in 

individuals and families. Thus the experience of disadvantage in the Arab 

population has been argued to be due to institutionalized discrimination in 

public services and resources such as housing, education, and health care 

(Tessler & Grant, 1998). Policies which have favoured expanding the Jewish 

population at the expense of other populations have entailed  loss of housing, 

employment and dislocation of many Arab families (Tessler & Grant, 1998).   

Thus the Arab population, which comprises almost 20% of the entire Israeli 

population, has higher unemployment, less highly trained and educated 

people with many not have sufficient income to cover basic necessities such 

as food, shelter and essential services (Alfandari, 2005). Illiteracy is higher 

which further enhances isolation from needed services and many are under-

served in terms of health care, education, and basic services(The Galilee 

Society: The Arab National Society for Health Research, 2007).  The socio-

economic gap means a higher disease burden, including higher rates of 

psychological disorder including depression, and anxiety in Arab populations 

(Farbstein et al., 2010).   There is recognition by the Israeli government of the 

causal link between socio-economic status and mental health, that mental 

health resources tend to be focused on demand rather than need, with a large 

percentage of the population being under-served (Levav & Lachman, 2005).    

Being able to study the effects of both deprivation and trauma in Arab as well 

as Jewish youth adds an additional dimension to the social aspects of the 

study. Also, whilst the Jewish population at large does not face such endemic 

discrimination, a proportion of the population continues to face familial 

instability, poverty, stress and trauma experience in common with world-wide 

increases in violence, family instability and mental health problems. These 

factors comprise another layer of risk for the adolescents living in Israel of 

both communities. Although there has been a body of research on the mental 

health effects of the political and social situation on the Israeli population few 



15 
 

studies have separated out the Arab from Jewish sub populations in their 

findings, choosing to present the findings on Israeli as a homogenous group 

(Pat-Horenczyk, 2005a, 2007; Pat-Horenczyk, Schiff, & Doppelt, 2006; Schiff, 

Zweig, Benbenishty, & Hasin, 2007).   This study aims to compare impacts of 

both politically based violence, as well as more personal and familial risk 

factors on young people in the two communities in comparison.   

 

1.3  Local sports intervention: ‘One to One’ 

Israel was also chosen as the research site in part because of an opportunity 

from One to One Israel, a charity organization providing sports programs to 

disadvantaged youth across Israel. The charity is committed to co-existence 

of disparate communities in the middle-east, and elsewhere and provides 

interventions to aid in the wellbeing of young people in such communities. It 

therefore funds much needed community-based programs to disadvantaged 

children and adolescents living in Israel.  The mental health needs of 

traumatised and at risk children in Israel often falls to nongovernmental 

organizations or services to address need, and are contracted out by the 

Department of Welfare to address these issues.  

 

One to One Children’s Fund1 mission states that it:   

“exists to support social and educational projects all over the world, 

relieving suffering, hardship and neglect wherever they arise and to 

help children overcome the trauma of war, prejudice and natural 

disaster”  

 

In Israel, One to One facilitates and funds a variety of programs for at risk 

children, disabled children and also runs co-existence programs for children 

as well as training professionals and community volunteers to work in such 

programmes, always across religious and ethnic divides. Thus a link was 

made with the project manager (HW) in Tel Aviv which allowed access to the 

sports programmes being run with young Israeli’s as well as assistance from a 

local researcher with the necessary language skills to ensure access and 

                                                
1 http://www.one2onekids.org/objectives.cfm 
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communication. The cycling programmes set up by One to One have been in 

existence for four-years, mainly in Northern Israel with on average 15 young 

adolescents participating in each of the programs, facilitated by coaches. To 

date there has been no evaluation of the benefits of these programmes.  

 

Another important contextual factor for the research investigation reported 

here is a link with the Child Rehabilitation Initiative for Safety and Hope 

(CHERISH)2 which investigates and intervenes with trauma and related 

disorder in children and young people in both Israel and Gaza. This is a 

collaboration between the Israel Centre for Treatment of Psycho-trauma of 

Herzog Hospital, the Centre for Development in Primary Health Care at Al 

Quds University; the JDC-Middle East Program (JDC-Israel, Ashalim the 

Myers-JDC Brookdale Institute, and AJJDC). CHERISH aims to build 

resilience in children and adolescents by undertaking research and 

assessment to better understand the needs of youth exposed to political 

conflict as well as by training teachers, social workers and counsellors in 

assessing and providing appropriate services for traumatised children and 

families. Contact with this research group provided help with baseline data 

and made available translated and validated questionnaires which proved 

invaluable in informing this project.  Their research has confirmed the high 

rates of exposure to violence: for example their school-based screening 

project found that 73.4% of Palestinian youth and 35.4% of Israeli youth had 

personal exposure to conflict-related violence. They also report on PTSD  

rates of  36% for Palestinian and 7% of Israeli youth (Pat-Horenczyk, Abdeen, 

Brom, Shaheen, & Garber, 2004). Whilst CHERISH has initiated several in-

school and community based programs to assist children with coping with the 

effects of political conflict it has not investigated sports interventions, showing 

the present project to be urgently needed.  

 

Adolescents aged 12 to 16 were chosen as the focus for this study because 

they were the target for the cycling interventions, but also because this age 

group are particularly vulnerable to psychological disorder in part due to their 

                                                
2 www.projectcherish.org 
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stage of development. Thus considering normal or abnormal development 

was also an important aspect to the study. Impairments to their development 

through social, familial and personal experiences were seen as important 

since these can have significant lifelong impacts (Saigh & Green, 1996; Karen 

Salmon & Bryant, 2002).   It is also an age and life-stage which  provides a 

good opportunity for intervention, whilst the young people are within the 

school system, living at home and potentially permeable to the positive effects 

of intervention. Moreover, from a research and methodological point of view, 

young people of this age are also able to complete standardised self-report 

questionnaires alone and engage in focus groups to describe their 

experiences, more difficult to achieve with younger children at primary school 

level. This enabled the collection of more reliable and valid data.   

 

1.4 Theoretical framework for the study 

This study utilises both an Ecological and Attachment framework to identify 

respectively the social and psychological risk and resilience factors identified 

in the research literature in relation to psychological disorder. It also allows for 

a focus to monitor change amongst those involved in the sports program 

when compared with a comparison group. This dual theoretical framework 

was deemed appropriate because it has the potential for capturing on the one 

hand the contextual, social and cultural factors relevant to a region in conflict 

with disadvantaged minority populations, and on the other hand to personal 

and early life experience relevant to psychological development in 

adolescence. Both frameworks are outlined in greater detail below.  

 

1.4a  The Ecological Model 

The Ecological model formulated by Bronfenbrenner (2005) proposes that 

human development is influenced by complex ‘layers’ of environment, each of 

which has an impact on the child’s development. This ranges from the child’s 

biological and psychological processes, the influence of family, the community 

and wider social and political influences. These are termed the microsystem 

(closest to the child), the mesosystem (family and neighbourhood), the 

exosystem (parent’s workplace, community resources) and the macrosystem 
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(cultural values and laws). All have impact either directly or indirectly on the 

child’s development.  Bronfenbrenner defines the ecology of human 

development as:  

 “The scientific study of the progressive, mutual, accommodation, 

throughout the life course, between an active, growing human being 

and the changing properties of the immediate settings in which the 

developing person lives, as this process is affected by the relationships 

between these settings, and by the larger contexts in which the settings 

are embedded”( pg 107)(Bronfenbrenner, 1979)  

Examples of these different levels in the study undertaken, include the 

investigation of self-esteem and attachment style within the microsystem, 

relationships with family and peers in the mesosystem, exposure to bombing 

and socio-economic status as the macrosystem (see figure 1.1).  Factors at 

different levels are interrelated.  For example lower socio-economic status 

relates to poor parenting in childhood (Costello, Keeler, & Angold, 2001; Kiser 

& Black, 2005),  through mechanisms such as father’s unemployment, lack of 

education around parenting/developmental tasks, or higher stress levels in 

poor neighbourhoods. These factors can also relate to problem peer groups 

which in turn  reduce the possibilities of peer social support and thereby 

reduce self-esteem (Haney, 2007; Kiser & Black, 2005). Whilst the factors in 

the Ecological model overlap to some extent with those in the Attachment 

model described below, differences lie in the greater focus on emotional and 

cognitive aspects of the latter, and the dynamic trajectory of development 

across infancy, childhood and adolescence in relation to parental 

relationships.  
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Figure 1.1 The Ecological model as applied to the study 

 

1.4b  The Attachment Framework  

 Bowlby’s pioneering work in the 1950s examining mother-child relationships 

(Holmes 1993) established the concept of attachment formation and resulting 

attachment theory as developed in his trilogy of attachment (Bowlby, 1969, 

1973, 1980). The basic premise stated that attachment is basic human need 

and a developmental process originating from the infant’s innate need to be 

close to a caregiver, which provides safety and security for the vulnerable 

infant to ensure survival. The caregiver’s response to the infant in turn, 

influences the child’s ability to establish a close bond and their felt security. 

Where the response is hostile, distant or unpredictable then insecurity ensues. 

The quality and type of interaction between infant and caregiver over time 

then influences the developing attachment style, a pattern of attaching across 

individuals which persists into adolescence and then into adult life which can 

be more or less adaptive. Mary Ainsworth was responsible for identifying such 

attachment patterns in infants, as exhibited in the Strange Situation Test 

where the infant is separated for brief periods from the mother and style 

determined by behaviour on reunion (Ainsworth, Blehar, Aters, & Wall, 1978) . 



20 
 

The styles she identified were Secure and two Insecure styles: Anxious-

ambivalent and Anxious-avoidant. The continuity of the developing infant 

attachment style into adolescence and adulthood occurs through the 

mechanism of the cognitive ‘internal working model’ as applied to 

relationships (Ainsworth et al., 1978). These ‘internal working models’ are 

open to change over time as the young person’s community of supporters 

expand giving them more opportunities for close relationships outside the 

immediate family (Joseph P. Allen et al., 2002; Joseph P Allen, McElhaney, 

Land, et al., 2011; Davila, Burge, & Hammen, 1997). They also relate to 

parallel internal working models of the self, and the development of self-

esteem and identity(Bartholomew & Horowitz, 1991).   

 

Attachment theory posits that relationships with parents in early life and early 

parenting experience in the form of care and control from parents can have 

life-long influences on functioning in terms of peer and couple relationships, 

support-access and self-esteem through the mechanism of attachment style. 

When these styles are insecure Anxious or Avoidant then there are damaging 

effects on relationships and self-esteem which increase the risk for 

psychological disorder (Joseph P Allen, McElhaney, Kuperminc, & Jodl, 2011; 

M Mikulincer, Horesh, Eilati, & Kotler, 1999).    

 

However, attachment models also allow for the development of resilience 

where good early parenting, good interaction with family and peers and 

secure attachment style can protect against the effects of stress and 

adversity(Joseph P Allen, McElhaney, Kuperminc, et al., 2011; A Bifulco, 

2010; Cairns, 2004). The wider network of social supports provide aids to  

development (Cameron, Ungar, & Liebenberg, 2007)  and adolescents with 

secure attachment style are more likely to have higher self-esteem and well-

being (Laible, Carlo, & Roesch, 2004). They are also more likely to seek out 

social support in stressful situations to relieve stress and regulate emotion  

(M Mikulincer, Florian, & Weller, 1993) with resulting better mental health. 

Secure attachment style thus can provide positive development under  

adverse conditions and function as a resilience factor (Cameron et al., 2007).   
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Thus, in attachment theory, relationships with parents in childhood form a 

basis from which psychological risk or resilience stems. In the study reported 

here the adolescents attachment style, self-esteem, peer relationships as well 

as quality of care and control from parents in childhood years is 

encompassed. This involves a dynamic trajectory with early childhood 

upbringing relating to concurrent attachment style and self-esteem and peer 

relationships and thus to psychological disorder. Thus the attachment 

trajectory crucially involves the passage of time as indicated in figure 1.2. 

 

Figure 1.2 Attachment Framework 

 

1.5 Defining Disorder, Risk and Resilience  

A combined approach using both the ecological and attachment models 

described above investigated  risk and resilience in Israeli youth to examine  

influences on a range of psychological disorders, to align with the research 

literature. Disorders studied were those defined in the Diagnostic Statistical 

Manual (DSM) classifications (First & Tasman, 2004a), and included those 

relatively common in the community in adolescence such as emotional 

disorder, conduct disorder and hyperactivity) as well as those less common 

(Post Traumatic Stress Disorder – PTSD) (Goodman, Ford, Richards, 

Gatward, & Meltzer, 2000) . This reflected the dual aims of the study – first to 

examine adolescent development in relation to disorder in a high risk 
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population, and second to examine risk factors particularly associated with 

trauma in the context of political conflict. Whilst attention was paid to 

thresholds denoting clinical levels of disorder to inform relevant clinical 

services, there was also a motivation to examine high levels of 

symptomatology that may fall short of clinical levels to inform public health 

policy and relate to quality of life. Therefore, given relatively modest numbers 

in the study planned, and the community-basis of the study it was planned to 

examined disorder at subclinical as well as clinical level. Whilst all the 

disorders examined are sensitive to the risk factors already outlined, PTSD is 

in some ways a special case since it is only diagnosed when trauma has 

occurred. Given the type of trauma experienced in conflict zones relates to 

acts of political violence for example involving bombing of civilians, measures 

were added to reflect this. 

 

Risk factors are defined for this study as those negative experiences that 

result in a poor outcome in terms of higher psychological disorder and 

symptom levels. Consistent with the Ecological model these can reside in the 

individual (such as low self-esteem), family (single parent families, poor 

parenting practice), or in the community (poor support, peer difficulties, social 

deprivation)(J. Coleman & Hagell, 2007) , but also in the wider social context 

to include effects of ethnicity and adverse experiences encompassing non-

personal trauma events and bombing experience.  

 

Risk factors also encompass those familial factors identified earlier that lead 

to problem development in relationships and self-esteem around early life 

parental care and control difficulties as identified in Attachment theory. Whilst 

these are also psychosocial, they are more carefully placed in a 

developmental context and assume a dynamic trajectory in individual 

psychological development around Secure or Insecure attachment style and 

the ability to form secure internal working models leading to better social 

integration and sense of self. These models are inter-related. For example, 

being exposed to a non-personal traumatic event involving a bombing incident 

may result in PTSD for a young person vulnerable through having low self-

esteem or insecure attachment style. All of these factors have been linked 
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with adolescent psychological disorder, and a more detailed literature review 

will be explored in chapter 2. 

 

The study also encompasses resilience and the definition adopted here is “a 

dynamic process encompassing positive adaptation within the context of significant 

adversity” (pg 543)(S. S. Luthar, Cicchette, & Becker, 2000). In other words, 

normal development under abnormal circumstances. This will be examined in 

two ways: first, in relation to the absence of symptoms and better functioning 

in terms of secure attachment style and good support despite the presence of 

adversity and poor childhood care. Second, in relation to the reduction of risk 

and symptoms, and increase of  positive factors in relation to the sports 

intervention investigated (S. S. Luthar, Cicchetti, & Becker, 2000). As with 

risk, resilience aspects identified in the research literature include attributes of 

the child, family and social environment (Masten & Garmezy, 1985). Those 

personal attributes of the child identified include intelligence, religious 

affiliation, high self-esteem, social skills, self-efficacy and internal locus of 

control (Fonagy, Steele, Steele, Higgitt, & Target, 1994; S. Luthar & Zigler, 

1991). Secure attachment style has also been identified as a resilience factor  

with evidence that  a secure attachment style helps children and adolescents 

cope with stress and adversity (A Bifulco, 2010). Family resilience factors 

include attachment to parents, social support and religious affiliation(S. Luthar 

& Zigler, 1991; Rutter, 1990). In this latter context, some of the Israeli 

literature points to having a strong identify with the moral cause for conflict as 

a demonstration of resiliency (Punamaki, Quota, & El Sarraj, 1997).  

 

1.6 Post-conflict interventions for adolescents 

The research literature on interventions used in political conflict settings 

shows relief and refugee organizations facilitate several types of intervention 

programs including educational, play and sports programs(Arntson & 

Knudsen, 2004; Colliard, 2005; Kunz, 2007). The goals of these programs 

vary. For example, Right to Play3 focuses on building the capacity of the 

individual, the family and the community by providing different play and sports 

                                                
3 www.Right to Play.com 
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based programs. Similarly, War Child4 International also works on 

interventions for capacity building to protect and empower young people so 

that they can develop normally and lead fulfilling lives in areas such as 

Lebanon, with leisure activities encompassed but no focus on sports in 

particular (Lith, de Graaff, Jansveld, & de Jager, 2007). Other international 

organisations include Save the Children whose mandate is much broader and 

provides feeding, education and health programs as well as lobbying for 

children’s rights in at risk populations rather than specific small scale 

interventions5.   

  

Current evaluations of such programs are growing in number as theoretical 

frameworks and methods to aid in evaluation are established(Arntson & 

Knudsen, 2004; Colliard, 2005; Kunz, 2007). A variety of psychosocial 

interventions are used to lessen the negative psychological and development 

impacts of political conflict and deprivation on children and adolescents. 

Psychological therapies have been investigated in relation to disorder, 

specifically trauma symptoms. Cognitive behaviour therapy (CBT) programs, 

in school and communities have been shown to be effective in alleviating 

symptoms of PTSD (Dybdahl, 2001; Ehntholt & Yule, 2006; Layne et al., 

2008). Peltonen & Punamaki reviewed preventive interventions used with 

children exposed to armed conflict and found that CBT based programs were 

widely used and were found to decrease PTSD symptoms, with the most 

successful programs also building up resilience in the form of improved self-

esteem and support (Peltonen & Punamäki, 2010).      

 

Sports programs are also growing in popularity in post-conflict or post-disaster 

settings as a means of providing “a neutral and safe ground in which to gain 

stabilization” (page 16)(R. Henley, 2005). In general, participation in sports 

has been shown to provide improvements in self-perception, including self-

esteem (J. P. Andrews & Andrews, 2003)  , self-image (Kircaldy, Shephard, & 

Siefen, 2002)   and self-efficacy (Feltz & Magyar, 2006; Guest, 2005). There is 

also some evidence for decreased feelings of depression and anxiety 

                                                
4
 www. http://www.warchild.org 

5 www.Save the Children.co.uk 
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following sports interventions (Brosnahan, Steffen, Lytle, Patterson, & 

Boostrom, 2004; Pastor, Balaguer, Pons, & Garcia-Merita, 2003).  In addition, 

sports interventions are argued to assist emotional development through goal 

setting, learning time management and developing initiative (Larson, Hansen, 

& Moneta, 2006). Moreover, participation in physical activity programs are 

associated with improved health in adolescence, preventing eating disorders 

(Elliot et al., 2004)   and decreased substance abuse (Moore & Werch, 2005) . 

Henley & colleagues postulate that sports programs help to build resilience by 

providing key support figures such as the sports coach, and helping children 

develop problem solving skills in relation to persevering and improving in the 

sport (Robert Henley et al., 2007).  In post-conflict settings, sport is thought to 

improve confidence, body image, and foster communication and development 

of positive role models(R. Henley, 2005).  Henley noted the importance of an 

effective coach who can act as a role model. In addition to modelling 

appropriate behaviour, coaches can be trained in crisis intervention, 

counselling, and conflict resolution, to increase their effectiveness (R. Henley, 

2005).  

 

However, rigorous empirical studies on the effects of sports programs in 

young people living in post-conflict settings are few (Akhundov, 1999). One 

quoted is a program evaluation for Save the Children’s football programme in 

a refugee camp in Kabul, Afghanistan (Aniston, 2001). The aim was to 

improve social networks, improve sense of self-worth and provide a sense of 

normalcy for the adolescent boys who participated. After 14 months of 

participating, the young men reported improvements in self-discipline, 

teamwork and sense of self-worth. These focus groups findings were part of a 

broader evaluation of the several community programs (Aniston, 2001).   

 

Given this embryonic literature on sports programmes, it is expected in the 

present study that adolescents who participate in the cycling project may gain 

increased self-esteem, improved support from peers and coaches in the 

program, that families or local neighbourhoods could not supply. Participating 

in an enjoyable activity will also serve as a distraction from hardships in their 

lives, add to their general fitness and give them opportunity to learn new skills 
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and receive positive feedback. Such an experience may then alleviate 

psychological symptoms and thus increase resilience. In order to examine this 

more qualitative aspect, focus groups and interviews were included in the 

study. 

1.7 Challenges of Conducting Research in Cross-Cultural 
Settings 

 

Research undertaken in different cultures requires attention to content, 

context and process-related elements in order for the research to be 

conducted ethically and rigorously. It is important to determine that the 

research topic is culturally relevant to the needs of the groups and cultures 

being studied. It is now well established that psychological disorder exists 

across cultures, with most categories of disorder fairly consistent across 

different areas of the world, although particular symptoms may be expressed 

differently or even suppressed (Bose & Jennings, 2005).  The disorders to be 

examined in this project have been widely studied in Israel, together with the 

associated risks and resiliencies by local researchers (Pat-Horenczyk, 2004) 

indicating the validity of the concepts and models of development and 

adaptation developed in UK and US research, therefore these aspects were 

deemed suitable to pursue.  

   

Contextual elements require attention for example the political, socio-

economic conditions, as well as physical resources, in order to ensure 

feasibility of the study as well as for correct interpretation of results (Im, Page, 

Lin, Tsai, & Cheng, 2004).    Given Israel is a democratic country with 

generally good levels of affluence and technological advancement, the 

environmental context for this study are similar to those in Western countries 

apart from events related to political conflict and the cultural sensitivity to 

these events. These are challenges faced by Israeli youth on a daily basis and 

therefore relevant to their social and psychological development.  

 

Process related elements in cross-cultural research involve paying attention to 

the manner of conducting the research. In addition to the usual ethical 
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procedures followed in all good research, ensuring a message of mutual 

respect to the participants from across the Arab and Jewish cultures is 

essential from both an ethical and professional perspective. It is also 

imperative that the research and researcher can adapt to local conditions and 

needs (Im et al., 2004). Also, while it is necessary to maintain a rigorous study 

design for scientific reasons, the setting of the research requires flexibility in 

its implementation. For example, conflict can erupt at any time, together with 

other features of instability such as school strikes. In addition, general mistrust 

of research work across community divides was real and the research 

process required awareness, sensitivity and impartiality. In order to be 

immersed in local conditions, the investigator moved to live in Israel while 

conducting the study, to better understand the public atmosphere during the 

period of the research as well as to undertake data collection which required 

the help of a local researcher who was bilingual in Hebrew and Arabic, but 

who as an Arab Christian could move between the two conflicted 

communities.  

 

With all these factors in mind, the study aimed to provide new knowledge on 

issues of risk, resilience and disorder in adolescents in post-conflict zones, 

and in relation to the evaluation of a sports intervention. It used an innovative 

blend of both Ecological and Attachment models, and included a range of 

disorders, those common (emotional and behavioural) and those particularly 

relevant to the increased trauma experience in conflict zones (PTSD). In this 

way it aimed to fill a gap in the existing research to inform both research and 

practice about adolescent development under difficult conditions. 

1.8 Summary 

This introductory chapter has presented the background, key themes and 

conceptual models guiding this research project. An ecological and 

attachment model was outlined to encompass the risk and resilience factors 

investigated in the Israeli adolescents and to structure investigation of the 

effects of the sports program. The disorders to be investigated were outlined 

as those common in adolescence (Emotional and Behavioural) and those 

related to trauma and more common in war zones (PTSD). Israel was 
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selected for study, first as a post-conflict zone with a deprived minority 

population with social adversity and the likely higher exposure to trauma, and 

second because the opportunity to evaluate a newly formed cycling 

intervention was provided. The age group (early adolescence) was dictated by 

the group selected for the intervention, but also fit with investigating a key 

developmental period where effects of both childhood problem care and 

trauma were likely to be critical for lifetime development, and a stage where 

disorder rates are known to be high. The intervention (cycling) was chosen as 

one available in Israel, and one hypothesised to increase support and self-

esteem, noted as resilience factors against disorder. The use of sports 

interventions in post-conflict zones for young people was outlined with limited 

empirical study of its efficacy. The chapter concluded with a discussion on 

challenges to conducting research in cross-culture settings.  

 

In the next chapter, the research literature relevant to adolescent development 

and emotional and behavioural disorder, as well as in relation to living in 

conflict zones, trauma and PTSD will be outlined. Both will be examined in 

relation to the chosen Ecological and Attachment frameworks. 
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Chapter 2: Literature Review 

2.1 Introduction 

This chapter will review the relevant literature on adolescent development, risk 

and disorder as well as the resilience factors relevant for the sports 

intervention evaluated. These are framed by the Ecological and Attachment 

approach adopted.  

The chapter is organised around three sections:  

o Adolescent development, which covers normal development, 

psychological disorder in adolescence, social (Ecological) and 

psychological (Attachment-based) risk factors for psychological 

disorder and adolescent experience in Israel. 

o Resilience factors, exercise and mental health and wellbeing 

o Study aims and research questions.  

 

2.2 Adolescent normal development 

Before examining risk and disorder in adolescence it is necessary to first to 

outline this life-stage as a developmental period linking childhood and adult 

maturity. This developmental stage involves rapid physical (sexual and 

growth) and psychological changes and changes in behaviour distinctive in 

adolescence. The changes in eating and sleeping, socialising, learning, being 

sexually aware and risk-taking are all underpinned by biological change with 

consequences for psychological and social adjustment (Pulkkinen & Caspi, 

2002).   Normal adolescent development allows for the smooth transition 

towards adult maturity and later stages of partnership, parenting and work free 

from disorder. Problem development leads to distortions in behaviour and 

psychological growth which can lead to psychological disorder, which has 

implications for later adjustment (Cicchetti & Cohen, 2006).  

 

A key biological change in adolescence is that of puberty, the development of 

secondary sexual characteristics and influx of hormones associated with 

changes in behaviour, differentiated by gender (A Angold, Costello, & 

Worthman, 1998; T E Moffitt, Caspi, Belsky, & Silva, 1992)(Hankin, Benjamin 

Abramson, Moffitt, Silva, McGee, & Angell, 1998).  This forms the basis of the 
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higher rate of behavioural disorder in boys and emotional disorder in girls 

(Zahn-Waxler, 1993). Puberty is occurring at earlier ages in Western 

countries, as a consequence of improved nutrition and health care (A Angold 

et al., 1998).   Timing of puberty can be important in relation to risk for 

adolescent psychological disorder. Thus off-time onset of puberty can 

counteract the usual gender patterning of disorder with early puberty in girls  

associated with more behavioural disorder(Adrian Angold & Worthman, 1993; 

Barbara Maughan, 2005; Messer, Goodman, Rowe, Meltzer, & Maughan, 

2006)  and  later puberty in boys is linked to emotional disorder (A Angold et 

al., 1998).  

 

There are also development changes in the adolescent relating to cognition. 

The adolescent brain undergoes synaptic pruning creating greater interaction 

between areas in the brain such as the prefrontal cortex, to provide greater 

skill in higher reasoning, thinking, decision making, and processing of  

information (Agnes Brunnekreef et al., 2007). The changes in cognitive 

development include further development of moral reasoning, empathy and 

greater awareness of self. The latter can contribute to problems in self-

esteem, particularly in relation to body-image and this more common in girls(J. 

Coleman & Hagell, 2007). On the social level, adolescents move to develop 

greater autonomy from parents and invest more in their relationships with 

peers and newly developing sexual relationships. Yet in Western countries 

this is in the context of schooling to later ages and delayed employment. Thus 

it has been argued that adolescents mature physically earlier, but socially 

later, than in previous decades which can lead to ambiguity and dissonance in 

their status and maturation (A Caspi & Moffitt, 1991). Risky behaviour is more 

common in this age group with problem outcomes relating to sexual behaviour 

(eg teenage pregnancy or sexually transmitted diseases) as well as 

aggression and criminal behaviour, alcohol and drug taking, problem eating 

patterns and self-harm (B Maughan, 2001; Barbara Maughan, 2005; 

Pederson, 1994). Therefore risk for a range of psychological disorders is 

particularly prominent in mid to late teenage years. 
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Taken together, the adolescent is situated in a particular conflux of change in  

development where biological, psychological and social influences all have 

input. The majority of adolescents grow up to be healthy, functional adults, 

securely attached to  supportive parents, with high self-esteem and positive 

peer relations helping them negotiate this period of development and 

overcome adversities and challenges. When such elements are not in place, 

for example due to a problem family background, difficult relating style or 

problem peer group, this  puts the young person at risk for disorder (J. 

Coleman & Hagell, 2007).  For the young people living in Israel selected for 

this study from families involved with social services, these risk factors put 

them at higher risk for disorder and thus as having problems negotiating the 

adolescent phase of development. Below the characteristics of disorder 

covered in this study are outlined, followed by the documented risks for these 

disorders. 

 

2. 3 Defining Psychological Disorder in Adolescence 

Rates of disorder are high in adolescence, with lifetime peaks argued to occur 

for both depression and conduct disorder (I M Goodyer, Cooper, Vize, & 

Ashby, 1993; I. Goodyer, Tamplin, Herbert, & Altham, 2000). This is likely to 

be due to the biological changes relating to physical, sexual and intellectual 

maturisation, as well as psychological factors around identity and achieving 

independence from parents and social factors around increased influence of 

peers and others outside the home (Muller, Goebel-Fabbri, Diamond, & 

Dinklage, 2000). The interaction of these factors in producing disorder is 

increasingly being investigated producing bio-psycho-social models with 

greater understanding of specific gene-environment interactions(A Caspi, 

2002; Avshalom Caspi, Hariri, Holmes, Uher, & Moffitt, 2010; T.E. Moffitt, 

Caspi, & Rutter, 2005) and endocrinological influences (Ian M Goodyer, 

Bacon, Ban, Croudace, & Herbert, 2009; M Gunnar & Fisher, 2006) as well as 

neuro-scientific factors and brain development (Megan Gunnar & Quevedo, 

2006; Terrie E Moffitt, 1993)  which predispose individuals from early years. 

These factors are complex and entail very detailed exposition. Since they are 
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not directly relevant to the psycho-social study presented here they are not 

outlined.  

2.3a Emotional Disorder: Anxiety and Depression 

Emotional disorders are indicated by disturbance in mood, and include anxiety 

and depression (Hughes & Gullone, 2008).  Anxiety disorder is estimated to 

affect 20% of young people with rates increasing with age(Essau, Conradt, 

Petermann, & Phil, 2006)(Essau et al., 2006) and is characterised by 

excessive fear and worry, accompanied by autonomic symptoms, common in 

several disorders including social phobias, separation anxiety and 

panic/agoraphobia (Fong & Garralda, 2005). Anxiety is highly correlated with 

depression with 20% to 70% of YP with depression also having anxiety 

disorder (Merikangas, 2005).  Meltzer and colleagues survey of 10, 000 UK 

children and YP aged 5 to 15 years of age found that 3% of children and 

4.6 % of adolescents had at least one anxiety disorder (H Meltzer, Gatward, 

Goodman, & Ford, 1999). Co-morbidity is high at 40%, most commonly with 

depression  but also with behavioural disorder  such as conduct disorder 

(Fong & Garralda, 2005). Anxiety is twice as likely to occur in girls than boys 

(Hughes & Gullone, 2008). In childhood, anxious and controlling parenting is 

shown to contribute to anxiety disorder (Fong & Garralda, 2005).  

Major depression as defined by DSM-IV criteria is characterised by cognitive, 

emotional and somatic symptoms which include low mood, tearfulness, 

recurrent sadness, reduction in activity, sleep disturbances and poor appetite 

as well as hopelessness (Hughes & Gullone, 2008). These symptoms can be 

accompanied by functional impairment affecting school performance and 

relationships with parents and peers (Ryan, 2005).       

 

Hughes’s review of depression in adolescents found a point prevalence of 

0.4% to 8.3%. In addition, prevalence of sub-clinical disorder has been found 

to be 20-50%  (Hughes & Gullone, 2008) .  Meltzer and colleagues’ national 

UK study found a 1.8% point prevalence of depression in 11 to 15 year olds 

(Howard Meltzer, 2007). A third of those with symptoms are likely to have 

recurring episodes or chronic conditions(Bramesfeld, Platt, & Schwartz, 2006; 

P M Lewinsohn, Rohde, & Seeley, 1998; Ryan, 2005)  and half had a re-
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occurrence within 2 years (Hughes & Gullone, 2008). Studies in the USA 

found symptom rates of 18% in a school survey of 9,800 adolescents (Saluja 

et al., 2004).  In both the UK and US studies, depressive symptoms occurred 

twice as often in females (B Maughan, Collishaw, Meltzer, & Goodman, 2008; 

Saluja et al., 2004). In addition, young women are more prone to have 

recurring episodes of lifetime depression after the priming of a first episode in 

teenage years (Harrington, 2004; Hyde, Mezulis, & Abramson, 2008).  This is 

in part due to later risks including relationship violence which maintains 

disorder (Antonia Bifulco, Moran, Jacobs, & Bunn, 2009; I M Goodyer, 

Cooper, et al., 1993). An acknowledged risk factor for depression is low self-

esteem particularly in females, often associated with body image (Kelvin, 

Goodyer, Teasdale, & Brechin, 1999; Kliewer & Sandler, 1992). Other 

disorders sometimes included as emotional are deliberate self-harm 

behaviour and eating disorders, both again at peak prevalence during 

adolescence. Both involve elements of low self-esteem or self-loathing and 

emotional dys-regulation. Self-harm in particular, in common with depression 

has a greater association with childhood neglect and abuse (Fassino, 

Amianto, & Abbate-Daga, 2009; Fliege, Lee, Grimm, & Klapp, 2009; Kimbrel, 

Cobb, Mitchell, Hundt, & Nelson-Gray, 2008)  However these disorders have 

low prevalence in the population and are not included in the study reported 

here.  

 

2.3b Behavioural Disorder: Conduct Disorder and Attention Deficit/ 
Hyperactive Disorder (ADHD)  

Both (ADHD) and Conduct disorder are behavioural disorders common in 

early adolescence.  ADHD usually has an onset in early childhood, and is 

characterised by “ developmentally deviant levels of poor sustained attention 

and impulse control as well as excessive physical activity or impaired 

regulation of activity levels to situational demands” (pg. 580)(Fischer, Barkley, 

Edelbrock, & Smallish, 1990). Symptoms typically begin prior to age 7 and last 

at least 6 months before diagnosis is considered(First & Tasman, 2004b). 

Rates of ADHD are higher in boys, with UK population rates showing 1.4% 
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overall in teenage years, with .5 % rate in girls and 2.3% rate among boys (H 

Meltzer et al., 1999).  

 

ADHD is an information processing disorder that affects the frontal lobe of the 

brain (Trott, 2006).  It affects the executive functions of the brain, the section 

that connects, prioritises and integrates information coming from the 

environment and the individual response to it (Kordon, Kahl, & Wahl, 2006).  

The child with ADHD has difficulties paying attention, is impulsive and overly 

restless (Trott, 2006)    and lacks “ capacity to organize tasks, materials, 

sustain efforts on the task, use short term memory for daily activity”(Kordon et 

al., 2006). Those with ADHD who are not treated can later experience 

problems in school, abuse drugs/alcohol, or have learning difficulties, and it is 

a precursor of Conduct disorder.  The clumsiness and discomfort experienced 

in social situations can also lead to social isolation (De Pauw & Mervielde, 

2011). 

 

There are degrees of severity of ADHD with some children and youth able to 

function without medication and who respond well to problem-solving and 

behaviour modification. Moreover, young people with ADHD manage better if 

they are intelligent, have a positive family environment and have a supportive 

school system (Kordon et al., 2006).   

 

Conduct disorder is characterised by disturbance in regulation of behaviour. 

The DSM-IV criteria for disorder include : 1) aggressive behaviour that causes 

or threatens to harm people or animals 2) damaging property 3) lying, stealing 

4) rule breaking (First & Tasman, 2004a) . Such behaviour tends to occur in 

late childhood with a large increase in adolescence. Early precursors of 

conduct disorder are ADHD.  Again conduct disorder is more common in 

boys. Rates in the UK population show 5% of children aged 5 to 15 years had 

conduct disorder, increasing from 2.8% to 3.5% in teenage years. Rates are 

higher in boys ( 6.9% of boys and 2.8% of girls from 5 to 10 years) (H Meltzer 

et al., 1999). Children who become violent as adolescents can be identified 

with almost 50% reliability as early as age seven. Approximately 40–50% of 
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children with conduct disorders may develop antisocial personality disorder as 

adults. 

 

For conduct disorder in teenage years, the role of peers and the social 

environment plays an important role. Being exposed to harsh, controlling 

parenting; being from a family with high levels of conflict; living in high crime, 

resource poor area and associating with deviant or antisocial peers all play an 

interrelated role in the disorder (Barbara Maughan, 2005).  Conduct disorders 

are the most common reason for referral of young children to mental health 

services. Treatment for conduct disorder works best with a family approach 

addressing behaviour changes through counselling and/or CBT(Kazdin, 

2001). 

2.3c  Post-traumatic stress disorder (PTSD)  

PTSD is an important focus for this study due to the expected increased 

exposure to traumatic events arising from political conflict in the area of study. 

PTSD is an unusual disorder in that it is only diagnosed in relation to a 

traumatic event, followed by  a set criterion of symptoms. To count as trauma, 

the external event must convey “actual or realistically perceived threat to the 

life or personal integrity of self or others” (pg 100)(Cairns, 2004)   

accompanied by extreme fear, helplessness or horror (Cairns, 2004) . In 

addition to the traumatic event occurring, four sets of criteria are also required 

for the full disorder. This includes the emotional response of fear/horror 

(criterion A);  re-experiencing, usually through dreams or flashbacks (criterion 

B);  avoidance of thoughts, feelings or places and people related to the 

trauma (criterion C) and hyper-vigilance or hyper-arousal (criterion D) which is 

characterised by irritability, emotional outbursts and concentration problems 

(First & Tasman, 2004b; Keppel-Benson & Ollendick, 1993; Karen Salmon & 

Bryant, 2002).  For the majority of individuals with post traumatic event 

symptoms, these tend to resolve in 3 to 6 months(De Bellis & Van Dillen, 

2005; Foy, Madvig, Pynoos, & Camilleri, 1996; Karen Salmon & Bryant, 

2002).   However for some, the condition becomes chronic due to a wide 

range of personal, environmental and historical  factors (Litz & Maguen, 

2010). When the symptoms persist then full PTSD can be diagnosed. 

Inconclusive evidence remains on the relationship between gender and PTSD 
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(Foy et al., 1996) although several researchers show that girls suffer from 

PTSD at a higher rate than boys (Pfefferbaum, 1997; Udwin, Boyle, Yule, 

Bolton, & O’Ryan, 2000).    

 

Definitions of PTSD are the focus of debate around the trauma identified 

(Brewin, Lanius, Novac, Schnyder, & Galea, 2009; Kilpatrick, Resnick, & 

Acierno, 2009)  ), the more complex presentations of the disorder  (Ardino, 

2011a) and whether it can be diagnosed in children (Ardino, 2011b; Balaban, 

2009). The original PTSD diagnostic tools were designed for adults and the 

expression of the same disorder in children or young people is controversial 

and less extensively studied. Features such as repetitive and thematic play, 

traumatic re-enactment and nightmares which may focus on the trauma or 

not, occur amongst responses in children (Balaban, 2009; Nader, 2011).  In 

chronically traumatised children, problems with self-regulation, attachment 

relationships, dissociation depersonalisation and impulse control have all 

been identified, with the clinical formulation identified as ‘complex PTSD’ 

(Herman, 1992; van der Kolk & Pelcovitz, 1996). 

 

Thus PTSD symptoms can be expressed very differently although the broad 

categories (A,B,C & D) are all seen in children(Nader, 2011). Developmental 

stage is relevant, with aggression, impulse control, poor concentration, 

detachment and inability to see the future, occurring in teenagers(McNally, 

1996; Perrin & Smith, 2000; Yule, 2001). New diagnostic tools have been 

adapted to the developmental needs of different age groups thereby allowing 

for identification of disorders(Balaban, 2009). 

 

The study of trauma has arisen around three different themes. The first is the 

study of natural disasters such as floods, accidents and disaster, which 

influenced the very early work of Leonore Terr (L. C. Terr, 1979), the second 

from experience of war and among veterans(Kulka & Schlenger, 1990) and 

the third in relation to trauma arising from childhood abusive experience(van 

der Kolk & Fisler, 1994). The degree to which it is personal or non-personal, 

individual or collective varies and these differences have potentially differing 

effects. Of course these are not mutually exclusive. A war veteran or someone 
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injured by a terrorist bomb may have had an abusive childhood. In these 

situations the ‘priming’ of the earlier experience is likely to have a greater 

impact on PTSD (J. G. Allen, 1995).  

 

Rates of PTSD are low in the community at large. Indeed, Meltzer and 

colleagues show rates of .4% in the community in the UK (Howard Meltzer, 

2007). However, these increase substantially in war zones or areas of conflict 

with rates of 30% in Sri Lanka (Catani, Jacob, Schauer, Kohila, & Neuner, 

2008)     shown in 23% in Gaza (Espie et al., 2009)  and rates of 6%  in Israel 

(Pat-Horenczyk, Abramovitz, et al., 2007). However, in addition to full cases, 

symptoms of PTSD have also been researched (‘sub-clinical’ for full PTSD) to 

understand responses in the community (Catherall, 2011; Nader, 2011; 

Scholte et al., 2004). Such symptoms individually, such as re-experiencing or 

avoidance can impair everyday functioning and can have negative effects on 

everyday life. Community studies have taken a variety of approaches to 

researching PTSD with those in conflict areas extending the number of trauma 

experiences identified (Pat-Horenczyk, 2005a; Pat-Horenczyk, Peled, et al., 

2007) as well as investigating contributing criteria of PTSD as separate 

outcomes, without the full diagnosis being required (Carrion, Weems, Ray, & 

Reiss, 2002). Thus, us even at  sub-clinical thresholds, trauma responses can 

be very debilitating for young people (Nader, 2011).   

 

The severity of  PTSD symptoms depend upon the severity and proximity to 

the trauma and the number of exposures to traumatic event as well as 

personal susceptibility (De Bellis & Van Dillen, 2005; Stichick, 2001; L. Terr, 

1992).  For most people, symptoms of PTSD resolve 3 to 6 months after the 

trauma event. However for some, the condition becomes chronic due to a 

wide range of personal, environmental and historical  factors (Litz & Maguen, 

2010). Personal risk factors include having a co-morbid psychological disorder  

such as anxiety or depression (Freedman, 2009), early life prior exposure to 

trauma including neglect and abuse and poor self-view (Surtees, Miller McC, 

& Ingham, 1986). The most notable environmental factor for chronicity of 

symptoms was lack of access to support (B. Andrews, Brewin, & Rose, 2003). 

Trauma related factors which increase chronicity of response include the 
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degree of severity to life threat, resource loss and loss of loved ones (B. 

Andrews et al., 2003).  

 

2.4 Risks for disorder in adolescence 

There are many risk factors identified for disorder in adolescence. These are 

biological social and psychological and there are overlaps in risk for the 

different disorders outlined above. Therefore these are outlined in general 

rather than in relation to each disorder in turn, and the converse aspect of 

resilience described later. As described in chapter 1, the risk factors focused 

on in this study arise from the social Ecological model and the Attachment 

framework as described in chapter 1. However a number span both models.  

These are described below, beginning with those more social and ending with 

those attachment based. 

 

2.4a Peer Relations 

Because of the greater importance of peer relationships in adolescents, 

problem peer relationships are highly related to a range of adolescent 

disorder. This can occur through different routes for example with lack of 

popularity, rejection or isolation more associated with depression and 

associating with ‘deviant’ peers (ie those delinquent) relating to conduct 

disorder (Muller et al., 2000; Windle, 1994).  Difficulties in making 

relationships, including with peers, is argued to be a function of attachment 

style, with insecure style reducing positive peer relationship in adolescence 

and in adulthood (A Bifulco, Moran, & Ball, 2002; Booth-Laforce et al., 2006; 

P. K. Coleman, 2003) Related to secure attachment style, and positive self- 

esteem is positive peer relations. Having a secure attachment to a parent, 

particularly the mother, and  positive self-esteem influences the quality of peer 

relations(Wilkinson, 2010);  promotes academic achievement, competence, 

protects form disorder (Prelow, Weaver, & Swenson, 2006)  and prevents 

associations with deviant peers (Weaver & Prelow, 2005). On the other hand, 

Caldwell’s study found that parents who were manipulative or used guilt with 

the children had young people with a low self-view. As a result, these young 

people viewed themselves as poor socializers and found friends who 
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endorsed this negative view or disengaged from peers thus further 

undermining their self-esteem (Caldwell, Rudolph, Troop-Gordon, & Kim, 

2004).  Quinton and colleagues found that young people with conduct disorder 

were more likely to find an unsupportive or deviant social group. This arose 

from having a combination of poor parenting and not having the skills to 

develop and implement good choices for themselves (finding positive friends 

being one of those choices)(Quinton, Pickles, Maughan, & Rutter, 1993).   

 

2.4b Self-esteem 

Self-esteem is identified as a risk factor for depression (Koestner, Zuroff, & 

Powers, 1991; Peter M Lewinsohn, Seeley, & Gotlib, 1997)  is a known 

correlate of poor attachment (Bartholomew & Horowitz, 1991) as well as 

arising from problematic parenting in childhood (van der Kolk & Fisler, 1994). 

It is also identified as a risk factor for PTSD (Catherall, 2011).  The degree to 

which parents are supportive and nurturing to their adolescents has been 

found to influence self-esteem (Barnow, 2005; Dekovic et al., 2006; Franco & 

Levitt, 1998).  Wilkinson aptly explains the process:  

“Quality attachments appear to be intimately related to how we think of 

a judge ourselves. Close, secure and trustworthy relationships with 

parents and friends lead adolescents to evaluate their own attributes 

and worth more highly. It is this evaluation that then influences 

psychological symptoms” (pg 490)(Wilkinson, 2004)   

 

The pathway to self-esteem may be channelled through positive parenting. 

The quality of the parent/adolescent relationship influences the self-view of 

the adolescent (Dekovic et al., 2006). A supportive grounding forms the basis 

for self-esteem although, young people modify their perceptions of themselves 

as they develop (Troop-Gordon & Ladd, 2005).   Girls, particularly, tend to be 

more preoccupied with appearance and self-conscious of the changes, 

making them at  greater risk for self-esteem problems (Harter, 1989). 

Negative perceptions of the self can effect well-being and can also lead to 

aggressive behaviour (Donnellan, Trzesniewski, Robins, Moffitt, & Caspi, 

2005)  and psychological disorder (Rhode, Lewinsohn, & Seeley, 1994)    
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although are also closely associated with internalising disorder such as 

depression (Morris Rosenberg, Schooler, & Schoenbach, 1989).  

 

2.4c Stress and Trauma 

Stress is identified as a risk factor for any type of disorder outlined above (I. 

Goodyer et al., 2000; Rutter, 1985; Tiet et al., 1998) but particular types of 

stress constitute trauma, and this is specific to PTSD definitions. Trauma is an 

ambiguous term that includes two meanings – the externally generated 

experience or ‘event’ that constitutes trauma exposure and the internal and 

personal response to that event which is the traumatic impact.  Standard 

diagnostic criteria developed in the USA (DSM-IV-Tr) define both trauma and 

its impact as one that :   

“must have involved actual or threatened death or serious injury or 

threat to the individual or others, and exposure to this event must 

arouse an intense affective response characterised by fear, 

helplessness, or horror” (pg 463)(First & Tasman, 2004b).  

 

For attachment interpretations, it is important to note the difference between 

inter-personal and non-personal traumatic events. Standard measures include 

both interpersonal ones (eg being beaten up or sexually abused) but also non-

personal ones related to accidents or disasters. Both are included in the 

approach described here, but the usual list of trauma events extended to 

include those involving bombing, since this is pertinent to the political conflict 

context of the study in Israel. Whilst both types of trauma are likely to increase 

PTSD disorder, the association with poor care in childhood and insecure 

attachment style may create more likelihood of inter-personal trauma, 

although may also increase susceptibility to the impact of non-persona trauma 

in addition. 

 

The effects of traumatic experiences are believed to be dose-dependent with 

more exposure (greater intensity and chronicity) more likely to lead to 

psychological  and physical impairments including PTSD(Stichick, 2001; L. 

Terr, 1992).  It is also recognised that trauma impacts do not have to occur 
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from one, dramatic event, but can also result from repeated, less intense 

exposure to events that may ultimately be equal in impact to a single, high 

intensity traumatic event(L. Terr, 1992).   This point is particularly important in 

countries such as Israel where there is on-going exposure to bombings, 

threats of bombing and violent images in the media.   

 

Young people exposed to types of trauma that are life-threatening, on-going 

and repeated are more likely to experience long term problems in adaptation 

because the cumulated events: 

“sensitizes and creates a landscape where the effects of multiple 

traumatic events undermine resilience factors and increase the 

vulnerability of individuals to develop PTSD” (pg 46)(Cicero, Nooner, & 

Silva, 2011).   

In response to traumatic events, adolescents may “become either extremely 

inhibited in the expression of emotion or explosive, extremely cautious or 

excessively risk-taking, and overly defiant or overly compliant”  (pg 16)(Nader, 

2011). Young people may also experience “increased detachment from 

others, sadness, restricted range of affect, and dissociation”  (pg 34)(Keppel-

Benson & Ollendick, 1993).   

 

As already noted, ongoing exposure to conflict and war trauma can lead to 

several mental health conditions in addition to PTSD,  including depression 

and other anxiety disorders(Ehntholt & Yule, 2006; Mollica, Lopes Cardozo, 

Raphael, & Salama, 2004; Scholte et al., 2004; de Jong et al., 2001; de Jong, 

Komproe, & Van Ommeren, 2003).  These conditions are the most recognised 

in the war trauma literature but a wide array of somatic and functional 

complaints are also recognized as consequences (Goldstein, Wampler, & 

Wise, 1997; Hobfoll et al., 2007; Mollica et al., 2004).   Disorders in 

adolescents resulting from exposure to conflict follow the same pathways as 

in adults: PTSD, anxiety, depression(Ehntholt & Yule, 2006). Udwin and 

colleagues suggested that risk factors for developing PTSD disorder after a 

trauma incident include being female, having a learning disability or an pre-

existing mental health problem (Udwin et al., 2000).  It is thus crucial to 

encompass a range of possibly co-morbid conditions. 
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In addition to number of traumatic events, other factors place a young person 

at greater risk for developing PTSD after experiencing a traumatic event.  

Having a pre-existing psychological disorder particularly anxiety, can 

exacerbate symptoms of PTSD(Cicero et al., 2011; Kilpatrick et al., 2003); 

having an emotional disorder such as depression has also been shown to 

increase PTSD symptoms more so than externalising disorder. There are also 

personal characteristics which render some individuals more sensitised to 

trauma effects. Family function also impacts a young person’s ability to deal 

with traumatic events.  More severe trauma symptoms are experienced with 

YP who have an unpredictable, unsupportive family life (Ford, 2009)  or 

parents with unhelpful coping styles in relation to traumatic events (De Bellis & 

Van Dillen, 2005; Foy et al., 1996; Kaminer, Seedat, & Stein, 2005).  This 

links problematic home life with increase in stress levels and PTSD (Fincham, 

Altes, Stein, & Seedat, 2009). This is an alternative interpretation to the 

attachment-based discussion of problem parenting described below. 

 

2.5 Attachment  and risk for disorder 

As described in chapter 1, the other theoretical influence on the study 

reported here is that of attachment theory. Unlike the Ecological model, this is 

essentially dynamic, examining the influence of early childhood relationships 

with parents primarily on insecure attachment style, in turn hypothesised as 

increasing risk of psychological disorder. Such insecure attachment style is 

highly related both to low self-esteem and problem peer relationships as 

described earlier. Given the first phase of this study is cross-sectional, the 

time order of the proposed model cannot be tested, but the time order 

indicated in figure 2.2 is based on that expected from attachment models.  

Attachment theory as a developmental approach for risk for psychological 

disorder will be briefly outlined. 
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Figure 2.1  Elaborated Attachment framework in identifying risks for 
adolescent disorder 

 

Early childhood attachment to a parent or caregiver is necessary for healthy 

development and provides a source of safety (‘secure base’) and on-going 

reassurance  to manage anxiety and distress in the infant when faced with 

unfamiliar or stressful situations (Muris, Meesters, van Melick, & Zwambag, 

2001). The relationship of the parent to the child in terms of closeness, and 

the positive appraisal of the child help to shape the view of self in the infant. 

This will inform the growing child whether they are good and lovable.  

 

The infant over time and repeated exposure internalises this self-view and 

becomes an internal working model or attachment style (Ainsworth et al., 

1978). This attachment style was noted to be secure or insecure with insecure 

being further subdivided into anxious-ambivalent, avoidant or 

disorganised(Ainsworth et al., 1978)  This attachment style can then impact 

on future self-esteem and  future relationships (Shaw & Dallos, 2005).   It can 

also provide a frame for how one view’s the world and how one view’s 

themselves.  A negative view of the outside world is often paralleled with a 

negative view of the self. Batholomew and Horowitz (1991) proposed a model 

whereby the different attachment styles are combinations of seeing the self or 
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other in negative terms. Thus whilst Secure attachment style involves positive 

view of self and other;  Enmeshed involves negative view of self but positive 

view of other; Dismissive is a positive view of self and negative view of other 

with Fearful having a negative view of both (Bartholomew & Horowitz, 1991). 

Thus where there is  initial rejection or harm, it can carve a deep belief into a 

child in which they feel unable and unworthy of having their needs met (J P 

Allen, Moore, Kuperminc, & Bell, 1998; Laible et al., 2004; Morris Rosenberg 

et al., 1989).  

 

2.5a Attachment style  

While the early attachment bond with a parent is the initial source of 

attachment and the formation of the internal working model, it is also 

important that parents provide on-going guidance, support, praise, comfort 

and love to continually confirm this internal working model in a young person.  

The young person, in turn, requires the continuous reassurance from the 

parent. However, the frequency and intensity in seeking out reassurance from 

the parent decreases as the young person grows older (Bowlby, 1973).  

Parents, when attuned to their young person’s internal states, can provide a 

safe haven to allow them to become autonomous (Joseph P Allen, 

McElhaney, Land, et al., 2011; Joseph P Allen, McElhaney, Kuperminc, et al., 

2011):  

 “Adolescents were able to explore their intellectual and emotional 

independence and autonomy from the secure base of a high degree of 

positive relatedness with their mothers. This process of establishing 

autonomy in intellectual terms from the secure base of a well-regarded, 

well-maintained relationship with an attuned parent appears highly 

analogous to the infant’s process of exploring physical independence 

form the secure base of a sensitive, responsive attachment figure”  

(pg 302) (J. Allen et al., 2003)  

 

A secure attachment style, sets the adolescent up to deal better with adversity 

(Cameron et al., 2007; M Mikulincer, Florian, et al., 1993; K Salmon & Bryant, 

2002; Weinfield, Sroufe, & Egeland, 2000; Weinfield, Whaley, & Egeland, 
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2004). It also increases the likelihood of  positive and supportive peer 

relations (Lieberman, Doyle, & Markiewicz, 1999). It can also serve as a  

protection against internalising and externalizing disorders (Pearce, Jones, 

Schwab-Stone, & Ruchkin, 2010). If an insecure attachment style develops 

(one that is anxious-ambivalent, avoidant or disorganised)  it is possible to 

develop greater security  through positive peer relations (Freeman & Bradford 

Brown, 2001) or with romantic partners (Mario Mikulincer & Shaver, 2003). 

Thus whilst there is substantial continuity of attachment style (Stroufe 2005) it 

is not fixed,  and can change over time (Cameron et al., 2007).     

 

Attachment style can be transmitted from parent (particularly mother) to the 

child (Ainsworth et al., 1978; Fonagy et al., 1994).    This can be direct 

transmission through mother’s parenting or through family context such as 

partner relationship and behaviour. Parents with insecure attachment are 

more likely to have a partner with an insecure attachment and these 

insecurely attached couples are more likely to have children with 

psychological disorder (A Bifulco, Moran, Ball, et al., 2002; Antonia Bifulco et 

al., 2009; Marinus H van Ijzendoorn & Kroonenberg, 1988; van IJzendoorn & 

Bakermans-Kranenburg, 1996; M H van Ijzendoorn, Sagi, & Lambermon, 

1992).     

 

Insecure attachment, can set the YP up for a lifetime of seeking security 

(Allen, Moore et al. 1998) and the child may face a lifetime of difficulties in 

forming relationships and maintaining social supports (Schimmenti & Bifulco, 

2008). Such insecure attachment style can also lead the individual to being 

vulnerable to emotional problems (Shaw & Dallos, 2005) and  internalising 

and externalising disorders. Arbona & Power found that insecure attachment 

led to low self-esteem and more behaviour problems in adolescents(Arbona & 

Power, 2003). 

 

 Bowlby describes the YP with an insecure attachment style as seeing the 

world as “comfortless and unpredictable, and they respond either by shrinking 

from it or doing battle with it” (Bowlby, 1973, p. 208).  An insecure  attachment 

style is consistently linked with having depressive or anxiety symptoms in 
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numerous studies (J P Allen et al., 1998; Armsden & Greenberg, 1987; Buist, 

Deković, Meeus, & van Aken, 2004; Cooper, Shaver, & Collins, 1998; Hughes 

& Gullone, 2008; Muris et al., 2001).  The association of avoidant styles with 

externalising disorders is less clear, although some evidence found those with 

avoidant styles are more likely to have Oppositional Defiant disorder 

(Guttmann-Steinmetz & Crowell, 2006). In addition, disorganised styles (those 

associated with more chaotic infant responses to separation) are related to 

violence associated with externalising disorder (M H Van Ijzendoorn, 1997). 

  

Secure attachment and supportive parenting in general help young people to 

find and form supportive peer relations (Dekovic et al., 2006).  Higher levels of 

parental support was associated with better quality peer relations  

(Franco & Levitt, 1998). Freeman & Bradford Brown examined the relationship 

between secure/insecure attachments with parents and with peers. 

Adolescents with secure attachment to mother figure rated her as their main 

source of support particularly if they did not have an intimate partner. Having 

an intimate partner meant the mother shared the spot as the primary source of 

security. For those with insecure attachment, 90% rated their peers as the 

primary source of support (Freeman & Bradford Brown, 2001).  Poor peer 

relations, however,  if they are unsupportive or bullying, have been show to 

contribute to disorder (I M Goodyer, Cooper, et al., 1993; Rigby, Slee, & 

Martin, 2007). There has been a good deal of research on attachment styles 

cross-culturally (see van Ijznedoorn for review). Whilst prevalence of secure 

attachment style is fairly constant (around 60%) rates of anxious-ambivalent 

or avoidant vary substantially across national boundaries. For example 

avoidant style is more common in Israel and Japan and anxious is more 

common in Western Europe (Marinus H van Ijzendoorn & Kroonenberg, 

1988).   

 

2.5b Quality of parenting and adolescent mental health 

Poor quality parenting is also a significant risk factor for disorder in 

adolescence and at other life stages. As described earlier, there are a number 

of reasons why parenting is poor in some families including the parents own 
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early upbringing, their lack of support from partner, the amount of stress they 

are under, and related factors such as their own psychological disorder 

(Belsky, Fearon, & Bell, 2007). Hughes and Gullone’s  systematic review on 

family systems and disorders found that young people who had depressive or 

other psychiatric symptoms often had parents who also had psychological 

symptoms at the same time (Hughes & Gullone, 2008). The meta-analysis by 

Connell & Goodman examined how mothers and fathers psychological 

disorder influenced a young person’s disorder. Mothers who suffered from 

depression or substance abuse had a strong effect on their child’s mental 

health from infancy to adolescence. Father’s mental disorder was found to 

influence older children’s disorder due to their increasing involvement. This 

analysis also found that a child/young person mental disorder had a reciprocal 

effect on the mental health of the parents (Connell & Goodman, 2002).  

 

The style of parenting contributes to a young person’s mental health. 

Baumrind defined styles of parenting into authoritative, authoritarian and 

permissive with the authoritative being the optimum (Baumrind, 1971). 

Authoritarian parenting involves controlling and punitive parenting, whereas 

permissive includes overly relaxed style which can also be neglectful. 

Authoritative is a balance between creating boundaries and providing a safe, 

loving place to grow.  Similar  concepts have been  operationalized in the 

Parental bonding instrument (Gordon Parker, 1979; Gordon Parker et al., 

1997) to reflect  care and control with affectionless/controlling parenting 

having the most impact on adolescent mental health. Hughes and Gullone’s  

review on family systems relationship to adolescent mental disorder found that 

parent/adolescent relationships that have poor or hostile communication, and 

less warmth contribute to internalising disorder (Hughes & Gullone, 2008). 

Moreover, parents that are cold, neglectful  and/or controlling towards their 

child, can increase their risk of internalising disorders (Buist et al., 2004; 

Buschgens et al., 2010; George, Herman, & Ostrander, 2006; Gerard & 

Buehler, 1999; I M Goodyer, Cooper, et al., 1993; I. Goodyer, Wright, & 

Altham, 1989; Rigby et al., 2007; Stein et al., 2000; Weissman, Leckman, 

Merikangas, Gammon, & Prusoff, 1984).  
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 When a parent is systematically coercive, the YP may lose the ability to form 

their own judgements and seek approval indiscriminately from others about 

values and appropriate behaviour (Beyers & Goossens, 2008).    Buist found a 

reciprocal relationship with adolescents who have unsatisfying relationships 

with their parents. They may act out and become aggressive and this 

behaviour becomes habitual and ingrained which further impacts on their 

relationship with parents and peers (Buist et al., 2004).  

 

The literature on parenting  overlaps with the literature on neglect and abuse 

(Belsky, 1993; A Bifulco, Moran, & Ball, 2002; Chambers, Power, Loucks, & 

Swanson, 2001; Reitz, Dekovic, & Meijer, 2006; Schimmenti & Bifulco, 2008). 

Thus, there is extensive evidence to show that neglect, physical, sexual or 

emotional abuse in childhood sets up substantial risk for disorder in 

adolescence and over the life-course (A Bifulco & Moran, 1998). This impacts 

on both internalising and externalising disorder (Aunola & Nurmi, 2005; 

Barnow, 2005; Dwairy, 2004; Grant et al., 2006; Gordon Parker et al., 1997; 

Reitz et al., 2006; Schimmenti & Bifulco, 2008). It is not always clear in the 

literature the extent to which the impact of poor parenting is as a marker for 

the more extreme of neglect or abuse behaviour, or whether poor interactions 

with parenting with non-optimal levels of care and control are also harmful in 

their own right. However, it is increasingly difficult to study neglect and abuse 

in children in the population because of ethical issues about intrusiveness. 

This is potentially even more pronounced in cross-cultural studies and in 

different religious groups. For this reason, the study reported here focuses on 

poor parenting rather than neglect or abuse. Parenting within the two cultural 

groups studied is examined below. 

 

2.5c Attachment style and PTSD 

Insecure attachment style is shown to increase vulnerability to traumatic or 

stressful events, for depression and conduct disorder (Antonia Bifulco & 

Thomas, n.d.)  as well as for PTSD-related symptoms (Nader, 2011). 

However the literature on insecure attachment style and PTSD is relatively 

sparse. One study showed that having a dismissive and fearful attachment 
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style related to more PTSD symptoms in a group of 328 university students, 

most of whom were female, who had experienced a traumatic event. In turn,  

having a secure attachment style protected against PTSD symptoms in the 

same group (O’Connor & Elklit, 2008). Another study found that attachment 

style was associated with  dissociation of trauma (avoidance of painful 

memory) and again  secure attachment related to significantly lower  

dissociation) when adolescents were exposed to traumatic events (Nilsson, 

Holmqvist, & Jonson, 2012). An Israeli based study found that having an 

insecure attachment style was related to risk of PTSD in adolescents exposed 

to trauma (Qouta, Punamäki, Montgomery, & El-Sarraj, 2007).  Other 

approaches have argued that disturbances in attachment style related to 

trauma, particularly that emanating within the home such as abuse, constitute 

complex PTSD. Here the insecure attachment style is a concomitant of the 

abuse but whether it functions as a risk factor or part of the disorder itself is 

debated (Ardino, 2011b).  In young people, isolation and detachment are 

related to both trauma and insecure attachment style, and both in turn to 

chronic trauma (Nader, 2011).  For the study reported here, insecure 

attachment style will be viewed as a risk factor for both PTSD and other 

disorders. 

 

2.5d  Attachment in Israel 

Israel has been a particular focus of attachment research, in part because of 

the experience of children raised in Kibbutzim. Here rates of insecurity were 

found to be somewhat higher than in families, but it was also apparent that 

children found a primary caretaker to be attached to (Sagi et al., 1995). Rates 

of insecure attachment style in Israeli infants show 45% were insecure in 

comparison to a USA sample of 35% (Sagi et al., 1995). Whilst there is 

longstanding debate about how well attachment theory works cross-culturally, 

an extensive review by van Ijzendoorn and colleagues suggests consistency 

in rates of insecure style across culture, although the type of style expressed 

differs (M. H. V. Ijzendoorn, Kroonenberg, & Url, 2011).  There are precedents 

for using established attachment instruments in research in Israel (M 

Mikulincer et al., 1999). In fact Israel is a central focus for much of the 
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research on stress, affect regulation and attachment style as indicated by 

Mikulincer and colleagues. 

 

The same team have shown political conflict to have effects on attachment 

style and behaviour (M Mikulincer et al., 1999; M Mikulincer & Selinger, 2001).  

In addition, differences between communities in Israel were investigated in 

terms of parenting behaviour and Arab youth found to be emotionally closer to 

their parents than Jewish youth. However, Arab young people in Israel also 

reported their parents as being more strict (Mario Mikulincer, Weller, & 

Florian, 1993). Another Israel based researcher, Ricki Finzi Dottan and 

colleagues, examined  the attachment style of abused/neglected school-aged 

children compared to non-abused children (Finzi, Har-Evan, Shnit, & 

Weizman, 2001).  They found that being abused/neglected resulted in 

insecure attachment style, a finding consistent with research in Western 

countries (J P Allen et al., 1998; Antonia Bifulco et al., 2006)  . Further, the 

children in Israel that were abused were also more physically aggressive 

compared to neglected and non-abused children (Finzi et al., 2001). There 

has however been considerably less study of attachment style in Arab young 

people. 

 

Arab culture defines itself by its collectivist nature, in that the nuclear family 

and extended family is more important than the individual (Dwairy, Achoui, 

Abouserie, & Farah, 2006; Mario Mikulincer, Weller, et al., 1993).  Literature 

on parenting in Arab culture views Arab culture as more controlling, 

particularly for girls and this is reported to have a positive effect for young 

people in that culture. Indeed, Mikulincer’s study comparing Arab and Jewish 

youth found that Arab children, particularly girls, had more rules imposed on 

them. In addition, Arab girls and boys were closer to their mothers than were 

Jewish youth (Mario Mikulincer, Weller, et al., 1993).  Dwairy described the 

controlling behaviour of parents in Arab culture as an influence over 

acceptable social behaviour, marriage, occupation and political beliefs 

(Dwairy, 2004; Dwairy et al., 2006; Dwairy & Menshar, 2006). Arab children, in 

turn, are reported to be more orientated to, and sensitive to, their elders than 

to the desires of their peers than other cultural groups.  However, overly 
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controlling parents or parental rejection has a negative effect on the mental 

health of these young people, consistent with findings in the Western world. 

Both were found to be deleterious to YP’s mental health (Dwairy, 2004; 

Dwairy et al., 2010).  

 

 When comparing differences in parenting between cultures in the Middle 

East,  the mother’s parenting was found to relate more to adolescent mental 

health in Arab cultures compared to father’s behaviour (Dwairy et al., 2010). 

This had gender implications with a related study finding that females living in 

villages experienced more depression as a result of authoritarian parenting. 

Girls living in urban areas exhibited more conduct disorder behaviours than 

their rural counterparts (Dwairy & Menshar, 2006). Based on Dwairy’s 

extensive studies on mental health in Middle Eastern cultures, it would seem 

that young people associate more closely with parents and family members 

than peers. However, the relationships between parenting and mental health 

seem to parallel those found in Western based literature.  

 

2.6 PTSD in Israel 

PTSD is known to be higher in areas of political conflict, due to the higher rate 

of non-personal trauma events such as bombing, terrorist violence, 

intimidation etc. As described in chapter 1, Israel at the time of the study could 

be categorised as a post-conflict zone given the recent bombing with Lebanon 

which affected the population in the North of the country. Thus higher rates of 

trauma related both to bombing, and deaths of close others is likely to be 

found. This has been an on-going aspect of research in Israeli and Palestinian 

research in order to understand psychological harm to its populations. As in 

other studies, research particular to the Israeli/Palestinian region found that 

the number of traumas predicted symptom severity (Musallam, Ginzbury, Lev-

Shalem, & Solomon, 2005; Pat-Horenczyk, Doppelt, et al., 2006; Qouta et al., 

2007; Thabet, Abed, & Vostanis, 2002)  with PTSD rates highly correlated 

with war related trauma (Saigh & Green, 1996; K Salmon & Bryant, 2002).  
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Estimates of PTSD in the general Israeli population vary. One study of 

households found 9.4% met criteria for full PTSD and 58.6% reported 

depressed feelings (Bleich, Gelkopf, & Solomon, 2003).  In this study, being 

female, not feeling safe and substance use were predictors of greater 

psychological difficulty (Bleich et al., 2003).   For adolescents living in the 

Gaza Strip, PTSD rates were noted to be as high as 68.9% (Elbedour, 

Onwuegbuzie, Ghannam, Whitcome, & Abu Hein, 2007), with rates of 54% 

also quoted (Thabet et al., 2002), an extraordinarily high rate by Western 

standards. Very high rates of anxiety (94.9%) and depression (40%) were also 

reported (Elbedour et al., 2007).   However, issues of measurement and 

disorder classification need to be considered in comparing rates across 

different settings. In a school based study in Jerusalem and local settlements 

of 1,010 children undertaken by the CHERISH team, only 6.6%fulfilled criteria 

for PTSD, but a much higher rate of adolescents (67%) reported feeling high 

levels of fear, helplessness and horror (Pat-Horenczyk, 2005a). Schiff and 

colleagues working in Jerusalem, Tel Aviv and West Bank found a similar rate 

of PTSD (4.6%) and this was higher in those living in a more volatile zone 

(Schiff, Zweig, et al., 2007).  

 

Higher rates of exposure were noted in a screening of Israeli junior and high 

schools during the 2002-7 period. After screening over 4,000 students aged 

11 to 19, 50% reported that they either they had been directly exposed, or 

someone close to them (i.e. a friend or relative) had been directly exposed to 

political violence.  The criteria for exposure included: having been present at a 

terrorist attack with or without being physically injured or knowing a close 

friend or relative who was injured or killed in such an attack; having been near 

the site of a terrorist attack, having been there just before or after an attack, or 

having planned to be at the site of an attack. The rates for full PTSD and 

major depression were 6.6% and 8.6% respectively (Pat-Horenczyk, Schiff, et 

al., 2006). Thus it can be seen that emotional response to exposure to trauma 

affects the majority of young people but that full blown disorder affects only a 

minority,  
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The literature on gender and PTSD in Israel parallels literature from other 

countries.  In one study, girls were found to have more somatic complaints, 

and boys complained of functional impairments (Pat-Horenczyk, 2004). 

Gender differences were noted in specific symptoms of PTSD with 62.5% of 

girls and 50.4% boys reporting re-experiencing of events, and 43% of girls 

compared with 38% of boys reporting hyper-arousal symptoms. However, the 

full PTSD disorder showed no gender bias but more girls (9.7%) experienced 

related symptoms of severe depression compared to boys (7.5%) (Pat-

Horenczyk, Schiff, et al., 2006).  Depression is well known as having a female 

preponderance both in the West and cross-culturally (Bramesfeld et al., 2006; 

P M Lewinsohn et al., 1998). Quota and colleagues found that the known 

gender difference in disorder was exacerbated by exposure to political 

violence with girls even more vulnerable to depression and anxiety whereas 

boys became even more aggressive and prone to externalising symptoms 

such as conduct disorder (Qouta et al., 2007). Lev-Weisel et al found that the 

patriarchal society which girls lived under which included  family violence and 

oppression further impeded the mental health of girls (Lev-Wiesel, Al-Krenawi, 

& Sehwail, 2007). 

 

On the other hand, Khamis’s study with school aged children living in the East 

Jerusalem and West Bank found that PTSD was more common in older 

adolescent males, particularly those living in refugee camps (Khamis, 2005). 

Garbarino and Kostelney (1996) also found that boys were more vulnerable to 

mental health problems in comparison to girls. They reasoned that confining 

social roles broke down with political violence due to unstable male 

supervision (due to imprisonment, high unemployment and decline in status) 

and thus girls were given greater responsibility and freedom in and outside the 

home which improved their self-esteem. Boys needed parental structure and 

rules to foster coping and suffered when they were eroded (James Garbarino, 

Kostelny, & Dubrow, 1991).   

 

In summary, PTSD is a disorder that arises due to exposure to a traumatic 

event among individuals susceptible due to prior existing risk through lack of 

support, low self-esteem and insecure attachment style).  Traumatic events, 
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their proximity and severity influences the intensity of the emotional response 

and degree of PTSD symptoms resulting. Young peoples’ ability to cope with 

traumatic events is dependent upon several factors which include family 

structure, attachment style, and availability of support. Finally, PTSD 

prevalence overall and in relation to gender in Israel was presented.  The next 

section will discuss resilience factors. 

 

2.7 Resilience 

Resilience is outlined in chapter 1, and denotes factors which allow for normal 

development, and lack of disorder, despite adversity or difficulty being 

present. One of the most commonly found resilience factors is social support 

and this likely to be related to both pro-social behaviour and secure 

attachment style. These are described below. 

 

2.7a Pro-social behaviour   

Young people who have good communication skills tend to have more 

confidence and higher self-esteem (J P Allen et al., 1998; Laible et al., 2004). 

Moreover, they believe they have good social skills and relationships which 

further inform their inner beliefs and promotes well-being (J P Allen et al., 

1998; Laible et al., 2004).   Good communication skills are known to assist 

young people to negotiate sexual relationships with peers (House, Bates, 

Markham, & Lesesne, 2010). Burt and colleagues undertook a 20 year 

longitudinal study to understand how social competence relates to 

internalising and externalising behaviours from childhood into adulthood. They 

found that good social skills were an intervening variable for internalising and 

externalising disorders. They also found that social competence influences 

peer relationships which in turn, influence these same disorders. Moreover, 

good social skills was linked to positive development over the lifespan (Burt, 

Obradović, & Long, 2008).  The family is the initials source of learning positive 

communication skills. A child learns to interact positively and develop healthy 

relationships via their parents (Engels, Finkenauer, Meeus, & Dekovic, 2001). 

These skills help to form the inner working model of an adolescent and further 



55 
 

promotes well-being (J P Allen et al., 1998). This study will focus on pro-social 

behaviour as a potential resilience factor. This concept includes caring for 

others, with items such as being helpful if others upset, sharing with others 

and being nice to others (Scourfield, John, Martin, & McGuffin, 2004).  

2.7b Social Support  

Social support is defined as “information from others that one is loved and 

cared for, esteemed and valued, and part of a network of communication” (pg 

300)(Cobb, 1976). It can be sourced from friends, family, teachers, and other 

role models. Whilst some studies examine support in terms of networks, 

others taking an attachment approach look at the quality of the relationship 

and the capacity for close confiding, emotional support and felt attachment (A 

Bifulco, Moran, & Ball, 2002). Such support is argued to moderate the impact 

of adversity and trauma and thus reduce likelihood of disorder. 

 

Perceptions of having support can act as a buffering factor in dealing with 

traumatic events and stress (Punamäki, Komproe, Qouta, El-Masri, & de 

Jong, 2005). Punamaki and colleagues compared perceived social support 

between adults maltreated as children and adults exposed to military violence 

in Gaza (Punamäki et al., 2005). They found that perception of support was 

related to childhood experiences. If a person was mistreated as a child, they 

became mistrustful of others and immune to the compensatory effects of 

social support. The perception of not being supported made them more 

vulnerable to psychological problems. In comparison, those that had only 

experienced military violence were able to perceive the support given to them 

and thus experienced high levels of social support (Punamäki et al., 2005). 

 

The presence of psychological conditions such as PTSD, depression and 

anxiety may also impact on the perception of, and willingness to, access 

social support. Elbedour and colleagues found that adolescents suffering from 

PTSD, depression and anxiety chose not to seek guidance and support 

(Elbedour et al., 2007). Schiff and colleagues noted that Jewish adolescents 

exposed to on-going conflict reported lower levels of social support. Social 

support was compensatory but not protective in relation to exposure to conflict 
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and those who had high social supports experienced lower rates of PTSD and 

depression (Schiff, Pat-Horenczyk, & Peled, 2007). 

2.7c Parental care  

Garbarino and colleagues (1996) studied Palestinian families and found that 

positive family relationships helped children cope with the effects of unstable, 

unpredictable, environments (James Garbarino & Kostelny, 1996). In turn, 

lack of parental support and poor family functioning related to developmental 

problems, particularly when combined with other risk factors such as low 

socio-economic status, age, gender and community breakdown (James 

Garbarino & Kostelny, 1996). The unstable environment, however, had a 

liberating effect for girls because their normally confined roles were expanded 

to include teaching younger siblings (due to inability to access education). 

Moreover, their mother’s role also expanded to include more freedom outside 

the home which provided a positive role model for girls. Boys, on the other 

hand, suffered from watching their father’s role as supporter and protector 

erode as many men were left unemployed, were humiliated in front of their 

families and were beaten or imprisoned (James Garbarino & Kostelny, 1996). 

 

Punamaki and colleagues (1997) also found that whilst good parenting was 

positive overall and helpful for the child, it could not completely buffer the 

effects of political violence nor prevent psychological distress and this distress 

increased with the number of exposures.  Poor parenting, in addition to 

political violence, resulted in further psychological distress (Punamaki & 

Qouta, 1997).  

 

Schiff and colleagues looked at parental support in terms of the whether or not 

they encouraged or discouraged their adolescents to continue on with normal 

activities despite risks of exposure to terrorist attacks. They found that 

adolescents who felt supported by parents to continue on with normal 

activities had less incidence of PTSD however parents tended to be more 

protective of girls than boys (Schiff, Pat-Horenczyk, et al., 2007).  
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Self-esteem, peer relations and support and the degree to their absence or 

presence are other factors that influence a young person’s mental health. 

These factors will now be discussed in relation to their risk or resilience 

aspects.  

 

2.7d Positive factors and PTSD 

The presence of positive factors can act as a buffer in coping with traumatic 

events. Such factors identified in the research literature are: social support 

(Collishaw et al., 2007), perceptions of support and self-efficacy (Ford, 2009) 

and positive family environment (Ozer & Weiss, 2004).  How a young person 

copes with the trauma also influences their outcome. Those that use problem 

solving  or distraction to ease symptoms are shown to do better than those 

who are emotion focused (Zeidner, 2005).    

 

The ability to recover from trauma is determined by an individual’s sense of 

safety and stability, secure social networks and well-formed attachments, and 

an ability to express what has happened (Brom, Horenczyk, Ed, & Bifulco, 

2010).    If a child has a poor attachment to a caregiver, which has developed 

into a more insecure interpersonal style, then a traumatic event may be 

particularly difficult to cope with  because their fixed response to stress is 

amplifying or  dissociative and there is no close carer to influence the affect 

regulation (Cairns, 2004).  

2.8 Exercise and positive mental health 

 One of the aims of this study is to examine the impacts of a cycling program 

on mental health. Thus, it is important to examine literature pertaining to how 

sports and exercise programs are used to alleviate mental health conditions. 

Much of this research is in the adult population as clinicians explore broader 

therapeutic options to help their patients. Numerous studies exist on using 

sport and exercise to aid in dealing with symptoms of depression. Salmon 

(2001) undertook a literature review on the effects of focused exercise 

programs on depression, anxiety and ability to deal with stress and found 

ambiguous results. A positive effect was found for those who suffered from 

mild depression. This review found the strongest link was between exercise 
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and building the individual’s adaptation to stress. Exercise was reported to be 

physically stressful but strengthened their ability to deal with stress overall. 

Exercise also lessoned functional complaints associated with depression and 

the added social component of exercise improved mood (P. Salmon, 2001). 

 

In a similar review comparing mental health and exercise, Paluska and 

Schwenk found that improvements for depressed mood were related to the 

how exercise diverted attention from negative thoughts and improvement in 

feelings of self-efficacy, self-mastery which improved individual’s ability to 

manage stress. The social aspect related to exercise also assisted in 

improving mood (Paluska & Schwenk, 2000).  However, this review found no 

proof of exercise as a primary mediator for alleviating symptoms. A review of 

literature of exercise’s therapeutic relationship with psychiatric diseases by 

Meyer and Broocks (2000) found inconclusive evidence. These studies 

measured effects through biochemical changes in those involved in 

endurance exercise. Improvements could not be directly linked to exercise 

and participants expectations of the effect skewed results (Meyer & Broocks, 

2000).  One of the mechanisms examined is how prolonged rhythmic exercise 

is known to activate the opiod system and release endorphins. These 

endorphins regulate blood pressure, reduce pain and regulate body 

temperature (Thoren, Floras, Hoffman, & Seals, 1990).  It is also suggested 

that these endorphins improve mood and this is the connection between how 

exercise may improve mental health conditions (Ströhle, 2009).   

 

In a review focused on exercise and clinical depression, Brosse & Colleagues 

(2002) found inconclusive results and noted that exercise may have two 

pathways of effects: biological and psycho-social. For the purpose of this 

review, the psychosocial elements will be outlined. Changes were measured 

using self-evaluations and found that exercise improved feelings of self-

efficacy, body image and self-worth. Exercise’s social support component and 

ability to distract from negative thoughts were also noted mechanisms for 

improvement (Brosse, Sheets, Lett, & Blumenthal, 2002).  
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2.8a  Sport/exercise and disorder 

Few studies exist on the link between exercise and emotional or behavioural  

disorders in children and adolescents (Larun, Nordheim, & Ekeland, 2006). 

Sport was however, found to have a slight impact on dealing with conduct 

disorder behaviours and this was due to behaviour modification efforts 

through increased supervision and consequences placed on bad behaviour 

(Bohnert & Garber, 2007). There was similarly little evidence for sport being 

investigated in relation to anxiety and depression in adolescents (Larun et al., 

2006). Larun and colleagues noted that studies that were published were of 

low methodological quality and were highly heterogeneous in terms of the 

intervention, measurement instrument and the age group studied and 

concluded that the evidence was too small to make any strong conclusions 

(Larun et al., 2006).   

 

In terms of reducing risk factors, one study on how sport improves coping 

skills for at risk youth found physical activity buffered the effects of family 

conflict on depressed mood and the effect was particularly strong for girls 

(Sigfusdottir, Asgeirsdottir, Sigurdsson, & Gudjonsson, 2011).  Involvement in 

sports is believed to influence self-esteem through improving physical 

competence in certain skills. This feeling of competence also has a reciprocal 

effect by causing the YP to want to continue on with the sport to improve skills 

further. The increasing participation further improves skill level which leads to 

an increase in self-esteem (Alvord & Grados, 2005; Richman & Shaffer, 

2000). This higher self-esteem, coupled with participation in a sport, was 

reported as protecting YP from adopting unhealthy behaviours such as drug 

or alcohol abuse (Ferron, Narring, Caueray, & Michaud, 1999).   A Cochrane 

review looking at exercise as a means of improving self-esteem in children 

and adolescents found that exercise improved self-esteem for a short period 

of time, the effect was small but significant (Ekeland, Heian, Hagen, Abbott, & 

Nordheim, 2003). 

 

A Cochrane review was undertaken parallel to this thesis to see if other 

studies existed that examined the effects of sports and games to alleviate 

PTSD, but none were found (Lawrence, De Silva, & Henley, 2010). Thus, 
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sport and exercise’s ability to reduce symptoms of PTSD is not clear and is 

one of the core questions of this study. In addition, few empirical studies exist 

on the use of sports to alleviate mental health symptoms in conflict/post-

conflict settings. Henley and colleagues highlighted the key articles on how 

participation in sports helped adolescents to deal with stressful situations 

(Robert Henley et al., 2007). Sport was noted to improve self-esteem, and 

self-efficacy thereby improving children’s resilience to adverse situations. 

These changes were said to be facilitated by social supports such as a coach 

who taught skills in teamwork, fair play and social skills; develop problem 

solving skills and manage emotions (Robert Henley et al., 2007)  .  

 

There are very few studies on how sports programs reduce the impacts of 

PTSD for children and adolescents and none exist for young people living in 

conflict post-conflict settings (R. Henley, 2005).  Hammerstein and colleagues 

studied adult soldiers preparing for combat and found a possible link between 

sport and PTSD (Hammermeister, M, McGraw, & Ohlson, 2012). Sport did not 

have a direct influence on reducing PTSD symptoms, rather the link was 

through training and participating in the sport built mental resilience and this in 

turn influenced PTSD. Participating in sport builds confidence, self-efficacy, 

promotes goal setting and focus – these, in turn, build a person’s perception 

that they can withstand adversity because they’ve practiced these skills while 

participating (Alvord & Grados, 2005).  Thus, it is in the building of resilience 

skills where sport plays a role. The use of sport to deal with stressful events is 

argued to be through allowing individuals to develop and nurture talents and 

provide a means of distraction from negative thoughts (Alvord & Grados, 

2005).   

 

Manger and Motta  (Manger & Motta, 2005) also used a resilience model and 

posited that exercise helped to manage symptoms of PTSD through the 

mechanisms of improving self-esteem, and self-efficacy. Their study of 26 

adults and a 12 session exercise program found PTSD symptoms decreased 

after the participating in the program. There is only one study that examines 

sport and PTSD in adolescents.  Newman and Motta (2007) compared 15 

adolescents who were involved in an 8 week exercise program to see if the 
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program alleviated depression, anxiety and PTSD symptoms. Symptoms of 

PTSD reduced for the participants although the small sample size restricted 

the reliability of the findings. The authors speculate that the mechanism for 

improving symptoms lay in building self-efficacy, decreasing arousal 

symptoms and providing positive reinforcement (Newman & Motta, 2007).  

 

In summary, the relationship between sports and mental health has a weak 

link as shown mainly in adult populations. Evidence suggests that exercise 

may have a bio-physical effect on health and strength and a psychological 

affect which include improved feelings of self-worth, effectiveness and ability 

to deal with stress. In addition, improvements in social support arising from 

participating in the sport also increased positive mood and wellbeing. The link 

is however less established for children and youth because there is less 

empirical evidence to prove any relationship, despite the fact that sports 

interventions are popular and aimed at strengthening mental health in children 

and adolescents. This is clearly an area which requires further research. 

2.9 Study Aims and Research Questions  

On the basis of the theoretical approach outlined and the literature review, this 

study aimed to determine the mental health status of YP living in socially-

deprived, post-conflict settings in Israel across Jewish and Arab groups.  It 

also aimed to examine the inter-relationships between social Ecological risk 

factors (deprivation, ethnicity, peer relationships) and psychological 

Attachment risk factors (low self-esteem, insecure attachment style and 

childhood parental care and control) on the severity and type of psychological 

disorder in the young people. It also focused on positive factors, specifically 

pro-social behaviour and support and on the absence of symptoms, as 

potential resilience factors in the context of adversity. In this light it will 

examine the impacts of a cycling intervention on improving self-esteem, 

building support, and alleviating psychological symptoms. 

 

The specific research questions are: 

 1) Is psychological risk, background of poor parental care, low self-esteem, 

insecure attachment style, deprivation and trauma exposure associated with 
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higher levels of symptoms across different disorders? Is this similar in both 

study groups?  

 

2)  Do positive factors such as support, pro-social behaviour and having a 

secure style of attachment relate to lower rates of disorder? Can this serve to 

protect against poor parental care in childhood? 

 

3) Does a cycling intervention reduce risk factors (such as low self-esteem) 

and increase resilience factors (such as support) and reduce symptom levels?  

 

As described earlier, the group to be studied included boys and girls in early 

adolescence, the target (cycling) group was high risk as evidenced by their 

social service involvement and being co-opted for the intervention. The 

comparison group was selected form areas of high deprivation as a suitable 

comparison group. Both groups involved Jewish and Arab young people. In 

order to meet the aims and answer the research questions the study involved 

the evaluation of an existing intervention scheme, with emerging constraints 

and opportunities posed not only by the difficulties of working cross-culturally, 

but also due the intervention already being in place. The study was thus 

designed to be flexible while working cross-culturally in three different 

languages, with limited resources and in a difficult conflict location with high 

levels of suspicion across the communities included. An iterative style of 

design allowed for flexibility in determining both the target and comparison 

group composition and selection, as well as the descriptive part of the study 

looking at associations between risk and resilience factors and disorder at the 

first contact with the youth. 

In designing the study, initially, a randomised control trial design (RCT) was 

considered with the Cochrane review undertaken to examine previous 

literature and consider the feasibility of such a study (Lawrence et al., 2010) 

(See Appendix 5). As no RCT’s had been conducted on sports and PTSD, it 

was clear there was a research gap in this area. However, considering the 

challenges of undertaking an RCT cross-culturally in a post-conflict zone, also 

raised considerable challenges and a less rigid design was ultimately chosen. 
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The RCT design has traditionally been accorded great merit in the medical 

research field and is derived from testing the effectiveness of pharmaceutical 

treatments for different disorders. It has the advantage of providing carefully 

controlled, reliable and repeatable results on pure samples of individuals 

typical of those with the disorder treated, in order to exclude confounding 

variables for greater generalizability to the whole population. The random 

selection of a conventional RCT of participants to the target and control group 

is intended to eliminate selection bias, and the careful matching of participants 

allows for smaller numbers than would be required from applying statistical 

controls post hoc. Thus RCT’s improve accuracy in establishing relationships 

between variables by isolating key variables from each other and determining 

relatively ‘pure’ groups for study (Stephenson & Imrie, 1998).   

 

However, RCT’s have been criticised for their limited application in naturalistic 

community settings where random allocation, for example of schools or 

communities, is not feasible. Moreover, setting up pure study groups in 

complex social settings is still difficult to achieve and requires enormous 

resources in terms of time, money, work and participant cooperation to 

implement such a strategy(Oakley et al., 2003; Stephenson & Imrie, 1998).   

  

With these cautions noted, and acknowledging the complexity of the 

population and context plus limited resources, it was clear early on in the 

study design that an RCT could not be conducted. The evaluation of an 

existing cycling intervention was therefore examined in relation to a loosely 

matched comparison group and considered exploratory in its conclusions. 

Random selection was not possible because the adolescents in the existing 

cycling intervention group were referred to the cycling program via the Social 

Welfare Department and there was no access to a similar group without such 

intervention. There was effectively no ‘waiting list’. The target adolescent’s 

families were experiencing a variety of challenges from drug/alcohol abuse, 

poverty related issues and difficulties with parenting. The aim was therefore to 

find a comparison group which also had general indicators of social 

disadvantage, who lived in the same area and were from the same ethnic and 
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religious background, to make the groups relatively similar in order to 

compare and identify impacts of the intervention. 

 

Since it was not a carefully controlled RCT study, sufficient numbers were 

required for a statistical analysis which could control for extraneous factors. 

This was potentially problematic given the limited size of the cycling groups to 

start with and the possibility of high level of drop-out, or failure to track at 

follow-up. Smaller numbers reduce statistical power (West, Biesanz, & Pitts, 

2000). However, the use of reliable measures with established indices and 

cut-off scores, minimizing attrition as much as possible, and keeping the 

implementation of the intervention stable optimises statistical power on 

smaller sample sizes. Whilst these latter factors were all applied, there were 

challenges in finding enough young people for a robust sample size.  While 

efforts were made to reduce attrition, the sports intervention was designed 

primarily for leisure and enjoyment and did not have clearly determined 

outcome points which may have compromised its suitability for a research 

intervention.  Due to situational constraints in terms of location, lack of 

resources and language, the final study design therefore utilised a cross-

sectional and prospective design, with repeat self-report measures using a 

‘convenience’ target group and loosely matched comparison group from the 

community. All YP in the nationally dispersed cycling programme were first 

selected in given areas and then the comparison group was selected from 

community outreach programs and schools in the same areas.     

  

These factors were all taken into consideration when designing the study 

which could answer the research questions and yet was feasible in this cross-

cultural, conflict setting. The full design and sample selection is described in 

the next chapter.  

 

2.10 Summary 

This chapter outlined the literature on adolescent development, risk, resilience 

and psychological disorder to be examined in this study. After outlining normal 

development in adolescence, emotional, behavioural and PTSD disorder were 
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all defined and risk factors derived from both Ecological and Attachment 

approaches were examined in relation to the research literature. These 

included material deprivation and trauma as well as poor parental care and 

control in childhood, low self-esteem, problem peer relations and insecure 

attachment styles. Most of these have been identified as risks for all the 

disorders outlined. These experiences were then discussed in relation to the 

Israeli context and in Arab and Jewish communities where the study took 

place. Resilience was then examined in terms of positive outcomes in spite of 

adversity, and pro-social behaviour and social support outlined. This led to the 

description of interventions, particularly those involving sports in reducing risk 

and emotional, behavioural and PTSD symptoms. This chapter finished with a 

presentation of the aims, research questions and the approach taken to the 

intervention. The following chapter will present the Methods used to answer 

the research questions posed.    
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Chapter 3: Methods 

3.1 Introduction 

This chapter describes the study design, participants, measures and 

procedures used in this investigation. This study uses both a cross-sectional 

(at first contact) and prospective design with measures repeated , using a high 

risk target group of young people (YP) involved with social services offered a 

cycling intervention, and a loosely matched community comparison group. A 

local researcher who spoke Arabic, Hebrew and English was hired to assist 

with all phases of the research project.  

 

3.2 Study Design 

Following a pilot pre-study period, the study was in two phases, phase 1 

examining the psychosocial risks, resilience and psychological disorder in 

Israeli youth in the target group, comparison group and total sample, and 

phase 2  following the youth over a 9 month period to examine changes in 

scores following a sports intervention  when compared with  the comparison 

group without the intervention. Repeat questionnaires were used for data 

collection in phase 1 and 2 of the study, with mixed methods in phase 2 

utilising focus groups with the YP and coaches/teachers, and interviews with 

sports coaches. An outline of the study is provided in the table below. 
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Table 3.1 Outline of RIRD study 

 Time Participants Procedures Data collection   Focus of analysis 

Pre-

Study 

pilot 

January 

2007 

January 

2008 

Young people 

from YMCA 

program 

Ethical clearance 

Hiring of local 

researcher 

Questionnaires 

translated 

 

 

Pilot study testing 

questionnaires 

Questionnaire 

adapted from 

feedback from pilot 

Phase 1 February 

2008 to 

June 

2008 

YP  from One to 

One  cycling 

programs and 

comparison group  

Distribution of 

questionnaires in 

groups. 

Questionnaires  

completed and 

date-entered for 

analysis reflecting 

psychological, 

social risk and 

resilience factors  

and disorder 

 Target cycling group 

and comparison 

group examined for 

loose matching. 

Analysis of risk and 

resilience cross-

sectionally. 

Phase 2 

follow-up 

Sept. 

2008 to 

January 

2009 

Target cycling and 

comparison group 

followed up after 9 

months 

Repeat 

questionnaires 

administered. 

 

Focus groups with 

target group, 

interviews with 

coaches 

Questionnaires re-

administered and 

data entered for 

analysis 

 

Focus groups and 

interviews recorded, 

transcribed and 

translated for 

analysis, 

 

Questionnaire data 

examined for change 

in follow-up. 

Focus groups and 

interviews analysed 

for experience of 

intervention.  

 

As well as the repeated questionnaires, qualitative data was collected through 

focus groups (4) held at the end of the data collection to ask the young people 

to discuss their experiences. In addition, interviews (4) were conducted with 

the coaches and cycling group organisers to look at the implementation of the 

cycling intervention. Only standardised questionnaires were used, and these 

were translated into Arabic and Hebrew and back-translated prior to data 

collection. Preference was given to ones used before in Israeli research. The 

interviews and focus groups were held either in English (with the coaches who 

were English speaking) or in Arabic/Hebrew with the help of a local tri-lingual 

researcher and these recorded, transcribed and translated prior to analysis.  
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3.3 Participants 

The study involved 108 YP aged 12-16 from North Israel, just over half of 

whom (N=60) were participating in a pre-existing cycling programmes and the 

remainder (N=48) who lived in the same areas, selected through schools and 

leisure clubs for similar demographic characteristics but who were not 

involved in the cycling.   

 

The study involved the use of high risk young people. This was dictated by the 

young people in the cycling programmes who were referred by social services 

because of problematic family circumstances. Therefore, the selection of a 

comparison group also required high risk status in terms of family 

circumstances. The high risk nature of the sample can be helpful for an 

analysis in that more individuals will score on risk indices and symptom scales 

and thus entail smaller numbers, but has the drawback of not being 

representative. In quantitative epidemiological research, representative 

sampling allows  findings to be  generalized to the rest of the population with 

similar features (eg of the same age or class). This cannot be claimed from a 

highly selective group and so findings from the cross-sectional analysis need 

to be treated with some caution as not necessarily representative. However 

given the focus of the study evaluating an intervention for high risk youth, the 

sampling procedure adopted was considered appropriate. 

 

This study uses purposive sampling as “information-rich cases” (pg 

52)(Patton, 1987)  based on existing cycling intervention  groups and a 

comparison group from the same areas and of the same age. The sample for 

the study includes adolescents from diverse communities both Jewish and 

Arab in Israel.  Whilst many of the target cycling groups was from one or other 

community (although one of the five was mixed) the comparison group sought 

equal proportions from the two ethnic groups. 
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3.3a The target cycling group  

This was made up of adolescents recently referred by social services to a   

cycling program, in different areas and cycling clubs.  The young people in the 

cycling program were selected by the Department of Social Welfare because 

of instability in their home environment and/or familial, socio-economic factors. 

The procedure involved the Department of Social Welfare, referring families to 

Mercas Cohav, a community based agency, who then offered identified 

families and YP after-school activities to increase opportunities for 

psychosocial support.  Baseline figures of numbers of families involved were 

not available, so it was not possible to gauge the take-up rate of the offer of 

cycling groups, but numbers indicate that the youth did engage readily and the 

cycling groups were all fully subscribed. 

Below is a description of each cycling group. 

 

Dalyat El Carmel: The cycling group at Dalyat El Carmel consisted of 16 

Arab boys.  These boys started the cycling in the summer of 2008, took a 

break for the religious holidays and returned in the autumn of 2008. These 

young people all took part in both phases of the study.  

Kfar Menahim group : This group of  8 Jewish boys lived in group housing in 

mid-Israel for the year they participated in the cycling program. During the 

study, this group home undertook a large change in management and all the 

young people were discharged from the home into the community without 

notifying the researchers. These young people were unfortunately not traced 

for follow-up.    

 Beit Shemesh: The cycling group at Beit Shemesh was a mixed gender 

group that lived in a mixed community of Arabs and Jews in the middle of 

Israel.  These YP participated in the cycling from the winter of 2008, took a 

summer break and returned in the fall of 2008. Girls did not start participating 

in the cycling until the autumn of 2008 thus they were not part of the study. 

Ten boys participated in the study at both phases.  

Netanya:  The cycling group at Netanya included 18 boys, predominantly 

Jews, and ran from March 2008 to June 2008, and many returned in the 

autumn of 2008. The coordinator for this group provided minimal help to track 
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down the YP to fill out the follow-up questionnaires so there was attrition in the 

follow-up numbers.  

Joulis:  The cycling group at Joulis consisted of 8 Arab boys who commenced 

cycling in February 2008, took a summer break and many returned in the fall 

of 2008 so were involved in both phases of the study.  

3.3b The comparison group  

These young people were selected from local schools or out-reach 

programmes, checking they were not involved in any after-school sports 

intervention or cycling in order to form an effective comparison group to the 

target intervention group. Care was taken to select YP from the same areas 

as the cycling groups, in the same age group and ethnic mix. The locations 

meant that they YP were likely to be similarly deprived to enable effective 

comparison. However, it was not possible to match them individually to the 

target group.  

Beit Shemesh comparison group: These 9 Jewish YP were from a school in 

Beit Shemesh. The teacher was very helpful and supportive of the project and 

assisted with administering the questionnaires. This teacher retired at the end 

of the school year in 2008. When it came time to do the follow-up 

questionnaires, the new teacher was not as supportive of the study and 

refused to answer or return calls. She finally relented in January 2009 and 

allowed the researchers to administer the questionnaire to the young people. 

Therefore these young people were represented in both phases.  

Ma’aleh Yoseph comparison group: This group of 15 Jewish boys originally 

planned to participate in the cycling but did not finally join and they were used 

for the comparison group. They were followed up through contact with their 

school principal.  

Kofr Sme’ih: One Arab YP from the Northern town of Kofr Sme’ih was 

recruited through social work contact but was lost at follow-up. 

Eilaboun comparison group: Twenty three male and females from the pilot 

study were traced and therefore included as part of the comparison group and 

were represented at both phases. They were Christian Arabs.   

Numbers included in the study are given in table 3.2 
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Table 3.2 Numbers involved in the study 
Group Phase 1 

YP Qs 

Phase 2 

YP Qs 

Phase 2 

Coach 

Interviews 

Phase 2 

Focus Group 
YP 

Cycling 60 34 4 4 groups -  
(35 in total) 

Comparison 

(incl. 23 from pilot ) 

48 28 - - 

Total 

 

108 62 4 4 groups 

35 YP 

 

 

3.4 The data collection procedure 

The cycling programs began at different times from  February 2008. By June 

2008, all the 9 cycling groups had been given questionnaires for Phase 1. 

This included 60 young people. The comparison groups were more difficult to 

find due to a country wide school strike which ended in February 2008. It was 

also impeded by reluctance to engage on the part of social workers and 

schools who were approached. Attempts to find more participants reached 

into the summer of 2008. Before the summer, there were 25 YP who had 

completed questionnaires in the comparison group and even though much 

effort went into finding more YP, no others could be recruited.  During the 

summer months, schools were shut down and Social services worked less 

due to holidays and thus finding more comparison young people proved 

impossible. It was decided at this point to stop looking in order to allow time 

for the 9 month time gap for the prospective part of the study. In order to 

increase numbers, 23 YP from the Eilaboun pilot study were included and 

followed up.  

 

The follow-up data collection was initially set for September 2008 but was 

postponed until November 2008 because of the numerous Jewish and Muslim 

holidays in September and October which meant that all the schools and 

community programs were shut.  Whilst the researcher was reassured by 
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cycling organisers that the YP would continue on with the cycling programs in 

the autumn, in fact, a number were lost over the summer of 2008 when the 

cycling groups were disbanded for the summer break.  

 

Then in December 2008, while the second phase of data gathering was 

underway, Israel began a series of air-strikes against Gaza. The country was 

thrown into conflict mode and sides were quickly taken which resulted in a 

rippling out of rage, horror, mistrust, anxiety, and pain across the entire of 

Israel. Data collection was halted until the bombing slowed down in mid-

January because the sites were within a 40 mile radius of where bombs were 

dropping.  Data collection was resumed in mid-January 2009 and completed 

end of January 2009.  

3.4a Attrition at follow-up  

 There was a 45% attrition rate at follow-up. This means that statistical power 

was lessened (see analysis below) and findings need to be interpreted with 

caution. Low number mean that some differences between groups identified 

may not reach significant levels. There is also the possibility of bias with those 

not being followed up having worse or better disorder outcomes (Higgins & 

Altman, 2008) . 

 

There were several reasons for the loss of YP from the study at follow-up 

mainly around difficulties in tracing them: 

1. Moving the follow-up scheduling to November of 2008 rather than 

September 2008 due to large number of religious holidays and subsequent 

school and community settings shut down. Unfortunately, this led to members 

of the cycling group being impossible to locate when disbanded for the 

summer break.  

2. Lack of cooperation with teachers at follow-up for the comparison group 

when there was a change in teacher. 

3. Discharge of group from group home: As noted in the description of the 

sample, one of the cycling groups lived in a group home. The group home 

underwent a change of management and the YP were discharged into the 

community and the social worker was unable to follow up on them.  
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The similarity of the group followed up and those not followed up, by status at 

first contact was examined in the analysis to check for drop-out affecting one 

group more than another.  There was, however, no association of drop-out to 

group, ethnicity self-esteem or disorders at first phase. There were, however 

more males lost to attrition.  

 

3.5  Measures 

The study used a combination of quantitative and qualitative approaches. 

Quantitative data provide cross sectional data on demographics, prevalence 

of risk, resilience factors and disorder and follow-up data to examine change. 

Qualitative data provides a contextual element and combing the two can 

produce a more accurate picture of the cycling experience examined. 

However, due to the language and time constraints, it was not possible to use 

qualitative measures at first contact, only at follow-up after the intervention 

completed. Interviews with coaches at follow-up also helped to explain issues 

around implementation and benefits of the cycling intervention.  

3.5a Self-report questionnaires 

Self-report questionnaires were used for most of the data collection with the 

young people in this project as the most practical means of collecting 

information given language barriers and location and time constraints. They 

provided a suitably brief and flexible tool for collecting data in a non-intrusive 

and anonymous manner from the adolescents, and those measures with 

tested reliability and validity were selected.  Moreover, questionnaires which 

have been used before in the Israeli context to determine risk and disorder 

were used where possible. For example, the CHERISH study working across 

the Israeli/Palestinian divide has investigated PTSD, depression and 

functional impairment rates with the use of standardised and translated 

questionnaires validated in the Israeli context some of which were adopted in 

this study (Pat-Horenczyk, 2004).  Certain adaptations that had been made by 

that research group to reflect local context were also adopted.  For instance, 

specific items  were developed to screen for on-going exposure to traumatic 

events based on war/terrorist experience in the Israeli and Palestinian context 
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because other traumatic screening tools tend to screen for only one traumatic 

event (Pat-Horenczyk et al., 2004).    

 

Self-report questionnaires are also commonly used in  public health 

approaches to determine  prevalence of symptoms and disorder in 

populations (Jones & Kafetsios, 2002). The questionnaires in this study were 

group administered to manage time and response rate and to provide 

opportunity for clarification when collecting informed consent. Whilst one 

setback of this style of administration is that respondents may be influenced 

by their peers (Palys, 1997) to counteract this, a  researcher was on hand to 

supervise the adolescents and check these were completed independently.   

3.5b Qualitative Measures:  Focus Groups 

Questionnaires do however have limitations with highly restricted response 

options and little reference to context, therefore additional qualitative 

measures were also utilised. It is said that  “qualitative research is a contact 

sport, requiring some degree of immersion into individual’s lives” (pg 

12)(Stewart, Shamadasani, & Rook, 2007). To gain greater ‘contact’ and 

‘immersion’ with the target study group, focus groups were conducted with the 

young people involved in the cycling in order to find out more about their 

perceptions of the intervention and understand more about local context and 

the young people’s attitudes. Focus groups are acknowledged as a useful 

qualitative research method to clarify issues and  gain additional information 

(Palys, 1997). Themes for the focus groups were selected in part to capture 

ideas and feelings not included in the questionnaire and secondly to allow for 

elaboration of certain aspects covered in the questionnaires.  

 

Focus groups were run with 4 groups from the different cycling clubs, 1 of 

which had not started cycling. Each group included 9 to 11 children and 2 

adults. They all volunteered to participate, and many were keen to do so. The 

groups were attended by the principal researcher, were facilitated by the local 

researcher, who spoke Hebrew and Arabic to ensure that the YP understood 

the questions and were comfortable with expressing themselves without being 

hindered by language difficulties.  The coach or support person for that group 
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was also present to assist with clarifying ideas and supervising the groups. 

The focus groups were organized according to recommended guidelines for  

such as keeping a 2-year age range in the participants, asking age 

appropriate questions, having a suitable location with a good moderator and 

being friendly and welcoming (Krueger & Casey, 2000). 

 

The moderator had extensive experience working with young people and 

ensured the discussion was maintained. The questions asked (see Appendix 

2) were age-appropriate, non-intrusive and non-threatening and the focus 

groups were kept to a maximum of 45 minutes. The YP ranged in age from 12 

to 14.  Food was served and all groups were conducted in the community 

setting where the YP cycled.  

 

The focus groups were audio-recorded, transcribed and translated. The 

moderator ensured the data was kept confidential and he maintained a 

trusting, open dialogue for the youth. He began each session by informing 

them of how the data was going to be used and reassured them that 

confidentiality would be maintained throughout the group and the analysis.  

During focus groups, the young people were asked to clarify points made. 

Ideas that emerged during the focus groups were probed further to gain 

further insight to provide an accurate reflection of the groups’ thoughts and 

perceptions.  

 

3.5c  Interviews 

Interviews were also utilised for the cycling intervention, as another means of 

gathering deeper understanding of the cycling experience  from the adult 

coaches’ point of view. The purpose of exploratory interviews is to allow us “to 

enter the other person’s perspective” (pg 109)(Patton, 1987)  through guided 

conversations.  Interviews  “provide an in-depth exploration of an aspect of life 

to which the interviewee has substantial experience” (pg 676)(Charmaz, 

2002). They provide a firm platform for exploring the interviewee’s thoughts, 

feelings and experiences. The interview questions were predetermined, with 

flexible schedules so that the interviewee’s perspectives and experiences 
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emerged and further guided the conversation (See Appendix 3). It was 

important to understand what the facilitators of the cycling program thought of 

the intervention and its implementation thus interviews were conducted with 3 

of the coaches in the One-2-One program in Israel. These were conducted in 

English by the principal researcher.  

 

The coaches came from different backgrounds. One was a physical education 

teacher in a nearby school. Another was an active member of the Druze 

community. One of the coaches interviewed is the head coach of the whole 

program. The interview with the Beit Shemesh coach was impromptu and 

consisted of three short questions on his opinions of the program.  

 

 

3.6 Research Instruments 

3.6a Questionnaires  

Overall, the questionnaires used for this study contained a mixture of single 

response items with Likert scales which combined into a score (eg Strengths 

and Difficulties Questionnaire), some categorical data (eg demographics) and 

one self-report with vignette choices (Relationship Questionnaire). The 

symptom questionnaires for emotional/behavioural and PTSD disorders had 

published cut-off scores for disorders and related risk factors which have been 

tested in Israeli and Palestinian populations. The symptom questionnaires 

were the main outcome variable used for the pre- and post- intervention  

testing to look for change.   

 

For the first phase of the study (cross-sectional), questionnaires also reflected 

psychological and socio-environmental risk factors selected on the basis of 

the literature review. These are outlined in table 3.3 and then described in 

detail below. The reliability of the scales in published form, and as determined 

by this project are also outlined. Cronbach’s alpha is used to detect internal 

consistency of items in the questionnaire by estimating the average of the 

relationship between the items. Questionnaires that measure just one 

construct are expected to have a Cronbach’s alpha of .7 or higher to shown 
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high internal consistency and reliability. However, those measuring multiple 

constructs are acknowledge to be somewhat lower with .60 or 0.65 

considered acceptable (Furr & Bacharach, 2008; Todd & Bradley, 1996). 

 

Table 3.3 Summary of Questionnaires 

 

 

 

 

 

 

 

 

 

Disorder scales 

UCLA-PTSD Index for DSM-IV-child version (Pynoos, Rodriguez, Steinberg, 

Stuber, & Frederick, 1998) to measure Post Traumatic Stress Disorder 

Strengths and Difficulties Questionnaire (Goodman, 2001) (Emotional, Conduct 

and Hyperactive disorder). 

Psychosocial risk scales 

Demographic questionnaire (social class, religion, cultural background etc) 

Measure of Exposure to Terrorism (Objective and Subjective)(Pat-Horenczyk, 

2005b)   

Self Esteem (M Rosenberg, 1965)   

Relationship Questionnaire (Bartholomew & Horowitz, 1991)  

Problem peer group (from SDQ) 

Parental bonding Instrument (Gordon Parker, 1979)    (Phase 1 Only) 

Life events questionnaire(Wills et al., 2001) (Phase 2 only) 

Resilience scales 

Social Support (CECA.Q) (A Bifulco, Bernazzani, Moran, & Jacobs, 2005) 

Prosocial behaviour (from SDQ)  

Well-being indicator (low symptom score, from SDQ) 
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UCLA-PTSD Index for DSM-IV-child version (Pynoos et al., 1998)    

The UCLA-PTSD Index for DSM-IV is a self reported, multi-attribute measure 

of post traumatic stress.  The Index uses 12 items to assess types of 

traumatic events, 13 items to assess initial reactions and 20 items to assess 

ongoing symptoms. The items outline the witnessing of 12 traumatic events 

such as car accidents, physical and sexual abuse, and homicides.  The items 

in the instrument are linked to clinical DSM-IV criteria of which there are four 

(ABCD) for diagnosing full PTSD. Criterion A captures the type of trauma and 

feelings associated with the trauma.  Criterion B involves the re-experiencing 

of the event, Criterion C involves avoidance of the event and D increasing 

arousal/hyper-vigilance.  

 

Scoring of symptom levels involve summing the 22 symptom items, with 

higher scores indicating higher severity of PTSD symptomatology(Rodriguez, 

Steinberg, Saltzman, & Pynoos, 2001a).  The UCLA-PTSD Index has been 

translated into several languages including Hebrew and Arabic and has been 

used in Israel to screen for PTSD (Pat-Horenczyk, 2005a). This self-reported 

tool has, on average, a 0.82 convergent validity with the clinician-administered 

version  (Rodriguez, Steinberg, Saltzman, & Pynoos, 2001a, 2001b). The 

Cronbach’s alpha for internal consistency in the UCLA-PTSD Index falls in the 

range of 0.90, and its test-retest reliability is 0.84 (Roussos et al., 2005). In a 

previous Israeli study, the internal consistency was similarly  satisfactory 

(Cronbach’s Alpha=0.90) (Pat-Horenczyk, Abramovitz, et al., 2007).  When 

the internal reliability of the scale was tested for the data collected in this 

study,  the alpha was 0.90.  

 

In order to broaden the trauma inclusion suitable for study in post-conflict 

zones,  an additional measure of Exposure to Terrorism was added (see 

below). This meant that the full A1/ A2 criteria could be reduced given the pilot 

phase highlighted the importance of reducing the length of the questionnaire 

to aid with full completion by the YP. The symptom sections (Criteria B,C and 

D) were asked in full with the focus on the stress symptoms experienced  

considered critical in line with other research views (Brewin et al., 2009). 

Using partial A criteria means that a full diagnosis of post-traumatic stress 
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disorder cannot technically be made on the basis of the UCLA PTSD RI 

criteria.  This is highlighted as a potential limitation of the study.  Using partial 

PTSD below clinical level is suitable for community samples where a public 

health rather than clinical investigation is the focus.  

 

 

Measure of Exposure to Terrorism (Objective and Subjective)(Pat-

Horenczyk, 2005a)   

The Measure of Exposure to Terrorism tool was developed in Israel to 

determine exposure to traumatic events specific to the Israeli context. Items 

ask participants to respond ‘yes’ or ‘no’ to eight statements including: “I was 

present at the site of a terrorist attack or hurt”. It is combined with 5 items 

relating to feelings and reactions to terrorist attacks. The more times the 

respondent answers yes to items, the higher the severity of exposure to 

traumatic events, and therefore higher possibility of PTSD.  These items were 

previously used in another Israeli study (Chemtob, Nakashima, & Hamada, 

2002) . The tool has been translated, back translated and has a high internal 

consistency in its previous use in Israeli studies (Cronbach’s alpha= 0.90). 

When the internal reliability was tested for this study, an alpha of 0.76 was 

obtained.  

 

Strengths and Difficulties questionnaire (SDQ)(Goodman, 2001)   

The SDQ is a self-report measure to screen for the presence of Conduct,  

Hyperactivity and Emotional disorder.  In addition it includes items for 

problems with peers and positive social behaviour. It has been widely used in 

the UK for detecting disorders in children and YP and is the only tool to be 

tested in a national survey to determine population disorder rates in the UK. It 

consists of 25 Likert scale items, with 5 statements for each disorder or 

behaviour. There is a total score which indicates global difficulty, but then 

each component disorder e.g. Hyperactivity, has a summed score and an 

established cut-off point. The score indicates if a ‘normal’, ‘borderline’ or 

‘abnormal’ i.e. clinical level of symptomatology  is reached. The SDQ has 

shown good reliability and validity. Its internal consistency as determined in 

UK studies is satisfactory  (mean Cronbach alpha 0.73) and its test-retest 
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stability after 4-6 months is 0.62. Scores accurately detected psychiatric 

diagnosis when compared to clinical interview diagnosis. For this study, the 

Cronbach’s alpha was calculated as 0.63 for the total difficulties score. Whilst 

this is rather below the usual acceptable level (eg 0.70) for a single construct, 

its lower level may reflect the number of disorders covered. The usual solution 

of deleting items to improve internal consistency was rejected since the 

measure uses carefully tested items to constitute disorder and using the 

established cut-off scores was considered more important than the internal 

reliability. However, this rather low internal reliability is acknowledged as a 

potential limitation of the study 

 

The SDQ has not been used in Hebrew before but has been previously 

translated into Arabic (Goodman, 2001). In this analysis, the presence of 

Emotional disorder, Conduct disorder and Hyperactive disorder at case or 

borderline level were taken as the main dependent variable. Overall disorder 

in this analysis constitutes the presence of either Emotional, Conduct or 

Hyperactive disorder at borderline level or higher unless otherwise stated.   

Again these levels were considered suitable for a community sample where 

such levels indicate impairment and a cause for concern, although not at full 

clinical levels. 

 

Peer problems – this involved items concerning how well the child integrated 

with peers involving lack of popularity – this was included as a psychosocial 

risk factor in the analysis. 

Prosocial behaviour – this involved items concerning the child’s altruistic and 

social behaviour. This was included as a positive and potential resilience 

factor in the analysis. Wellbeing - A low score on symptoms was used to 

denote well-being. Given the high risk nature of the sample, the subgroup with 

very low symptom scores may be considered protected in some way.  Whilst 

this index has not been used this way before with the SDQ, this approach has 

been used with the adult General Health Questionnaire to denote wellbeing 

(Jackson, 2007).  The same procedure was adopted here.  
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Rosenberg’s Self-Esteem Scale (M Rosenberg, 1965)  

This scale has  10 items and measures global self-esteem and  typically used 

in general population samples. Originally developed in New York State, USA 

on a sample of over 5,000 adolescents, it has since been widely used with 

adolescents and adults and has demonstrated good reliability and validity 

(Gray-Little, Williams, & Hancock, 1997).   It has been translated into 53 

different languages and tested for its cultural validity across a range of 

cultures.  In Israel, the scale has been translated and back translated into 

Arabic and Hebrew with internal reliability and consistency for both very high 

(Cronbach Alpha 0.90and 0.82 respectively)(Schmitt & Allik, 2005). The 

internal consistency determined on the self-esteem scale for this study was 

alpha of 0.79.  The 10 items reflect 5 positively and 5 negatively phrased 

items rated on a 4 point scale (strongly agree, agree, disagree and strongly 

disagree). For the overall score half the items are reversed so that all can be 

summed to indicate  high self-esteem(M Rosenberg, 1965).  Whilst no cut-offs 

have been published for the scale, it is common to use the bottom quartile (ie 

scores below 25%) to indicate  low self-esteem. A cut-off was determined in 

the course of the analysis using the extreme quartile on the full scale to 

denote low self-esteem. 

 

 

Parental Bonding Instrument (G Parker, Tupling, & Brown, 1979)   

The Parental Bonding instrument measures a child’s retrospective perception 

of their parent’s care and control in their first 16 years. The 25 item scale 

contains 12 ‘care’ items and 13 ‘control’ items and measures mother and 

fathers separately. The care and control scales are scored separately, but are 

also combined to  derive  the four parenting styles of Optimal parenting (high 

care, low control), Affectionate constraint (high care and high control), 

Affectionless control (low care and high control) and Neglectful parenting (low 

care and low control(G Parker et al., 1979). There is  high internal consistency 

and good test-retest reliability for the published scale also found in several 

Israeli based studies for adults (Canetti & Bachar, 1997; Diamond et al., 

2005). The Cronbach’s alpha calculated for the PBI in this study was 0.75 for 

care and 0.66 for control.  Again it was decided not to delete items for the 
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control scale in order to raise the internal consistency a few extra points, given 

the importance of the published cut-off scores. In this analysis, the separate 

indices of maternal and paternal care and control were derived, as well as the 

affectionless-control index for either parent, the one most linked to disorder in 

previous publications. 

 

Relationship Questionnaire (Bartholomew & Horowitz, 1991)   

The Relationship Questionnaire is a self-report measure that determines four 

attachment styles based on four vignette descriptions. These descriptions 

represent one secure style and 3 insecure styles (dismissing, fearful and 

preoccupied). The respondent is asked to rate on a 7-point scale the degree 

to which each style resembles him or herself. The final item asks which style 

is most like them. Usually this last item is used to denote the overall style, but 

scores on each of the vignette  scales can also be used to form dimensional 

scales  and a sum of scores of insecure styles can be used for an overall 

insecure score (Bartholomew & Horowitz, 1991).  The relationship 

questionnaire has been found to have good construct validity (Griffin & 

Bartholomew, 1994) and its concepts transfer across cultures (Schmitt et al., 

2004). The questionnaire has not been used with Israeli youth before. Given 

the use of the overall choice of scales in the analysis, an internal consistency 

test was not applicable. 

 

Childhood Support (A Bifulco et al., 2005) 

A questionnaire of childhood experience (CECA.Q) has been derived from an 

interview measure of neglect and abuse in early life, which also includes items 

on childhood support which are utilised for this study. The full questionnaire 

was not utilised since the issue of questioning about childhood abuse in such 

contexts was considered ethically insensitive. The support questionnaire items 

asks respondents if there is positive adult or peer support present in their lives 

i.e. “Are there teenagers your age that you can discuss your problems and 

feelings with?”. Respondents answer ‘yes/no’ and then choose from a list of 

possibilities i.e. sisters, brother, relative, close friend or other. If respondents 

answer ‘No’ to most or all of the questions then the respondent is considered 

to be lacking in social support. In the analysis the number of support figures or  
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role models was summed. Given the categorical nature of the measure, not 

internal reliability test was possible. 

 

The Negative Life events Inventory: (Wills et al., 2001) 

The Negative Life Event Inventory is a 20 item checklist of negative life events 

based on previous inventories of adolescent life events. The respondent must 

indicate whether the event had occurred during the previous year using a 

dichotomous (yes- no) response.  Events range from family illness, parent 

losing a job, breaking up a girlfriend. The internal consistency for the entire 

scale was noted to be .67 (Wills et al., 2001). In this study, the Cronbach’s 

Alpha was .39.  

3.6b Focus groups Questions 

Questions for focus groups centred on the experience of the cycling 

intervention with some of the survey data responses used to inform themed 

questions. These are outlined in Appendix 2. They include 9 questions on 

leisure activities and experience of the cycling intervention and one general 

question on their response to danger in the community. The questions were 

kept simple and few in number in order to be easy to answer for the group. 

The focus groups were time- limited to 30 to 45 minutes suitable for this age 

group. These were audio-recorded and transcribed with the agreement of the 

group.  

 

3.6c Interviews Questions with coaches 

Interview questions were selected based on the coaches’ experience of 

implementing the cycling interventions and the perceived effects on young 

people participating. (See interview questions Appendix 3). This included 

perceived benefits of the cycling, details on their role as coaches, 

characteristics of the YP who participated and about gender and cycling. 
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3.7 Procedures 

3.7a Ethical permission  

Ethical requirements of this study needed to consider the young age of the 

participants and any sensitivity around investigating young people from 

different ethnic backgrounds in a politically and religiously volatile context. 

Permissions were sought from agencies where the young people were 

recruited and full information provided about the aims and methods of the 

study prior to recruitment. Ethical permission was granted from the University 

Ethics Committee at Royal Holloway, University of London. This required 

assurance of the anonymous collection of data, secure storage of data, and 

use of informed consent from the young people and parents (See Appendix 

4). Information sheets and consent forms were translated in to Arabic and 

Hebrew and provided prior to questionnaire completion, interview or focus 

group. Whilst confidentiality was guaranteed, and no names or addresses 

recorded on any questionnaires, all of which were identified by number, a 

coding procedure was put in place in order to match questionnaires from 

phase 1 to phase 2. In the analysis itself, interview and focus group quotes 

were referenced solely by number and by whether cycling or comparison 

young person, or coaches/ teacher adults. 

3.7b Questionnaire translation and piloting  

Questionnaires require some adaptation  to suit different cultural and 

language contexts with  the importance of back-translating questionnaires to  

standardise the meanings of words and use of idioms and colloquial language 

in translation recommended (Lee, J. More, & Cotiw-an, 1999). Pilot testing is 

also recommended  for determining whether measurement constructs are 

equivalent across cultures, whether items are correctly understood and the 

administration of the instruments is feasible (Lee et al., 1999).  Therefore, all 

questionnaires not previously utilised in Israeli studies were translated and 

back translated into Hebrew and Arabic. (The terror related questions and the 

UCLA PTSD Reaction Index had been translated by other researchers). The 

translation was undertaken by a tri-lingual research assistant living in Israel 

and paid by the One to One charity funder to be involved in the project. The 

translations were then checked and back-translated into English by a 
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professional translator. Differences in words used were agreed by consensus 

of the two. 

 

The questionnaires were piloted on a group of 30 young people living in 

Eilaboun, and feasibility determined by the time taken, the young people’s 

views on ease of completion, and the identification of any clear ‘errors’ or 

omissions in item response. On the basis of the pilot study, the questionnaires 

were slightly revised as indicated below.  

 

The pilot test indicated that the questionnaire pack was too long and some 

effort was made to shorten it. (Thus for example the SDQ impact supplement 

and some items of the PTSD Reaction Index criteria A2 were reduced).  Some 

English words and phrases required careful adaptation in Arabic in order to 

capture nuances i.e. ‘feeling jumpy’ or ‘grouchy’ as terms of emotional upset 

needed adjustment. The local researcher assisted the children with any 

difficulties during the administration of the questionnaire pack. Some 

translation difficulties were found, for instance, in the Parental Bonding 

questionnaire (for example parent being ‘cold’ was not understood, and many 

children asked for clarification). The subsequent wording was adapted. The 

subsequent finalised questionnaire pack was then administered in group 

settings to both target and comparison groups, and then again (using key 

measures) at follow-up after 9 months (See Appendix 1). The sessions were 

aided by the local researcher who spoke the local languages, and snacks and 

drinks provided to help encourage the young people to stay and complete the 

questionnaire pack.  

 

3.8 Power calculation 

It was necessary to undertake a power calculation to see what numbers would 

be required to undertake both phases of the study in order to ensure the 

possibility of significant effects. The power calculation was undertaken using 

G*Power, an online power and sample size calculator 6. The expected 

association and derived effect size of variables calculated from previous 

                                                
6 (http://www.psycho.uni-duesseldorf.de/aap/projects/gpower/) 
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studies in relation to disorder were utilised. In addition,  the expected effect 

size of the cycling intervention taking into account other types of sports 

interventions was also estimated. The power calculations below on selected 

associations of risk and disorder are illustrative using two key risk factors of 

parental care in childhood and low self-esteem. In the case of the intervention 

the calculation is based on rather sparse data given the dearth of research 

available.  

3.8a Power calculation for cross sectional phase 1 of study 

Parental care in childhood: The expected association and derived effect size 

of risk factors and disorder was calculated using a previous study which 

looked at depression and parental bonding in adolescence. The effect size 

was calculated from Stein and colleagues (2000) study of parental care and 

control using the PBI and major depression (Stein et al., 2000). This found 

that depressed children had significantly poorer maternal care than non-

depressed (OR=3) with similar figures for father (OR=2.5) Higher ratios were 

obtained for affectionless-control indices. A conservative effect size of 0.63 

was calculated. Using the estimated effect size of .63, the sample size 

required to reject the null hypothesis at this effect size is 52.  

 

Self-esteem – The expected association and derived effect size of self-esteem 

and emotional disorder was calculated from  a previous of young 

people(MacInnes, 2006). Using means and SD comparing self-esteem in a 

depressed and non-depressed group an effect size of 0.8 was calculated7. 

The required sample size to reject the null hypothesis in this study was 

calculated to be 32.  

3.8b Power calculation for prospective phase 2 of the study 

There are very few similar studies of sports interventions to assess effect size 

of the intervention on disorder. In order to assess numbers required to show 

significant effects in the cycling group and comparison, the only other similar  

study on sports interventions and young people’s wellbeing by Steptoe and 

Butler was utilised (Steptoe & Butler, 1996). This showed a small to medium 

effect size of .12. To achieve a similar effect size, the total sample size of the 

                                                
7 http://cognitiveflexibility.org/effectsize/ 
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present study would require 122 respondents.  Whilst this number was not 

achieved with the possibility of under powering the statistical analysis, it was 

hoped that using a range of both risk and symptom changes as potential 

outcomes would have higher effect sizes and require more modest numbers. 

However, this is acknowledged as a potential limitation of the study. 

3.9 The analysis strategy  

3.9a Data cleaning and missing data 

In order to check data entry reliability, 15% of the data was rechecked by 

hand to determine the percentage of errors of data entry. A negligible error 

rate was found and therefore full double data entry not deemed necessary. 

There were three sources of missing data in this project which need to be 

dealt with in the analysis. Missing items and missing sections 

3.9b  Questionnaire data analysis 

SPSS-14 (Statistical Package for Social Science©) was used for analysing 

the questionnaire data.  

The analysis of the questionnaire data was undertaken in the following 

manner: 

1) Alpha coefficients were used to test internal consistency as described 

earlier.  

2) Correlation tests (Pearson’s r) were used to examine relationships 

between risk variables, and between risk and symptoms using full scale 

scores.   

3) Chi-square statistic was used to examine differences between the two 

groups and to test dichotomous variables looking at disorder outcomes 

(for example peer problems and conduct disorder). Significance levels 

at p<.05 or below were utilised but those at the p<.10 level are also 

quoted due to small numbers and concern about Type II errors (failing 

to reject the null hypothesis when it is false).This can occur with small 

numbers where apparently large differences in proportion between 

groups may fall short of statistical significance thus masking a real 

difference. Reporting some findings at p<.10 level gives an indication of 

where a potentially important finding may have been missed to inform 
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future research studies. Chi- square statistic was also used to examine 

change in dichotomous risk and disorder variables at follow-up and 

between groups.  

4) Binary logistic regression was used to model dichotomised disorder 

outcome and to find the most parsimonious fit of risk variables to 

disorder.  

5) Mediation analysis was undertaken to test the specific Attachment 

hypothesis that attachment variables (such as insecure attachment 

style or problem peer relationships) act as mediating variables in the 

relationship between poor care and control in childhood (as an 

independent variable) and adolescent disorder (the outcome or 

dependent variable. This involves a a three step logistic regression 

procedure identified by Baron & Kenny (Baron & Kenny, 1986) where 

all factors are related. This mediation analysis involves testing each of 

the variables (independent and potential mediator) against disorder and 

then the two together. Mediation is shown when the independent and 

dependent variable are no longer significantly related when the 

mediator is taken into account. Whilst mediation is really only proved in 

prospective analysis when the variables are differentiated in time, this 

analysis was undertaken on the first phase cross-sectional data in 

order to test whether the variables did relate as hypothesised. 

However, these can only be interpreted cautiously and required 

retesting in other prospective analyses. 

 

3.9c Missing items 

A small proportion of, individual items in scales (e.g. under 5%) were missing 

because the YP skipped responding to that item. Since leaving this as a nil 

score would affect the overall indices, a value was added. In line with 

recommended practice and in order not to bias the overall sum of scores,  the 

mean score across the sample for that item was inserted. This insertion 

allowed for the entire scale to be utilised without unduly biasing the total 

score. 



89 
 

3.9d Missing sections 

1) A number did not complete one of PBI sections on childhood care due to 

loss of parent. This involved 8 YP who did not report on mothers and 24 who 

did not report on fathers. This means that for analysis of childhood scales the 

total numbers is lower than for the total sample. 

 2) A proportion of questionnaires at first contact had an incomplete section on 

attachment style. This occurred for half the comparison group and half the 

target cycling group and was accidental due to students leaving before 

completing the questionnaire. The section occurred at the end of the 

questionnaire, and using vignettes had a different format from the usual Likert 

scales which may be the reason why it was skipped. This only came to light 

subsequently and it was impossible to retrace the YP for completion. In order 

to check whether the missing information may have been non-random, those 

with the missing sections versus those with full data were compared on 

various measures. This analysis showed no differences in missing sections by 

group, by gender, by ethnicity, symptom scores (SDQ or PTSD) or self-

esteem. Therefore, it is unfortunately that analyses conducted for attachment 

style are based on only around half the sample which constrains the full extent 

of the analysis and the power of this scale.  

3.9e Thematic analysis of Focus groups and Interviews  

A thematic analysis was applied to both the focus group and interview data. 

This type of analysis involves the organizing, describing and interpreting of 

data already directed by the questions selected. Themes then comprise the 

framework to which the data is analysed(Braun & Clarke, 2012).  

 

Alternative approaches using computer programs specifically used for text 

analysis such as NVIVO were considered but not adopted.  These are useful 

for large amounts of exploratory data that requires coding and sorting by 

newly discovered themes to enhance marking and retrieval of text (Kruegar, 

1998). For this study, the themes were narrow, predetermined by the focus on 

the cycling experience and thus amenable to grouping of relevant responses 

organized around questions asked. Care was taken to utilise in the quotes 
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reported a range of views expressed as well as to endorse those which were 

more consensual.  

 

3.9f Triangulation  

The findings from the coach interviews, focus groups and self-report cycling 

questions from Phase 2 all worked towards evaluating how the cycling helped 

the young people. There are several ways to triangulate data and this study 

uses a loose and exploratory triangulation of questionnaire data,  thematic 

analysis of focus group and interview data to maximise information relevant to 

the cycling experience and its benefits.    

 

3.10 Summary  

The sample comprised 60 YP involved in 8 cycling clubs located across 

Northern and Central Israel with 48 young people in a comparison group  of 

the same age selected from youth groups and schools in the same areas. The 

YP were followed up after 9 months in order to test change as a result of the 

cycling intervention. There was considerable attrition in both groups. For the 

cycling groups this was due to the groups being disbanded and dispersed in 

the summer without consulting the researchers and 34 completed follow-up 

questionnaires. In the comparison group, drop out was due to school strikes 

restricting access to schools and lack of cooperation of teachers - 28 were 

followed-up. Thus total figures were 108 at phase 1 and 62 at phase 2.  

Attrition was equal in the different groups, and among those with and without 

disorder, although somewhat  higher for males. 

 

Power calculations based on prior research indicate that the numbers are 

sufficient to undertake the cross-sectional analysis of risk and disorder in 

phase 1. However estimates for modest effect sizes of sports interventions 

suggest the prospective part of the study is underpowered since numbers 

over 100 would be required. Results therefore have to be considered 

tentative, with the expectation that actual change may not emerge as 

significant, indicating type II error. 
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A group-administered questionnaire using standardised and translated 

measures was used to determine demographic characteristics, psychosocial 

characteristics such as support, attachment style, low self-esteem and 

experience of trauma including bombing as well as disorder (emotional, 

ADHD, conduct disorder and PTSD). Internal reliability of the questionnaires 

was mainly acceptable. There was an issue of incomplete questionnaire 

sections on attachment style for around half the sample. Missing data on 

childhood experience occurred for YP who did not live with a parent when 

younger (32 in total). 

 

In terms of qualitative data collected, interviews were undertaken with 4 

cycling coaches and focus groups held for 4 cycling groups of young people, 

one of whom were about to start the intervention. This allowed for more in 

depth description of the cycling experience. Interviews were conducted with 4 

cycling coaches to obtain their perceptions of the intervention, its 

implementation and benefits.   

 

Data analysis utilised correlations to find associations between variables, chi 

square statistic for group comparisons and dichotomous tests of risk and 

disorder and changes between Phase 1 and Phase 2. Binary logistic 

regressions were used to determine the most parsimonious modelling of risks 

to disorder outcomes. They were also used for tests of mediation arising from 

attachment hypotheses. The focus groups and interviews were analysed 

using themes and content analysis. 

 

The next chapter will examine the findings from the questionnaires outlined in 

this chapter in the first phase of the study.  
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Chapter 4: Findings from Questionnaire analysis- 
Phase 1 

4.1 Introduction 

This chapter gives the results of the quantitative analysis of the questionnaire 

data in phase 1 as measured at first contact. Two of the research questions 

will be addressed in this chapter:  

1) Is psychological risk, background of poor parental care, low self- esteem, 

insecure attachment style, deprivation and trauma exposure associated with 

higher levels of symptoms across different disorders? Is this similar in both 

study groups?  

 

2)  Do positive factors such as support, pro-social behaviour and having a 

secure style of attachment relate to lower rates of disorder? Can this serve to 

protect against poor parental care in childhood? 

 

The analysis moves from descriptive data analysis to modelling of disorder. 

First descriptive statistics (using frequencies) were used to determine 

prevalence rates of demographics, risk factors and disorder rates for the two 

study groups and the full sample. Some comparisons were made with 

published rates in UK and Israeli studies for comparability and to underline the 

high-risk status of the sample. Similarity of the cycling and comparison groups 

in terms of risk and disorder were examined in terms of suitability for the 

cycling evaluation. Chi-square statistic was used to look for any significant 

differences between the two groups. 

 

 Next, associations between risk factors, and risk factors and symptomatology 

were undertaken using correlations for full scores and chi square when 

variables were dichotomised to test for disorder outcomes. The social and 

psychological risk variables were examined in turn in relation to symptom 

scores and disorder subtypes for the combined group at Phase 1. Modelling of 

risk for disorder was undertaken with binary logistic regression to find the 

most parsimonious fit. This was also used in testing for mediation in the three 

stage process described earlier (Baron & Kenny, 1986). The analytic 
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procedure was repeated in testing positive factors in relation to wellbeing 

indicated by low symptom scores, as well as in terms of moderating factors for 

disorder. 

  

The findings from the analysis are presented below. First a description of the 

sample is presented, followed by prevalence of risk factors, SDQ and PTSD 

disorders. Next, the associations between risk factors and disorders are 

examined. The second part of the chapter examines positive factors and 

potential resilience. 

4.2 Description of the sample  

In the total sample of 108 youth, there was a preponderance of boys in the 

sample (73%). The sample had only slightly more Jews (57%) than Arabs 

(43%), when using national distinctions.  In terms of religion, in addition to the 

57% Jewish, the remaining religious affiliations were - Christian (33%); Druze 

Islamic sect (22%) and Muslims (7%). Most of the sample had fathers in 

employment (83%) and more than half of the mothers were employed (60%). 

Around 18% had unemployed fathers. The average number of siblings was 

3.8 with a range of 0-11. In terms of living conditions, only a quarter of the 

sample (24%) had 5 or more rooms in the house, with 45% having 3 or fewer. 

Half the adolescents shared a bedroom. However, most homes had 

telephones (average of 3), most had televisions (average 2.5) and most had 

computers (average 1.3). An index of deprivation was derived from three inter-

related variables and included either father unemployed, or having 3 or fewer 

rooms in the house or bedroom sharing. This typified half of the entire sample. 

All the children had at least one parental figure in the home. Eight young 

people did not have a mother/mother figure in the home and twenty did not 

have a father/father figure in the home. There were three families with a 

stepfather and one with a stepmother.  A quarter of the children were from 

single parent families. For 19%, mother alone ran the household and for 7% 

fathers alone. The absent mothers were from Jewish (5) or Christian (2) 

families.  
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In terms of ethnicity, Jewish mothers were significantly more likely to be 

working (74% vs.43% p<.001), and more of the Jewish fathers were out of 

work (23% versus 9% p<.03). Also, more Jewish fathers were not living at 

home (25% vs.11% p<.05). More of the fathers not living at home were also 

out of work (40% vs. 12% of those at home p<.005).  There was no difference 

in family characteristics of those with absent mothers. No differences in rates 

of the deprivation index were found between Jews and Arabs. A third of the 

sample had 4 or more children, the largest family had 12 children but family 

size was unrelated to mothers working, study group or ethnicity.   

 

The two study groups were compared to look for similarities with a view to 

combining them for analysis, and for reasons of comparability for Phase 2 of 

the study. The biggest difference was in gender as the cycling group was 

mainly male (97%) whereas the comparison group was just over half male 

(44%)(p<.0001). There was no significant difference in religion although there 

were somewhat more Jewish adolescents in the comparison group and Druze 

youth in the cycling group. The average age in both groups was 12.9,   both 

had the same proportion of father’s in work and homes had similar numbers of 

computers. However, there was some evidence of the cycling group having 

more material disadvantage with  smaller houses,   shared bedrooms  and 

somewhat fewer phones, although more TVs. The cycling group also had 

fewer working mothers. The index of deprivation showed the cycling group 

had double the rate (67% vs 29%, p<.0001). This is consistent with the social 

services selection criteria for the cycling youth with family difficulties, 

associated with social deprivation. In terms of family composition, whilst there 

were equal rates of single parent households, the cycling youth had fewer 

fathers at home (with 25% having mother only households compared to 10% 

in the comparison group ( NS).  The comparison group had fewer mothers at 

home with 15% having father only households compared to 2% of the cycling 

group ( p<.02). The sample was combined for the remaining analysis, with 

group membership controlled in final analysis.  
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4.2a Prevalence of SDQ disorder 

Borderline and case levels of Emotional, Conduct and Hyperactive disorder 

were examined in the sample as a whole using the SDQ published cut-off 

scores. ‘Any disorder’ in this analysis constitutes the presence of either 

Emotional, Conduct or Hyperactive disorder at borderline level or case level, 

unless otherwise stated.  Prevalence rates are shown in Table 4.2. This 

shows 23% of the total sample of young people had SDQ symptoms at 

probable clinical case level with 33% with symptoms at ‘borderline’ level or 

higher. The most common type of disorder at borderline level or higher was 

Conduct disorder (31%). Emotional disorder was half as common (14%) with 

Hyperactive disorder least common at 7%.  

 

In order to compare this study’s rates with published rates in UK, the figures 

used in the published work were entered into a chi square together with the 

numbers derived from the present sample (see Table 4.1). It can be seen that 

all disorders  were significantly higher in the current sample than the UK 

norms for teenagers attesting to the high risk nature of the sample  (Meltzer et 

al., 2000) 8. Rates were also compared with published national Israeli case 

level rates (Farbstein et al., 2010).  In the present sample, case rates were 

6.5% for Emotional disorder, 17.6% for Conduct disorder and 2% for 

Hyperactive disorder. Israeli teenage rates were 3.3%, 0.9% and 3% 

respectively using similar measures (Farbstein et al., 2010). This indicates the 

group studied is high risk compared to population norms.  As discussed in 

Chapter 3, only scores for SDQ psychological disorders are utilised for clinical 

outcomes, peer group problems were analysed as a risk factor.  

 

 

 

 

                                                
8
 Graph Pad was used to determine the chi-squares of the published national prevalence data 

in relation to the figures used in this study. 
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Table 4.1 

Prevalence of SDQ disorder compared to UK Rates 

SDQ case or borderline 

disorder 

Study  Sample 

% (n =108)  

% Prevalence in 

UK* 

χ
2   

(1) 

 

P< 
 

Emotional disorder  14%  4.6%  11.83 .0006 

Conduct  disorder 31%  6.2% 95.41  .0001 

Hyperactive  disorder   7%  1.4% 21.13  .0001 

Any disorder  33%  9.6% 88.43 .0001 

Any case level disorder 

SDQ 

23%  11.2% 74.69 .0001 

* rates taken from Meltzer et al 2000.  

4.2b Prevalence of SDQ disorder and gender 

It is well established in the research literature that type of disorder is highly 

related to gender in teenage years with approximately 2:1 Emotional disorder 

in girls and 2:1 Conduct disorder in boys (see chapter 2). When gender was 

examined in relation to Emotional disorder in this sample, the expected higher 

rated rate was found in girls but at a non-significant level (21% or 6/29 versus 

11% or 9/79 in boys, NS) or borderline case or above. When case levels were 

examined similar differences were found but again not significant at the 5% 

level (14% (4/29) girls versus 4% (3/79) boys (χ
2 3.5 p<.08). For Conduct 

disorder there was little difference at borderline level with slightly more 

females having symptoms (35% or 10/29 girls versus 29% or 23/79 boys, NS) 

but with the expected higher rates for boys at case levels but also non-

significant (10% or 3/29 girls versus 20% or 16/79 boys, NS). There was little 

difference in rates of Hyperactive disorder at borderline level (7% or 2/29 girls 

versus 8% or 6/79 boys) or case level (3% or 1/29 girls versus 1% or 1/79 

boys, NS).  The rest of the analysis will be using borderline/case thresholds 

where there is greater gender similarity in disorder rates. The gender 

imbalance in the cycling group means that whilst controls for gender will be 

applied to the group as a whole there is insufficient statistical power to apply 

this to the cycling group. This is a limitation of the study.  

4.2c Prevalence of SDQ disorder by Group 

The prevalence of psychological symptoms and disorder was then examined 

in the two study groups. The groups were found to be similar in terms of rates 
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of disorder, with no significant differences as shown in figure 4.1. This is 

important in using the comparison group for the prospective intervention part 

of the study. 

 

Figure 4.1 Prevalence of SDQ disorder by group 

 

 

 

4.2d Prevalence of PTSD  

PTSD disorder rates were calculated in order to examine the prevalence in 

the two study groups and overall. In order to look at subclinical levels the 

different sub-criteria were also examined. Clinical level of PTSD requires the 

presence of a traumatic event occurring and a distress response (A Criteria9) 

plus symptoms of B Criteria (Re-experiencing), C Criteria (Avoidance) and D 

Criteria (Hyper-vigilance). In the following analysis, all PTSD thresholds will be 

explored using partial PTSD and total PTSD indices (Pynoos et al., 1998) as 

well as the individual symptom criteria in relation to the trauma event.  Partial 

PTSD is defined as being exposed to a trauma event, having strong feelings 

about the event (A criteria) and suffering from a combination of symptom 

                                                
9
 See chapter 3 for discussion of the reduced A1/2 items used in this study 
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criteria (A + Criteria (B+C) or (B+D) or (C+D) at a frequency level of ‘most of 

the time’. Total PTSD is when all criteria are met (ie Criteria A+ B+C+D) at a 

frequency level of ‘most of the time’.   

 

In this sample, 31% of the youth had partial PTSD and 6% reached total 

PTSD levels (see table 4.2, column 2). When looking at symptom criteria, the 

highest rate (41%)  was for  B Criteria (Re-experiencing responses to trauma 

event), a third (33%) had D Criteria (Hyper-vigilance response to trauma 

event) with  15% having C Criteria (Avoidance relating to trauma event).  

Rates of these symptom clusters and of experiencing trauma events are 

compared to other published rates in Israel (Pat-Horenczyk, Abramovitz, et 

al., 2007) (see Table 4.13).10 Given somewhat different items concerning 

trauma/bombing were used in the Israeli study, direct comparison is not 

possible, but the criteria and total PTSD disorder give some indicative rates. It 

can be seen that the total disorder rates and exposure to bombing are no 

different, but that A- D criteria are all significantly lower in the present study. 

However, these rates were substantially higher than those reported in the UK, 

of 0.4% full PTSD(Howard Meltzer, 2007). This identifies the current group as 

higher risk than general population but not as high as other Israeli samples. 

 

Table 4.2 

Trauma exposure, PTSD compared to published Israeli rates 

Event and disorder  % (n) Total 
n=108 

% Prevalence 
in Israel 

11
 *  

n=695 

χ
2    

 (1) P 

Exposure to  trauma event (7 
items) 

56%  NA NA  

Exposure to bombing (6 items) 40%  32%  2.52 NS 

Exposure to bombing or trauma 67%  NA -  

Criteria A 40%  53%   9.47 .002 

B Criteria (Re-experiencing) 43%  66%  11.41 .009 

C Criteria (Avoidance) 15%  21%  7.83  .005 

D Criteria (Hyper-vigilance) 35%  46%  14.15 
 

.002 

Partial PTSD 31%  NA -  

Total PTSD  6%  8%  .06 NS 

*(Pat-Horenczyk et al., 2007a) 

                                                
10

 Graph Pad calculations http://graphpad.com/quickcalcs/contingency2.cfm 
11

 In this study, events were combined  
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4.2e Trauma and PTSD Criteria by group 

Rates of trauma exposure and PTSD in the two study groups are show in 

Figure 4.2 It can be seen that there are no significant differences in 

experience in the two groups. However, there was a trend for the comparison 

group to have experienced somewhat more bombing and trauma events. It 

was therefore possible to combine the groups for the following analysis of 

PTSD without group composition playing a confounding role.  

 

Figure 4.2 

Prevalence of PTSD Criteria by group 

 

4.2f Relationship between PTSD Criteria and SDQ Disorder 

A cross-tabulation analysis was undertaken examining SDQ disorder and 

PTSD using dichotomised variables. The relationship between Any SDQ 

disorder and full PTSD approached significance (11% with SDQ disorder had 

PTSD compared with 3% without, p<.09), and Conduct disorder and full PTSD 

(12% and 3% respectively, p<.06). However, no relationship was found with 

PTSD and Emotional (6% and 5%, NS) or Hyperactive disorder (12% and 5%, 

NS). When PTSD criteria were examined, Any SDQ disorder and C criterion 
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(Avoidance) were related (19% with Any disorder had Avoidance compared 

with 6% without, p<.02) and Conduct Disorder was similarly related to C 

criterion (21% vs 5% respectively, p<.009). No relationship was found with the 

other disorders and the PTSD criteria. Thus, there was little evidence of co-

morbidity of SDQ and PTSD. These findings are inconsistent with published 

findings on SDQ emotional disorder, and having PTSD described in chapter 2. 

This difference may be due to low rates of emotional disorder in this sample, 

potentially related to higher rates of boys than girls included. 

4.3 Prevalence of Risk factors 

The prevalence of risk factors is presented in Table 4.3 below. There were no 

significant differences by group. These will be described in turn. 

4.3a Self-esteem  

 

A fifth of the sample (18%) reported very low self-esteem (using a cut-off 15 

representing the extreme 25% quartile rated).  Whilst the rate of low self-

esteem in the cycling group was higher than the comparison group, (22% 

versus 13% respectively) this did not reach statistical significance (see table 

4.3). 
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Table 4.3 

Prevalence of risk factors 

Characteristics Total sample 
n=108 

Cycling 
group n=60 

Compariso
n group 
n=48 

χ
2   

 (1) P 

Low self-esteem < 
15  
 

18%  22%  13%  1.53  NS 

Peer problems  
 

19%  20%  18.8%  
 
0.27 NS 

Attachment Style RQ 
(n=56)* 
A. Secure  
B Fearful 
C Enmeshed 
D Dismissive 

 
 
59%  
14%  
20%  
 7%  

 
 
56% 
19%  
16%  
 9%  

 
 
63%  
 8%  
25%  
 4%  

 
 
  
0.51 

 
 

 
NS 

Insecure attachment 
(B or C or D)* 

41% (23/56) 44% (14/32) 38% (9/24) 0.51 NS 

Sum of insecure 
attachment score 
adding B-D scores 
(top percentile)* 

 
36% (20/56) 

 
35% (12/32) 

 
36% (8/24) 

  

  
.007 

 
NS 

Exposure to PTSD  
traumatic event 

55% 58% 50% 0.74 NS 

Exposure to 
bombing 

40% 34% 48% 2.21  NS 

Exposure to either 
PTSD or bombing 

67% 63% 71% 0.67 NS 

* Attachment style only rated on half the sample. 

 

4.3b Relationships: Peer problems and attachment style 

The prevalence of peer problems was examined in this sample. The cut-off 

score of 5 was utilised according to published SDQ criteria to determine high 

peer problems. Peer problems were experienced by 19% of the sample with 

no differences in rates in the cycling (20%) and comparison group (19%).  

Attachment style using the RQ was analysed in two ways. First the overall 

style chosen by the young people from the 4 vignettes was used to 

characterise their style  ratings of Secure, Enmeshed, Fearful or Dismissive 

(see table 4.3). Over half the young people (59%) had secure attachment 

style on the RQ when asked ‘which style is most like you?’ Of the insecure 

styles Enmeshed was the most common (20%) with Fearful and Dismissive 

styles having similar rates at 7%-8%. These rates are similar to other Israeli 

(Finzi et al., 2001) and US  rates (Bartholomew and Horowitz, 1991b).  The 

cycling group had somewhat higher rates of Fearful style but not at significant 

levels (19% versus 8% in the comparison group, NS) and Dismissive (9% 



102 
 

versus 4 respectively, NS), but lower rates of Enmeshed style (16% vs 25% 

respectively, NS). A second score of insecurity was derived by summing the 

scores rated for each insecure vignette style. This allowed a total insecure 

score over the insecure styles (range 3 to 18, mean of 9). The top quartile 

(75% score) was used as a cut-off, with a rate of 36% in the total sample. This 

did not differ by group with rates of 35% and 36% (NS). See table 4.3  

4.3c Parental care in childhood 

A third or more of the young people had problems with reported care or 

control from their parents in childhood using scale cut-offs taken from 

published sources of the PBI (see table 4.4). The most common problem 

reported was high control from both mothers (43%) and fathers (35%). When 

the combined index of  affectionless-control (low affection and high control) is 

examined, 15% of mothers and 19% of father’s were reported to have such 

poor parenting. These rate are similar to that found in a prior  Israeli study 

(Canetti, Bachare, Galili-Weisstub, Kaplan De-Noura, & Shalev, 1997). The 

cycling group had more affectionless-controlling mothers and fathers than the 

comparison group, consistent with the social services selection criteria. 

Specifically the cycling group reported lower care from mothers and higher 

control from fathers than the comparison group.  

Table 4.4 

Prevalence of childhood risk factors 

Characteristics Total sample 
n=108 

Cycling 
group n=60 

Comparison 
group n=48 

χ
2  

 (1) P 

PARENTAL Care and Control  (Mother n = 100, Father n=84)*    

Mother low care 21% (21) 30% (16) 11% (5) 
  
5.73  .01 

Mother high control 43% (43) 47% (25) 38% (18) 
  
0.80 NS 

Mother Affectionless-
control 

15% (15) 23% (12) 6% (3) 
  
5.16 .02 

Father low care 25% (21) 33% (13) 18% (8) 
  
2.29 NS 

Father high control 35% (29) 48% (19) 23% (10) 
   
5.68  .015 

Father Affectionless-
control 

19% (16) 28% (11) 11% (5) 3.53 .05 

*Missing data due to parent not having lived in household 

4.3d Inter-correlation of risk factors 

Inter-correlations of six of the main risk factors (index of deprivation, peer 

problems, low self-esteem, insecure attachment style and affectionless-control 
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in childhood) were examined (see Table 4.5). It can be seen that most of the 

variables were significantly inter-correlated with more details given below.  

Table 4.5 

Inter-correlation of risk factors (Pearson’s r) 

 Deprivation Peer 
Problems 

Self-
esteem 

Insecure 
Attachment 
score 

Mother 
affectionless 
control 

Father 
affectionless 
control 

Deprivation 
 

1      

Peer 
Problems 

.16 1     

Self-esteem 
 

.201* .419** 1    

Insecure 
Attachment 
score 

.281* .16 .06 1   

Mother 
affectionless 
control  

.12 .409** .306** .23 1  

Father 
affectionless 
control  

.04 .415** .364** .318* .659** 1 

*  0.05 level (2-tailed). 
**   0.01 level (2-tailed). 

 
When the deprivation index was examined, it can be seen that it was 

correlated with self-esteem, insecure attachment score but not to peer 

problems or other childhood experience, apart from mother’s low care, 

described above. Peer problems related to all childhood care/control factors 

and self-esteem but not to insecurity of attachment style. Since peer problems 

in the SDQ reflect being unpopular and not getting on with peers, further 

exploration was made of an item in the peer section of the SDQ reflecting 

bullying.  A third (29/108) of the young people indicated they experienced 

bullying victimization. The total self-esteem score correlated with bullying (.34 

p<.001) and  a cross tabulation  showed 58% (10/18) of those with low self-

esteem experienced bullying, compared with 25% (22/89) of those with high 

self-esteem (χ
2     8.6, 1, p<.006).  

 

The insecurity of attachment score also correlated with the mother low care  

alone scale (r=.32 p<.05)  When the dichotomized scoring of any insecure 

style was examined however by the dichotomized childhood factors,  an 

additional relationship was found with father’s high control  (r=.31, p<.03) and 

a modest relationship with father’s low care (r=.25, p<.08). However self-
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esteem was not related to attachment style. This is inconsistent with findings 

in the literature(Bartholomew & Horowitz, 1991). This may be due to the low 

numbers with attachment style measured. Self-esteem was however 

associated with all other risk factors including childhood experience consistent 

with prediction  All the parenting variables were related to each other with 

mother and father’s affectionless control being highly correlated (r=0.6, 

p<.001)  When gender was examined in relation to all risk factors, no positive 

associations were found. 

4.3e Ethnicity and risk factors 

As part of the Ecological framework used in this study, and because the Israeli 

context defines its ethnicity as Arab or Jew, it was important to know how the 

group differed on risk factors and parenting childhood factors based on these 

definitions. However, there was no association between ethnicity and the 

concurrent risk factors of low self-esteem (19% Jewish vs 15% Arab NS), peer 

problems (16% Jewish versus 23% Arab NS) or insecure attachment style 

(37% Jewish versus 33% Arab NS). Rates were virtually the same in both 

Jewish and Arab young people.  

 

However there were differences on childhood parental care by ethnicity with 

Arab young people having higher rates of any poor parenting: 76% (29/38) vs 

41% (18/44), (χ
210.4,1 p<.001). This involved a high level of control from both 

mothers: 56% (25/45) for Arabs vs 33% (18/55) for Jews (χ
2 5.3, 1p<.018), and 

from fathers 56% (22/39) versus 16% (7/45) respectively (χ
2 15.4,1 p<.00001). 

In addition the Arab young people had lower care from father (39% or 15/39 

versus 13% or 6/45 for Jewish young people (χ
2 7.1,1 p<.008). Therefore 

Arabs also experienced more affectionless control from fathers: 33% (13/39) 

versus 7% (3/45) for Jews (χ
2 9.7,1p<.002). Thus, ethnicity needs to be 

controlled in final analysis.  

 

Next, associations between risk factors and disorder will be presented, 

starting with PTSD and the looking at SDQ disorder. The results presented in 

this section are aligned with answering the first research question on risks and 

disorder:  
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1) Is psychological risk, background of poor parental care, low self- esteem, 

insecure attachment style, deprivation and trauma exposure associated with 

higher levels of symptoms across different disorders? Is this similar in both 

study groups?  

 

4.4 Associations between risk factors and PTSD 

Pearson’s correlations were used to examine relationships between risk factor 

scores and symptom scores of PTSD criteria or dichotomous disorder scores 

(see Table 4.6). Deprivation was unrelated to PTSD or to the different criteria.  

When total PTSD dichotomous scores were examined, only peer problems 

were significantly related. For partial PTSD however, both peer problems and 

low self-esteem were related. Of the PTSD criteria – Avoidance (C) was the 

most highly related to the risk factors, relating to low self-esteem and peer 

problems but not to insecure attachment style. Insecure attachment style 

related to Re-experiencing (B) criteria. Hyper-vigilance (D) criteria related to 

low self-esteem and peer problems.  

4. 4a Childhood experience and traumatic events 

Childhood factors were first examined with bombing and PTSD events using 

cross-tabulations and chi square.  Having a highly controlling father was 

related to being exposed to a PTSD event. Eighty percent (23/51) with a 

PTSD event had a highly controlling father compared to 51% (28/51) who had 

an event but not a controlling father (χ2 6.5 p<.01). Mother care and control 

variables did not relate to any of the trauma variables.  
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Table 4.6 

Correlations between risk factors and PTSD criteria 

Risk factor 
(Pearsons r) 
N=108 

A 
Criteria  

 B Criteria 
Re-
experiencing 

 C Criteria 
Avoidance 

D Criteria 
Hyper-
vigilance 

Partial 
PTSD 

Total 
PTSD  

Deprivation 
index 

.15 .10 .07 .11 .06 .2 

Low Self-
esteem  
 

.04 .18 .32*** .29** .27* .03 

Insecure 
attachment 
score 

.13 .29* .2 .05 .06 .03 

Peer  
Problems 

.18* .03 .37*** .31*** .21* .29** 

Mother low 
care 

.02 .23* .37*** .09 .15 .1 

Mother high 
control 

.1 .23* .27** .14 .13 .02 

Mother high 
control/low 
care 

.06 .05 .26** .1 .1 .05 

Father low 
care 

.07 .23* .28** .34** .29** .05 

Father high 
control 

.24* .23* .25* .26* .1 .05 

Father high 
control/low 
care 

.25* .04 .26* .31** .1 .03 

*** p<.001 **p<.01 * p<.05 
 

 
 
 

4.4.b Childhood experience and PTSD 

Next, PTSD symptoms were examined in relation to childhood parental care 

scores using a correlation analysis. Table 4.6 shows that only father’s low 

care related to partial PTSD with no childhood variables relating to full PTSD. 

However the different PTSD criteria did show associations with childhood 

experience of care and control. Only fathers high control or affectionless 

control was associated to A/trauma criteria, Re-experiencing (B) was 

associated with both mothers’ and fathers’ low care or high control but not to 

the combined affectionless-control variables. Avoidance (C) was associated 

with all the childhood variables, and Hyper-vigilance (D) was associated with 

all father care and control variables. Thus childhood experience is confirmed 
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as an associated risk factor for post-traumatic responses. When the analysis 

was repeated on dichotomised variables for partial PTSD, low self-esteem 

was the only factor significantly related, with nearly three times the increase in 

rate in those with PTSD (61% vs 24%, χ2 9.5, 1p<.003).  

 

There are two additional questions in the PTSD reaction index that assess 

associated features of PTSD; these are fear of re-occurrence and trauma-

related guilt. The fear of re-occurrence measures young people’s perception 

of the level of on-going threat that the trauma poses (Steinberg, Brymer, 

Decker, & Pynoos, 2004).   Trauma related guilt occurs if the young person 

feels they should have done something to prevent the event from happening 

and is found to increase the severity of trauma reactions.  None of the young 

people in this sample had associated feelings of guilt in relation to the trauma. 

However, the feeling that the event would reoccur was experienced by 28% 

(30/108) of the young people. The feeling of re-occurrence was examined in 

relation to  risk factors and found to be  related to low self-esteem: 66% 

(12/18) with reoccurrence fear had low self-esteem versus 33% (6/18) without 

reoccurrence fear( χ214.4, p<.001). 

 

4.4c Mediation and PTSD 

Mediation was examined to test the attachment hypothesis linking childhood 

experience to disorder. Mediation analysis procedure was outlined in chapter 

3 and is summarized in section 4.6c below. The test for mediation was 

relevant given the association between childhood risk (father’s low care), 

concurrent risk (low self-esteem) and partial PTSD. However, when the 

logistic regression analysis was examined, father’s low care was not 

significantly related to the dichotomized low self-esteem variable (OR=.44, 

Wald = .98, 1df, NS). Therefore full conditions for mediation are not met since 

all three factors need to be significantly related. Similarly when Avoidance (C 

criterion) was considered as the outcome variable, the relationship of low self-

esteem to Avoidance was confirmed, but again the lack of positive relationship 

of father’s affectionless control and low self-esteem meant no mediation effect 

was possible. Therefore there was no evidence of mediation between early 
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parental care and low self-esteem for traumatic-stress responses in this study. 

However, both childhood parenting factors and low self-esteem were shown to 

be important associated factors with PTSD.  

4.5  Risk factors and SDQ disorder 

 

SDQ disorders were examined in relation to demographic factors, using the 

borderline level cut-off for cross tabulations and chi-square statistic.  For 

example girls and boys had similar rates of Any SDQ disorder (38% or 11/29 

girls vs 41% or 25/79 boys, NS), Arabs and Jews had similar rates (36% or 

17/37 versus 31% or 19/61 respectively, NS). There was no significant 

difference by religion:  Jews had (31% or 19/61) rate of disorder with Druze 

(38% 9/24, NS), and the remainder 35% (8/23, NS). There was no difference 

by single versus two parent households (32% 9/28 versus 34% or 27/80 

respectively, NS). 

 

4.5a Risk factors and Any SDQ disorder 

The risk factors were then examined in relation to Any SDQ disorder using 

dichotomised scores. There was a modest increase in disorder in those with 

high deprivation: 41% (22/54) versus 26% (14/54) (χ
2  2.6, 1 p<.07) and a 

significantly higher rate of disorder among those with peer problems (71% or 

15/21 versus 24% or 21/87, χ
2 17.02,1  p<.0001). There was an association 

with insecure attachment style 55% (11/20) with insecure attachment style 

versus 25% (9/36 ) with secure attachment style had Any disorder (χ
2  5.04, 

1p<.04). However, there was no relationship between self-esteem and 

disorder (22% or 4/18 with low self-esteem had disorder versus 36% or 32/90 

without, NS).  

 

The analysis was repeated using correlations of the full scores and full 

symptom scores of the different SDQ disorders (see Table 4.7).  The 

deprivation index was associated with Emotional disorder and negatively 

related to Hyperactivity but not related to Any disorder, probably due to this 

reverse finding across disorder.  Insecurity of attachment and self-esteem 
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were unrelated to any disorder. However, peer problems related to Any 

symptom scores, Emotional, Conduct and Hyperactive disorders. 

  

Table 4.7 

Correlations between concurrent risk factors and symptoms of disorder 
(Pearson’s r ) 

 SDQ Any  

  

Emotional 

symptoms 

Conduct 

symptoms 

Hyperactivity 

symptoms 

Deprivation index .01 .22** .09 .-16†. 

Self-esteem  .07 .02  .007 .14  

 Insecure 
Attachment score 

.08 .09 .008 .08  

 Peer problems .32** .37*** .33*** .19* 

†.09  * .05, **,01 ***.001 
 

 

Logistic regression analysis was undertaken to see whether peer group 

related to any SDQ disorder, when controls were applied for gender, ethnicity 

and group status. The same relationship was found with peer group and Any 

SDQ disorder (OR = 7.7, (1) p<.001, CI 2.7 to 22.8) but gender (OR=1.5, NS, 

CI .42 to 5.7), group membership (OR = .85, NS, CI.23 to 3.1), ethnicity (OR= 

1.12, NS, CI .44 to 2.8) and Deprivation were unrelated (OR= 1.9, NS, CI .69 

to 5.1).   

 

The analysis was repeated using dichotomized scores for borderline/case 

level of the different SDQ disorders and is reported below by each disorder in 

turn. 

4.5b Emotional Disorder 

Emotional disorder showed the strongest relationship with deprivation with 

20% (11/54) of those materially deprived having Emotional disorder compared 

to 7% (4/54) without (χ
2 3.8, 1 p<.05). This showed a dose-response effect 

with the higher the number of deprivation indicators the higher the rate of 

Emotional disorder (18%, 20% and 33% for 1, 2, and 3 indicators 

respectively). However the association with peer problems did not emerge in 

the dichotomous analysis as it had by correlation: 14% (3/21) versus 14% 

(12/87, NS).  This appears to be because of the distribution of the peer 
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problems scores which bunched around the middle range and did not reach 

thresholds for the cut-offs. Low self-esteem showed no relationship to 

Emotional disorder (11% or 1/18 versus 14% or 13/90 NS) and insecure 

attachment style showed only a slight increase in those with disorder but not 

at a significant level (25% 5/20 versus 19% 7/36 without disorder, NS).  When 

gender was examined the findings remained the same. Also when Emotional 

case level disorder was examined the same non-significant findings held. 

Thus apart from deprivation, no concurrent risk factors were determined for 

Emotional disorder in the dichotomized analysis. 

4.5c Conduct Disorder  

The relationship between concurrent risk factors and Conduct disorder at 

borderline level or above was then examined. There was an increased rate of 

deprivation in those with Conduct disorder: 39% (21/54) versus 22% (12/54) 

(χ
2 3.5,1 p<.05). Peer problems were almost three times as high in those with 

Conduct disorder (62% or 13/21 versus 23% or 20/87, χ
2 12.1 ,1p<.001) and 

insecure attachment style (choice of B,C,D vignette) was twice as high in 

those with Conduct disorder (50% or 10/20 versus 25% or 9/36, χ
2 3.6,1 

p<.05). However, low self-esteem was unrelated to Conduct disorder, and 

showed somewhat lower rates in those with disorder, than those without (22% 

4/18 versus 32% or 29/90, NS). 

4.5d Hyper-active disorder 

The analysis was repeated for Hyper-active disorder. Only peer problems was 

highly related to disorder, with an eightfold increase in rate (24% or 5/21 

versus 3% or 3/87, χ
2 10.2,1 p<.0001). Insecure attachment showed only a 

marginally higher rate in those with Hyper-active disorder (10% or 2/20 versus 

7% or 2/36 without disorder, NS). None of those with Hyper-active disorder 

(0/18) had low self-esteem compared to 9% (8/90) without disorder (NS). 

There was no increase in the dichotomized deprivation index and 

Hyperactivity, (6% or 3/54 versus 9% or 5/54, NS) and the modest negative 

association found in the correlation analysis was still evident. 



111 
 

4.6 Childhood risk factors and SDQ disorder  

The childhood care and control variables from both mother and father were 

then examined in relation to disorder. Table 4.8 shows that most of the 

variables were correlated, apart from mother’s low care. When the combined 

mother’s affectionless-control variable was examined, it related to Any 

disorder, Emotional and Conduct disorder but not Hyperactivity. Father’s 

affectionless control however related to all the disorders. 

Table 4.8 

Correlations between childhood care and symptoms of disorder 

 
(Pearson’s r ) Emotional 

symptoms 

Conduct 

symptoms 

Hyperactivity 

symptoms 

SDQ Any 

  

Mother low care  .008 .08 .03 .13  

Mother high 
control  

.20* .18† 
 

.14 .23** 

Mother 
affectionless 
control 

.20* .24** .16 .27** 

Father low care .06 .24** .33** .26** 

Father high 
control 

.18† .19† .24** .26** 

Father 
affectionless 
control 

.21 * .30** .31** .34** 

†.09  * .05, **,01 ***.001 

 
 
The analysis was then repeated using the dichotomous variables for different 

disorder outcomes. As described in Chapter 3, analysis was taken in two 

stages: first using continuous questionnaire scores to look for correlations 

between variables. This has the advantage of optimizing the full range of 

scores provided, and where symptoms are concerned can reflect more subtle 

associations for those who would fall short of disorder on a dichotomous 

scale. Its disadvantage is that the associations are two way and do not point 

to a model looking at outcome variables. The analysis is repeated using 

dichotomous variables for disorder outcomes using established cut-off scores. 

This enables a chi-square analysis to look for differences in those with and 

without risk status in relation to disorder.  
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The relationship of the childhood variables to Any SDQ disorder was then 

examined. The low care variable for mother showed a modest relationship 

(48% (10/21) versus 21% (23/79) χ
2 2.5, 1 p<.09) with low care from father 

having a stronger relationship (57% (16/28) versus 25% (21/84) χ
2 , 1 p<.01). 

All the father poor parenting variables related to Any disorder with 56% (9/16) 

of those with affectionless control from father having disorder compared with 

28% (19/68) of the remainder (χ
2  4.6, 1, p<.03). 

 
When Emotional disorder was examined, no childhood variable was 

significantly related although there were increases in rate for the father’s poor 

parenting. There was no raised risk at all from mother’s poor parenting. This is 

inconsistent with the literature on emotional disorder described in chapter 2, 

but low rates of emotional disorder in this sample may be the reason. 

 
The relationship between childhood experience and Conduct disorder was 

then examined. Only mother’s low care was significantly related to disorder 

with 48% (10/21) of those with low maternal care having Conduct disorder 

versus 25% (20/79)  with high care (χ
2 3.9, 1 p<.04). Father’s low care 

provided a similar trend (43% or 9/21 versus 25% 16/65) but this fell short of 

statistical significance(χ
2 2.3, 1, NS). There was no significant relationship with 

parental control variables.  There was some increased rate in those with 

affectionless control from mother or father, but again short of statistical 

significance (Mother 40% (6/15) versus 28% χ2 .840,1, NS; Father 38% (6/16) 

versus 28% (19/68) χ
2.566, 1, NS ). This analysis is therefore somewhat 

different to previous research which has tended to highlight high control and 

father’s parenting in Conduct disorder. However, showing an association with 

low care rather than high control is less open to arguments of reverse 

causality – i.e that the parenting is due to the child’s disruptive behaviour-

rather than vice versa- which could be argued for high parental control, but 

less so for low care.  

 
Finally the same childhood factors were examined in relation to Hyper-active 

disorder. Mother’s high control was highly related to an increased rate of 

Hyperactive disorder (14% or 6/43 versus 1% 1/57, χ
2 5.6, 1 p<.01). Also all 

father’s poor parenting scales were related to Hyperactivity, with father’s low 
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care showing an 8-fold increase in risk (24% or 5/21 versus 3% or 2/63, χ2 8.7 

(1)  p<.01) and father’s affectionless control a similar rate (24% or 4/16 versus 

4% or 3/68,χ2  7.1 (1) p<.02). There was a trend for father’s high control to be 

related to Hyperactivity (14% 4/29 versus 5% or 3/55) but this was not 

significant. Thus parental control was highly related to Hyperactivity in the 

young people. Again, it needs to be considered that parental controlling 

behavior may be influenced by Hyperactivity at an early age rather than vice 

versa. However, father’s low care is less likely to be a direct consequence of 

child’s disruptive behavior influencing parenting. 

4.6a Ethnicity, poor parenting and disorder 

Given the higher rate of parenting problems in the Arab youth, the association 

of poor parenting and disorder was re-examined by ethnicity.  There was, in 

fact, little effect of ethnicity on disorder by childhood risk factors. Only father’s 

affectionless control showed modest association with Hyperactivity for Arab 

youth: 23% (3/13) with affectionless control versus 5% (2/28) without (χ2 3.5,1 

p<.09). Rates for Jewish youth were similar but the difference did not reach 

any level of significance:  (33% (1/3) vs 4% (2/42) NS). No differences were 

found by ethnicity for poor parenting and Conduct disorder or Emotional 

disorder.  

4.6b Modelling disorder 

Modeling of disorder was undertaken using binary logistic regression, to 

predict the log odds of a dependent or outcome variable (in this case 

disorder), and provide the most parsimonious model when all relevant 

independent factors were examined together. The models examined included 

childhood affectionless control by mother and by father, in addition to the 

strongest concurrent risk factor - peer problems - to predict the different 

disorders.  The logistic regressions were repeated for each disorder (i.e. Any 

SDQ disorder, Conduct disorder and Hyper-active disorder. Emotional 

disorder was excluded since it has no significant association with peer 

problems or affectionless control). The logistic regressions are shown in  table 

4.9 (A, B, C). Results show that peer problems significantly and consistently 

predicted each type of disorder. Father or mother’s affectionless control did 

not contribute to Any SDQ disorder or to Conduct disorder. For Hyperactivity, 
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both father’s affectionless control and peer problems contributed significantly. 

(Here, mother’s affectionless control had zero input, the result of a slight 

inverse relationship to hyperactive disorder, an overlap with father’s 

affectionless control, and due to small numbers with disorder. When the 

regression was repeated excluding mother’s affectionless control, peer 

problems and father’s affectionless control both remained as predictors).  In 

all the logistic regressions presented there was satisfactory goodness of fit 

percentages (75.6% for A and B) with the Hyperactivity model reaching 

95.1%. Variance explained ranged from 13% (Conduct disorder) to 29% (Any 

Disorder). 

Table 4.9 

Risk factors and SDQ disorder – binary logistic regression analysis 

 
(A) Any SDQ disorder 

  Odds-ratio Wald df P 
95% CI 
Lower 

95% CI 
Upper 

Peer problems 9.222 11.170 1 .001 2.5  33.69 

 Mother affectionless 
control .157 3.554 1 .059 

.7  17.49 

 Father affectionless 
control 2.5 4.726 1 .030 

0.3  1.53 

 

Peer problems and father affectionless control best predictors. (Mother 
affectionless control predicts just over 5% level). 75.6% goodness fit  
 
B) Conduct disorder 

  
Odds-
ratio Wald df P 

95% CI 
Lower 

95% CI 
Upper 

Peer problems 7.187 9.993 1 .002 2.1  24.4 

 Father affectionless 
control .738 .140 1 NS 

.15  3.6 

 Mother affectionless 
control 

.882 .024 1 NS 
.17  4.3 

Peer problems alone provide the best model for Conduct disorder with 75.6% 
goodness of fit. 
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(C) Hyperactive disorder 

  
Odds-
ratio Wald df P 

95% CI 
Lower 

95% CI 
Upper 

Peer problem 20.6 6.4 1 .01 1.9  213.8 

Father affectionless 
control 32.8 7.4 1 .006 

2.6  401.8 

Mother affectionless 
control 0 0 1 NS 

0 0 

Both peer problems and father’s affectionless control provide the best model for 

Hyperactivity with 95.1% goodness of fit. 

 

4.6c Testing a Mediation model  

An earlier discussion describes how mediation analysis is best undertaken in 

prospective designs with the outcome examined at a later measurement point  

(Gelfand & Tenhave, 2009). This ensures the correct time order of variables 

when examining potential causal linkages. However, as argued earlier, 

mediation was tested in the first phase of this study, although cross-sectional, 

in order to examine whether Attachment hypotheses were supported and to 

further detail the relationship between variables. However, the cross-sectional 

nature of data collection at this point means that findings should be viewed 

with caution. 

The conditions for mediation are possible in the analysis thus far, given the 

association of childhood experience of father’s affectionless control (the 

independent variable), peer problems (the potential mediator) and Any SDQ 

disorder (the outcome variable). Mediation serves to test the causal 

hypothesis that having peer problems is a mediating or linking experience 

between earlier childhood experience and later disorder. The test for 

mediation follows the usual threefold logistic regression procedure (Baron & 

Kenny, 1986), to produce a triangular  path diagram. This path model 

“assumes a three-variable system such that there are two causal paths 

feeding into the outcome variable: the direct impact of the independent 

variable (Path c) and the impact of the mediator (Path b). There is also a path 

from the independent variable to the mediator (Path a)” (page 1176) (Baron & 

Kenny, 1986)   
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Thus the mediation analysis involves testing the independent and potential 

mediator variable against the outcome variable, and then both of the former 

together in relation to the outcome variable. At this final regression step the 

independent variable is expected to drop out of the model (i.e. to be non- 

significant) with the mediator remaining significant. Baron & Kenny note that in 

most psychological experiments, path c (the independent variable) rarely goes 

to zero however “a significant reduction demonstrates that a given mediator is 

indeed potent” (p 1176) (Baron & Kenny, 1986)  

 

Table 4.10 shows the three steps undertaken in logistic regression and Figure 

4.16 summarises triangular path diagram. A partial mediating effect is shown 

for problem peer relationships (path b). This is indicated by the non-significant 

relationship in Step 3 ‘c’ (father’s  affectionless control and disorder) once 

poor peer relationships is taken into account. Since this did not reduce to zero 

(c=1.7), only partial mediation can be claimed.  

 

Table 4.10 

Mediation steps using binary logistic regression 

Peer problems, father affectionless control and Any SDQ disorder 
 
Step 1 (path ‘b’) 
Outcome Any disorder  

  Odds ratio Wald df P 

95% CI for OR 
 

Upper Lower 

Peer problems 
7.85 14.35 1 .000 

 
2.70 

 
22.82 

 
Step 2 (path ‘a’) 
Outcome peer problems 

  Odds-ratio Wald df P 

95% CI for OR 

Upper Lower 

Father’s affectionless 
control 6.66 9.92 1 .002 

 
2.04  

 
21.68 

 
Step 3 (path ‘c’) 
Outcome Any disorder 

  Odds-ratio Wald df P 

95% CI for OR 

Upper Lower 
Father’s affectionless 
control 1.70 .64 1 NS 

.46  6.23 

 Peer problems 7.10 10.59 1 .001 2.18 23.14 
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Figure 4.2 Summary mediation analysis 

 

The first part of the analysis using phase 1 measures has shown important 

associations between risk factors and PTSD and SDQ disorder, highlighting 

parenting in childhood, peer problems and disorder in the expected directions. 

The next part will examine issues of trauma and life events. 

4.7 Trauma events  

Just over half the young people  (n= 59)  had experienced a traumatic event in 

the year (see table 4.11).  There was no difference in rate between the cycling 

and comparison group. These trauma events  included being in an accident, 

being hit at home, beaten in the community, seeing a dead body, seeing 

someone in town being shot, or beaten, sexual abuse, or hearing about a 

violent death or injury. The most common trauma event was hearing about a 

violent death of a loved one (38%). In addition to the standard PTSD trauma 

events, bombing experiencing was also examined with 40% having exposure 

to bombing experience. Two-thirds of the young people (67%) had 

experienced either a trauma event or a bombing event. Nearly a quarter of the 

young people had experienced 3 or more trauma or bombing events. There 

were no differences between the cycling and comparison groups.  The 

following analysis examines PTSD as a response to trauma and bombing 

events. 
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Table 4.10 

Prevalence of Trauma and Bombing Events 

Prevalence of Events 
n=108 

Total group Cycling Group 
(n=60) 

Comparison  
Group (n=48) 

χ
2     

(1) 
P 

Exposure to PTSD trauma  55% (59) 58% (35) 50% (24) .60 NS 

Exposure to bombing 40% (43) 34% (20) 48% (23) 2.2 NS 

Exposure to either PTSD 
trauma or bombing 

67% (72) 63% (38) 71% (34) .67 NS 

Exposure to 3 or more 
total events 

23% (25) 27% (16) 19% (9) .93 NS 

 

4.7a Trauma events, risk factors and disorder 

As part of the Ecological approach, the presence of bombing events or trauma 

events was first examined in relation to demographic risk factors, and then to 

SDQ disorder before looking at PTSD. Dichotomous variables were created of 

at least one bombing event, at least one trauma event and three or more of 

either event. These were cross-tabulated with the risk variables and shown on 

table 4.11. 

 

It can be seen that there was a trend for more girls to have experienced any 

event (bombing or trauma) with as many as 70% reporting at least one 

compared with 62% of boys (p<.07). Arabs were significantly more likely to 

experience a trauma event with as many as 77% reporting one compared to 

38% of Jewish young people (p<.0001). This did not however hold for 

bombing events with little difference between the groups (44% of Arabs and 

38% of Jews). The group difference remained for any one event (bombing or 

trauma) and for 3 or more events with a fourfold increase in Arab youth. 

Bombing events are more common in those without material deprivation with 

half of those not suffering deprivation having experienced an event compared 

with 28% of those deprived (p<.007). Whilst there was no relationship of 

deprivation to trauma event, there was a trend for deprivation to relate to 

experience of either bombing or trauma (p<.07) and three or more events 

(p<.08).  
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Table 4.11 

Risk factors and trauma and bombing events 

Risk variable Bombing event Trauma event Any event or 
bombing 

3 or more  

events 

Male 

Female 

39% (30/78) 

45% (13/29) 

χ
2 

.35,1,NS 

52% (41/79) 

62% (18/29) 

χ
2 

.88,1,NS 

62% (49/79) 

79% (23/29) 

χ
2 

2.85,1, p<.07 

25% (20/79) 

17% (5/29) 

χ
2
.77,1, NS 

Jewish 

Arab 

38% (23/61) 

44% (20/46) 

χ
2 

.36,1,NS 

38% (23/61) 

77% (36/47) 

χ
2
16.1,1, 

p<.0001 

54% (33/61) 

83% (39/47) 

χ
2
9.96,1, 

p<.001 

10% (6/61) 

40% (19/47) 

χ
2 

13.96,1, 

p<.0001 

Deprivation 

No deprivation 

28% (15/54) 

53% (28/53) 

χ
2
6.98,1,p<.007 

54% (29/54) 

56% (30/54) 

χ
2
.03.,1,NS 

59% (32/54) 

74% (40/54) 

χ
2
2.66,1,p<.07 

17% (9/54)  

30% (16/54) 

χ
2
2.55,1,p<.08 

Peer problems 

None 

29% (6/21) 

43 (37/86) 

χ
2
1.46,1,NS 

76% (16/21) 

49% (43/87) 

χ
2
4.85,1,p<.02 

81% (17/21) 

63% (55/87) 

χ
2
2.39,1,p<.09 

24% (5/21) 

23% (20/87) 

χ
2
.00,1,NS 

Low self-
esteem 

None 

35% (6/17) 

41% (37/90) 

χ
2
.20,1,NS 

67% (12/18) 

52% (47/90) 

χ
2
1.26,1,NS 

72% (13/18) 

66% (59/90) 

χ
2
.30,1,NS 

39% (7/18) 

20% (18/90) 

χ
2
3.00,1,p<.08 

Insecure 
attachment  

Secure  

40% (8/20) 

36% (13/36) 

χ
2
.08,1,NS 

55% (11/20) 

58% (21/36) 

χ
2
.05,1,NS 

65% (13/20) 

67% (24/36) 

χ
2
.01,1,NS 

35% (7/20) 

17% (6/36) 

χ
2 

2.42,1,NS 

 

Peer problems were significantly related to trauma events, with 76% of those 

with peer problems experiencing a trauma event compared with 49% with no 

peer problems (p<.02). There was however no relationship of peer problems 

to bombing experience, and only a weak relationship with either type of event 

or 3 or more events (see table 4.11). There was a trend for those with low 

self-esteem to have 3 or more events (p<.08) but no relationship to bombing 

event and only slight increases with trauma event. There was no association 

of insecure attachment and trauma or bombing events. Thus it can be seen 



120 
 

that such external events are associated with social demographic factors 

(gender and ethnicity) consistent with Ecological approach as well as 

psychological personal risk factors such as low self-esteem and peer 

problems. However, these mostly related to trauma events, rather than 

bombing events. 

 

Events were then examined in relation to psychological disorder. No 

relationships were found between Emotional disorder or Conduct disorder and 

experience of trauma or bombing events. However, those with Hyperactive 

disorder experienced more bombing events (75% versus 37% without 

Hyperactive disorder (p<.04) as well as having 3 or more events (63% vs 20% 

respectively, p<.01). There was no relationship with borderline/case level 

disorder. However when case level disorder was examined there was a trend 

for any event or bombing to be present among cases (80% versus 62% of 

non-cases, p<.08) and for cases to have 3 or more events (36% vs 19% in 

non-cases, p<.07). 

 

Trauma events were associated with being Arab, being a girl, having peer 

problems but not with SDQ disorders.  Bombing events was not associated 

with risk factors but was associated with Hyperactive disorder.  

4.8 Resilience factors 

The analysis will now examine positive factors and resilience. Resilience 

factors are defined as those positive factors that decrease disorder outcomes 

despite experience of adversity. This section will examine the relationship 

between positive experiences as potential resilience factors in resulting in 

lower rates of disorder for those in adversity.  Factors selected were good 

social support, secure attachment style and pro-social behaviour (from the 

SDQ). Having a very low symptom count on the SDQ was also taken as a 

marker of wellbeing. This section aims to respond to research question 2 

below. 
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RQ2:  Do positive factors such as support, pro-social behaviour and having a 

secure style of attachment relate to lower rates of disorder? Can this serve to 

protect against poor parental care in childhood? 

4.8a Prevalence of positive factors 

Table 4.12 examines the prevalence of positive factors in the total sample and 

in the two groups. In terms of support, most of the young people reported 

having some sort of support figure either from an adult or peer (83.3% - see 

Table 4.12, column 2). Half reported the presence of an adult role model, 70% 

could go to an adult with problems and 68% to a peer. A score of 2+ support 

figures was therefore used as a slighter higher threshold of support for 

analysis, with 50% of sample having support at this level. Over half the young 

people (59%) were rated as secure on attachment style.  

 

The pro-social scale in the SDQ examined positive interactions with others 

including: ‘I try to be nice to other people’; ‘I usually share with others’; ‘I am 

helpful if someone is hurt, upset or feeling unwell’; ‘I am kind to younger 

children’; ‘I often volunteer to help others’.  Such pro-social behaviour was 

very high in both the cycling and comparison groups (88%).  These rates are 

similar to UK (Barbara Maughan, Collishaw, Meltzer, & Goodman, 2008)  

(Comparison of means test P< .5 NS    t = 0.6016,   df = 3036,  standard error 

of difference = 0.166). Because rates were so high using the published 

threshold, a higher threshold cut-off was used for the remaining analysis to 

reflect the top 75% percentile (score of 9 or more). This applied to 50% of the 

sample and represents particularly high pro-social behaviour.  

 

Table 4.12 shows the prevalence of positive factors in the study groups. It can 

be seen that there were no differences between the groups on any of the 

positive variables, although the cycling group were more likely to have an 

adult role model. This may have been due to the fact the cycling intervention 

had already started at Phase 1 measures and reflect relationships with 

coaches.  
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Table 4.12  

Prevalence of Positive Factors 

Characteristics* Total sample Cycling Group  Comparison  
Group 

χ
2   

(1 ) P 

Go to Adult for help 70.3%  (45/64) 67.5% (27/40) 75% (18/24)  .6,1  NS 

Have adult role models 53.2%  (33/62)  60.5% (23/38) 41.7%(10/24) 3.8,1  .06 

Go to peer for help 67.7% (42/62) 65.8% (25/38) 70.8% 17/24) .4,1  NS 

Support from any 
source 

83.3% (50/60) 84% (31/37) 83% (19/23) 1.5, 1 NS 

Support index 2 + 
support figures 

50% (52/105) 55% (32/105) 43% (20/105) 1.6,1 NS 

Attachment Style 
Secure (6 or 7) 
 

 
59% (33/56) 
 

 
56% (18/32) 
 

 
62.5% 
(15/24) 
 

 
 
1.9,1 

 
NS 
 

High Pro Social Skills 
(score 9,top percentile) 

50% 54/105 45% 27/105 56% 27/105 1.3,1 NS 

* Totals vary due to some missing values on positive scales. 

 

4.8b Inter-relationship of Positive factors  

An inter-correlation matrix of positive factors was undertaken (see table 4.13). 

It can be seen that pro-social behaviour was related to ‘going to adults with 

problems’, and that having an adult role model related to ‘going to adults with 

problems’ and ‘going to teenagers with problems’. Secure attachment style 

(score of 6 or 7 on the Likert scale) was unrelated to any of the variables.  

Table 4.13 

Inter-correlation of positive factors 

  
Pro Social 
score 

Secure 
score 

Adults for 
problems 

Adult 
role 
model 

Teenagers 
for 
problems 

Two 
closest 

Pro Social 1      

Secure attachment score .21 1     

Adult support  for 
problems 

.19* -.06 1    

Adult role model .11 .17 .62** 1   

Teenager support  for 
problems 

.12 .06 .60** .50** 1  

Two closest figures -.05 -.06 .18 -.24 .11 1 

 
* Correlation is significant at the 0.05 level (2-tailed). ** Correlation is significant at the 0.01 level (2-
tailed). 
 

 

Secure attachment style was re-examined using the dichotomised scale 

(choice of A, secure vignette) and cross tabulations. (It should be noted that 

attachment style variables were only available for half the sample). Having a 



123 
 

secure attachment style proved significantly related to having two or more 

support figures: 64% with secure style had 2+ supports vs. 37% without (χ
2 

4.9, 1, p<.001).  Pro-social behaviour also proved to be related to Secure 

attachment style with 57% (17/30) with high pro-social behaviour reporting 

Secure style versus 32% (9/28) of those with low pro-social scores (χ
2 3.52, 

p<.05).   

 

Positive factors were then examined in relation to SDQ disorder to look for 

negative associations, but no relationships were found. For example pro-

social behaviour was unrelated to SDQ disorder (33% with pro-social had 

disorder and 33% without, ns) and although support was reduced in those 

with disorder (36% with support had disorder vs 60% without, NS) this did not 

reach statistical significant levels  

4.8c Moderation effects 

A moderator is defined as “ a variable that affects the direction and/or strength 

of the relation between an independent or predictor variable and a dependent 

or criterion variable” (Pag1174)(Baron & Kenny, 1986). It can be characterised 

as a positive factor that buffers or weakens the relationship between an 

independent risk factor and negative outcome. This can be a treatment factor 

or a naturally occurring positive experience or attribute that serves to lessen 

the impact of negative independent variables. Moderator variables are used 

“when there is a unexpectedly weak or inconsistent relation between a 

predictor and criterion variable (e.g. a relation holds in one setting but not in 

another, or for one subpopulation but not for another)” (page 1178) (Baron & 

Kenny, 1986). They are indicated by interactions between key independent 

and moderator variables in relation to outcome variables. 

 

In this analysis, there was no association between pro-social behaviour and 

lower disorder, or support and lower disorder as potential moderators with 

experiences such as childhood poor care or control. Therefore, the 

moderation criteria were not met. An alternative approach was therefore 

made, using an estimate of wellbeing outcome. 
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4.8d Wellbeing outcome 

Low scores of the SDQ to reflect wellbeing, (score of 0-5) was utilised as 

described earlier with 30% of the sample having wellbeing thus defined. It is 

important to note that this is not the same as absence of disorder with 

previous cut-offs used, but rather a more extreme lack of symptomatology. 

Wellbeing was related to pro-social behaviour with 41% (22/54) of those with 

high pro-social behaviour having wellbeing, and 19% (10/54) of those without 

having wellbeing (χ
2 6.39, p<.01). However, no other relationships were found:  

support (55% vs.41% respectively, NS) or having 2+ support (54% vs. 38%, 

respectively NS) or secure attachment style (31% vs 32% respectively, NS).  

 

A further analysis was undertaken to test conditions under which pro-social 

behavior was activated in relation to SDQ wellbeing outcome. This included 

testing for the influence of pro-social behavior in the presence of any poor 

parenting variable from mother or father. Here it was shown that an effect was 

observed for pro-social behavior relating to higher wellbeing when poor 

parenting was present (χ
2 =6.21,1, p<.01) (see figure 4.3, right hand columns). 

Therefore, there was some evidence that pro-social behavior does have 

greater impact under adverse conditions, which specifies its role as a positive 

factor. Of course this does not explain how pro-social behavior originates in 

families with poor parenting. It may be that there is a closer relationship with 

one of the parents which activates pro-social behavior when parenting is poor 

from the other, or such a close relationship with another adult or family 

member. Pro-social behavior may even be increased in families with poor 

parental care where caring for younger siblings or indeed caring for parents 

themselves are involved. However, in this analysis such pro-social behavior 

was associated with wellbeing in terms of lower rates of symptoms. 
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Figure 4.3 

The effect of pro-social behavior on wellbeing in those with poor 
parental care in childhood 

 

4.9 Summary and discussion 

 

The chapter examined a range of demographic and risk factors in the sample 

studied and in relation to disorder in the first phase of the study. The 

objectives of the analysis were to: describe the sample; determine prevalence 

rates of disorder for entire sample and by group; analyse which risk factors 

related to disorder for the entire sample and by group; to test for mediation of 

childhood risk factors by concurrent risk factors and to analyse positive factors 

and wellbeing to see if moderation or ‘resilience’ occurs. Findings are 

summarised below. 

  

4.9a Demographics 

The sample proved to represent both Jewish and Arab communities, with 50% 

scored on an index of material deprivation involving father’s unemployment 

and inadequate housing. There was no difference in rates of Jews or Arabs in 

the two groups and no difference in rates of deprivation between Jews/Arabs 
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in this sample. It should be noted however that the Arab groups mainly 

represented Druze and Christian with few mainstream Moslem groups 

reflected which may is not representative of the Arab Israeli population. A 

quarter of the children were from single parent families representing both 

mother and father absence  When cycling group and comparison were 

examined, there was uneven distribution by gender (more boys in cycling and 

girls in comparison) but no differences by nationality, age or fathers’ in work.  

However, the cycling group was more likely to be deprived; they had fewer 

fathers at home, more likely to live in smaller homes, share a bedroom and 

had fewer working mothers.   Given the similarity of the two groups it was 

appropriate to combine them for the analysis for phase I and the comparison 

group was deemed suitable for phase 2. 

4.9b Risk factors 

In terms of risk factors, 20% of the entire sample had low self-esteem 19% 

peer problems and 41% had insecure attachment style. These risk factors 

were not differently distributed in the cycling and comparison group.  Around a 

third of the young people had problems in early parenting with 15% having 

mothers with ‘affectionless control’ and 19% father’s affectionless control. 

Arab young people were more likely to have fathers who were affectionless 

controlling. The cycling group was more likely than the comparison to have 

poor care and control from mothers and fathers which corresponds with their 

involvement with social services.  Whilst this does not interfere with the 

analysis of concurrent risks at follow-up, it needs to be considered that the 

cycling group may have more chronic difficulties and more impaired early 

development linked to problem parenting which may make their current risk 

factors less situational, more intractable and less amenable to change.  

4.9c SDQ disorder 

Twenty three percent of the entire sample had clinical level disorder and 33% 

had symptoms of Any disorder which was used for the bulk of the analysis. 

The most common type of disorder was Conduct disorder (31%) with 

Emotional disorder only half as common (14%) with a low rate of Hyperactive 

disorder at 7%. These rates were substantially higher than UK and Israeli 

published rates. There was no difference between the groups for borderline 
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level disorder. In terms of gender, girls were more likely to have case level 

Emotional disorder and boys case level Conduct disorder consistent with 

previous research findings. Whilst there are too few girls in the sample to be 

able to undertake extensive controls for gender, when gender was examined 

in models it did not appear to contribute. 

 

Borderline level SDQ disorders were thus unrelated to gender, religion, or 

nationality or belonging to a single parent household.  The risk factors most 

highly associated with disorder at borderline level, were peer problems, 

insecure attachment and parenting variables. Low self-esteem proved 

unrelated to any of the disorders in this analysis. There was some 

differentiation of risk by type of disorder with deprivation the only factor 

significantly related to Emotional disorder, but peer problems being the best 

correlate of Conduct and Hyperactive disorder. In logistic regression, peer 

problems and fathers affectionless control related to having Any SDQ 

disorder. In mediation modelling, peer problems were shown to have a partial 

mediating effect on father’s affectionless control and Any SDQ disorder.  

4.9d Trauma events and PTSD 

As many as two-thirds of the sample or more reported either bombing 

experience or a traumatic event. Whilst rates were similar in the two groups, 

exposure to bombing was somewhat higher in the comparison group. Risk 

factors related to experiencing a traumatic event included being Arab, not 

being deprived and having peer problems.   Partial PTSD was experienced by 

a third of the group but only 6% had likely clinical level or full PTSD disorder. 

These rates are similar, but lower than Israeli rates reported elsewhere, but 

substantially higher than UK rates. Correlation analysis showed that peer 

problems, low self-esteem and having low care from father were related to 

PTSD criteria.  However, this only held at correlation levels and for 

dichotomous variables only low self-esteem was significantly related to PTSD 

showing a nearly threefold higher rate for those with partial PTSD. Mediation 

criteria were not met for childhood variables, low self-esteem and PTSD. In 

chi square analysis, Any SDQ and Conduct disorder showed a trend in 
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relation to both full PTSD and to Avoidance (C criterion). Emotional and 

Hyperactive disorder were not associated with PTSD. 

4.9e Positive factors  

Most of the young people in the sample had social support (83%) and 50% 

had 2 or more support persons in their lives with half having high Pro-social 

behaviour. Both support and pro-social behaviour were inter-correlated, with 

cross-tabulations showing significant relationships of pro-social behaviour to 

support and to secure attachment style. These factors did not have a negative 

relationship with disorder. However when a variable of wellbeing was defined 

in terms of very low SDQ symptoms, 30% of the youth had such wellbeing 

and associations were found with pro-social behaviour. Whilst there was no 

evidence of moderation to show resilience using logistic regression models, 

there was evidence that pro-social behaviour in the context of poor early 

parenting contributed significantly to wellbeing.  

 

4.9f Conclusion 

The findings showed expected associations of risk to disorder following both 

Ecological and Attachment approaches. On the Ecological front, material 

deprivation was correlated with low self-esteem and insecure attachment style 

as well as Any disorder, Emotional disorder and negatively to Hyperactive 

disorder. However it was unrelated to childhood poor parenting or to PTSD. 

There was a high level of trauma and bombing events in the study group, 

related to raised levels of sub-clinical PTSD and reflected issues associated 

with the political conflict. Expected associations were found between poor 

parental care and both SDQ and PTSD disorder, as well as peer problem, 

consistent with attachment theory hypotheses. Poor parenting mediated the 

relationship between peer problems and Any SDQ disorder, again as 

expected form this approach. However, insecure attachment style was 

inconsistently related to disorder, although relationships emerged with 

Conduct disorder and to Re-experiencing PTSD criterion (B). Support and 

pro-social behavior related to wellbeing as well as to Secure attachment style 

which also reflects Attachment approaches to healthy development.  
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There are a few things to note in the analysis which will be discussed further 

in the concluding chapter. One is the occasional higher number of 

associations using correlations than dichotomized variables in the analysis, 

which raises an issue of thresholds and the type of data provided in self-report 

Likert scales. This should be considered in relation to the fact that sub-clinical 

levels of disorder reflecting a public health rather than clinical concern, which 

may also influence the thresholds for risk-disorder relationships. The other 

issue is the lack of significant association of psychological risk factors and 

Emotional disorder in this analysis. While this is surprising given the expected 

association of low self-esteem and insecure attachment style in other studies 

it may reflect the low rate of emotional disorder in this sample. Similarly, the 

lack of relationship of self-esteem to risk and SDQ disorder may reflect low 

rates of Emotional disorder, although the expected relationship with PTSD did 

emerge. These issues will be discussed in the concluding chapter. 

 

Chapter 5 will examine the follow-up quantitative data to look for change over 

time in risk and disorder in relation to the cycling intervention. 
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Chapter 5: Findings from Questionnaire Analysis in 
Phase  2 

5.1 Introduction 

This chapter presents the findings of the impact of the cycling intervention by 

analyzing changes in questionnaire response between Phase 1 and Phase 2,  

a 9-month follow-up. It serves to answer the third research question:  

 

RQ3: Does a cycling intervention reduce risk factors (such as low self-

esteem) and increase resilience factors (such as support) and reduce 

symptom levels?  

 

It was hypothesised that involvement in sports activities, especially those that 

are structured and coach facilitated, would reduce risks around low self-

esteem and peer relating; provide increased positive experiences of pro-social 

behaviour and support and reduce psychological symptoms. This will be 

examined by type of factor in each group and then between groups. 

 

As discussed in chapter 3, the follow up numbers for the questionnaire 

suffered from a high attrition rate which in turn reduced statistical power due 

to small numbers.  There were 34 in the cycling group at follow-up and 28 in 

the comparison group. However, there were also some missing values leading 

to smaller numbers for some analyses. As discussed earlier there is an 

increased likelihood of Type 2 statistical errors occurring where differences in 

rates are not reflected in statistically significant results i.e. not rejecting the 

null hypothesis when it is false. Therefore statistical significance levels to 

p<.10 are reported. The low numbers mean the follow-up questionnaire 

findings should be taken as exploratory and interpreted with caution.  

 

Statistical analysis comparing variables and symptoms at Phase 1 and Phase 

2 involved using Pearson’s correlations for full item scores, and chi-square on 

dichotomized variables.  

5.2 Demographics at follow-up 

Of the 62 young people followed up, similarly high rates of boys (71%) were 
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included. This reflected nearly all of the cyclists (94%) but just under half of 

the comparison group (43%, p<.0001). In terms of ethnicity the group at 

follow-up included 45% Jewish and 55% Arab youth, but with more Arabs in 

the cycling group (62% vs 46%, NS). In terms of religion, in addition to the 

45% Jewish, 31% were Druze and 18% Christian. In terms of the groups all 

the Druze were in the cycling group (56%) and all the Christians in the 

comparison group at follow up (38%)(p<.0001). As at first contact, deprivation 

rates were higher in the cycling group with 71% versus 32% of comparison 

youth. The mismatch of gender in particular at follow-up needs to be 

considered in relation to the findings and limitations of the study. 

 

5.2a Cycling questionnaire response 

The young people in the cycling group at follow-up completed additional 

questionnaire items on their attendance at the cycling sessions. By the 9 

month follow-up, 75% responded that they had been in cycling for a year with 

17% having been in for less than a year and 8% more than a year. The 

number of sessions attended ranged from 20 to 80, with 43% having 80 

sessions and 37% having over 40 sessions with 19% having fewer. This 

showed that nearly all had substantial experience of the cycling over a 

sustained period. 

5.3 Changes in risk factors 

5.3a The cycling group changes in risk factors 

Peer problems and self-esteem were retested at follow-up in the cycling 

group. First, given high attrition rates, a  check was made that the subgroup 

followed up were similar to the full group at Phase1 in terms of frequency of 

risk (see Table 5.1). Rates of these two risk factors in the subgroup followed-

up were similar to the rate for the full group at Phase 1, although slightly 

elevated for peer problems (Table 5.1 column 1 and 2). It can be seen that 

there was a significant reduction in the rate of low self-esteem from 18% at 

Phase 1 to 9% at follow-up (p<.05).   
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For peer problems, there was a smaller level of change between the two time 

points using dichotomized variables (26% vs 20%, NS), with the latter 

proportion reflecting the rate for the full group at Phase 1.There was a small 

reduction in peer problems (26% to 20%) but this did not reach statistical 

significant levels. 

Table 5.1 

Changes in risk factors Phase 1 and Phase 2 – cycling group 
 Phase 1 total 

group 
N= 60 

Phase 1    
(those with f-u)  
N=34 

Phase 2     
 
N=34 

χ
2   

 (1) 
 

P 

Low self-esteem 
<15 
 

18% (19) 18% (6) 
 
 

9% (3) 
 
 

4.37, 
 
 

.05 

Peer problems 
 
 

19% (21) 26% (9) 
 
 

20% (7) 
 
 

2.73 
 
 

NS 

 

Thus there was evidence of positive change in the cycling group in the 

diminution of risk factors in relation to self-esteem only. It was then necessary 

to see if the comparison group had changed since Phase 1, before comparing 

the two groups. 

 

5.3b  Comparison group changes in risk factors 

When low self-esteem at Phase 1 in the subgroup followed up was examined, 

it was found to be at a lower rate (4% or 1/28 vs 13% 6/48) than for the total 

group suggesting that those followed up were somewhat lower risk. However 

rates of peer problems were similar at 19% (9/48 for total) and 21% (6/28) for 

the subgroup at Phase 1.   When changes in risk factors were examined for 

the comparison group, there was no change in self-esteem with rates of (4% 

or 1/28) at both Phase 1 and Phase 2 (NS). When peer problems were 

examined, these had reduced at Phase 2 from 21% (6/28) to 7% (2/28) but 

the difference was not statistically significant (χ
2 =1,1, NS ).  

5.3c The cycling versus comparison group 

When risk factors were compared between the groups at Phase 2, there were 

no significant differences between the groups (see table 5.2) Rates of peer 

problems were in fact higher in the cycling group (20% vs 7%) contrary to 

expectation, although not a statistically significant difference. Thus, despite 



133 
 

reductions of low self-esteem in the cycling group, it was not reflected in the 

cross-group comparison.  

Table 5.2 

Comparing risks- cycling and comparison groups – Phase 2 
 Cycling  

n= 34 

Comparison  

n= 28  

χ
2 
   (1) 

 

P 

Low self-esteem 

 

8% (3) 
 

4%  (1) 

 

1.12  

 

NS 

Peer problems 

 

20% (7) 
 

7% (2) 

 

2.28 

 

NS 

 

  
 

5.4 Change in positive factors 

5.4a Changes in positive factors in the Cycling group 

Table 5.3 examines changes in positive factors in the cycling group. The 

subgroup followed up had lower rates of positive factors at Phase 1 than was 

typical of the group as a whole suggesting differences in those who were not 

available for follow-up (see table 5.3, column 2 & 3). Many of the indicators of 

support showed an increase at Phase 2. However, the only one to reach 

statistical significance was ‘having a role model’ (p<.02.) But it should be 

noted that the rate at follow-up was the same as that for the larger cycling 

group at Phase 1 so the finding needs to be interpreted cautiously. The role 

models included coaches but also mothers, fathers, rabbis, teachers and 

family.  

 

There was also a modest increase in any level of support (p<.10). The type of 

support included cycling coaches, but also included parents, extended family, 

friends, religious leaders and teachers. Pro Social skills from the SDQ 

questionnaire examined positive and caring interactions with others. This did 

not change at follow-up.  
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Table 5. 3 

Changes in positive factors- Cycling group 
 
 

Phase 1 total 
n=60 

Phase 1  
(those with f-u) 

Phase 2  χ
2 
 (1) P 

Go to adults for help 68% (27) 44% (12/27) 63% (17/27) 0.13 NS 

Have adult role 
models 

61% (23) 48% (14/27) 62% (18/27) 6.43 .02 

Go to peer for help 66% (25) 48% (14/27) 62% (18/27) 3.17 NS 

Support from any 
source  
 

58%  (35) 52% (14/27) 88% (24/27) 3.66 .09 

Support 2+ sources 52% (31) 44% (12/27) 37% (10/27) 1.59  NS 

High Pro-social 
Skills  
 

45% (27) 53% (18/34) 
 

53% (18/34) 0 .13 NS 

Note – 7 missing values on the support and role model sections 
 
 
 

5.4b Changes in positive factors in the comparison group 

Changes in positive factors in the comparison group were also examined and 

whilst there was a trend to increase in support in the follow-up, no significant 

differences were found (see table 5.4). In fact all the young people had 

support in Phase 2, which is rather closer to the total group at Phase 1 (92%). 

Having 2 or more support figures rose from 50% to 67% (NS) (see table 5.4). 

There was a high increase in being able to go to adults for help (43% to 75%) 

but this latter was closer to the total group rate at Phase 1 of 63%. Prosocial 

behaviour dropped slightly from 57% to 46% in the comparison group (NS). 

 

 

Table 5.4 

Changes in positive factors – comparison group 

(n=28 seen at both Phases)  
 
 

Phase 1 Total 
Comparison 
N=48 

Phase 1   
(those with f-u) 
 N=28 

Phase 2   
 
N=28 

χ
2 
  (1) 

 P 

Go to adults for help 63% (30) 43% (12) 75% (21) 0.76  NS 

Have adult role models 21% (10) 21% (6) 100% (21)  2.54  NS 

Go to peer for help 35% (17) 43% (12) 93% (26) 0  NS 

Support from any source 
 

92% (44) 89% (25) 100% (28) 0  NS 

Support 2+ 36% (19)  50% (14) 67% (19) 1.47 NS 

High Pro-social Skills (top 
percentile)   
 

56% (27)  57% (16) 46% (13) 1.42 NS 
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5.4c Positive factors in Cycling and Comparison group at Phase 2 

When positive factors were examined across the two groups at Phase 2 (see 

Table 5.5), there were no higher rates in the cycling group than the 

comparison. In fact, support was higher in the comparison group, as was the 

presence of a role model. This is due to the unexplained increase in positive 

factors in the comparison group. Therefore, despite increase of positive 

factors in the cycling group (role model and support) this was not confirmed in 

cross-group analysis.  

Table 5.5 

Comparing positive factors between cycling and comparison groups at 
Phase 2 

 Cycling group 
%*  

Comparison group 
%  n=28 

χ
2
 (1)

 P 

Support 89% (24/27) 
 

100% (28) 
 

3.29  
 

NS 

Support 2+ sources 35%  (10/27) 66% (19) 5.22  .03 

Adult role models 62% (18/29) 75% (21) 1.1  NS 

 Pro-social 
 

58% (18/34) 
 

42% (13) 
 

0.2 
 

NS 

 

• Totals vary due to some missing sections 
 
 
 

5.4d Wellbeing at follow-up 

Changes in SDQ wellbeing were examined in the cycling group between 

Phase 1 and Phase 2 follow-up. There was an increase in wellbeing (29% 

(10/34) versus 38% (13/34 ) (χ2 9.1, 1, p< .004). Rates in the total group at 

Phase 1 were 33% (20/60), so follow-up rates do show a modest increase if 

compared with the total group. 

 

In the comparison group there was however also an increase in wellbeing but 

this did not reach statistical significance. The rates were 14% (4/28) at Phase 

1 versus 25% (7/28) at follow-up (χ2 1.5, 1, NS). Rates in the total group at 

Phase 1 were 25% (12/48) identical to that in the subgroup at Phase 1. When 

the two groups were compared at follow-up, the rates of well-being were 38% 

in cycling and 25% in the comparison group (χ2 1.2, 1, NS) (see figure 5.6). 

Again, despite significant increases in wellbeing in the cycling group, this did 

not show in cross- group analysis.  

 



136 
 

5. 5 Changes in Disorder 

5.5a The cycling group change in disorder 

The rates of SDQ disorders were examined at both Phase 1 and Phase 2 in 

the cycling group (see table 5.6) using chi square tests to look for significant 

differences. Rates of disorder in the subgroup followed up were found to be 

similar to those in the full cycling group at Phase 1 (see column 1 and 2). At 

Phase 2 there was a small reduction in all disorders (table 5.6 column 3 & 4) 

with only conduct disorder reaching statistical significance.  

 

Table 5.6 

Change in disorder at follow-up – cycling group only 
SDQ Disorder   
Case/borderline n=34  

Phase 1 total 
group 
 

Phase 1 (those 
with f-u) 
 

Phase 2 
 

χ
2 
     (1) 

 
P 

Hyperactivity 

 

7% (4) 9% (3) 

 

3% (1) 

 

.09 

 

NS 

Conduct 

 

32% (19) 29 % (10) 

 

23% (8) 

 

5.9 

 

.03 

Emotional 

 

15% (9) 

 

14 % (5) 

 

9% (3) 

 

.97  

 

NS 

SDQ any disorder 

borderline** 

35% (21) 32% (11) 32% (11) 12.1 .001 NS 

SDQ Any Case disorder 

** 

28% (17)  26% (9) 26% (9) 0 NS 

** dichotomized variable so no T test scores 

  

The finding that requires explanation is the apparent significant relationship of 

T1 and T2 SDQ borderline disorder in Table 5.6,  despite the same level of 

32% (11) at both time points. This is due to the high rate of individuals with 

disorder at both times (24% or 8/34) which shows as an association of the 

measure. There were however, equal rates that had disorder only at Phase 1 

or Phase 2 (9% or 3/34). This suggests that 24% had chronic disorder which 

lasted the full 9 months of the study, with 9% who recovered and 9% new 

onsets. This was not observed to any great degree in other individual 

disorders. 
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5.5b The Comparison Group change in disorder 

Table 5.7 shows rates of SDQ disorder over time in the comparison group. 

The Phase 1 total group and subgroup followed up had similar rates (See 

Column 2 and 3). Unlike the cycling group, there was no sign of reduction in 

symptoms, in fact Hyperactive disorder levels increased (See Column 4 and 

figure 5.8). For SDQ borderline only 11% (3/28) individuals had disorder at 

both time points, with 18% (5/28) having disorder at Phase 1 and a similar 

rate of 21% (6/28) having disorder at Phase 2. Thus, while disorder rates 

where similar at both time points, this reflected episodes of likely short 

duration. 
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Table 5.7 

Disorders Phase 1 and Phase 2 – comparison group 

n=28 followed up at both Phases  
 Phase 1 total 

comparison group 
Phase 1 
 

Phase 2 χ
2 
    (1) 

 
P 

Hyperactivity 
 

7% (4) 8 % (2) 
 

15% (4) 
 

 2.28 
 

NS 

Conduct 
 

29% (14) 25 % (7) 
 

25% (7) 
 

 .06 
 

NS 

Emotional 
 

13% (6) 11 % (3) 
 

14% (4) 
 

 .98  
 

NS 

SDQ any disorder 
borderline   

31% (15) 
 

31% (9) 29% (8) .14 
 

NS 

SDQ any case level   16% (8) 21%(6) 
 

25% (7) 
 

3.17 
 

NS 

 

 

Figure 5.1 

Change in disorder: Comparison group 

 

 

5.5c  Comparing disorder in cycling and comparison groups at follow-up 

Finally the cycling group and comparison group were examined at Phase 2 

follow-up to look for any significant differences in disorder as hypothesized. 

When the cycling and comparison groups were compared for disorder at 

Phase 2, (Table 5.8) only Hyperactive disorder was substantially lower in the 

cycling group (3% in the cycling group vs 14% in the comparison group), but 
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this did not reach statistical significance. There was also a lower rate of 

Emotional disorder (9% cycling and 14% comparison, but again non-

significant. There was no difference in Conduct disorder rates. There were 

also no differences in overall SDQ disorder or  at case level.  

However, the proportion that had disorder at both time points was double the 

rate in the cycling group (24% versus 11%). It is possible that on a larger 

group this would reach statistically significant levels. 

Table 5.8 

Comparing Disorder between cycling and comparison at Phase 2 
 Cycling (n=34) Comparison (n=28) χ

2 
   (1) 

 
P 

Hyperactivity 
 

3%       (1) 
 

14%       (4) 
 

2.63  
 

NS 

Conduct 
 

24%    (8) 
 

25%       (7) 
 

.02  
 

NS 

Emotional 
 

9%    (3) 
 

14%       (4) 
 

.45  
 

NS 

SDQ any disorder 
borderline 

32% ( 11 ) 32% (9) 0 
 

NS 

SDQ any case level  26% (9) 
 

 25% (7) 
 

1.36 
 

NS 

 
 
Thus it can be seen that disorder differences were not found at statistically 

significant levels as expected when comparing cycling and comparison groups 

at follow-up. However, some reduction in disorder was found in the cycling 

group alone and rates of Hyperactivity were substantially lower among the 

cyclists at follow-up.  

 

Overall, it can be seen that change was observed in the follow-up period, with 

some significant findings in the expected direction of both reduction of risk and 

disorder in the cycling group alone, but with few of these remaining when 

cycling and comparison group examined at Phase 2. However, such findings 

need to be considered in the light of low numbers and by changes happening 

naturally in the comparison group. 

 

The next section will examine life events and trauma experience and PTSD at 

follow up to see if increases in stressor may explain some of the findings.  
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5.6 Life events, trauma and PTSD at follow-up 

5.6a Life events at follow-up 

The young people were asked if they had experienced any upsetting life 

events between the two test Phases. It was important to see if the presence of 

such events might mask any positive effects of the intervention and therefore 

keep risk and disorder high. Examples of such events were moving home, 

serious illness in self or family, parents arguing, parents losing their job, 

breaking up with boyfriend/girlfriend, bad school grades and involvement with 

the law.  Most children had experienced a life event in the follow-up period – 

as many as 71% of the cycling and 89% of the comparison group (NS). When 

a score of number of events (2 or more) were taken, there was still no 

difference between the two groups (52% in cycling group and 48% in the 

comparison group, NS).The most frequent events noted by the young people 

were ‘breaking up with girl/boyfriend’ (26%) and ‘receiving bad grades’ (30%), 

‘parents not having money’ (24%), ‘being suspended from school’ (19%), 

‘family illness’ (17%), ‘family accident’ (12%) and ‘not being allowed  to join a 

team’ (15%).   

 

Table 5.9 

Rates of negative life event in cycling and comparison at Phase 2 
 Cycling  

N= 31 

Comparison  

N= 28 

χ
2 
   (1) 

 

P 

Negative Life events 

1+  

71% (22) 

 

89% (25) 

 

3.58 

 

NS 

3+ Negative Life 

events 

36% (11) 43% (12) .37 

 

NS 

Any 1 trauma event 35% (20) 26% (15) 1.32 

 

NS 
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Given the context in which the study was undertaken, it was important to also 

know how many had experienced a traumatic event and what types of 

traumatic events they were exposed to which might  mitigate against any 

positive benefit from the cycling experience. The cycling group experienced 

somewhat more traumatic events than the comparison group in the follow-up 

period (35% vs 26%) but not at a statistically significant level.  Of these 

events,  reports of ‘seeing someone beaten up, shot or killed’ were reported 

by twice as many of the cycling group (27% vs 14% of the comparison group 

(χ
2 1.3,1, NS). Being in a bad accident occurred for 19% of the cycling group 

compared to 11% of the comparison group (χ
2 .75,1, NS). However one event 

- ‘hearing about the violent death of a loved one’ was reported slightly more 

often by comparison young people (54% vs 47% of the cycling group (χ
2  0.26 , 

I, NS).  Thus both groups continued to experience both life events and trauma 

events in the follow-up period. 

 

Thus the high rate of continued stressors occurring in the follow-up period 

needs to be considered as a possible suppressing factor for positive benefits 

of the intervention and increases in risk or disorder in the comparison group.  

5.6b PTSD changes at follow-up –cycling group 

The analysis was then repeated for changes in PTSD at follow-up, first in the 

cycling group. Since there was no full PTSD in the subgroup followed up at 

either time point therefore only partial PTSD and the symptom Criteria will be 

examined. The rates are shown in table 5.10.  It can be seen that rates in the 

subgroup at Phase 1 who were followed up, were essentially the same as the 

full cycling group at Phase 1. There were reduced symptom rates of partial 

PTSD at follow-up (20% to 7%) but not at significant levels, and of Re-

experiencing (B criterion - 39% vs 13%, NS)  and Avoidance (C criterion - 

13% vs 3%, NS). Only Hyper-vigilance (D criterion) approached a statistically 

significant level (p<.09).   
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Table 5.10 

PTSD changes in Cycling group 

(There were no individuals with full PTSD in the follow-up sample) 
n= 31 
 Phase 1 

total 
cycling 

Phase 1 
(those with f-
u) 
 

Phase 2 
 

χ
2 
     (1) 

 
P 

A Criteria  
 

58% (35) 67% (21) 

 

58% (18) 

 

2.83  

 

NS 

 B Criteria (Re-
experiencing) 

43% (44) 39% (12) 

 

13% (4) 

 

.57  

 

NS 

C Criteria 
(Avoidance) 
 

15% (17) 13% (4) 

 

3% (1) 

 

.19  NS 

D Criteria  
(Hyper-vigilance) 
 

35% (36) 20% (6) 

 

3% (1) 

 

3.53   

 

p<.09 

Partial PTSD 

 

31% (33) 20% (6) 7% (2) .98  

 

NS 

 

 

5.6c  PTSD changes in the Comparison Group 

PTSD symptoms were then examined in the comparison group between 

Phase 1 and Phase 2. The subgroup followed up had similar rates to the total 

comparison sample at Phase 1 (see table 5.11, column 2 & 3). There was 

also a reduction in most PTSD symptoms at the Phase 2 follow up. This 

reached significant levels for Re-experiencing (B Criterion) and Hyper-

vigilance (D Criterion) and partial PTSD (See Table 5.11). 
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Table 5.11 

Changes in PTSD in Comparison Group (N= 28) 

 Phase 1 Total 
comparison 

Phase 1 
those with f-u 

Phase 2 χ
2 
   (1) P 

A criteria 50% (24) 60% (17) 
 

46% (13) 
 

.015  NS 

  B Criteria  
(Re-
experiencing) 
 

46% (20) 43% (12) 
 

36% (10) 4.63  .05 

  C Criteria 
(Avoidance) 
 

17% (8) 18% (5) 
 

11% (3) 
 

0.51  NS 

  D Criteria 
(Hyper-
vigilance) 
 

38% (18) 32% (9) 
 
 

14% (4) 
 
 

 7.17  .02 

Partial PTSD 
 

38% (18) 32% (9) 14%(4) 3.91  .08 
 

 

5.6d PTSD in Cycling and comparison groups at Phase 2 

When PTSD and its criteria were compared in the cycling and comparison 

group at follow-up, lower rates were found for the cycling group  in all 

categories apart from the event A criteria (See Table 5.12) Only Re-

experiencing (B criterion) reached a significantly lower rate in the cycling 

group than in the comparison group (10% vs 32%, p<.05). The lower rate of 

partial PTSD in the cycling group (6% vs 14%)  did not reach statistical 

significance. Therefore despite higher events and A criterion, the cycling does 

seem to have marginal positive effect on PTSD criteria although only Re-

experiencing the trauma is clearly at significant levels. 

Table 5.12 

Comparing PTSD between cycling and comparison groups at Phase 2 
 Cycling Group 

% (n=31) 
Comparison Group  
% (n=28) 

χ
2 
   (1) P 

Criteria A  
 

58% (18) 
         

46% (13) 
         
 

0.17  NS 

Criteria  B (Re-
experiencing) 
 

13% (4) 32%  (10) 
 

4.63  .05 

Criteria  C (Avoidance) 3% (1) 
 
  

 11% (3) 
 

1.35  NS 

Criteria D(Hyper-
vigilance) 
 

3% (1) 
 

14% (4) 
 
 

1.31  NS 

Partial PTSD 
 

6%    (2) 
 

14%  (4) 
 

0.94 NS 



144 
 

 

5.7 Summary and conclusion 

The third research question concerning positive effects of the cycling 

intervention cannot be answered with confidence given the high attrition rates 

and resulting low numbers, but is indicative of positive effects of the cycling 

intervention. The cycling group had significant reductions in low self-esteem, 

increases in the presence of a role model and of support and significant 

reductions in Conduct disorder.  They also had a significant reduction of 

partial PTSD and both Re-experiencing and Hyper-vigilance criteria. 

Differences between groups were affected by some positive changes in the 

comparison group, but  Re-experiencing trauma was significantly lower in the 

cycling group than the comparison. Other changes in risk and disorder did not 

show as significant, in part because the comparison group had decreased 

rates of peer problems, increased positive experience, and spontaneous 

reductions in PTSD symptoms at follow-up.  

 

5.7a Summary of changes in risk factors 

• There were reductions in low self-esteem in the cycling group which 

was significant, suggesting positive psychological impact of the cycling 

intervention. There was however no reduction in peer problems. 

• There were no significant differences in risk factors in the comparison 

group although peer problems reduced at Phase 2. 

• There were no significant differences between cycling and comparison 

group on rates of risk factors at Phase 2.  

• Despite some evidence of positive psychological change in the cycling 

group, this was not reflected in the between group comparisons. Peer 

problems were unaffected by the cycling intervention.  

• There was an increase in positive factors (support and the reporting of 

positive role models) in the cycling group significant at 5%-10% 

significance levels. There was no change in pro-social behaviour rates. 

• The comparison group also reported higher rates of support and role 

models at follow-up, although not at statistically significant levels. 
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• The only differences in positive factors between the groups were 

unexpected, and reflected higher rates in comparison group of support 

and the presence of role models. Thus, while there was some 

suggestion of increased support in cycling as hypothesized, this effect 

was nullified in group comparison by an unexplained higher rate in the 

comparison group. 

5.7b Summary of SDQ disorder at follow-up 

• There were modest reductions in all disorders in the cycling group at 

follow-up with significant reductions for Conduct disorder 

• There were no significant differences in disorder over time in the 

comparison group although increases in hyperactivity and SDQ any 

case levels.  

• There were no statistically significant differences in disorder between 

the two groups at follow-up, although lower rates in the cycling group 

for Hyper-active disorder.  

• Therefore Conduct disorder showed most improvement among the 

cyclists but this did not hold in group comparison. Some lower rate of 

Hyperactivity was found in cyclists in group comparisons. 

 

5.7c Summary of changes in PTSD at follow-up 

• There was reduction in PTSD symptoms in the cycling group at the two 

Phase points, but only Hyper-vigilance (D criterion) reached statistical 

significance at the 9% level. 

• There was more reduction in rates of PTSD in the comparison group 

with significant differences in Re-experiencing (B criterion) and Hyper-

vigilance (D criterion). 

• There were lower rates of PTSD in the cycling than the comparison 

group at follow-up. This reached statistical significance only for  

Re-experiencing (B criterion) at the 5% level. 

• Reductions in PTSD occurred in spite of high level of life events and 

trauma events. The presence of such events may have mitigated 

against greater reductions in the cycling group of PTSD symptoms and 

disorder. 
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5.8 Conclusion 

The chapter examined the prospective part of the study looking at change 

over time of young people undertaking a cycling intervention versus 

comparison young people. The results were indicative of positive effects of 

cycling on low self-esteem, Conduct disorder, and PTSD criteria of  Hyper-

vigilance and Re-experiencing. However, small numbers restrict the 

interpretations that can be made. Other complications include some positive 

changes in the comparison group, despite having no formal intervention, and 

the high rates of life events and trauma that persisted in the follow up period.  

 

However, these preliminary results are encouraging in suggesting positive 

impacts of cycling intervention on young people with regard to both conduct 

problems and trauma responses and in relation to support and low self-

esteem. The responses of both young people and coaches in focus groups 

and interviews will be examined in the next chapter. 
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Chapter 6 – Qualitative results of cycling experience 

6.1 Introduction  

This chapter presents the thematic analysis of the focus groups and 

interviews to describe the young people and coaches’ experience of the 

cycling intervention. The aims of the focus groups and interviews were to 

provide depth to the quantitative part of the analysis, and to examine new 

factors which might emerge.  

 

The analysis of the qualitative measures is described in chapter 3 as 

progressing according to themes based on the questions asked at focus 

group or interview. These questions had been designed to ask about the 

experience of the intervention and any positive benefits as well as how well 

implemented. However, flexibility in the approach, whereby the themes are 

developed in discussion allows for new topics to arise. A thematic analysis is 

a method for “identifying, analysing and reporting patterns (themes) within 

data” (pg 79) (Braun & Clarke, 2012). This method is widely used, is flexible 

and is not tied to any one conceptual framework (for instance critical realism 

or existentialism). It is therefore, up to the researcher to determine the 

purpose and decide the themes based on the data produced  (Braun & 

Clarke, 2012).   

 

The focus groups were audio-recorded and the content transcribed and 

translated ready for analysis. Quotes generated were all coded in relation to 

the themes developed and questions asked. The ones selected for presenting 

in the chapter reflected either typical views and this was noted, or described 

the range of views expressed.  A suggested process of doing thematic 

analysis as described by Braun and Clarke (2008) involves “1) Familiarizing 

yourself with the data through transcribing, reading, re-reading 2) Generating 

initial codes from the entire data set 3) Searching for themes within the codes 

4) Reviewing the themes to see if they align with the codes 5) Defining and 

naming the themes and forming the story 6) Relate story back to literature, 

original research question and use particularly vivid, compelling extracts to 

illustrate themes.” (page 87)(Braun & Clarke, 2012).  
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This procedure was followed in relation to the  interviews with coaches and 

the focus group. Questions to the coaches revolved around what they thought 

was the purpose of the cycling programs; questions for the focus groups were 

on how the cyclists felt about the cycling, how they dealt with stress and what 

they were afraid of. An example of themes from the question on how they felt 

about the cycling included:  “skill building”, “Enjoyment/fun” and “stress 

releasing”. The themes were then written into a coherent narrative and results 

were compared with research literature.  

 

In addition to the qualitative analysis, there were a few questionnaire items at 

follow-up on the cycling experience (answered only by the cyclists). The 

young people in cycling responded that 75% liked the cycling ‘very much’, the 

remainder liking it ‘a lot’. When asked to identify what they liked, 50% 

responded ‘Everything’ with other responses being ‘new friends’ (21%), 

‘competing in races’ (8%) coach made me feel good (4%) opportunity to ride 

(4%) and feeling good (4%). There was, however, some dissatisfaction raised 

by 12 children: for example 2 young people did not ‘like the other children’, 5 

found the cycling difficult and 5 had ‘other reasons’ for dissatisfaction not 

specified.  

6.2 The Focus Groups 

The focus groups are described in chapter 3, but to summarise, these were  

run with 4 groups from the cycling clubs in different parts of the country with 

one group not having undertaken the cycling yet. Each group included 7 to10 

children (average of 8) and 2 adults and lasted up to 45 minutes and were 

audio-recorded. The youth ranged in age from 12 to 16 and were all boys from 

both Jewish and Arab communities. All were conducted in the community 

setting where the children cycled. 

 

The groups were facilitated by the local researcher who spoke Hebrew and 

Arabic to ensure that the children understood the questions and were 

comfortable with expressing themselves without being hindered by language 

difficulties.  The coach or support person for that group was also present to 
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assist with clarifying ideas and supervising the groups. The facilitator had 

extensive experience working with young people and ensured the discussion 

was maintained. Food was served to the children. 

6.2a Questions explored 

Questions for the focus groups were determined in advance based on 

elements of the quantitative analysis. They revolved around coping with 

stress, accessing support, leisure activities as a way of relaxing and 

experience of the cycling programme. 

 

The purpose of the focus group was to gain an understanding of: 

• The young people’s attitudes to danger, and how they dealt with stress 

• Who they go to for support 

• What the young people do for fun/what makes them feel good 

• What the cycling program did for them. 

 

It was important to consider group dynamics as a key element that set focus 

group data apart from other qualitative styles of measurement. The style of 

interaction, i.e. whether  finding a consensus on an issue, disputing it or 

saying nothing, can provide some insight into the topic under discussion 

(Kitzinger, 1995). In some of the cycling focus groups that there were periods 

of silence in the beginning of the discussions where no one seemed to want to 

be the first to speak. The researcher had to work hard to get answers from the 

youth by asking questions in different ways where they seemed reluctant to 

give information. However, in all the groups, once the young people began to 

talk, the discussion flowed. 

The findings below are grouped according to the key questions and themes 

determined. 

6.2b  Watching out for danger/ coping with stress 

In the quantitative analysis, many young people responded “Most of the time” 

to the questionnaire item “I watch out for danger or things I’m afraid of” as part 

of the criteria for Hyper-vigilance. This topic was developed further in the 

focus groups as it was thought to deepen understanding of such Hyper-

vigilance and response to danger.  
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The young people talked about the types of things they were afraid of. Many 

of them mentioned avoiding places where they knew there were people who 

could hurt them, for instance, the shuk (open market), places where bullies 

hang out in the school ground, bad neighbourhoods, places where drugs and 

alcohol are used:  

  

“Sometimes when I am on my way back home, somebody will come up 

to me and say that ‘I am your father’s friend, come and I will give you a 

ride’.  Then we need to think and know what to answer.  Have we ever 

seen him before?” (Joulis participant) 

 

“… around the stadium there is a school and many students stay there.  

They are picking on the people that go by” (Dalyat El Carmel partipant) 

 

“Not to go into neighbourhoods where there are criminals, not even to 

get close to places like that, or places that you are not familiar with, like 

for instance the shuk (open market)…..and all kinds of criminals, it is 

prohibited to go into those places” (Beit Shemesh participant) 

 

“Drugs. Yes, for instance adult clubs were they have alcohol and drugs.  

Or any gathering where they might have alcohol or drugs” (Ma’aleh 

Yoseph participant) 

 

Others recalled past events when they were very afraid. For example one 

described how worried he and his family were when an uncle was thought to 

have been injured in a plane crash:  

“Once my uncle was in Barcelona and he was about to come back to 

Israel.  We didn’t know which flight he took and during that same day 

an airplane crashed in Barcelona.  We were very shocked and worried” 

(Dalyat El Carmel participant) 

 

 For the most part, it seems that the dangers that the young people look out 

for were more local, immediate and familial, and not related to the on-going 
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political conflict. The young people did not mention events related to the on-

going conflict between Arabs and Jews and/or Hamas/Israel. However, one 

young person did mention the bombing in July 2006 as frightening:  

“In the war a couple of years ago, the sirens used to blast and we only 

had one minute to run down the stairs to get to the shelter” (Dalyet El 

Carmel participant) 

6.2c Dealing  with stress 

This question was linked with the first question and aimed to find out how they 

dealt with being on guard and with the high number of stressful events they 

said they experienced. The young people talked about various ways in which 

they dealt with stress.  

Some avoided thinking about it :  

“I don’t think about it, I walk and don’t think about it.” (Beit Shemesh 

participant) 

Some distracted themselves by doing other things to take their minds off of 

bad thoughts:  

“For example, sometimes, if I am irritated by something at school, I 

come to the cycling group and take out my aggravations, instead of 

yelling at people or cursing them or getting angry at others, I come to 

the cycling group and take out all my aggravations.”  (Beit Shemesh 

participant)     

 

 A few said listening to music helped to calm them:  

“If I have to go by a neighbourhood I am afraid of, I play music and I 

think about the song and on other things and not on that particular 

place.” (Beit Shemesh participant) 

 

A few were more specific about their psychological avoidance,  avoiding the 

thing or person or thoughts that cause the stress or bad feelings:  

“I disconnect myself and isolate myself from the surrounding area that 

is causing tension. By doing this, and making some distance, I calm 

down” (Ma’aleh Yoseph  participant).  
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6.2d  Sources of  support  

The majority of the young people said they go to their parents for support and 

guidance. Siblings were the next most frequent support followed by friends. In 

the questionnaire, 70% said they are closest to their parents and siblings. The 

family was the first line of support for these young people, which illustrates 

how important the family sphere is for stability, reassurance, approval, 

guidance and love.  

However, one participant perceived the limits of parental support:  

“In my opinion, your parents could help you but less so than your 

friends because parents have their own problems and many more than 

we have” (Bet Shemesh participant) 

Some dismissed outside support and dealt with problems themselves:   

“I will give it some personal thought. I will turn to my family. I will try to 

take care of it myself, lets say, in the best way possible, without  

beating someone, or other actions” (Beit Shemesh participant) 

 

A few young people mentioned the importance of having parental support to 

participate in the cycling (The YP do not have to pay to use the One 2 One 

bikes. This young person bought his own bike and brought it to the club.) : 

“Initially, when I bought the bike my mother didn’t know and my father 

went with me to buy it. In the beginning when I came to the cycling 

group, my mother didn’t allow it and she began to be angry with me 

and said ‘why did I buy a bicycle for this price?’ and ‘why this?’ and 

that. Afterwards she saw me when I competed in a competition and 

saw how much I loved cycling and how good it was for me and she 

understood that it was not a mistake to allow me to cycle. She knows 

that I love it and she cannot come and like, take away the bike because 

I love it so much”. (Bet Shemesh participant) 

 

The YP were asked about what makes them feel good or what do they do to 

make themselves feel better.  The responses to this question ranged from: 

sports, playing on computer, spending time with friends, spending time in 

nature, going on outings (shopping, with family, new places) and generally 

keeping busy.  The idea of setting and achieving personal goals was also 
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mentioned as a way of feeling good:  “to succeed in exams and personal 

challenges that I set for myself spiritually” (Ma’aleh Yoseph comparison 

group). For this young person, attaining personal goals gave him the 

motivation to succeed and personal satisfaction when he had succeeded.  

 6.2e  The  benefits of cycling 

For the majority of the young people involved in the cycling, their responses 

indicated it was fun, as well as an opportunity to participate in one of their 

favourite pastimes (54% said sports was their hobby) and it was an 

opportunity to make friends. A proportion said it relieved boredom and 

stopped them from smoking, drinking and using drugs.  

“It helps me occupy my free time. Instead of sitting around and 

watching TV, I come to the group and it helps me. I also am developing 

my fitness capability more and that helps me.  It gives me satisfaction!” 

(Beit Shemesh participant) 

 

“… when I am bored at home I take a ride on my bike, go out for a spin 

and in my free time I go to the group activity.” (Joulis participant) 

 

“It gives us a great time, simply terrific! It is enough for us, Instead of 

doing what other kids do when they have nothing to do and from 

boredom they degenerate and start smoking and drinking alcohol and 

all kinds of other things. Instead we come here and have this 

activity.”(Beit Shemesh participant) 

 

“In my opinion, biking helps me not to drink. Let’s say if I wasn’t into 

cycling I would be drinking all kinds of things……if it think about it, if I 

drink and smoke I won’t have the physical ability for cycling If, for 

instance, I wasn’t into cycling I would be smoking and not thinking 

ahead. Cycling lets me think ahead, think a bit forward.” (Beit Shemesh 

participant) 

 

Many of the cyclists mentioned how cycling allowed them to become 

absorbed in activity “it’s kind of like a vacation. Enjoyment. It helps us to think 
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and clear our minds’ (Joulis participant).  Many revealed how they used 

cycling to take their mind off of their problems:  

 

“When people irritate me I come home and I am simply no longer 

irritated. I know my bike is waiting for me there and I go for a ride and 

calm down. I simply ride, take a spin on my bike” (Beit Shemesh 

participant) 

 

Many of the young people talked about how they learned to first ride a bike, 

and then learned new skills in cycling particularly how to go downhill, do tricks 

with the bikes, fix the bikes:  

“In the past, I learned how to ride a bike during the course.  I didn’t know 

that before.  I didn’t know how to ride” (Joulis participant)   

 

“Yes we learned about how to ride. We learned how to fix a broken bike 

and how to maintain it. We learned new things” (Joulis participant). 

 

A few of the young people mentioned the personal satisfaction they gained 

from participating in the program:  

“For example, my mother sometimes, like, knows there are a lot of kids 

in school who smoke and stuff and then she asks me if I have tried it 

and this time I tell her that if I am a cycling star and part of a sport team 

I can not allow myself to ruin myself, my lungs and my body” (Beit 

Shemesh participant) 

One young person hoped that he could use the cycling as a career: 

“It might be a living source of income for us.  I might win certain 

competitions.”`(Dalyat El Carmel participant) 

 

Sometimes, the cycling was too difficult making it less fun:  

“The practice and exercises were a little bit difficult.  I wasn’t the first 

one to finish. I am talking about the cycling exercises” (Joulis 

participant)   
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6.3  Discussion  of  focus group findings 

One purpose of the focus groups was to explore why so many young people 

were regularly “watching out for danger” or “things they were afraid of” as this 

was a recurrent response in the PTSD Reaction Index. It’s hypothesized that 

the ‘watching for danger’ may be an internalized message, part of Israeli 

social reality, and constructed from the on-going conflict.  The young people 

live in an on-going ethnic/political conflict that has lasted almost two 

generations. Moreover, Israeli children are regularly reminded to watch out for 

dangerous packages and people in public places as an anti-terrorist measure. 

The question in the Reaction Index about fear of reoccurrence may have 

provided an avenue for pre-occupation with conflict-related matters to 

percolate up to the surface.   

 

However, the political conflict was not perceived as the most pressing fear 

expressed by  the young people. Most of the young people were worried 

about bullying and more localised threat in their neighbourhood. This was 

despite a third having experienced a traumatic event, the predominant event 

was hearing about a violent death or serious injury of a loved one.  It may be 

that the young people in the focus groups either  1) don’t perceive   watching 

out for danger in a political light and take it as normal  life 2) may feel fear but 

don’t voice it as its common feeling 3) are simply not afraid of the conflict or 4) 

unwilling or uninterested in addressing these topics or feelings with the 

researcher. All seem plausible explanations.  

 

A quarter of the young people said that they feared bad things would happen 

again. Perhaps this sense of on-going danger perhaps helps society, 

particularly those in long term conflict, to deal with the continuous “ambiguity 

and unpredictability” (pg 243)(D Bar-Tal, Chernyak-Hai, Schori, & Gundar, 

2009) of conflict. It can also provide a shared, coherent, meaning to the 

situation, with the society finding a way of coping by filtering information (D 

Bar-Tal et al., 2009). However, it also reflects a pessimism about things 

improving. 
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It is further suggested that Israelis’ social reality, for both Arab and Jews, is 

based on what Bar Tel describes as “self-perceived collective victimhood” (D 

Bar-Tal et al., 2009) or “collective insecurity”(Hammack, 2010a) where 

everyone believes they are victims and will be further victimized. Those within 

the conflict are members of this collective even though on different sides, but 

maintain shared beliefs about themselves and the conflict.  

 

This collective insecurity is felt by both sides. Indeed, the persistent nature of 

the conflict, lasting for generations, has been argued to have created “highly 

polarized groups who view themselves as oppressed, victimized, or righteous 

and views the other as the cause of their troubled conditions” (page 

770)(Maoz, Ellis, & Lester, 2008). But there is a distinction between how each 

group sees themselves.  Bar Tel explains:  

“Palestinians portray Israel as an imperialist power, sometimes 

comparing Jewish soldiers with Nazis. Israeli Jews…insist they are 

victims of Arab aggression. These two groups are striving to achieve a 

moral social identity by favouring their own-group tragedies over those 

of another” (page 247) (D Bar-Tal et al., 2009).  

 

While a personal reflection by the researcher was that this distinction was 

evident in conversations with any Israeli adult over the conflict, it was not 

mentioned by the young people in the focus groups.  Perhaps this is because 

these beliefs tend to be formed in late adolescence as noted by Hammack 

who undertook several narratives with Israeli youth both Arab and Jews at and 

found that older youth develop a group identity that “reveal a deep and abiding 

connection to a socio political reality of nationalistic conflict”(pg 

382)(Hammack, 2010b)  but this was not common in early adolescence.   

 

Another reason why conflict was not raised in the focus groups may also have 

been because the YP did not want to reveal information deeply held within 

themselves with a stranger, who was not clearly aligned to either community. 

Moreover, it the focus group was a mixed group of Jews and Arabs in a 

friendly setting, thus they may not wish to express their beliefs with those they 

believe to be friends, or that it was not an appropriate topic of discussion for 
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this context. Or it may be that these young adolescents are more focused on 

their personal lives, appropriate to their stage of development with more in 

common with adolescents in other parts of the world. 

 

What can be surmised is that these young people live in an abnormal 

environment. They are regularly on guard for danger, and many feel that 

something scary will happen at any time. However, that fear is attuned to their 

neighbourhoods rather than national issues. They may well feel the 

polarization and have internalized the ‘collective insecurity’ but this was not 

expressed. Or they may screen out threats from the political conflict which 

they have normalised, and their social world is fixated more on friends and 

local activities. 

 

The young people’s reports of dealing with stress in the focus groups 

emphasizes distraction or avoidance and may relate to the 17% having 

Avoidance (Criteria C) in the PTSD scales. The stressful events reported by 

the young people were again related to their immediate surroundings: family 

life, relationships with peers, and problems at school. The means by which 

they claim to deal with these events are by using activities such as cycling to 

take their attention away from stress.  

 

A plausible interpretation is that these YP have developed coping 

mechanisms to deal with stressful events. Whilst disconnecting from 

experience may indicate PTSD responses, being  distracted may be a more  

appropriate  way of coping with stressful events for this age group(Skinner & 

Zimmer-Gembeck, 2007).  

 

Having an identified source of support is recognized as a key factor in 

reducing emotional and behavioural problems in young people and an 

affective coping strategy (Bal, Crombez, Van Oost, & Debourdeaudhuij, 

2003)(Garnefski & Diekstra, 1996; Hamilton, Needle, & Wilson, 1985). Indeed, 

young people who perceive they have low family support are more likely to 

participate in avoidance coping techniques and to experience trauma 

symptoms (Bal et al., 2003). However, the role to which support buffers the 



158 
 

effects of trauma  is not clear (Schiff, Pat-Horenczyk, et al., 2007; Wertlieb, 

Weigel, & Feldstein, 1989). The activities the young people said they did to 

deal with stress or make themselves feel better seemed to align with the 

function of fun which is discussed in detail below. These activities served to 

distract and were forms of enjoyment.  

 

For the young people, the cycling was described as ‘fun’. The idea of fun as 

the end goal of an activity is often minimized in the adult world and dismissed 

as unproductive activity.  However, fun serves a valuable purpose. It can allow 

YP to ‘forget’ themselves, to become absorbed in an activity, forget problems 

and a means to acquire new experiences untainted by stress. For comparison 

with other types of intervention, Stinson’s (1997) research undertook an 

analysis of young people participating in dance classes. Her analysis revealed 

that one of the main experiences of the dance class was ‘fun’ but this meant 

different things to different participants (Stinson, 1997). She used Hirschman’s 

explanation of the function of human activity of which she narrowed into a 

triangular framework, the corners of which were Aesthetic, Agentic and 

Escapist (Hirschman, 1983). Aesthetic referred to how the activity allowed the 

person to be completely absorbed in the activity and symbolically taken to 

another place. Agentic experiences refer to how the person uses the activity 

to acquire knowledge or skills.   “Escapist” refers to how the activity was a 

“substitute for anxious states”. Indeed, for the young people in Stinson’s 

study,  fun in dance meant several things: working with new people, stress 

release, takes their mind off of things and was intrinsically satisfying 

(Hirschman, 1983; Stinson, 1997).  This intrinsic satisfaction is also found in 

Csikszentmihalyi’s work who  saw  “experiences that were intrinsically 

motivating” and renamed them “flow” (Csikszentmihalyi, 1990).  For an 

experience to have “flow” the activity needs to not be so challenging as to 

produce anxiety and may not have external goals. These concepts are applied 

to the cycling program and to the comparison group’s discussion on leisure 

activities (See figure 6.1 below). 
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Figure 6.1 

A triangular schematic analysis of human functioning as applied to the 
cycling 

 

 

In this model, to gain a better understanding of the meaning of  ‘fun’  it was 

broken down into three functions.  Fun meant (i) giving their ‘mind’s a 

vacation’, (ii) helped to avoid bad thoughts or unhealthy behaviours and (iii) 

was a pleasant manner of learning new skills. These three elements are likely 

to be important for personal and mental development and well-being in YP 

and this is could be of particular importance  for those young people who live 

in an unstable environment. In addition to being fun, the cycling was also 

expressed as a source of support. The quantitative analysis also showed that 

support improved in the cycling group after intervention. Fun and support may 

therefore inoculate against family, personal and community stress.  

 

If this scheme is applied to the focus group responses, then all three elements 

can be seen to apply: 

Aesthetic: The aesthetic quality and being absorbed in activity was mentioned 

by several of the young people: “its kind of like a vacation. Enjoyment. It helps 

us to think and clear our minds’ (Joulis participant). The young cyclists enjoy 

Hirschman’s
Analysis of function 

Of human activity
Applied to cycling

Aesthetic
Like a vacation

Agentic
We learn new things

Escapist
I go for a ride and

Calm down
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this activity and seem to be intrinsically motivated to participate in cycling as 

they arrive at the cycling club on their own volition.  

Escapism: Escapism or substituting the activity for anxious states’ was 

mentioned by several of the young people. Many revealed how they used 

cycling to avoid drugs, alcohol, smoking, boredom and to take their mind off of 

their problems.  

Agentic: Agentic experiences refer to how the person uses the activity to 

acquire knowledge or skills (Hirschman, 1983). Many of the young people 

talked about how they learned new skills in cycling particularly how to go 

downhill, do tricks with the bikes, fix the bikes.  However, the ‘flow’ of the 

activity was stopped for some if the activity became too hard, making it not as 

much fun. The questionnaire responses stated that small percentage enjoyed 

the cycling but found it difficult, strenuous at times and this made it less 

enjoyable.  

 

The implications of the fun aspect and the effects of the cycling program are 

discussed further in Chapter seven. The results of the coach interviews will 

now be discussed.   

6.4  The interviews with Coaches 

The purpose of interviewing the coaches was to understand their views on the 

effect of cycling for these young people and the implementation of the 

intervention. The coaches spoke with enthusiasm and passion about the 

program. They perceived themselves as physical and emotional guides for 

these young people. The coaches discussed what they thought were the 

difficulties the young people had in their homes, and how they saw them 

struggling with confidence, hyperactivity, boredom or difficulties with listening. 

 

The coaches in the One to One cycling program were not told about the 

specific backgrounds of the children in the programs, all they knew before  a 

YP joined the clubs is that Social Services were involved with the family. 

Therefore their views of the YP are not influenced by specific knowledge of 

YP behaviour or family background.  The following is a thematic analysis of 4 

interviews with the One-to-One coaches.  
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6.4a The coaches interviewed 

The coaches came from different backgrounds. One was a physical education 

teacher in a nearby school. Another was an active member of the Druze 

community. One of the coaches interviewed  is the head coach of the whole 

program. The coaches were all in favour of the program developed, felt it was 

effectively implemented. The fact that the cycles were provided for free meant 

that access was not restricted. There was an insistence on discipline in 

turning up on time, looking after the cycles, learning necessary skills to be 

safe and interacting well with each other.  

“They come here, I show them, tell them the rules, I was strict.  

Something was run, Close the session to show them that you were 

serious. I have a good side and can show them that I am their friend 

but its important to stick with the rules and maintain discipline because 

it can be dangerous. If someone is doing what he wants, it can be 

dangerous, he can hurt himself” (Kfar Menehem coach) 

 

The responses from the coach’s interviews were themed according to the  

triangular framework for analysis described above.  The aesthetic, escapist 

and agentic elements are used to explain themes that emerged from the 

analysis of the interviews. The coaches were asked about what they saw as 

the benefits to cycling and the role they played for the young people.  

 

Aesthetic or absorbing attention: The coaches claimed that cycling was fun. 

Fun was the “strength and powerpoint of this activity because they really want 

to be there”. (Coach Kfar Menehem). Having ‘fun’ was the first comment made 

by all the coaches when they were asked of its benefits. They too, seemed to 

be having fun and perceived the young people were as well.  

 

The coaches also claimed that the cycling program offered the young people 

an opportunity to enjoy nature and see new places and these were 

opportunities to absorb them into a new experience. Again, it seems that the 

coaches enjoy being out in nature and claim the children do too. Some of the 

children mentioned that they enjoyed seeing new places, of which, going out 

in nature was one.  
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Escapist: This refers to how the activity took them away from other things that 

caused them to feel anxious, stressed or stopped them from doing unhealthy 

activities. One coach explained that the majority of young men in his group 

smoked and they would talk about stopping or reducing their smoking 

because they were unable to go as far as they wanted:  

“ …they want to be better because they want to go farther, they want to 

see other parts of the forest…but if they are not in shape they cannot 

stay in the same circle..” (Kfar Menehem).  

 The coach also claimed that the cycling gave the young people the motivation 

to quit smoking, and lead a healthier life. This echoed comments of the young 

people described earlier.  

 

All of the coaches viewed the cycling as a constructive way to deal with stress 

and think about problems:  

“When you are alone or cycling alone, you are with a group but you are 

alone. You are thinking about your feelings, your problems, your job 

and that’s the advantage of this. People make run to make sport but 

then one day they decide that they are not running for sport they are 

run to help with problems. To calm, to handle the problems, to think 

deeply, not shallow. It’s very important.  Things in your life that you 

must make a decision about and its not instinctive. These decisions 

made from doing these individual sports make good decisions. People 

in cycling and running are more calm”. (Dalyat El Carmel coach) 

 

Agentic: How one uses an activity such as cycling to acquire knowledge or 

skills was noted by all of the coaches.   The coaches believe that the young 

people improve their cycling skills, learn how to maintain the bike, learn how 

to focus and discipline themselves, acquire self-control and this in turn 

increases their confidence. They also learn how to help each other, confront 

fears:  

 

“Another thing they gain from the riding is they confront fears and they 

have challenges if its downhill and they’re afraid, they overcome the 



163 
 

fear..if its uphill and they’re challenged….uphill they have to fight the 

pain and not give up…..they don’t quit….” (Kfar Menehem coach) 

 

The coaches perceived the cycling as opportunities to learn other life lessons 

too. They saw the children’s interaction with nature as important and they took 

the exposure as an opportunity to teach them about “how to keep nature and 

not destroy it” and to think about “getting used to use a bike instead of using a 

car” Netanya coach). The coaches also thought the cycling taught them how 

to be responsible, confident and helpful people: “First they catch how to help 

each other. If someone has a flat tire, they come together to help’ (Netanya 

coach). Self-discipline was another benefit noted by many of the coaches in 

terms of taking care of the bike and controlling their behaviour so that they 

can participate in the group. Cycling taught “the importance of stability” an “of 

committing to something” (Kfar Menehem coach). When the children didn’t 

control their behaviour, there were direct consequences. One of the coaches 

talked about how he had to be strict and shut a session down when the 

children weren’t listening: “ If someone is doing what he wants, it can be 

dangerous, he can hurt himself. He can destroy it for everyone” (Kfar 

Menehem coach 
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Figure 6.2 

Coaches opinions on purpose of cycling program 

 

 

Support:  the coaches also perceived the cycling program as a source of 

support and friendship:  

“the clubhouse is their second home, they feel part of the clubhouse” 

(Beit Shemesh coach).  

 

Comments made in the questionnaire about cycling indicated the children saw 

coaches and friends made in cycling as a source of support. The role of 

support in mental health of young people was discussed briefly in section 

6.2.d. The coaches’ parallel what the children believed to be the effects of 

cycling in terms of social support.   It is interesting to note that only the 

Netanya group named the coach directly as a source of social support in the 

questionnaires. This may be because this group is more stable and the 

cyclists have worked with him in previous years. Indeed the Joulis coach said 

that he tried to keep the group stable, with the same children coming although 

he did not explain why.   

   

Hirschman's analysis
 of function of human activity

Applied to coaches

Escapist:
“people in cycling 
more  calm”

Support : clubhouse is 2nd home

Agentic:
Cycling 
skills, 
discipline

Aesthetic: Fun, enjoy nature
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6.5  Other issues  

6.5a  Where are the girls?  

Nearly all the cyclists were boys. There was a brief discussion as to why there 

are no girls in the program with the coach in Dalyat El Carmel, a Druze village. 

The inclusion of girls was seen as a good thing as it changes the dynamics of 

the group making it “relaxed and easy” (Beit Shemesh coach).  It seems that 

cycling is not culturally appropriate for Druze girls yet but this coach believes 

that in time, it will be acceptable for girls to ride bicycles in this village. The 

coach observed the behavioural limitations found in his Druze culture but saw 

this as something that would eventually change with time.  He describes how 

cycling has grown in acceptance in his village:  

 

“At first no, it is strange and new but its starts. Not this year.. not next 

year, maybe five years, ten years…like the children, like the men. In 

the village  40 men are now riding. But before they were shy to say 

they wanted to ride. (Why?) It is not a regular thing. Our religion, 

society is closed and everyone knows one another and we are a small 

village in the past. Now we are about 13 000 in the village. In the past 

20 years, it was 5-6000. Everyone knows one another and they think its 

for children to join not for men or for women. Women, now-No. I know a 

few women that ride but not in the village-not here. But it is starting. 

The religion-riding the bike is not regular. We become free.” (Coach in 

Dalyat El Carmel). 

 

 

Six girls joined the cycling club in Beit Shemesh during the follow-up period in 

November 2008. The investigators had a brief discussion with them about 

what they saw were the benefits of cycling.  The discussion was impromptu as 

at this point the 2nd questionnaire was being administered and the researcher 

did not have recording material.  The comments on what the cycling meant for 

them were similar to those made by the boys. They girls said they enjoyed 

competing with the bike, and it gave them an opportunity to learn to ride a bike 
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as it was free to participate. They felt that the cycling kept them busy, made 

them feel good and “took their mind off of bad feelings”. They learned bike 

tricks, bicycle maintenance and how to not be afraid of new places. This is 

because the coach regularly takes them to new places.  The cycling program 

also helped them to build a social network and was an opportunity to get 

together with friends. Thus, their experience is similar to the boys. 

 

6.5b Limitations  

The focus group information was revealing about the YPs views on danger in 

society, as well as their strategies for coping and the benefits they perceived 

from the cycling. Qualitative data is useful for supplementing that derived 

quantitatively. However, qualitative approaches also have limitations and 

those in general, and those which applied to this study are outlined here. 

A researcher’s presence can  create bias in qualitative data by being present. 

Miles and Huberman have developed strategies to minimize the effect of the 

researcher on the proceedings. To lessen the effect of the researcher, they 

suggest that the researcher maintain a low profile while on site; try not to 

disrupt activities or schedules; be very clear as to their intentions with the 

research and having an informant to help with determining the researcher’s 

effect(Miles & Huberman, 1994). In this study the investigator explained the 

research intentions directly to the coaches and with the help of the local 

researcher, with the young people before commencing, in order to comply 

with ethical procedures, but also to ensure the YP were clear about the focus 

groups. These were held  right before the cycling sessionwas due to begin. 

The fact that the groups delayed the start of the cycling may have led to the 

young people being distracted and eager to be away from the discussions and 

on their bikes which may have curtailed discussion. Having the coach, a 

familiar person to the young people, present during the focus groups was 

done to make them feel more at ease. However, this could also have inhibited 

their ability to criticize the intervention.  
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Another issue which may have provided bias was that the research was part 

funded by the One to One charity that also employed the coaches, so there 

may have been a collective bias to state that the program was helpful. In spite 

of being assured that responses were confidential, this attitude may have 

steered the coaches’  into more favourable responses about the 

program.However the appeared to have real concern for the young people 

and took their role seriously. But their views do not have perhaps the 

independence of an outside observer. 

 

 

It is also possible that the requirement for the local researcher and interpreter 

RA (also funded by One to One) may have unconsciously “crafted responses” 

throughout the research project to give a more socially desirable response to 

protect his own and the project interests (pg 265)(Miles & Huberman, 1994). 

The situation is described by Miles & Huberman:  

“local informant  interests are fundamentally in conflict with those of the 

researcher, who might penetrate to the core of the rivalries, 

compromises, weaknesses or contradictions that make up much of the 

basic history of the site” (pg 265) (Miles & Huberman, 1994)  

Further, there may have been underlying suspicions of the principal research, 

a female, not local and  non-aligned across the political divide, leading the 

project. Despite this possibility, coaches and young people were very co-

operative in interviews and focus groups and gave informative responses 

which sounded very open and expressive.  

 

In spite of these potential sources of bias, the experience of the main 

researcher in observing the implementation and outcome of the cycling 

groups was favourable. This included the organisation of the groups, the 

attendance and the commitment of both YP and coaches. 

 

6. 6 Summary and Conclusion 

The focus groups obtained personal statements about issues of danger, 

stress, coping, health benefits, support and leisure. Both coaches and YP 
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referred to physical health benefits of the cycling around exercise, spending 

time out of doors, and the effect of reducing smoking and drinking. These are 

the types of benefits relevant to public health programmes which would 

benefit any society and would merit a physical health approach to such 

interventions in parallel with psychological ones. 

 

Interestingly most of the children talked about the more regular stressors of 

bulling, being in dangerous neighbourhoods etc. rather than reference to the 

political context. This may be related to their young age and stage of 

development, the mixed racial composition of the groups or the fact of having 

an outsider facilitate the groups. They described a number of ways of coping. 

A threefold categorization of Agentic, Escapist and Aesthetic functions of 

cycling were applied to their responses to reflect their increased skills, ways of 

getting away from stress and enjoyment of the activity. 

 

The coaches claimed the cycling activity was a means of alleviating 

deprivation, helping young Israeli’s to deal with stress, learn new skills and 

enjoy nature. The effects were calming, overcoming fears and helped the YP 

to make better decisions for themselves.  The Druze coach described 

problems of girls not doing the cycling, and showed how changes are 

occurring to make the girls and young people freer as the community size 

increases. 

 

It was possible to apply a threefold scheme of agentic, escapist and aesthetic 

attributes to the cycling programme in addition to a support dimension. This 

involves the young people becoming more skilled and active in the sport, their 

escape from problems with their families and neighbourhood and increasing 

their enjoyment and leisure.  

6.7 Conclusion 

There was clear enjoyment of the cycling reported by both young people and 

coaches with suggestive evidence that cycling formed a distraction from both 

personal and political conflict issues, giving the young people new skills and 

challenges, and providing focus and enjoyment. The coaches were extremely 
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motivated to help the young people and saw a number of benefits of the 

intervention. Issues that arose were around too few girls being involved. 

 

The next chapter will provide conclusions about the study, giving an overview 

and relating findings back to the research literature in this area. 
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Chapter 7: Conclusion  

7.1 Introduction  

The aims of this study were largely met in determining first the association of 

various risk and resilience factors with disorders in disadvantaged  Israeli youth 

from both Jewish and Arab backgrounds, and second to examine the effects of 

involvement in a sport’s intervention to see if this decreased risk, improved 

resilience and lessened disorder over  9-month period. The relationships 

between risks and disorder were identified, with somewhat less successful 

identification of resilience factors. Results of the cycling intervention tended to be 

positive, but were hampered by low numbers with the prospective part of the 

study underpowered in determining significant effects. 

 

In deriving conclusions about the study, the first part of this chapter discusses the 

interpretations of the findings in relation to the theoretical frameworks chosen 

and the existing research literature. The findings of the cycling intervention are 

discussed in relation to other evaluations of sports interventions in conflict zones.  

The second part of this chapter discusses the limitations of this study, issues 

around culture and researching across cultures, and how further research can 

extend the findings. A comment on how this research contributes to knowledge 

and implications for others seeking to aid young people in conflict zones ends the 

chapter.  

7.2 Theoretical approaches 

 
An Ecological approach to adolescent experience and development focused on 

concurrent social factors which may have created deprivation and affected the 

YP personal development and disorder. This reflected the expected influences 

from the particular turbulent social and political context selected for the study in 

Israel across ethnic divides. Figure 7.1 illustrates associations (using double-

headed arrows for concurrent factors and single direction for childhood care to 

disorder) found in the analysis at different social levels which influenced 

adolescent disorder.  
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Figure 7.1 

Ecological approach showing associations 

 

 

Many of the Ecological factors identified were found to be associated with SDQ 

disorder showing the importance of examining social disadvantage in relation to 

adolescent behavioural disorder. The study also utilized an attachment 

framework to provide a possible developmental pathway from early parenting 

experiences to issues around peer relating, self-esteem, insecure attachment 

style and disorder. This was used here to interweave with the Ecological 

approach and cover complementary developmental pathways. In figure 7.1 

insecure attachment style has been added since it related to material deprivation, 

showing the association of social ecological and psychological factors. The 

attachment approach allowed for an exploration of mediating factors. Certain 

attachment aspects were confirmed, in particular, poor parental care and control 

in childhood were key factors in relating to risks and disorder. Self-esteem and 

problem peer group also proved related to childhood experience of care and 

control, but only the latter mediated with SDQ disorder.  
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Further details are given below of disorder and related risks in this analysis. 

 

7.3 Disorder in the YP 

Rates of borderline or case level SDQ disorder were experienced by a third of 

the YP, the most common forms being Conduct disorder (31%), with Emotional  

half that rate (14%) and Hyperactive disorder only 7%. A quarter of the sample 

met case level criteria. Around a third of young people in this study had partial 

PTSD, with only 6% having the full disorder. PTSD was related to Any SDQ 

disorder, and to Conduct disorder in particular. Conduct disorder in turn was 

associated with Avoidance criteria. The externalizing nature of Conduct disorder 

is consistent with a more Avoidant response to trauma. In fact Avoidance was the 

least common PTSD criteria (15%). Thus 43% had Re-experiencing symptoms, 

40% criteria A (distress to trauma) and 35% Hypervigilance. These rates are 

similar to those shown in other Israeli studies (Pat-Horenczyk et al 2007) with 

Re-experiencing recognized particularly as  the most common PTSD symptom in 

young people(De Bellis & Van Dillen, 2005). 

In examining how Re-experiencing symptoms occur (Ehlers, Hackmann, & 

Michael, 2004) a  two-step process has been outlined following experience of a 

trauma event.  First is “perceptual priming” which works as a warning signal so 

that the person can prepare for a traumatic event and second is ‘associative 

learning” which involves preparing for an emotional and behavioural response. 

High Re-experiencing symptoms may be due to the young person’s continuous 

sense of insecurity (not feeling safe) which may be amplified by poor parental 

care from an early age and relate to heightened perceptions of danger 

(Charuvastra & Cloitre, 2008; Cloitre et al., 2009).  Findings parallel a study with 

five hundred Israeli adults regarding their exposure to terror attacks, PTSD 

symptoms, coping and sense of safety. Whilst only 16% of the sample had direct 

experience of an attack,  60% lived with a sense of danger and 67% felt their 

family was in danger. This sense of being unsafe increased  PTSD symptoms 

involving  55% with Avoidance, 37% with Re-experiencing and 49% with hyper-

arousal (Bleich et al., 2003).  Although rates are similar, it is interesting that those 
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with Avoidance in that study had the highest rate of feeling unsafe. Issues of 

safety and security link to attachment themes around having a safe haven in 

responsive parents and being able to return to a ‘secure base’(Bowlby, 1969). 

The association of PTSD criteria with poor care and high control in childhood are 

likely to have eroded the sense of safety which then continues in relation to on-

going safety issues in the outside world. 

In reviewing the PTSD literature, issues discussed included the trauma inclusion, 

with extended trauma lists recommended to include bombing and political 

violence. By doing this, the rate of trauma reported almost doubled therefore 

creating greater eligibility for PTSD. Another issue is that of using subclinical 

thresholds or partial PTSD which proved useful to showing significant 

associations with individual criteria of the disorder. Finally, what has not yet been 

discussed is the issue of chronicity of disorder. This is an important issue in 

clinical level PTSD since it is included in the disorder criteria – and since the 

more chronic the disorder, the more its clinical significance and the more likely in 

YP it may be identified as complex or related to developmental problems (Cloitre 

et al., 2009; Eth & Pynoos, 1985; Kilpatrick et al., 2003; Perkonigg et al., 2005). 

In the study reported here, chronicity of PTSD was not measured by 

questionnaire. However, given there was only modest change in PTSD disorder 

at a 9-month follow-up, this implies that many symptoms were chronic by second 

contact. Chronicity is marked by the presence of Avoidance, which was relatively 

low in this sample (15%) but was a symptom which did not reduce in follow-up. A 

more detailed assessment of duration of PTSD would be needed to determine its 

clinical severity and its likely impact on development. 

 

7.3a  Material deprivation and disorder 

Half the sample was judged to be deprived in terms of indicators of poverty or 

poor housing. Such material deprivation was highly related to Emotional and 

Hyperactive disorder, but not Conduct disorder. It also had a modest association 

with bombing events and the presence of three or more trauma or bombing 

events. However, deprivation  did not relate to ethnicity nor  reflect the higher 
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rate of deprivation amongst Israeli Arabs described in other studies (Coursen-

Neff, 2001, 2006; El-Sheikh Muhammad, 2004; Schmid, 2007).  Ethnicity had no 

impact on disorder in this sample and did not account for other risk factors. This 

may be due to the selection of high risk youth from both communities which 

would tend to take precedence over more general demographic distinctions. It 

also suggests that personal and biographical risk can over-ride such cultural 

factors. PTSD was unrelated to deprivation, ethnicity or gender. This implies that 

psychological susceptibility may have been of more importance than the social or 

cultural factors identified. However, insecure attachment style was associated 

with deprivation. The relationship of insecure style to lower social class has been 

noted in other epidemiological investigations (Mickelson, Kessler, & Shaver, 

1997). The likely reason is that early life adversity, together with problem 

relationships with partners or parents in the case of adolescents also creates 

financial and social disadvantage which may be either a precursor or 

consequence of difficulties with attachment style (Antonia Bifulco & Thomas, 

n.d.).  

 

7.3b Stress and disorder 

Given the nature of the location selected for study, stress was a potentially 

important factor for disorder, particularly in its more extreme form as trauma in 

relation to PTSD. Analysis of the types of trauma showed half the sample had 

inter-personal and 40% trauma related to bombing with substantial overlap. 

Trauma, while critical for PTSD was unrelated to SDQ disorder. Life events were 

also questioned about in follow-up and these very common with most young 

people (80%) reporting one or more. The more common life events included 

breaking up with a girl/boyfriend, getting poor grades at school and parents 

having money problems. Other common ones included school suspension, family 

illness or accident.  It is perhaps easy to overlook the personal aspects of stress 

common to many teenagers in a location notorious for its political conflict. In this 

sample both types were common experiences in the YP. 
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Trauma experience was related to ethnicity, with Arabs having more trauma 

events and more multiples of trauma or bombing experiences than Jewish youth. 

Experiences of trauma or bombing were also related to Hyperactivity with a 

modest association with case level disorder. There is little literature on this 

association. Often Hyperactivity is taken to be a biologically derived disorder with 

implications for impulse control and difficulty in motor and affective functions 

(Trott, 2006). The finding of this study provides a potentially important link 

between trauma experience and Hyperactivity/ADHD which requires further 

research. 

 

7.3c  Peer problems and disorder 

Peer problems were a significant risk factor in this study analysis, related to  

behavioural SDQ disorder (Conduct and Hyperactivity) outcomes. It is well 

documented in the developmental psychological literature that peers exert a 

strong influence on adolescent development and on developing behavioural 

disorder (Fergusson & Horwood, 1999; Muller et al., 2000).   These findings 

show that this holds even in environments with political conflict such as in Israel.  

Barber (2001) found similar results when he examined political violence, family, 

peer relations and poor neighbourhoods to see which related to behavioral 

disorder in Palestinian youth. Family, and peers were more related to disorder 

than exposure to on-going political violence (Barber, 2001). Ecological 

explanations of such links highlight the more likely encounters with disruptive 

youth in disadvantaged locations, with a higher likelihood of other YP being 

drawn into delinquent behaviour (Farrington, 1993; Gatti, 2005; T.E. Moffitt, 

Caspi, Dickson, Silva, & Stanton, 1996). Whilst the scale items for problem peer 

group cover issues of unpopularity and isolation, this was also associated with a 

trauma item on bullying victimisation which shows potential links between 

problem peer groups and stress, with another link to disorder risk. 
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7.3d Low self-esteem and disorder 

Poor self-esteem is known  to contribute to psychological disorder, (Antonia 

Bifulco & Thomas, n.d.; Fliege et al., 2009; Guillon, Crocq, & Bailey, 2003; Orth, 

Robins, & Roberts, 2008) and other problem behaviours (McGee & Williams, 

2000; Trzesniewski et al., 2006).  In this study, low self-esteem was associated 

with symptoms of PTSD but not with SDQ disorder.  Low self-esteem proved to 

be the main risk factor for partial PTSD, with nearly a threefold higher rate of 

disorder in those with low self-esteem. This parallels  known risk factors for 

developing PTSD (Adams & Boscarino, 2006; Catherall, 2011). Low self-esteem 

was unrelated to peer problems in this study so did not replicate the association 

with behaviour problems through  peer rejection (Barnow, 2005). However, when 

a single item of bullying was examined, an association was found, suggesting 

that some aspects of negative peer experience were linked to poorer self-

esteem.  It was also unrelated to insecure attachment style. This is surprising 

given the links described in the research literature (eg Bartholomew & Horowitz, 

1991). However, self-esteem was associated with childhood experience, with 

significant associations with affectionless control from either parent. However, it 

had no mediating role with childhood experience and disorder. 

 

7.3e Insecure attachment style and disorder 

Insecure attachment style was measured directly in this project as part of the 

Attachment Theory approach, and while some significant findings emerged, this 

was hampered by the fact that only half the sample completed this last part of the 

questionnaire. Rates of Secure style were consistent with other studies at 58% 

(M H van Ijzendoorn, Sagi, & Lambermon, 1999).   However, there were too few 

YP with different types of insecure style to differentiate any definitive patterning, 

although dismissive style was the least common (7%).  Although there was little 

raised rate of insecure attachment style among those with peer problems and no 

association with low self-esteem, a significant association emerged with father’s 

affectionless control. There was also a significant relationship between insecure 

attachment style and Conduct disorder, but  not with any other disorder thus 

failing to replicate findings in the research literature in relation to emotional 
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disorder (Antonia Bifulco & Thomas, n.d.; Cloitre, Stovall-McClough, Zorbas, & 

Charuvastra, 2008).  

 

No significant link was found between partial PTSD and attachment insecurity in 

the current study. However there was a correlation with Re-experiencing 

symptoms alone. An association between insecure attachment style and PTSD 

criteria was expected (O’Connor & Elklit, 2008) particularly given both have links 

with  childhood poor care and control.  The expected link is through the related 

phenomenon of disassociation when exposed to a traumatic event (Nilsson et al., 

2012) and through difficulties of emotion regulation arising from the failure to 

access support (Charuvastra & Cloitre, 2008) factors related to insecure style 

and disorder. The lack of any association in this data may be due to the small 

sample size and missing attachment questionnaire sections, or to the relatively 

low rate of full PTSD disorder, or the low rate of dismissive style associated with 

Avoidant criteria.  

 

However, insecure attachment style related to material deprivation, this may be 

linked to worse parental care and stressed family life. However, no association 

was found with peer problems or self-esteem, despite the disorder associations. 

Therefore, in this analysis insecure attachment style did not relate in the 

expected manner to risk factors examined. However, this may be due to the low 

numbers completing the scale and so cannot give any definitive result for this 

variable. 

  

7.3f Parental care in childhood and disorder 

Whilst parental affectionless control was more evident in the cycling group 

(selected for family problems), it also occurred in the comparison group with a 

third of the young people reported early parenting problems and with 15% 

reporting ‘affectionless control’ from mothers and 19% from fathers. Eleven per 

cent had affectionless control from both parents. The fact that both parents were 

likely to show ‘affectionless control’ in many cases may link to the high level of 

stress factors reported,  or to the expected association between poor partner 
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relationship and parenting (Cook, 2000). When combined parenting is poor  this 

affects family attachment processes and mechanisms for intergenerational 

transmission of risk (van IJzendoorn & Bakermans-Kranenburg, 1996).  

 

Having a low caring mother in childhood was associated with Any SDQ disorder  

and Conduct disorder, with high control from mother related to Hyperactive 

disorder. However, the combined affectionless-control from mothers was 

unrelated to any SDQ disorder. It is thus interesting that individual aspects of 

mother’s care and control were related to behavioural rather than emotional 

disorder in this sample. In the research literature there is more focus on maternal 

parenting and emotional disorder (A Bifulco, 2010; Antonia Bifulco & Thomas, 

n.d.). This finding would need further research investigation in the Israeli context 

to see if a culturally-specific association can be replicated. 

 

There was also a relationship of father’s poor parenting on disorder. For 

example, having an affectionless controlling father was significantly related to 

Any SDQ disorder and to Hyperactive disorder, but with no significant 

relationship to Conduct disorder. The only mediating factor in this analysis was 

found in relation to father’s parenting. Thus the relationship of father’s 

affectionless control and Any SDQ disorder was partially mediated by peer 

problems. This is consistent with an Attachment theory approach.  Prior research 

on the effects of poor parenting on disorder tends to focus predominantly on poor 

mothering with somewhat less known of the impact of poor fathering, particularly 

cross-culturally. However, Heaven (2004) noted that acting out behaviour in 

adolescents was related to having a father who was ‘unreliable, unscrupulous, 

dishonest and irresponsible’ (page 183) (Heaven, Newbury, & Mak, 2004). In 

addition, there is other evidence of father’s parenting style being more important 

for behavioural disorder (Barker et al., 2007; Dishion & Patterson, 1991)  

although the emphasis is usually more on conduct problems than ADHD. The 

association of controlling parenting and ADHD does however occur in the 

literature (Romano & Tremblay, 2006). This study, therefore, contributes to 
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evidence on the effects of poor fathering as well as poor mothering on 

adolescent disorder.  

 

The fact that Emotional disorder did not emerge as linked to parenting variables 

as expected from the research literature is unclear. It maybe because rates were 

lower (but this did not preclude an association with Hyperactive disorder, or 

because such associations with emotional disorder  are acknowledged in the 

research literature as more prevalent in girls who were little represented in this 

sample (I. Goodyer, Cooper, Vize, & Ashby, 1993; Hughes & Gullone, 2008; 

Zahn-Waxler & Slattery, 2000).  This may mean that the numbers were 

insufficient to test out Emotional disorder hypotheses adequately.  

   

Poor parenting is a known risk factor for developing PTSD (Meiser-Stedman, 

2002; Otto et al., 2007; Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 

2012).   In this study, problem parenting was significantly related to PTSD criteria 

in correlational analyses. For example mothers’ care and control was associated 

with Re-experiencing and Avoidance criteria. Fathers’ care and control was 

associated with all the PTSD criteria and father’s low care related to partial 

PTSD. Avoidance symptoms were related to all the parenting variables and this 

symptom is particularly important in terms of developing chronic PTSD as 

described earlier. Also, Avoidance was the symptom related to Conduct disorder 

in this sample, and one which did not improve with the intervention 

(Perkonigg et al., 2005). Thus, Avoidance may indicate more chronic disorder as 

suggestive in the literature, and shown in this sample to be comorbid but also 

with a strong influence of problem parenting in childhood of both parent. This 

may have also mitigated against decrease in Avoidance after the cycling 

intervention, both because of its possible chronic trajectory but also as a sign of 

greater early life developmental problems. 

 

The quality of care from parents in childhood was also associated with peer 

problems and low self- esteem. In terms of Ecological interpretations,  the stress 

experienced by the YP is also likely to be a  common familial stress factor which 
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can impact on parenting (Catherall, 2011; Stern & Smith, 1995). It may also 

reflect possible  parental  disorder (Canetti et al., 1997). It  is substantiated by 

research on family systems in both Israelis and Palestinians showing that chronic 

exposure to stress and conflict  eroded family stability and increased disorder in  

adolescents including depression, anxiety and PTSD (Al-Krenawi, Graham, & 

Kanat-Maymon, 2009). These outcomes were the same regardless of ethnicity.  

Once again, personal rather than political context were more salient to 

psychological disorder outcomes, consistent with this study findings 

 

Having a controlling father in childhood was more prevalent with young people 

who had experienced a traumatic event and among Arab youth. Indeed, 30% of 

the sample noted that both their parents were highly controlling, which may be 

partially explained by the political context. Given the heightened violent context in 

which these families live, particularly those in Arab communities, and higher rate 

of trauma in Arab YP  having controlling parents may also denote high level of 

protectiveness for fear of harm.  The PBI questionnaire asks to what degree does 

your parents act such as “Lets me go out as often as I want” or “ Is overprotective 

of me”.  When placed into a context of on-going conflict, this level of control is  

understandable. However, the relationship between parental control, particularly 

affectionless control and disorder in this study, shows whilst this may have had 

benefits for physical safety, it was nevertheless related to psychological risk and 

disorder.  

 

7.4 PTSD in a conflict zone 

Reflecting on the reporting of Re-Experiencing and Hyper-vigilance in relation to 

trauma in this sample, an influence from the context of Arab and Israeli collective 

culture needs to be considered. Collective expression of emotion about trauma 

may amplify strategies of Re-experiencing and keeping the trauma in mind, 

rather than Avoidance of the trauma, or indeed processing trauma responses in a 

more adaptive way. In Arab and/or Muslim communities, a traumatic event that 

happens to someone in the community is felt collectively and there is substantial 

public display of emotion (Baker & Shalhoub-Kevorkian, 1999).  Baker and 
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colleagues in their study of the Palestinian community explain how a single 

traumatic event is experienced by the entire community:   

“When a family loses one of its members as a result of torture, gunfire, or 

battering at the hands of the Israelis, the entire community flocks to the 

home of the martyr (deceased) to share in the bereavement. Islamic 

teachings also dictate that the body of the martyr is buried in its natural 

state, adorned by the blood-soaked clothes, which are left on the 

deceased untouched. The corpse is carried in an open casket with the 

face exposed…….Hence the concepts of ‘numbness’ and ‘re-

experiencing’ the trauma even are applicable not only at the individual 

level but also at the community” (pg 941)(Baker & Shalhoub-Kevorkian, 

1999). 

Whilst this shared pain may help people feel connected to their community, it  

can also create a “collective sense of victimhood” (Baker & Shalhoub-Kevorkian, 

1999)   and collective insecurity (Daniel Bar-Tal & Jacobson, 1998; Maoz et al., 

2008) which might relate to failures in processing traumatic experience and a 

collective Re-experiencing.   In the PTSD Reaction Index, ‘hearing about violent 

death or serious injury of loved one’ was the most common  trauma reported by 

the YP in this sample. Moreover,  ‘watching out for danger’  in  Hyper-vigilance 

was found to occur frequently.  This may be added to by  collective insecurity and  

increased vigilance in the society as a whole which  transmits to the young 

people.  

7.5 Resilience  

Resilience was considered a key theme in this study, since positive factors which 

might mitigate against adversity and disorder in the sample in the first phase 

would help to understand those factors which might be enhanced in the cycling 

intervention to decrease symptoms and increase wellbeing.  

 

The young people had high rates of positive factors in their lives, including 

support, and pro-social behaviour– indeed 83% of the sample reported having a 

support figure, the most common being an adult they could go to for help, but 

with over two-thirds also able to go to a peer and with parents mentioned more 
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often in the comparison group. Similarly 88% of the sample showed pro-social 

behaviour significantly higher than UK groups. Overall, this suggests that the 

young people investigated had high rates of both adversity and positive 

experience. Having combinations of negative and positive experience has been 

argued to be a function of a more complex modern world whereby YP have a 

range of experiences from different aspects of their roles and community (A 

Bifulco, 2010).  It can be argued that it is the presence of negative along with the 

absence of negative which creates the most deprived conditions (J Garbarino, 

1997).  Whilst the YP investigated had high rates of symptoms, these were not all 

at case levels. Therefore having disorder at subclinical/borderline level may itself 

be a function of greater resilience if it effectively suppresses clinical expression of 

disorder. Neither support nor pro social behaviour was effective in relating to low 

level of symptoms in the group studied in the first phase as might be expected 

from the research (Punamaki, Qouta S, & El-Sarraj, 2001; Stichick Betancourt & 

Tanveer Khan, 2008). 

 

Cameron and colleagues’  work on resilience in adolescents across different 

cultural contexts provides some insight into why this can be difficult to uncover 

(Cameron et al., 2007). Using a secure attachment perspective, they cautioned 

that attachment is temporally and developmentally changeable in adolescence.  

As an adolescent’s environment broadens, resilience is affected by a process of 

reconciling issues such as justice, social identity, sense of community and a 

potential clash of family values with the wider culture as the adolescent becomes 

more independent (Cameron et al., 2007).     

 

Israeli youth have complex and substantial issues to deal with  in order to 

achieve resilience around identity  particularly for the Arab population (Abu-

Rayya & Abu-Rayya, 2009)  and they must reconcile conflicting issues in the 

wider community. As this environment is unstable and insecure, this may make 

the process more difficult. This may show itself in the low self-esteem variable. It 

was therefore of interest that  30% of these high risk YP experienced wellbeing 

defined by very low symptom levels. Those with good pro-social skills had low 
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symptomatology even when they experienced poor care or control from parents 

indicative of resilience.   

 

7.6 Effectiveness of the sports intervention 

The analysis shows that the cycling program provided the YP with an opportunity 

to have fun, a diversion from the political insecurities, build self-esteem and have 

access to social support and role models. This can help build resilience (Alvord & 

Grados, 2005)   by  focusing  attention outwardly  during challenging times 

(Csikszentmihalyi, 1990). Immersion in an absorbing or pleasurable  activity such 

as sports, provides an opportunity to escape from ruminating and thinking, to 

practice new skills, to avoid or forget negative feelings (Stinson, 1997). Learning 

to focus  attention also develops good coping skills and these skills may mitigate 

the impact of  trauma or negative events (Csikszentmihalyi, 1990).  Physical 

exercise was also identified as a potential remedy for psychological symptoms, 

and improving health and wellbeing. 

 

There was some limited evidence of improvement in those in the cycling group  

in terms of self-esteem,  support,  reduction in Conduct disorder and 

improvement in  symptoms of PTSD, with reductions in  Re-experiencing alone 

reaching significance levels in the group comparison.   The lowering of symptoms 

is interpreted as due to a combination of the cycling activity leading to  increased 

self-esteem, support and access to a role model. These may have had impacts 

on emotional-regulation which in turn led to lower Re-experiencing (Flack, Litz, 

Hsieh, Kaloupek, & Keane, 2000; Litz & Gray, 2002). Distraction elements in the 

cycling may also have had an effect on reducing re-experiencing symptoms.  

 

As noted earlier the continuation of PTSD symptoms such as Avoidance may 

denote the chronic form of the disorder, potentially related to  early problem 

parenting. Many of the risk factors linked to PTSD are present in these young 

people:  poor parenting, low self-esteem and continued high rates of trauma and 

life events suggestive of a possible chronic course. ’Light touch’ non-

psychological interventions such as a cycling program, would not be expected to 
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deal with  chronic PTSD conditions (Saxe, MacDonald, & Ellis, 2007).  Such 

interventions maybe more effective for helping those with symptoms post trauma 

who do not have conditions for chronic, or complex conditions (De Bellis & Van 

Dillen, 2005). Here increases in self-esteem and support may provide sufficient 

normalising and affect-regulating input to impede the development of the full 

clinical disorder.  

 

In addition to psychological benefits, health benefits were described of the 

cycling program. YP in the focus groups indicated that the cycling program 

stopped them from smoking and drinking and wanting to be good athletes and 

able to compete, gave them a motive for adopting a healthy lifestyle.  This  is 

confirmed in research reviews on  teenager’s substance abuse and sports 

involvement (Lisha & Sussman, 2010). In this review, smoking, in particular, had 

immediate negative impacts on sport performance and therefore avoided.  

Alcohol use, on the other hand, had less immediate negative effects and was 

more commonly used, particularly with males involved in male dominated, school 

sponsored sports (Lisha & Sussman, 2010). These findings parallel longitudinal 

study of young people in the US which found a decrease in cigarette and 

moderate use of alcohol in those involved in team sports and exercise programs 

(Terry-McElrath, O’Malley, & Johnston, 2011). These benefits are also important 

as public health issues in YP. 

 

These findings need to be pursued in a larger cohort of young people with sports 

intervention to see if further positive effects may have been masked by the small 

numbers in the present study. Currently, no RCT trials exist examining sports 

and PTSD as documented in the Cochrane review undertaken in parallel 

(Lawrence et al., 2010). There have, however been a small number of quasi-

experimental studies on involvement in sports to alleviate PTSD and these have 

found a positive but weak link (Manger & Motta, 2005; Newman & Motta, 2007) 

consistent with that found here.  Whilst it could be argued that an RCT would 

provide best evidence of the effectiveness of such intervention, whether RCTs 

are possible in conflict locations and whether the findings they would yield would 



 

 185

prove relevant evidence of efficacy given the extraordinary conditions which 

apply. There is thus increased practical opportunity for comparative general 

community designs. 

7.6a Building self-esteem  

After participating in the cycling program for nine months, the cyclists showed an 

increase in positive attributes such as support and decreased levels of low self-

esteem, both critical for adolescent development.  The importance of having, and 

maintaining, good self-esteem in adolescence is a critical element to well-being. 

Healthy self-esteem is shown to relate to lower participation in a range of 

problem behaviours and can be instrumental for good school performance, 

healthy relationships with peers (Dumont & Provost, 1999; Laible et al., 2004)  

and protect from mood disorders (Birndorf, Ryan, Auinger, & Aten, 2005; Brown, 

Andrews, & Harris, 1986; Owens, 1993).  

 

It was self-esteem which improved most in the cycling group. This is consistent 

with a systematic review on physical activity and self-esteem in children and 

adolescents, which found that self-esteem increased for a period of time in 

children and youth who participated in exercise or sports programs (Ekeland et 

al., 2003). The relationship between increasing self-esteem and sports may in 

part lie in how physical activity improves beliefs in  physical competence, which 

in turn improves  perceptions of self (Boyd & Yin, 1997; Richman & Shaffer, 

2000). Indeed the more a young person participated in a sport, the more 

competent they felt with a ‘dose’ effect in feelings of  self-worth (Richman & 

Shaffer, 2000). Sports-related increase in self- esteem also reduces  participation 

in risky health behaviours such as smoking and drinking leading to a positive 

feedback loop (Ferron et al., 1999). This linked to enjoyment and a sense of fun 

can draw YP in, encourage them to participate and then commit to physical 

activity (Cheung & Chow, 2010; Rowland, 1994).  

7.6b  Role of Support 

The increase in social support experienced by the cyclists was also shown. This 

was due in part to the acquisition of a role model, which may be attributed to the 

cycling coach but also to other supportive figures. Providing a broader supportive 
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environment is one of the key roles of a coach in this cycling intervention. Other 

studies show YP  with low self-esteem   benefit from the supportive, encouraging 

role of a coach (Smith & Smoll, 1990). In this study the benefits extended to 

increased support outside of cycling, from parents and extended family.  

 

For some the coach may have been seen as an alternate parent figure given the 

high numbers with poor parental care. But it is also possible that the cycling 

provided an opportunity for parents to show support for their children in 

encouraging their cycling activities. Many of the young people in the focus group 

mentioned how they needed to have parental support for participation.  

Perceived parental support is  recognised as a key element for young people to  

continue to participate in physical activity outside of school (Boyd & Yin, 1997; 

Cheung & Chow, 2010; Eppright, Sanfacon, Beck, & Bradley, 1997; Hoyle & Leff, 

1997; Motl, Dishman, Saunders, Dowda, & Pate, 2007; Zeijl, te Poel, du Bois-

Reymond, Ravesloot, & Meulman, 2000). If parents believe their child has an 

aptitude for sport the young people are more willing to engage (Motl et al., 2007; 

Valois RF, Umstattd RM , Zullig JK, 2008) and a strong parental bond has been 

shown to influence participation in physical activity (Dzewaltowski, Ryan, & 

Rosenkranz, 2008). Moreover, parents who participate in physical activity 

themselves are more likely to have children who also participate in sports (Sallis, 

Prochaska, Taylor, Hill, & Geraci, 1999).   

 

7.7 Study limitations  

 
There were a number of limitations of the study described and the implications of 

these needs to be discussed. These will be dealt with in turn. 

7.7a Sample selection 

Selecting the sample proved difficult mostly around finding the YP particularly in 

the comparison group. Whilst the local research assistant with his experience 

and knowledge of the area allowed easier access to schools and community 

groups in the area, there were other obstacles with the result of smaller numbers 

than initially planned in phase 1, with numbers at follow-up at levels indicating the 
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analysis being under-powered. The ethnic composition was not representative of 

Israeli society with no Arab Moslems  selected for study because of their low 

participation in the cycling intervention. Instead, only Druze moslems were 

included. Thus findings cannot be generalised to the bulk of the Israeli Arab 

population. Gender in-balance was another issue with too few girls in the cycling 

group to establish gender effects, expected to be prominent in this age group.  

 

The high attrition rate at follow up was a major limitation to research conclusions 

about the efficacy of the cycling intervention. Whilst the possibility of bias due to 

those not being followed up having different profiles was largely discounted the 

problem was mainly one of statistical power. The high attrition rate means that 

the sample was reduced from 108 to 60 for phase 2 and the sample size 

identified as smaller than that required from the power calculation undertaken.  

Despite this, some significant effects were shown, but small sample sizes means 

that proportional differences are less robust and important associations may 

have been missed.  Thus follow up data must be interpreted with caution and it is 

recommended that further research investigation is undertaken to extend the 

findings.  

 

The instability of infrastructure in Israel during the data collection period was 

unexpected and impacted on the research process. Bus strikes impeded travel, a 

six month school strike during the time of comparison group data collection 

meant no access to schools. Social workers who were originally consigned to aid 

in the group selection and background material were also inconsistent due to 

work loads and other stressors and could not follow through on tasks. They 

finally avoided contact which affected the comparison group selection and phase 

2 attrition rates.  Such factors are difficult to avoid working in difficult locations, 

and these are amplified for small studies with limited resources. These 

constraints need to be carefully accounted for in designing such studies in future. 

7.7b Cross sectional data 

Another limitation relates to the cross-sectional nature of the study design at 

phase 1.  Here associations between variables could readily be ascertained, but 
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with no direct evidence of their time order or direction of influence. Time order of 

variables in the analysis was imputed by their expected direction (eg peer 

problems to disorder) or by instruction (eg childhood factors reflected those in the 

past). However, there was no guarantee that this chronology applied and it could 

equally be concluded that disorder may have increased experience of risk factors 

and possible bias in reporting of childhood experience rather than vice versa. 

Neither direction of influence nor causality can be imputed with confidence. The 

mediation analysis is therefore only exploratory and cannot be used to determine 

causality. 

7.7c Measurement restrictions 

Whilst measurement approaches chosen were appropriate to the study and its 

location, limitations of such approaches need to be acknowledged. Self-report 

measures are open to the criticism of bias in reporting capturing only those 

aspects of which the respondent is aware rather than those that other people 

may observe, or that a skilled interviewer could deduce from detailed face-to-face 

questioning.  There is thus, no opportunity for investigator-based judgement or 

observation when using questionnaires.  This means that the findings need to 

interpreted with caution until confirmed with more robust and triangulated 

measurement and in prospective studies. For all disorders, a clinical interview 

would ideally be required to confirm diagnoses.  However, the choice of 

measurement was constrained by the particular characteristics of this study and 

its location including language issues. 

 

Particular problems were encountered in the completion of the attachment style 

questionnaire (RQ), which was the last section on the questionnaire. Perhaps the 

importance of fully completing the questionnaire was not clearly enough 

emphasised by the local research assistant who helped translate and administer 

the questionnaires.  However, it may also be that this particular attachment 

questionnaire did not translate well for this age group and culture, or that that 

vignette format was found to be more difficult than the other single-item Likert 

scales. Therefore alternative questionnaires need to be considered, and the 

ordering of the questionnaire more carefully devised. 
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In order to counteract some of the translational issues inherent with working 

across cultures it is advised  to use a mixed methods approach, as these help to 

“illuminate and complement” quantitative findings in cross cultural research (Li, 

page 139)(Li, 2003). Using some qualitative methods was considered astrength 

of the project. However, the form of qualitative method was constrained by 

language issues. The choice of focus group for young people (rather than say 

interviews or observational methods) was a pragmatic one given issues of 

access and language barriers. Focus groups tend towards consensus and may 

have masked reporting of more unpopular less consensual views held by 

particular YP or of reporting negative experience of the cycling.  Interviews are 

better at gathering information on sensitive and personal topics, such as feelings 

of safety and how the young person deals with stress. However, it was felt that 

focus groups were suitable for gathering data on  cycling and leisure activities as 

this topic is relatively neutral, occurs with the group involved and the groups 

enthusiasm for the topic bolstered discussions.  The interviews with the coaches 

confirmed the findings of the focus groups and were a good example of how 

triangulation can work to support evidence (Miles & Huberman, 1994).  However, 

more depth of information from the young people individually, and this from both 

phases of the study, would have added to understanding of the cycling 

experience and may have highlighted important personal, developmental as well 

as cultural issues.  

 

Whilst mixed measures are advocated, and the importance of bio-psycho-social 

models in child development acknowledged, it was impractical within the study to 

include any biological measures. One example would be to collect saliva to 

measure cortisol levels, and if an association was found between dys-regulated 

cortisol and disorder and if this changed as a result of the cycling intervention, 

then this would provide a culture-free assessment of change. Choosing a sports-

based intervention could be argued to work directly on biological markers of risk 

through increase in exercise and physical strength and potentially physical 
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health. Future investigations should consider this aspect in study design, 

although there may be considerable barriers in cross-cultural settings. 

7.8 Challenges of working in an ethno-political conflict zone 

War impeded this research directly and indirectly. The conflict was sometimes 

overt but always ran like an undercurrent beneath all other issues.  The major 

conflicts in June 2007 and December 2008 spun the country into chaos as Arab 

Israelis, mostly young, rebelled in the hundreds against the attacks. The direct 

impacts are potentially evident in the high rates of trauma (67% if bombing is 

included) and PTSD symptoms. The indirect effects affected day-to-day working 

on the project. For example the sponsors of the cycling group were involved in 

organising emergency shelters for families, other associated professionals were 

similarly distracted, and these efforts were given higher priority to the cycling 

programs and aiding the research activity as might be expected.   

 

Under such pressure, stress was often evident. For example, the deep division 

between Arabs and Jews was revealed in a research meeting with the local 

researcher and sponsor organisation where an argument broke out over the 

words used to describe the conflict in the research and any implication of bias 

towards Arab or Jewish groups. This is also observed in the research literature 

(Maoz et al., 2008). As an outsider such language distinctions needed to be 

carefully navigated when investigating adolescent experience across the ethnic 

divide.  

 

One of the insights during this research project was to work through the potential 

relationship of culture to psychological expression and the pathway to 

understanding PTSD symptomatology.  For example parallels could be seen 

between Hyper-vigilance or Re-experiencing symptoms and political and social 

pressures to keep any experience of conflict highly visible in the media and a 

constant source of discussion and potential amplification. The relationship 

between media representation of the conflict and personal strategies for dealing 

with trauma emanating from political conflict would be a useful area of further 

research.  
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Another issue concerns cultural issues in examining risk factors such as 

attachment style. Attachment Theory has been subjected to criticisms of being 

Eurocentric and focusing on particular types of child rearing practice in small 

nuclear families (Robinson, 1998). However, extensive cross cultural study by 

van Ijzendoorn and others have shown some consistency across culture 

including Israel, particularly in Secure attachment rates (M H van Ijzendoorn et 

al., 1999). Israel itself is a centre of research on attachment, both in its 

investigation of the children of Kibbutzim (Sagi et al., 1995) and multiple 

caregivers in childhood (M H van Ijzendoorn et al., 1992) and in the development 

of stress and attachment relationships by Mikulincer and colleagues (M 

Mikulincer et al., 1999).  Rates of secure attachment style shown in this study 

were consistent with those shown in other adolescent samples internationally (M 

H van Ijzendoorn et al., 1999). Including a cultural interpretation adds to the 

complex layering which already occurs in understanding psychological disorders.  

 

7.9  Observations on Working in a different culture   

When working in a different culture, it is important to consider how local social 

conditions may influence child development potentially differently from that 

expected from Western norms.  Observations on applying psychological 

investigation cross-culturally is critiqued as under-estimating social and cultural 

influences (Ratner & Hui, 2003). They write:  

“Psychologists’ ignorance is not simply due to the vastness and 

complexity of cultural information which might escape the most diligent 

researcher. It is due to an entrenched blindness to crucial social issues.”  

(pg74)(Ratner & Hui, 2003)  

 

For this reason the study approach was equally weighted to both social and 

psychological approaches to investigating a psychological outcome of disorder in 

YP. This could however have been extended with further resourcing to  examine 

the effect of political violence and trauma on family functioning by also including 

parental assessments. As with all similar research, the results need to be viewed 
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from the lens provided which examined risk and resilience from a particular place 

and time with a particular age group. It was always the intention to set this project 

in a different culture, particularly one in conflict, in order to experience research 

working cross-culturally and to examine adolescent mental health including 

trauma responses in more extreme contexts. The challenges were always 

recognised.  It was understood that the project would involve working with a 

different culture, with a strong collective identity forged in political and 

ethnic/religious identity that has an extensive and elaborate history. To come to 

this as an outsider with no ethnic or religious links to the culture may have 

influenced the research process and conclusions reached. However, the findings 

that emerged did indeed point to similar patterns of risk and disorder to that 

found in studies of adolescents internationally and therefore showed the 

importance of developmental approaches even in extreme conditions. 

 

In terms of research logistics, the feasibility of running the study required help 

locally. This involved finding a research assistant in Israel who spoke Arabic, 

Hebrew, and English, worked well with young people, had research experience, 

and whose salary could be funded by the One to One sponsors who provided the 

cycling groups. Knowing the three languages well was absolutely essential for 

working with these young people as well as the principal investigator, so that all 

would feel comfortable expressing themselves. Language is the chief means by 

which we express our thoughts, feelings and beliefs and not knowing the 

language through which one is hoping to understand someone else’s thoughts 

feelings and beliefs was understood to be a barrier.  The choice of researcher 

was an Arab, Christian male, older than the principal investigator from whom he 

had to take direction.  Taking directions from younger (foreign) females is 

something that is not commonly done in the society and is not comfortable for 

Arab males. This issue could have affected the implementation of the research 

project  However, no discomfort was voiced and the principal investigator (PI) 

made considerable effort to be respectful as well as authoritative while keeping 

the research project on track. However, better personal knowledge of local 

conditions and networks by the PI may have avoided the high attrition rate.  
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In terms of translating the questionnaires, every effort was made to identify 

previously translated questionnaires that had been used in Israel before. 

However, some translation was still necessary, for instance the Parental Bonding 

Instrument.  During the translation process, some concepts were discovered that 

did not translate well from English. The translation of concepts that do not readily 

appear in other languages is a known challenge when working cross culturally 

(Sullivan & Rocco Cottone, 2010). For example, in the PBI, the item of ‘parent 

being cold’ did not translate well and had to be worked several times until the 

back-translation was adequate. Similarly the item ‘losing my temper’ had to be 

refined. Finally, the questionnaire was back-translated from Arabic and Hebrew 

into English and gave satisfactory results. However, somewhat low internal 

reliability of father care and control scales may have been affected by this.   

 

The focus groups were conducted in either Hebrew or Arabic depending upon 

the group. This necessitated the transcribing and translation by the RA and his 

colleagues. It was at this juncture where meaning and depth were at risk of being 

lost to the principal investigator doing the analysis who did not understand the 

verbal answers and nuanced emotion expressed. Instead, an English transcript 

of the focus groups was created to work from which might have lacked some of 

the subtlety required. 

 

However, the issues of language sensitivities are also common within Israel. For 

example, a situation arose during one focus group where some of the boys felt 

pressure to speak Hebrew as it was considered the dominant language, even 

though  they did not feel comfortable speaking Hebrew. The local researcher 

reassured them that they could speak Arabic if that was what they wanted, and 

this is where his language skills proved additionally important. These types of 

political related issues ran like a current throughout the project sometimes 

making an impact, sometimes just being the background hum to it.   
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7.10  Contribution to Knowledge  

This study was innovative in utilising an Ecological and Attachment framework to 

understand the interrelationship of risk, disorder and resilience factors in a  group 

of high risk Israeli adolescents. This approach aimed to examine the many facets 

that influence adolescent mental health in conflict settings. Elements of both 

frameworks were supported with peer problems, self-esteem, deprivation and 

trauma all having associations with disorder outcomes. Many research 

approaches favour one or other approach but combining the two allows for an 

equal weight to be placed on social adversity and the psychological effects of 

early life parenting. Exploring these associations were strengths of the study. 

Similarly examining a range of disorders allowed for a fuller examination of the 

different effects of the risk factors. While PTSD was an important focus of the 

study and a reason for choosing the location of study, and the intervention, 

additional important findings arose from looking at the behavioural disorders of 

Hyperactive and Conduct disorder in relation to peer problems and childhood 

experience. 

 

The project used a prospective approach to evaluate a cycling program in 

relation to  alleviating risks and  disorder. Some positive effects were found, 

including improvement of self-esteem, support, conduct disorder and PTSD Re-

experiencing symptoms in the cycling group. However, low numbers resulting 

from high attrition, and lack of matching between the groups meant that a fuller 

test of the intervention impact is needed. Nevertheless this project was one of the 

first of its kind to systematically evaluate a community sports project aimed at 

improving adolescent mental health in a difficult research setting on PTSD and 

other disorder and requires further investigation in similar groups. 

 
The study is able to make some observations, reflections and recommendations 

for researchers working in this area.  

 

First, researchers in PTSD should consider a fuller list of trauma events in 

encompassing disorder in studies not tied to a particular disaster experience. In 
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conflict zones extending the trauma event list to include bombing experience and 

other elements of political violence may increase the prevalence rate. Such 

trauma was as common in this sample as the personal trauma identified in the 

clinical symptom scales, and if excluded would have accounted for lower 

traumatic symptom counts. 

 
Secondly, non-governmental organizations who fund and facilitate  sports and 

games projects for young people, should consider routinely building in a pre- and 

post-test questionnaire to detect  changes in both risk and positive factors as a 

result of the intervention, including self-esteem, social support and disorder 

symptoms. Institutional capacity for analysing such data should be taken into 

account before collection.   This would allow for valuable self-assessment 

information to be collected and analysed. 

 

Thirdly, the acknowledgement on a systems level that community programs such 

as those involving sports allow for important avenues of intervention and 

preventative action for high-risk families to function normally needs to be 

extended to conflict zones(Little & Mount, 1999).   Examining adolescent 

psychological symptomatology  into the realm of public health intervention 

potentially frees up the demands on clinicians in mental health teams to enable 

valuable early intervention to occur. In conflict zones, this is likely to be an 

economical alternative with potentially large benefits. 

 

Fourthly, for researchers wanting to undertake research cross-culturally, it is 

advisable to work a ‘cultural broker’ to facilitate the research process adapting 

projects to cultural restraints, incorporating cultural sensitivity in research design. 

This aids with research logistics and can help with interpreting results. 

 

Extending this research in a  larger follow-up  study would both confirm and 

extend findings. While this could  potentially be done using the same cycling 

groups, but perhaps focus on boys alone, it could also use  other activities or 

types of sport more inclusive of girls, to definitively state that involvement in a 

sports program can ameliorate psychosocial risk and SDQ and PTSD disorder. 
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The ground work for such an extended study is provided by the one reported 

here with its findings suggestive that involvement in a sports program does 

indeed have some merit for improving adolescent mental health. In general more 

such studies are needed. 

 

The experience of working and living in Israel to conduct this research project led 

to a personally greater understanding of how to undertake research in a conflict 

zone as well as greater understanding of the importance and complexity of 

Middle East peace initiatives and interventions for YP. Part of Israeli life seems to 

tolerate insecurity and danger, with admonishments to the population to swallow 

fear, and live life as best as you can.  The overriding impression from studying 

Israeli youth was that there was much positive experience blended with the 

negative, and interventions such as the cycling an optimistic attempt to provide 

opportunities for YP and families to thrive in difficult circumstances. It is hoped 

that these interventions continue and that the findings reported here encourage 

the extension of such programmes to aid with the better adjustment of YP living 

in such difficult contexts.  

 

  



 

 197

References 
Abu-Rayya, H. M., & Abu-Rayya, M. H. (2009). Acculturation, religious identity, and psychological 

well-being among Palestinians in Israel. International Journal of Intercultural Relations, 

33(4), 325-331. doi:10.1016/j.ijintrel.2009.05.006 

Adams, R., & Boscarino, J. (2006). Predictors of PTSD and Delayed PTSD after Disaster: the 

Impact of Exposure and Psychosocial Resources. Journal of Nervous and Mental Disease, 

194(7), 485-493. 

Agnes Brunnekreef, J., De Sonneville, L. M. J., Althaus, M., Minderaa, R. B., Oldehinkel, A. J., 

Verhulst, F. C., & Ormel, J. (2007). Information processing profiles of internalizing and 

externalizing behavior problems: evidence from a population-based sample of 

preadolescents. Journal of Child Psychology and Psychiatry, 48(2), 185-193. Blackwell 

Publishing Ltd. Retrieved from http://dx.doi.org/10.1111/j.1469-7610.2006.01695.x 

Ainsworth, M. D. S., Blehar, M., Aters, E., & Wall, S. (1978). Patterns of attachment: A 

psychological study of the Strange Situation . Hillsdale, NJ: Lawrence, Erlbaum. 

Akhundov, N. (1999). Psychosocial rehabilitation of IDP children:using theatre, art, music and 

sport. Forced Migration Review, 6(December), 

www.fmreview.org/text/FMR/o6/06.htm  Accessed 23/0. 

Al-Krenawi, A., Graham, J. R., & Kanat-Maymon, Y. (2009). Analysis of trauma exposure, 

symptomatology and functioning in Jewish Israeli and Palestinian adolescents. The British 

journal of psychiatry : the journal of mental science, 195(5), 427-32. 

doi:10.1192/bjp.bp.108.050393 

Al-Krenawi, A., Lev-Wiesel, R., & Sehwail, M. (2007). Psychological Symptomatology among 

Palestinian Male and Female Adolescents Living under Political Violence 2004–2005. 

Community Mental Health Journal, 43(1), 49-56. Springer Netherlands. Retrieved from 

http://dx.doi.org/10.1007/s10597-006-9060-9 

Alfandari, Y. (2005). Absolute poverty measures in Israel. Central Bureau of Statistics-Micro 

Economic Department. 

Allen, J P, Moore, C., Kuperminc, G., & Bell, K. (1998). Attachment and adolescent psychosocial 

functioning. Child development, 69(5), 1406-19. Retrieved from 

http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1557707&tool=pmcentrez&re

ndertype=abstract 

Allen, J. G. (1995). Coping with trauma: A guide to self-understanding. Washington D.C.: 

American Psychiatric Press, Inc. 

Allen, J., McElhaney, K., Land, D., Kuperminc, G., Moore, C., O’Beirne–Kelly, H., & Kilmer, S. 

(2003). A Secure Base in Adolescence: Markers of Attachment Security in the Mother–

Adolescent Relationship. Child Development, 74(1), 292-307. 

Allen, Joseph P., Marsh, P., McFarland, C., McElhaney, K. B., Land, D. J., Jodl, K. M., & Peck, S. 

(2002). Attachment and autonomy as predictors of the development of social skills and 

delinquency during midadolescence. Journal of Consulting and Clinical Psychology, 70(1), 

56-66. doi:10.1037//0022-006X.70.1.56 

Allen, Joseph P, McElhaney, K. B., Kuperminc, G. P., & Jodl, K. M. (2011). Stability and change in 

attachment security across adolescence. Child development, 75(6), 1792-805. 

doi:10.1111/j.1467-8624.2004.00817.x 



 

 198

Allen, Joseph P, McElhaney, K. B., Land, D. J., Kuperminc, G. P., Moore, C. W., O’Beirne-Kelly, H., 

& Kilmer, S. L. (2011). A secure base in adolescence: markers of attachment security in the 

mother-adolescent relationship. Child development, 74(1), 292-307. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/12625451 

Alvord, M., & Grados, J. (2005). Enhancing Resilience in Children: A Proactive Approach. 

Professional Psychology: Research and Practice, 36(3), 238-245. 

Andrews, B., Brewin, C. R., & Rose, S. (2003). Gender, social support, and PTSD in victims of 

violent crime. Journal of Traumatic Stress, 16(4), 421-427. Periodicals Service Company. 

Retrieved from http://dx.doi.org/10.1023/A:1024478305142 

Andrews, J. P., & Andrews, G. J. (2003). Life in a secure unit: the rehabilitation of young people 

through the use of sport. Social Science & Medicine, 56(3), 531-550. Retrieved from 

http://www.sciencedirect.com/science/article/B6VBF-4568650-

1/1/02a82915ef719160ae0dccdc20f80574 

Angold, A, Costello, E. J., & Worthman, C. M. (1998). Puberty and depression: the roles of age, 

pubertal status and pubertal timing. Psychological medicine, 28(1), 51-61. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/9483683 

Angold, Adrian, & Worthman, C. W. (1993). Puberty onset of gender differences in rates of 

depression: a developmental, epidemiologic and neuroendocrine perspective. Journal of 

Affective Disorders, 29(2-3), 145-158. Retrieved from 

http://www.sciencedirect.com/science/article/pii/016503279390029J 

Aniston, L. (2001). Save the Children Review of the Former Soviet Embassy Compound IDP Camp 

Psychosocial Support Activities Kabul , Afghanistan. October. 

Arbona, C., & Power, T. (2003). Parental Attachment, self esteem and antisocial behaviors 

among African American, European American and Mexican American adolescents. Journal 

of Counseling Psychology, 50(1), 40-51. 

Ardino, V. (2011a). Post-Traumatic Syndromes in Childhood and Adolescence. (V. Ardino, Ed.). 

Chichester: John Wiley & Sons. 

Ardino, V. (2011b). Post-Traumatic Stress in Antisocial Youth: a multifaceted reality. In V. Ardino 

(Ed.), Post-Traumatic Syndromes in Childhood and Adolescence (Vol. 1st editio). Chichester: 

John Wiley & Sons. 

Armsden, G., & Greenberg, M. (1987). The Inventory of Parent and Peer Attachment. Journal of 

Youth and Adolescence, 16, 427-454. 

Arntson, L., & Knudsen, C. (2004). Psychosocial Care & Protection of Children in Emergencies: A 

Field Guide. Save the Children. 

Aunola, K., & Nurmi, J.-E. (2005). The Role of Parenting Styles in Children’s Problem Behavior. 

Child Development, 76(6), 1144-1159. Blackwell Publishing on behalf of the Society for 

Research in Child Development. Retrieved from http://www.jstor.org/stable/3696624 

BBC. (2011, October 12). Who are the Mid-East prisoners? Retrieved from 

http://www.bbc.co.uk/news/world-middle-east-13628218 

Baker, A., & Shalhoub-Kevorkian, N. (1999). Effects of Political and Military Traumas on Children: 

The Palestinian Case. Clinical Psychology Review, 19(8), 935-950. 

Bal, S., Crombez, G., Van Oost, P., & Debourdeaudhuij, I. (2003). The role of social support in 

well-being and coping with self-reported stressful events in adolescents. Child Abuse & 



 

 199

Neglect, 27(12), 1377-1395. Retrieved from 

http://www.sciencedirect.com/science/article/B6V7N-49WKFR1-

4/2/7b5b6e22b2bac557d3025554f76f19eb 

Balaban, V. (2009). Assessment in Children. In E. Foa (Ed.), Effective treatment for PTSD: practice 

guidelines from the International Society for Traumatic Stress Studies (2nd editio.). New 

York & London: Guildford Press. 

Bar-Tal, D, Chernyak-Hai, L., Schori, N., & Gundar, A. (2009). A sense of self-perceived collective 

victimhood in intractable conflicts. International Review of the Red Cross, 91(874), 229-

258. Retrieved from <Go to ISI>://000275912900003 

Bar-Tal, Daniel, & Jacobson, D. (1998). A Psychological Perspective on Security. Applied 

Psychology, 47(1), 59-71. Blackwell Publishing Ltd. Retrieved from 

http://dx.doi.org/10.1111/j.1464-0597.1998.tb00013.x 

Barber, B. (2001). Political violence, social integration, and youth functioning: Palestinian youth 

from the intifada. Journal of Community Psychology, 29(3), 259-280. 

Barker, E., Seguin, J., Raskin White, H., Bates, M., Lacourse, E., Carbonneau, R., & Trembley, R. 

(2007). Developmental trajectories of male physical violence and theft. Developmental 

Arch Gen Psychiatry 64: 592-599., 64, 592-599. 

Barnow, S. (2005). Correlates of Aggressive and Delinquent Conduct Problems in Adolescence. 

(M. Lucht & H. J. Freyberger, Eds.)Aggressive Behavior, 31(1), 24-39. US: John Wiley & 

Sons. 

Baron, R., & Kenny, D. (1986). The moderator-mediator variable distinction in social 

psychological research: conceptual, strategic and statistical considerations. Journal of 

Personality and Social Pscyhology, 51(6), 1173-1182. 

Bartholomew, K., & Horowitz, L. M. (1991). Attachment styles among young adults: A test of a 

four-category model. Journal of Personality and Social Psychology, 61(2), 226-244. 

Baumrind, D. (1971). Current patterns of parental authority. Developmental Psychology 

Monographs, 4, 1-102. 

Belsky, J. (1993). The etiology of child maltreatment: A developmental-ecological analysis. 

Psychological Bulletin, 114, 413-434. 

Belsky, J., Fearon, P., & Bell, B. (2007). Parenting, attention and externalising problems: testing 

mediation longitudinally, repeatedly and reciprocally. Journal of Child Psychology and 

Psychiatry, 48(12), 1233-1242. 

Beyers, W., & Goossens, L. (2008). Dynamics of perceived parenting and identity formation in 

late adolescence. Journal of Adolescence, 31, 165-184. 

Bifulco, A, Bernazzani, O., Moran, P. M., & Jacobs, C. (2005). The childhood experience of care 

and abuse questionnaire (CECA.Q): Validation in a community series. British Journal of 

Clinical Psychology, 44(4), 563-581. 

Bifulco, A, Moran, P., & Ball, C. (2002). Adult attachment style. I: Its relationship to clinical 

depression. Social Psychiatry and, 50-59. Retrieved from 

http://www.springerlink.com/index/6HWVBYVWN0VAMLWQ.pdf 

Bifulco, A, & Moran, P. M. (1998). Wednesday’s Child: Research into Women's Experience of 

Neglect and Abuse in Childhood, and Adult Depression. London and New York: Routledge. 



 

 200

Bifulco, A, Moran, P. M., Ball, C., Jacobs, C., Baines, R., Bunn, A., & Cavagin, J. (2002). Childhood 

adversity, parental vulnerability and disorder: examining inter-generational transmission of 

risk. Journal of Child Psychology and Psychiatry, 43(8), 1075-1086. 

Bifulco, A. (2010). Risk and resilience in young Londoners. In R. Pat-Horenczyk & D. Brom (Eds.), 

Treating Traumatized Children: risk, resilience and recovery (pp. 117-130). London: 

Routledge. 

Bifulco, Antonia, Kwon, J., Jacobs, C., Moran, P., Bunn, A., & Beer, N. (2006). Adult attachment 

style as mediator between childhood neglect/abuse and adult depression and anxiety. 

Social Psychiatry and Psychiatric Epidemiology, 41(10), 796-805. Springer Berlin / 

Heidelberg. Retrieved from http://dx.doi.org/10.1007/s00127-006-0101-z 

Bifulco, Antonia, Moran, P., Jacobs, C., & Bunn, A. (2009). Problem partners and parenting: 

exploring linkages with maternal insecure attachment style and adolescent offspring 

internalizing disorder. Attachment & Human Development, 11(1), 69-85. Retrieved from 

http://www.informaworld.com/10.1080/14616730802500826 

Bifulco, Antonia, & Thomas, G. (n.d.). Understanding adult attachment in families: Research, 

Assessment & Intervention. London: Routledge/Taylor & Francis Group. 

Birndorf, S., Ryan, S., Auinger, P., & Aten, M. (2005). High self-esteem among adolescents: 

Longitudinal trends, sex differences, and protective factors. Journal of Adolescent Health, 

37(3), 194-201. Retrieved from http://www.sciencedirect.com/science/article/B6T80-

4GWPPTF-4/1/7be7829f6d0645a1487ad1a6a432b87a 

Bleich, A., Gelkopf, M., & Solomon, Z. (2003). Exposure to terrorism, stress-related mental 

health symptoms, and coping behaviors among a nationally representative sample in 

Israel. JAMA : the journal of the American Medical Association, 290(5), 612-20. 

doi:10.1001/jama.290.5.612 

Bohnert, A. M., & Garber, J. (2007). Prospective relations between organized activity 

participation and psychopathology during adolescence. Journal of abnormal child 

psychology, 35(6), 1021-33. doi:10.1007/s10802-007-9152-1 

Booth-Laforce, C., Oh, W., Kim, A. H., Rubin, K. H., Rose-Krasnor, L., & Burgess, K. (2006). 

Attachment, self-worth, and peer-group functioning in middle childhood. Attachment & 

Human Development, 8(4), 309-325. Routledge. doi:10.1080/14616730601048209 

Bose, R., & Jennings, S. (2005). Child psychiatry in a multicultural context. Psychiatry, 4(9), 132-

137. Retrieved from http://www.sciencedirect.com/science/article/B82Y7-4M04J2T-

7/1/9db8a373fe96b5253b660715227b349c 

Bowlby, J. (1969). Attachment and Loss: vol 1. Attachment. New York: Basic Books. 

Bowlby, J. (1973). Attachment and loss: vol 2. Separation: Anxiety and anger. New York: Basic 

Books. 

Bowlby, J. (1980). Attachment and loss: vol 3. Loss, sadness and depression. New York: Basic 

Books. 

Boyd, M., & Yin, Z. (1997). Cognitive-affective sources of sport enjoyment in adolescent sport 

participants. Adolescence, 31(122). 

Bramesfeld, A., Platt, L., & Schwartz, F. W. (2006). Possibilities for intervention in adolescents’ 

and young adults' depression from a public health perspective. Health Policy, 79(2-3), 121-



 

 201

131. Retrieved from http://www.sciencedirect.com/science/article/B6V8X-4J2M44P-

1/1/d2f3ae994314cb737afd27308d60feb6 

Braun, V., & Clarke, V. (2012). Using thematic analysis in psychology Using thematic analysis in 

psychology. Qualitative Research in Psychology, (March), 37-41. 

Brewin, C. R., Lanius, R. A., Novac, A., Schnyder, U., & Galea, S. (2009). Reformulating PTSD for 

DSM-V: Life after Criterion A. Journal of Traumatic Stress, 22(5), 366-373. Wiley 

Subscription Services, Inc., A Wiley Company. Retrieved from 

http://dx.doi.org/10.1002/jts.20443 

Brom, D., Horenczyk, R. P., Ed, J. F., & Bifulco, A. (2010). In : Treating traumatized children : Risk , 

resilience and recovery . Risk and resilience in young Londoners. East (pp. 117-130). 

Bronfenbrenner, U. (1979). The Ecology of Human Development:experiments by nature and 

design. Cambride: Harvard University Press. 

Brosnahan, J., Steffen, L., Lytle, L., Patterson, J., & Boostrom, A. (2004). The Relation between 

physical activity and mental health among hispanic and non-hispanic white adolescents. 

Archives in Pediatrics and Adolescence, 158(August), 818-823. 

Brosse, A., Sheets, E., Lett, H., & Blumenthal, J. (2002). Exercise and the treatement of clinical 

depression in adults. Sports Medicine, 32(12), 741-760. 

Brown, G. W., Andrews, B., & Harris, T. (1986). Social support, self-esteem and depression. 

Psychological Medicine, 16(4), 813-831. Retrieved from 

http://www.scopus.com/scopus/inward/record.url?eid=2-s2.0-

0023025924&partnerID=40&rel=R8.2.0 

Buist, K. L., Deković, M., Meeus, W., & van Aken, M. a G. (2004). The reciprocal relationship 

between early adolescent attachment and internalizing and externalizing problem 

behaviour. Journal of adolescence, 27(3), 251-66. doi:10.1016/j.adolescence.2003.11.012 

Burt, K., Obradović, J., & Long, J. (2008). The interplay of social competence and 

psychopathology over 20 years: Testing transactional and cascade models. Child 

Development, 79(2), 359-374. Retrieved from 

http://onlinelibrary.wiley.com/doi/10.1111/j.1467-8624.2007.01130.x/full 

Buschgens, C., van Aken, M., Swinkels, S., Ormel, J., Verhulst, F., & Buitelaar, J. (2010). 

Externalizing behaviors in preadolescents: familial risk to externalizing behaviors and 

perceived parenting styles. European Child & Adolescent Psychiatry, 19(7), 567-575. 

Springer Berlin / Heidelberg. Retrieved from http://dx.doi.org/10.1007/s00787-009-0086-8 

Cairns, K. (2004). Attachment, Trauma and Resilience: Therapeutic Caring for Children. London: 

British Association of Adoption and Fostering. 

Caldwell, M. S., Rudolph, K. D., Troop-Gordon, W., & Kim, D.-Y. (2004). Reciprocal Influences 

among Relational Self-Views, Social Disengagement, and Peer Stress during Early 

Adolescence. Child Development, 75(4), 1140-1154. Blackwell Publishing on behalf of the 

Society for Research in Child Development. Retrieved from 

http://www.jstor.org/stable/3696531 

Cameron, C. A., Ungar, M., & Liebenberg, L. (2007). Cultural Understanding of Resilience: Roots 

for Wings in the Development of Affective Resources for Resilience. Child Adolescent 

Psychiatric Clinics of North America, 16(285-301). 



 

 202

Canetti, L., & Bachar, E. (1997). Parental bonding and mental health in adolescence. 

Adolescence, 32(126), 381. 

Canetti, L., Bachare, E., Galili-Weisstub, E., Kaplan De-Noura, A., & Shalev, A. Y. (1997). Parental 

bonding and mental health in adolescence. Adolescence, 32(126), 381-394. 

Carrion, V. G., Weems, C. F., Ray, R., & Reiss, A. L. (2002). Toward an empirical definition of 

pediatric PTSD: the phenomenology of PTSD symptoms in youth. Journal of the American 

Academy of Child and Adolescent Psychiatry, 41(2), 166-73. The American Academy of 

Child and Adolescent Psychiatry. doi:10.1097/00004583-200202000-00010 

Caspi, A. (2002). Role of Genotype in the cycle of violence in maltreated children. Science, 

297(2), 851-854. 

Caspi, A, & Moffitt, T. E. (1991). Individual differences are accentuated during periods of social 

change: the sample case of girls and puberty. Journal of Personality and Social Pscyhology, 

61(1), 157-168. 

Caspi, Avshalom, Hariri, A. R., Holmes, A., Uher, R., & Moffitt, T. E. (2010). Genetic Sensitivity to 

the Environment: The Case of the Serotonin Transporter Gene and Its Implications for 

Studying Complex Diseases and Traits. Am J Psychiatry, 167(5), 509-527. 

doi:10.1176/appi.ajp.2010.09101452 

Catani, C., Jacob, N., Schauer, E., Kohila, M., & Neuner, F. (2008). Family violence, war, and 

natural disasters: a study of the effect of extreme stress on children’s mental health in Sri 

Lanka. BMC psychiatry, 8, 33. doi:10.1186/1471-244X-8-33 

Catherall, D. (2011). The impact of Lower Magnitude Stressors on Child and Adolescent 

Development: The Family Context. In V. Ardion (Ed.), Post-Traumatic Syndromes in 

Childhood and Adolescence: A Handbook of Research and Practice (Vol. 1st). Chichester: 

John Wiley & Sons. 

Chambers, J., Power, K., Loucks, N., & Swanson, V. (2001). The interaction of perceived maternal 

and paternal parenting styles and their relation with the psychological distress and 

offending characteristics of incarcerated young offenders. Journal of Adolescence, 24(2), 

209-227. Retrieved from http://www.sciencedirect.com/science/article/B6WH0-45RFHHS-

K/2/2def3f0730ce048ff4009db28979cebb 

Charmaz, K. (2002). Qualitative interviewing and grounded theory analysis. In J. Gubrium & J. 

Holstein (Eds.), Handbook of interview research: context and method (Vol. 2nd editio). 

Thousand Oaks: Sage Publications. 

Charuvastra, A., & Cloitre, M. (2008). Social bonds and posttraumatic stress disorder. Annual 

review of psychology, 59, 301-28. doi:10.1146/annurev.psych.58.110405.085650 

Chemtob, C. M., Nakashima, J. P., & Hamada, R. S. (2002). Psychosocial Intervention for 

Postdisaster Trauma Symptoms in Elementary School Children: A Controlled Community 

Field Study. Arch Pediatr Adolesc Med, 156(3), 211-216. doi:10.1001/archpedi.156.3.211 

Cheung, P., & Chow, B. (2010). Parental mediatory role in children’s physical activity 

participation. Health Education, 110(5), 355-366. 

Cicchetti, D., & Cohen, D. J. (2006). Developmental Psychopathology:Theory and Method (3rd 

ed.). New York: Wiley. 



 

 203

Cicero, S., Nooner, K., & Silva, R. (2011). Vulnerability and Resilience in Childhood Trauma and 

PTSD. In V. Ardino (Ed.), Post-Traumatic Syndromes in Childhood and Adolescence. 

Chichester: John Wiley & Sons. 

Cloitre, M., Stolbach, B. C., Herman, J. L., Kolk, B. van der, Pynoos, R., Wang, J., & Petkova, E. 

(2009). A developmental approach to complex PTSD: Childhood and adult cumulative 

trauma as predictors of symptom complexity. Journal of Traumatic Stress, 22(5), 399-408. 

Wiley Subscription Services, Inc., A Wiley Company. Retrieved from 

http://dx.doi.org/10.1002/jts.20444 

Cloitre, M., Stovall-McClough, C., Zorbas, P., & Charuvastra, A. (2008). Attachment Organization , 

Emotion Regulation , and Expectations of Support in a Clinical Sample of Women With 

Childhood Abuse Histories. Journal of Traumatic Stress, 21(3), 282-289. doi:10.1002/jts. 

Cobb, S. (1976). Presidential Address-1976. Social support as a moderator of life stress. 

Psychosom Med, 38(5), 300-314. Retrieved from 

http://www.psychosomaticmedicine.org/cgi/content/abstract/38/5/300 

Coleman, J., & Hagell, A. (2007). Adolescent Risk and Resilience. Chichester: John Wiley. 

Coleman, P. K. (2003). Perceptions of parent-child attachment, social self-efficacy, and peer 

relationships in middle childhood. Infant and Child Development, 12(4), 351-368. John 

Wiley & Sons, Ltd. Retrieved from http://dx.doi.org/10.1002/icd.316 

Colliard, C. (2005). Mission Report. Evaluation of the Tdh Psychosocial Programme of 

Recreational Centres in Bam, Iran. Geneva: Center for Humanitarian Psychology. 

Collishaw, S., Pickles, A., Messer, J., Rutter, M., Shearer, C., & Maughan, B. (2007). Resilience to 

adult psychopathology following childhood maltreatment: Evidence from a community 

sample. Child Abuse & Neglect, 31(3), 211-229. Retrieved from 

http://www.sciencedirect.com/science/article/B6V7N-4NCK2B0-

2/2/3d2e595dd7834e2533bd8c12106c544b 

Connell, A., & Goodman, S. (2002). The association between psychopathology in fathers versus 

mothers and children’s internatilising and externalising behavior problems: a meta-

analysis. Psychological Bulletin, 128(5), 746-773. 

Cook, W. L. (2000). Understanding attachment security in family context. Journal of Personality 

and Social Psychology, 78(2), 285-294. American Psychological Association. Retrieved from 

10.1037/0022-3514.78.2.285 

Cooper, M. L., Shaver, P. R., & Collins, N. L. (1998). Attachment styles, emotion regulation, and 

adjustment in adolescence. Journal of Personality and Social Psychology, 74(5), 1380-1397. 

American Psychological Association. Retrieved from 10.1037/0022-3514.74.5.1380 

Costello, E. J., Keeler, G. P., & Angold, A. (2001). Poverty, Race/Ethnicity, and Psychiatric 

Disorder: A Study of Rural Children. Am J Public Health, 91(9), 1494-1498. 

doi:10.2105/ajph.91.9.1494 

Coursen-Neff, Z. (2001). Second Class: Discrimination against Palestinian Arab Children in Israel’s 

Schools. (H. R. Watch, Ed.). http://hrw.org/doc/?t=mideast_pub&c=isrlpa. Retrieved from 

http://hrw.org/doc/?t=mideast_pub&c=isrlpa 

Coursen-Neff, Z. (2006). Discrimination against Palestinian Arab Children in the Israeli 

educational system. International Journal of Law & Politics, 36(749), 101-162. Retrieved 

from http://hrw.org/reports/2001/israel2/JILPfinal.pdf 



 

 204

Csikszentmihalyi, M. (1990). Flow: they psychology of optimial experience. New York: Harper 

Perennial Modern Classics. 

Davila, J., Burge, D., & Hammen, C. (1997). Why does attachment change? Journal of Personality 

and Social Pscyhology, 73(4), 826-838. 

De Bellis, M. D., & Van Dillen, T. (2005). Childhood post-traumatic stress disorder: an overview. 

Child and adolescent psychiatric clinics of North America, 14(4), 745-72, ix. 

doi:10.1016/j.chc.2005.05.006 

De Pauw, S., & Mervielde, I. (2011). The Role of Temperament and Personality in Problem 

Behaviors of Children with ADHD. Journal of Abnormal Child Psychology, 39(2), 277-291. 

Springer Netherlands. Retrieved from http://dx.doi.org/10.1007/s10802-010-9459-1 

Dekovic, M., ten Have, M., Vollebergh, W. A. M., Pels, T., Oosterwegel, A., Wissink, I. B., De 

Winter, A. F., et al. (2006). The Cross-Cultural Equivalence of Parental Rearing Measure: 

EMBU-C. European Journal of Psychological Assessment, 22(2), 85-91. Retrieved from 

http://www.sciencedirect.com/science/article/B75BN-4KK6381-

3/2/ea30d8b8e55067b2c35a209bbbb9dc24 

Diamond, G., Didner, H., Waniel, A., Priel, B., Asherov, J., & Arbel, S. (2005). Perceived Parental 

Care and Control among Israeli Female Adolescents Presenting to Emergency Rooms after 

Self-Poisoning. Adolescence, 40(Summer). 

Dishion, T., & Patterson, G. (1991). Family, school, and behavioral antecedents to early 

adolescent involvement with antisocial peers. Developmental Psychology, 27(1), 172-180. 

Donnellan, M. B., Trzesniewski, K. H., Robins, R. W., Moffitt, T. E., & Caspi, A. (2005). Low Self-

Esteem Is Related to Aggression, Antisocial Behavior, and Delinquency. Psychological 

science, 16(4), 328-335. Sage Publications, Inc. on behalf of the Association for 

Psychological Science. Retrieved from http://www.jstor.org/stable/40064223 

Dumont, M., & Provost, M. A. (1999). Resilience in Adolescents: Protective Role of Social 

Support, Coping Strategies, Self-esteem, and Social Activities on Experience of Stress and 

Depression. Journal of Youth and Adolescence, 28(3), 343-363. 

Dwairy, M. (2004). Parenting Styles and Mental Health of Palestinian–Arab Adolescents in Israel. 

Transcultural Psychiatry, 41(2), 233-252. doi:10.1177/1363461504043566 

Dwairy, M., Achoui, M., Abouserie, R., & Farah, A. (2006). Adolescent-Family Connectedness 

among Arabs: A Second Cross-Regional Research Study. Journal of Cross-Cultural 

Psychology, 37(3), 248-261. US: Sage Publications. Retrieved from 

10.1177/0022022106286923 

Dwairy, M., Achoui, M., Filus, A., Rezvan nia, P., Casullo, M., & Vohra, N. (2010). Parenting, 

Mental Health and Culture: A Fifth Cross-Cultural Research on Parenting and Psychological 

Adjustment of Children. Journal of Child and Family Studies, 19(1), 36-41. Springer 

Netherlands. Retrieved from http://dx.doi.org/10.1007/s10826-009-9340-4 

Dwairy, M., & Menshar, K. (2006). Parenting style, individuation, and mental health of Egyption 

adolescents. Journal of Adolescence, 29, 103-117. 

Dybdahl, R. (2001). Children and Mothers in War: An Outcome Study of a Psychosocial 

Intervention Program. Child Development, 72(4), 1214-1230. Blackwell Publishers Inc. 

Retrieved from http://dx.doi.org/10.1111/1467-8624.00343 



 

 205

Dzewaltowski, D., Ryan, G., & Rosenkranz, R. (2008). Parental bonding may moderate the 

relationship between parent physical activity and youth physical activity after school. 

Psychology of Sport and Exercise, 9(6), 848-854. doi:10.1016/j.psychsport.2007.10.004 

Ehlers, A., Hackmann, A., & Michael, T. (2004). Intrusive re-experiencing in post-traumatic stress 

disorder: phenomenology, theory, and therapy. Memory (Hove, England), 12(4), 403-15. 

doi:10.1080/09658210444000025 

Ehntholt, K. a, & Yule, W. (2006). Practitioner review: assessment and treatment of refugee 

children and adolescents who have experienced war-related trauma. Journal of child 

psychology and psychiatry, and allied disciplines, 47(12), 1197-210. doi:10.1111/j.1469-

7610.2006.01638.x 

Eisenbruch, M., de Jong, J., & van de Put, W. (2004). Bringing Order Out of Chaos: A culturally 

competent approach to managing the problems of refugees and victims of organized 

violence. Journal of Traumatic Stress, 17(2), 123-131. 

Ekeland, E., Heian, F., Hagen, K. B., Abbott, J., & Nordheim, L. (2003). Exercise to improve self-

esteem in children and young people. Cochrane Database of Systematic Reviews, (Issue1. 

Art. No.:CD003683. DOI:10.1002/14651858. CD.003683.pub2.). 

El-Sheikh Muhammad, A. (2004). Palestinians in Israel Socio-Economic Survey. Shefa-Amr: The 

Galilee Society: The Arab National Society for Health Research and Services and Rikaz-The 

Databank for the Palestinian Minority in Israel. Retrieved from www.gal-soc.org 

Elbedour, S., Onwuegbuzie, A., Ghannam, J., Whitcome, J., & Abu Hein, F. (2007). Post-traumatic 

stress disorder, depression, and anxiety among Gaza Strip adolescents in the wake of the 

second Uprising (Intifada). Child Abuse and Neglect, 31(7), 719-729. 

Elliot, D. L., Goldberg, L., EL, M., Defrancesco, C., Durham, M., & Hix-Small, H. (2004). Preventing 

substance use and disordered eating: initial outcomes of the ATHENA(athletes targeting 

healthy exercise and nutrition alternatives)program. Archives Pedriatric Adolescent 

Medicine, 158(11), 1043-1049. 

Engels, R. C. M. E., Finkenauer, C., Meeus, W., & Dekovic, M. (2001). Parental attachment and 

adolescents’ emotional adjustment: The associations with social skills and relational 

competence. Journal of Counseling Psychology, 48(4), 428-439. doi:10.1037//0022-

0167.48.4.428 

Eppright, T., Sanfacon, J., Beck, N., & Bradley, S. (1997). Sport Psychiatry in Childhood and 

Adolescence: an overview. Child Psychiatry and Human Development, 28(2), 71-88. 

Espie, E., Gaboulaud, V., Baubet, T., Casas, G., Mouchenik, Y., Yun, O., Grais, R., et al. (2009). 

Trauma-related psychological disorders among Palestinian children and adults in Gaza and 

West Bank 2005-2008. International Journal of Mental Health Systems, 3(21), 

doi:10.1186/1752-4458-3-21. 

Essau, C. A., Conradt, J., Petermann, F., & Phil. (2006). Frequency, Comorbidity, and Psychosocial 

Impairment of Anxiety Disorders in German Adolescents. Journal of Anxiety Disorders, 

14(3), 263-279. Retrieved from 

http://www.sciencedirect.com/science/article/pii/S0887618599000390 

Eth, S., & Pynoos, R. (1985). Developmental perspectives on psychic trauma in childhood. In C. R. 

Figley (Ed.), Trauma and its wake. New York: Brunner/Mazel. 

Farbstein, I., Mansback-Kleinfeld, Levinson, D., Goodman, R., Levav, I., Vograft, I., Kanaaneh, R., 

et al. (2010). Prevalence and correlates of mental disorders in Israeli adolescents: results 



 

 206

from a national mental health survey. The Journal of Child Psychology and Psychiatry, 

51(5), 630-639. 

Farrington, D. (1993). Motivations for conduct disorder and delinquency. Development and 

Psychopathology, 5(1), 225-241. 

Fassino, S., Amianto, F., & Abbate-Daga, G. (2009). The dynamic relationship of parental 

personality traits with the personality and psychopathology traits of anorectic and bulimic 

daughters. Comprehensive Psychiatry, 50(3), 232-239. Retrieved from 

http://www.sciencedirect.com/science/article/B6WCV-4THB4HB-

5/2/c958ecb9225fc697423faea3f252c42f 

Feltz, D., & Magyar, M. (2006). Self-efficacy and adolescents in sport and  physcial activity. In F. 

Pajares & T. Urdan (Eds.), Self-Efficacy Beliefs of Adolescents. Greenwhich, Conneticut: 

Information age publishing. 

Fergusson, D., & Horwood, L. J. (1999). Prospective Childhood Predictors of Deviant Peer 

Affiliations in Adolescence. Journal of Child Psychology and Psychiatry, 40(4), 581-592. 

Ferron, C., Narring, F., Caueray, M., & Michaud, P. A. (1999). Sport activity in adolescence: 

associations with health perceptions and experimental behaviours . Health Education 

Research, 14, 225-233. 

Fincham, D. S., Altes, L. K., Stein, D. J., & Seedat, S. (2009). Posttraumatic stress disorder 

symptoms in adolescents: risk factors versus resilience moderation. Comprehensive 

Psychiatry, 50(3), 193-199. Retrieved from 

http://www.sciencedirect.com/science/article/B6WCV-4TP1FD1-

6/2/7e1b1803bdf05b54bc958cac187c0b31 

Finzi, R., Har-Evan, D., Shnit, D., & Weizman, A. (2001). Attachment styles and aggression in 

physically abused and neglected children. . Journal of Youth and Adolescence, 30, 769-786. 

First, M., & Tasman, A. (2004a). DSM-IV-TR-Mental Disorders: Diagnosis, Etiology and 

Treatment. Chichester: John Wiley and Sons. 

First, M., & Tasman, A. (2004b). Anxiety Disorders: Traumatic Stress Disorders. DSM-IV-TR-

Mental Disorders Diagnosis, Etiology and Treatment. Chichester: John Wiley & Sons. 

Fischer, M., Barkley, R. A., Edelbrock, C. S., & Smallish, L. (1990). The adolescent outcome of 

hyperactive children diagnosed by research criteria: II. Academic, attentional, and 

neuropsychological status. Journal of Consulting and Clinical Psychology, 58(5), 580-588. 

American Psychological Association. Retrieved from 10.1037/0022-006X.58.5.580 

Flack, W. F., Litz, B. T., Hsieh, F. Y., Kaloupek, D. G., & Keane, T. M. (2000). Predictors of 

emotional numbing, revisited: a replication and extension. Journal of traumatic stress, 

13(4), 611-8. doi:10.1023/A:1007806132319 

Fliege, H., Lee, J.-R., Grimm, A., & Klapp, B. F. (2009). Risk factors and correlates of deliberate 

self-harm behavior: A systematic review. Journal of Psychosomatic Research, 66(6), 477-

493. Retrieved from http://www.sciencedirect.com/science/article/B6T8V-4VCVNPN-

2/2/02b56339daf75bcdb8a58fb2e69178ef 

Fonagy, P., Steele, M., Steele, H., Higgitt, A., & Target, M. (1994). The Theory and Practice of 

Resilience. Journal of Child Psychology and Psychiatry, 35(2), 231-257. 



 

 207

Fong, G., & Garralda, E. (2005). Anxiety disorders in children and adolescents. Psychiatry, 4(8), 

77-81. Retrieved from http://www.sciencedirect.com/science/article/B82Y7-4M04J2Y-

2/1/45d402324204088e1f49b001e8cd75de 

Ford, J. D. (2009). Etiology of Traumatic Stress Disorders. Posttraumatic Stress Disorder (pp. 55-

94). San Diego: Academic Press. Retrieved from 

http://www.sciencedirect.com/science/article/B8MFH-4WJHT1P-

H/2/33af21a17e68b550d46bfc025e3eff24 

Foy, D. W., Madvig, B. T., Pynoos, R. S., & Camilleri, A. J. (1996). Etiologic factors in the 

development of posttraumatic stress disorder in children and adolescents. Journal of 

School Psychology, 34(2), 133-145. doi:10.1016/0022-4405(96)00003-9 

Franco, N., & Levitt, M. J. (1998). The social ecology of middle childhood: Family support, 

friendship quality, and self-esteem. Family Relations, 47(4), 315-321. Retrieved from <Go 

to ISI>://000076665000003 

Freedman, S. A. (2009). Essentials of Terror Medicine. (S. C. Shapira, J. S. Hammond, & L. A. Cole, 

Eds.), 405-424. New York, NY: Springer New York. doi:10.1007/978-0-387-09412-0 

Freeman, H., & Bradford Brown, B. (2001). Primary attachment to parents and peers during 

adolescence: differences by attachment style. Journal of Youth and Adolescence, 30(6), 

653-674. 

Furr, M., & Bacharach, V. (2008). Psychometrics: An introduction. Thousand Oaks: Sage 

Publications. 

Garbarino, J. (1997). Growing up in a socially toxic environment. Developmental perspectives on 

trauma: Theory, research, and intervention. Rochester symposium on developmental 

psychology, Vol. 8. D. Cicchetti and S. L. Toth. Rochester, NY, USA, University of Rochester 

Press (pp. 141-154). 

Garbarino, James, & Kostelny, K. (1996). The effects of political violence on Palestinian children’s 

behavior problems: a risk accumulation model. Child Development, 67(1), 33-45. 

Garbarino, James, Kostelny, K., & Dubrow, N. (1991). What children can tell us about living in 

danger. American Psychologist, 46(4), 376-383. American Psychological Association. 

Retrieved from 10.1037/0003-066X.46.4.376 

Garnefski, N., & Diekstra, R. F. W. (1996). Perceived Social Support from Family, School, and 

Peers: Relationship with Emotional and Behavioral Problems among Adolescents. Journal 

of the American Academy of Child & Adolescent Psychiatry, 35(12), 1657-1664. Retrieved 

from http://www.sciencedirect.com/science/article/B987N-4XP8282-

M/2/69a55ef5ac66a133363b75d7be1339e0 

Gatti, U. (2005). Youth gangs, delinquency and drug use: a test of the selection, facilitation and 

enhancement hypotheses. Journal of Child Psychology and Psychiatry, 46(11), 1178-1190. 

Gelfand, L. A., & Tenhave, T. (2009). NIH Public Access. Journal of Counseling Psychology, 136(2), 

1-22. 

George, C., Herman, K., & Ostrander, R. (2006). The Family Environment and Developmental 

Psychopathology: The Unique and Interactive Effects of Depression, Attention, and 

Conduct Problems. Child Psychiatry &amp; Human Development, 37(2), 163-177. Springer 

Netherlands. Retrieved from http://dx.doi.org/10.1007/s10578-006-0026-5 



 

 208

Gerard, J. M., & Buehler, C. (1999). Multiple Risk Factors in the Family Environment and Youth 

Problem Behaviors. Journal of Marriage and Family, 61(2), 343-361. National Council on 

Family Relations. Retrieved from http://www.jstor.org/stable/353753 

Goldstein, R., Wampler, N., & Wise, P. (1997). War Experiences and distress symptoms of 

Bosnian Children. Pediatrics, 100, 873-878. 

Goodman, R. (2001). Psychometric properties of the Strengths and Difficulties Questionnaire 

(SDQ). Journal of the American Academy of Child and Adolescent Psychiatry, 40 , 1337-

1345. . 

Goodman, R., Ford, T., Richards, H., Gatward, R., & Meltzer, H. (2000). The development and 

well-being assessment: description and intial validation of an integrated assessment of 

child and adolscent psychopathology. Journal of Child Psychology and Psychiatry and Allied 

Disciplines, 41(5), 645-655. 

Goodyer, I., Cooper, P., Vize, C., & Ashby, L. (1993). Depression in 11-16 year old girls: The role 

of past parental pscyhopathology and exposure to recent life events. Journal of Child 

Psychology and Psychiatry, 34, 1103-1115. 

Goodyer, I M, Cooper, P. J., Vize, C. M., & Ashby, L. (1993). Depression in 11–16-year-old Girls: 

The Role of Past Parental Psychopathology and Exposure to Recent Life Events. Journal of 

Child Psychology and Psychiatry, 34(7), 1103-1115. Blackwell Publishing Ltd. Retrieved 

from http://dx.doi.org/10.1111/j.1469-7610.1993.tb01776.x 

Goodyer, I., Tamplin, A., Herbert, J. O. E., & Altham, P. (2000). Recent life events, cortisol, 

dehydroepiandrosterone and the onset of major depression in high-risk adolescents. 

British Journal of Psychiatry, 177, 499-504. 

Goodyer, I., Wright, C., & Altham, P. (1989). Recent friendships in anxious and depressed 

schoolage . Psychiatric Medicine, 19, 117-165. 

Goodyer, Ian M, Bacon, A., Ban, M., Croudace, T., & Herbert, J. (2009). Serotonin transporter 

genotype, morning cortisol and subsequent depression in adolescents . The British Journal 

of Psychiatry , 195 (1 ), 39-45. Retrieved from 

http://bjp.rcpsych.org/content/195/1/39.abstract 

Grant, K., Compas, B., Thurm, A., McMahon, S., Gipson, P., Campbell, A., Krochock, K., et al. 

(2006). Stressors and child and adolescent psychopathology: Evidence of moderating and 

mediating effects. Clinical Psychology Review, 26, 257-283. 

Gray-Little, B., Williams, V., & Hancock, T. (1997). An Item Response Theory Analysis of the 

Rosenberg Self-Esteem Scale. Personal & Social Psychology Bulletin, 23, 443-451. 

Griffin, D. W., & Bartholomew, K. (1994). Models of the self and other: Fundamental dimensions 

underlying measures of adult attachment. Journal of Personality and Social Psychology, 

67(3), 430-445. American Psychological Association. Retrieved from 10.1037/0022-

3514.67.3.430 

Guest, A. (2005). Thinking both critically and positively about development through sport. Sport 

and Development International (www.sportanddev.org). Retrieved from 

http://www.sportanddev.org/en/articles/thinking-both-critically-and-positively-about-

development-through-sport/index.htm 

Guillon, M. S., Crocq, M.-A., & Bailey, P. E. (2003). The relationship between self-esteem and 

psychiatric disorders in adolescents. European Psychiatry, 18(2), 59-62. Retrieved from 



 

 209

http://www.sciencedirect.com/science/article/B6VM1-487KRFX-

2/1/7d1b4cb2e155f2d740706373442fbd1e 

Gunnar, M, & Fisher, P. (2006). Bringing basic research on early experience and stress 

neurobiology to bear on preventive interventions for neglected and maltreated children. 

Development and Psychopathology, 18(03), 651-677. 

Gunnar, Megan, & Quevedo, K. (2006). The Neurobiology of Stress and Development. Annual 

Review of Psychology, 58(1), 145-173. Annual Reviews. 

doi:10.1146/annurev.psych.58.110405.085605 

Guttmann-Steinmetz, S., & Crowell, J. A. (2006). Attachment and Externalizing Disorders: A 

Developmental Psychopathology Perspective. Journal of the American Academy of Child & 

Adolescent Psychiatry, 45(4), 440-451. Retrieved from 

http://www.sciencedirect.com/science/article/pii/S0890856709620645 

Hamilton, I. M., Needle, R. H., & Wilson, M. (1985). Adolescent Health Risk Behaviors: Family 

Stress and Adolescent Coping as Critical Factors. Family Relations, 34(1), 51-62. National 

Council on Family Relations. Retrieved from http://www.jstor.org/stable/583757 

Hammack, P. L. (2010a). Identity as Burden or Benefit? Youth, Historical Narrative, and the 

Legacy of Political Conflict. Human Development (0018716X), 53(4), 173-201. Retrieved 

from 10.1159/000320045 

Hammack, P. L. (2010b). Narrating hyphenated selves: Intergroup contact and configurations of 

identity among young Palestinian citizens of Israel. International Journal of Intercultural 

Relations, 34(4), 368-385. Elsevier Ltd. doi:10.1016/j.ijintrel.2010.03.002 

Hammermeister, J., M, P., McGraw, L., & Ohlson, C. (2012). The relationship between sport 

related psychological skills and indicators of PTSD among Stryker Brigade Soldiers: The 

mediating effects of perceived psychological resilience. Journal of Sport Behavior, 35(1), 

40. 

Haney, T. J. (2007). “Broken windows” and Self-Esteem: Subjective understandings of 

neighborhood poverty and disorder. Social Science Research, 36(3), 968-994. Retrieved 

from http://www.sciencedirect.com/science/article/B6WX8-4KWTF90-

1/1/dbff34df7e087f407a0435f93759a178 

Hankin, Benjamin Abramson, L., Moffitt, T., Silva, P., McGee, R., & Angell, K. E. (1998). 

Development of depression from preadolescence to young adulthood: Emerging gender 

differences in a 10-year longitudinal study. .128. Journal of Abnormal Psychology, 

1(Febuary), 128-140. 

Harrington, R. (2004). Emotional disorders in children and adolescents. Medicine, 32(8), 53-55. 

Retrieved from http://www.sciencedirect.com/science/article/pii/S1357303906700317 

Harter, S. (1989). Causes, correlates, and the functional role of global self-worth: a life span 

perspective. In J. Kolligan & R. Sternberg (Eds.), Perceptions of competence and 

incompetence across the life-span. New Haven Conneticut: Yale University Press. 

Heaven, P. C. L., Newbury, K., & Mak, A. (2004). The impact of adolescent and parental 

characteristics on adolescent levels of delinquency and depression. Personality and 

Individual Differences, 36(1), 173-185. Retrieved from 

http://www.sciencedirect.com/science/article/B6V9F-4870WG0-

5/1/1cfd254c1d54f30f8af50e71a34f0c7a 



 

 210

Henley, R. (2005). Helping children overcome disaster trauma through post-emergency 

psychosocial sports programs. Swiss Academy for Development Biel. Retrieved from 

http://www.toolkitsportdevelopment.org/conflict-peace/html/resources/23/233E5575-

7790-4F3B-AD52-

7E521BBCD83F/Bob_Henley_overcome_disaster_trauma_psychosocial_programs.pdf 

Henley, Robert, Schweizer, I., de Gara, F., & Vetter, S. (2007). How Psychosocial Sport & Play 

Programs Help Youth Manage Adversity: A Review of What We Know & What We Should 

Research. International Journal of Psychosocial Rehabilitation., 12(1), 51-58. 

Herman, J. L. (1992). Trauma and recovery. London: HarperCollins Publishers. 

Higgins, J. P. T., & Altman, D. G. (2008). Assessing Risk of Bias in Included Studies. Cochrane 

Handbook for Systematic Reviews of Interventions (pp. 187-241). John Wiley & Sons, Ltd. 

Retrieved from http://dx.doi.org/10.1002/9780470712184.ch8 

Hirschman, E. (1983). On the acquisition of aesthetic, escapist, and agentic experiences. 

Empirical studies of the arts, 1(2), 157-171. 

Hobfoll, S. E., Hall, B. J., Canetti-Nisim, D., Galea, S., Johnson, R. J., & Palmieri, P. A. (2007). 

Refining our Understanding of Traumatic Growth in the Face of Terrorism: Moving from 

Meaning Cognitions to Doing what is Meaningful. Applied Psychology, 56(3), 345-366. 

Blackwell Publishing Ltd. Retrieved from http://dx.doi.org/10.1111/j.1464-

0597.2007.00292.x 

House, L. D., Bates, J., Markham, C. M., & Lesesne, C. (2010). Competence as a predictor of 

sexual and reproductive health outcomes for youth: a systematic review. The Journal of 

adolescent health : official publication of the Society for Adolescent Medicine, 46(3 Suppl), 

S7-22. Elsevier Inc. doi:10.1016/j.jadohealth.2009.12.003 

Hoyle, R., & Leff, S. (1997). The role of parental involvement in youth sport participation and 

performance. Adolescence, 32(125), 233-243. 

Hughes, E., & Gullone, E. (2008). Internalising symptoms and disorders in families of 

adolescents: a review of family systems literature. Clinical Psychology Review, 28, 92-117. 

Hyde, J. S., Mezulis, A. H., & Abramson, L. Y. (2008). The ABCs of depression: Integrating 

affective, biological, and cognitive models to explain the emergence of the gender 

difference in depression. Psychological Review, 115(2), 291-313. American Psychological 

Association. Retrieved from 10.1037/0033-295X.115.2.291 

Ijzendoorn, M. H. V., Kroonenberg, P. M., & Url, S. (2011). Cross-Cultural Patterns of 

Attachment : A Meta-Analysis of the Strange Situation Cross-cultural Patterns of 

Attachment : A Meta-Analysis of the Strange Situation. Child Development, 59(1), 147-156. 

Ijzendoorn, Marinus H van, & Kroonenberg, P. M. (1988). Cross-Cultural Patterns of Attachment: 

A Meta-Analysis of the Strange Situation. Child Development, 59(1), 147-156. Blackwell 

Publishing on behalf of the Society for Research in Child Development. Retrieved from 

http://www.jstor.org/stable/1130396 

Im, E.-O., Page, R., Lin, L.-C., Tsai, H.-M., & Cheng, C.-Y. (2004). Rigor in cross-cultural nursing 

research. International Journal of Nursing Studies, 41(8), 891-899. Retrieved from 

http://www.sciencedirect.com/science/article/B6T7T-4CDHDPW-

3/1/92505c43249aef6afc9678c9e324323c 

Jackson, C. (2007). The General Health Questionnaire: A Brief History. Occupational Medicine, 

57(79). 



 

 211

Jones, L., & Kafetsios, K. (2002). Assessing adolescent mental health in war-affected societies: 

the significance of symptoms. Child Abuse and Neglect, 26(10), 1008-1059. 

Jordans, M. J. D., Tol, W. A., Komproe, I. H., & De Jong, J. V. T. M. (2009). Systematic Review of 

Evidence and Treatment Approaches: Psychosocial and Mental Health Care for Children in 

War. Child and Adolescent Mental Health, 14(1), 2-14. Blackwell Publishing Ltd. Retrieved 

from http://dx.doi.org/10.1111/j.1475-3588.2008.00515.x 

Kaminer, D., Seedat, S., & Stein, D. (2005). Post-traumatic stress disorder in children. World 

Psychiatry, 4(2), 121-125. 

Kazdin, A. (2001). Treatment of conduct disorders. In J. Hill & B. Maughan (Eds.), Conduct 

disorders in childhood and adolescence. Cambridge: Cambridge Child and Adolescent 

Psychiatry. 

Kelvin, R. G., Goodyer, I. M., Teasdale, J. D., & Brechin, D. (1999). Latent Negative Self-schema 

and High Emotionality in Well Adolescents at Risk for Psychopathology. Journal of Child 

Psychology and Psychiatry, 40(6), 959-968. Blackwell Publishing Ltd. Retrieved from 

http://dx.doi.org/10.1111/1469-7610.00513 

Keppel-Benson, J., & Ollendick, T. (1993). Posttraumatic Stress Disorder in Children and 

Adolescents. In C. Saylor (Ed.), Children and Disasters. New York: Plenum Press. 

Khamis, V. (2005). Post traumatic stress disorder among school aged Palestinian children. Child 

Abuse and Neglect, 29, 81-95. 

Kilpatrick, D. G., Resnick, H. S., & Acierno, R. (2009). Should PTSD Criterion A be retained? 

Journal of Traumatic Stress, 22(5), 374-383. Wiley Subscription Services, Inc., A Wiley 

Company. Retrieved from http://dx.doi.org/10.1002/jts.20436 

Kilpatrick, D. G., Ruggiero, K. J., Acierno, R., Saunders, B. E., Resnick, H. S., & Best, C. L. (2003). 

Violence and risk of PTSD, major depression, substance abuse/dependence, and 

comorbidity: Results from the National Survey of Adolescents. Journal of Consulting and 

Clinical Psychology, 71(4), 692-700. doi:10.1037/0022-006X.71.4.692 

Kimbrel, N. A., Cobb, A. R., Mitchell, J. T., Hundt, N. E., & Nelson-Gray, R. O. (2008). Sensitivity to 

punishment and low maternal care account for the link between bulimic and social anxiety 

symptomology. Eating Behaviors, 9(2), 210-217. Retrieved from 

http://www.sciencedirect.com/science/article/B6W77-4PPMXR0-

4/2/b1dfe5b0a7939cdbf433cd8a1d455c43 

Kircaldy, B., Shephard, R., & Siefen, R. (2002). The relationship between physical activity and 

self-image and problem behavior among adolescents. Social Psychiatry Psychiatric 

Epidemiology, 37(11), 544-550. 

Kiser, L. J., & Black, M. M. (2005). Family processes in the midst of urban poverty: What does the 

trauma literature tell us? Aggression and Violent Behavior, 10(6), 715-750. 

doi:10.1016/j.avb.2005.02.003 

Kitzinger, J. (1995). Qualitative Research: Introducing focus groups. BMJ, 311(7000), 299-302. 

Retrieved from http://www.bmj.com/content/311/7000/299.short 

Kliewer, W., & Sandler, I. N. (1992). Locus of control and self-esteem as moderators of stressor-

symptom relations in children and adolescents. Journal of Abnormal Child Psychology, 

20(4), 393-413. Springer Netherlands. doi:10.1007/BF00918984 



 

 212

Koestner, R., Zuroff, D., & Powers, T. (1991). Family origins of adolescent self-criticism and its 

continuity into adulthood. Journal of Abnormal Psychology, 100(2), 191-197. 

Kordon, A., Kahl, K., & Wahl, K. (2006). A new understanding of attention-deficit disorders—

Beyond the age-at-onset criterion of DSM-IV. European Archives of Psychiatry and Clinical 

Neuroscience, 256(0), i47-i54. Springer Berlin / Heidelberg. Retrieved from 

http://dx.doi.org/10.1007/s00406-006-1007-1 

Kruegar, R. (1998). Analyzing and reporting focus group results. Focus Group Kit 6. London: Sage 

Publications. 

Krueger, R., & Casey, M. A. (2000). Focus Groups: A practical guide for applied research (3rd 

editio.). London: Sage Publications. 

Kulka, R., & Schlenger, W. E. (1990). Trauma and the Vietnam war generation: report of findings 

from the National Vietnam Veterans Readjustment Study. New York: Brunner/Mazel. 

Kunz, V. (2007). Sport and Play for Traumatized Children and Youth. (V. Kunz, Ed.). Biel/Bienne: 

Swiss Academy for Development. 

Laible, D. J., Carlo, G., & Roesch, S. C. (2004). Pathways to self-esteem in late adolescence: the 

role of parent and peer attachment, empathy, and social behaviours. Journal of 

adolescence, 27(6), 703-16. doi:10.1016/j.adolescence.2004.05.005 

Larson, R., Hansen, D., & Moneta, G. (2006). Differing Profiles of Developmental Experience 

Across Types of Organized Youth Activities. Developmental Psychology, 42(5), 849-863. 

Larun, L., Nordheim, L., & Ekeland, E. (2006). Exercise in prevention and treatment of anxiety 

and de-pression among children and young people. Cochrane Database of Systematic 

Reviews, (4). Retrieved from 

http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004691.pub2/pdf/standard 

Lawrence, S., De Silva, M., & Henley, R. (2010). Sports and games for post-traumatic stress 

disorder (PTSD). Cochrane Database of Systematic Reviews:, Issue 1 Jo( DOI: 

10.1002/14651858.CD007171.pub2). 

Layne, C. M., Saltzman, W. R., Poppleton, L., Burlingame, G. M., Pasalic, A., Durakovic, E., Music, 

M., et al. (2008). Effectiveness of a School-Based Group Psychotherapy Program for War-

Exposed Adolescents: A Randomized Controlled Trial. J Am Acad Child Adolesc Psychiatry, 

47, 1048-1062. 

Lee, J.-A. L. M., J. More, S., & Cotiw-an, B. S. (1999). Problems translating a questionnaire in a 

cross-cultural setting. Preventive Veterinary Medicine, 41(2-3), 187-194. Retrieved from 

http://www.sciencedirect.com/science/article/B6TBK-3WWV9K9-

8/1/f9186ba581c52eca908c0a795a929a11 

Lev-Wiesel, R., Al-Krenawi, A., & Sehwail, M. (2007). Psychological Symptomology among 

Palestinian Male and Female Adolescents living under political violence. Community 

Mental Health Journal, 43(1), 49-56. 

Levav, I., & Lachman, M. (2005). On the way to psychiatric reform in Israel: Notes for an 

ideological ad Scientific Debate. Israel Journal of Psychiatry Related Science, 42(3), 198-

214. 

Lewinsohn, P M, Rohde, P., & Seeley, J. R. (1998). Major depressive disorder in older 

adolescents: prevalence, risk factors, and clinical implications. Clinical psychology review, 

18(7), 765-94. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/9827321 



 

 213

Lewinsohn, Peter M, Seeley, J. R., & Gotlib, I. H. (1997). Depression-related psychosocial 

variables: Are they specific to depression in adolescents? Journal of Abnormal Psychology, 

106(3), 365-375. American Psychological Association. Retrieved from 10.1037/0021-

843X.106.3.365 

Li, H. Z. (2003). Inter- and intra-cultural variations in self-other boundary: A qualitative-

quantitative approach. International Journal of Psychology, 38(3), 138. Routledge. 

Retrieved from 

http://search.ebscohost.com/login.aspx?direct=true&db=bth&AN=10875135&site=ehost-

live 

Lieberman, M., Doyle, A.-B., & Markiewicz, D. (1999). Developmental Patterns in Security of 

Attachment to Mother and Father in Late Childhood and Early Adolescence: Associations 

with Peer Relations. Child Development, 70(1), 202-213. Blackwell Publishing on behalf of 

the Society for Research in Child Development. Retrieved from 

http://www.jstor.org/stable/1132024 

Lisha, N. E., & Sussman, S. (2010). Relationship of high school and college sports participation 

with alcohol, tobacco, and illicit drug use: a review. Addictive behaviors, 35(5), 399-407. 

Elsevier Ltd. doi:10.1016/j.addbeh.2009.12.032 

Lith, B., de Graaff, D., Jansveld, E., & de Jager, A. (2007). State of the Art: Psychosocial 

Interventions with children in war-affected areas (p. 40). Amsterdam. Retrieved from 

www.warchild.nl 

Little, M., & Mount, K. (1999). Prevention and early intervention with children in need. Vermont: 

Ashgate Publishing Company. 

Litz, B. T., & Gray, M. J. (2002). Emotional numbing in posttraumatic stress disorder: current and 

future research directions. Australian and New Zealand Journal of Psychiatry, 36(2), 198-

204. doi:10.1046/j.1440-1614.2002.01002.x 

Litz, B. T., & Maguen, S. (2010). Early intervention for Trauma. In M. Friedman, T. M. Keane, & P. 

A. Resick (Eds.), Handbook of PTSD: science and practice (2nd ed., p. 306). New York & 

London: Guildford Press. 

Luthar, S. S., Cicchette, D., & Becker, B. (2000). The Construct of Resilience: A Critical Evaluation 

and Guidelines for Future Work. Child Development, 71(3), 543-562. 

Luthar, S. S., Cicchetti, D., & Becker, B. (2000). The construct of resilience: Implications for 

interventions and social policies. Development and Psychopathology, 12, 857-885. 

Luthar, S., & Zigler, E. (1991). Vulnerability and Competence: A review of research on resilience 

in childhood. American Journal of Orthopsychiatric Association, 61(1), 6-22. 

MacInnes, D. L. (2006). Self-esteem and self acceptance: an examination into their relationship 

and their effect on psychological health. Journal of Psychiatric and Mental Health Nursing, 

13, 483-489. 

Manger, T., & Motta, R. (2005). The impact of an exercise program on posttraumatic stress 

disorder, anxiety and depression. International Journal of Emergency Mental Health, 7(1), 

49-57. 

Maoz, I., Ellis, D., & Lester, K. (2008). Ethnopolitical Conflict, Misperceptions and 

Miscommunication in. Encyclopedia of Violence, Peace, & Conflict (pp. 769-776). Oxford: 

Academic Press. Retrieved from http://www.sciencedirect.com/science/article/B98GF-

4T9V532-7G/2/f5296191fd985cd4d9203291ea273b7f 



 

 214

Masten, A., & Garmezy, N. (1985). Risk, vulnerability and protective factors in development 

psychopathology. In B. Lahey & A. Kazdin (Eds.), Advances in clinical child psychology. New 

York: Plenum Press. 

Maughan, B. (2001). Conduct disorder in context. In J. Hill & B. Maughan (Eds.), Conduct 

Disorders in childhood and adolescence (Vol. 1). Cambridge: Cambridge University Press. 

Maughan, B, Collishaw, S., Meltzer, H., & Goodman, R. (2008). Recent trends in UK child and 

adolescent mental health. Social Psychiatry and Psychiatric Epidemiology, 43(4), 305-310. 

Retrieved from <Go to ISI>://000254797700008 

Maughan, Barbara. (2005). Developmental Trajectory Modeling: A View from Developmental 

Psychopathology. Annals of the American Academy of Political and Social Science, 602, 

118-130. Sage Publications, Inc. in association with the American Academy of Political and 

Social Science. Retrieved from http://www.jstor.org/stable/25046144 

Maughan, Barbara, Collishaw, S., Meltzer, H., & Goodman, R. (2008). Recent trends in UK child 

and adolescent mental health. Social psychiatry and psychiatric epidemiology, 43(4), 305-

10. doi:10.1007/s00127-008-0310-8 

McGee, R. O. B., & Williams, S. (2000). Does low self-esteem predict health compromising 

behaviours among adolescents? Journal of Adolescence, 23(5), 569-582. Retrieved from 

http://www.sciencedirect.com/science/article/B6WH0-45F4RDW-

5/1/d4afba7c16c2f41085bc81076654d5cd 

McNally, R. (1996). Perceptual Implicit Memory for Trauma-related Information in Post-

traumatic Stress Disorder. Cognition & Emotion, 10(5), 551-556. Psychology Press. 

doi:10.1080/026999396380150 

Meiser-Stedman, R. (2002). Towards a Cognitive–Behavioral Model of PTSD in Children and 

Adolescents. Clinical Child and Family Psychology Review, 5(4), 217-232. Springer 

Netherlands. Retrieved from http://dx.doi.org/10.1023/A:1020982122107 

Meltzer, H, Gatward, R., Goodman, R., & Ford, T. (1999). Mental health of children and 

adolescents in Great Britain. International review of psychiatry (Abingdon, England), 15(1-

2), 185-7. doi:10.1080/0954026021000046155 

Meltzer, Howard. (2007). Childhood Mental Disorders in Great Britain: An Epidemiological 

Perspective. Child Care in Practice, 13, 313-326. Retrieved from 

http://www.ingentaconnect.com/content/routledg/cccp/2007/00000013/00000004/art00

002 

Merikangas, K. R. (2005). Vulnerability Factors for Anxiety Disorders in Children and Adolescents. 

Child and Adolescent Psychiatric Clinics of North America, 14(4), 649-679. Retrieved from 

http://www.sciencedirect.com/science/article/B7RM0-4H4BMNH-

6/2/9357ac7d4a9f9bec0e6b0b2a739f10c5 

Messer, J., Goodman, R., Rowe, R., Meltzer, H., & Maughan, B. (2006). Preadolescent conduct 

problems in girls and boys. Journal of the American Academy of Child and Adolescent 

Psychiatry, 45(2), 184-191. Retrieved from <Go to ISI>://000234808000008 

Meyer, T., & Broocks, A. (2000). Therapeutic Impact of Exercise on Psychiatric Diseases: 

Guidelines for Exercise Testing and Prescription. Sports Medicine, 30(4), 269-279. 

Mickelson, K. D., Kessler, R. C., & Shaver, P. R. (1997). Adult attachment in a nationally 

representative sample. Journal of personality and social psychology, 73(5), 1092-106. 

Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/9364763 



 

 215

Mikulincer, M, & Selinger, M. (2001). The interplay between attachment and affiliation systems 

in adolescents’ same-sex friendships: The role of attachment style. Journal of Social and 

Personal Relationships, 18(1), 81-106. 

Mikulincer, M, Florian, V., & Weller, A. (1993). Attachment styles, coping strategies, and 

Posttraumatic Psychological Distress: The Impact of the Gulf War in Israel. Journal of 

Personality and Social Pscyhology, 64(5), 817-826. 

Mikulincer, M, Horesh, N., Eilati, I., & Kotler, M. (1999). The association between adult 

attachment style and mental health in extreme life-endangering conditions. Personality 

and Individual Differences, 27, 831-842. 

Mikulincer, Mario, & Shaver, P. R. (2003). The Attachment Behavioral System In Adulthood: 

Activation, Psychodynamics, And Interpersonal Processes. In P. Z. Mark (Ed.), Advances in 

Experimental Social Psychology (Vol. Volume 35, pp. 53-152). Academic Press. Retrieved 

from http://www.sciencedirect.com/science/article/B7J09-4F07VV2-

3/2/4d265610b3e36678692d7a522d09baf2 

Mikulincer, Mario, Weller, A., & Florian, V. (1993). Sense of Closeness to Parents and Family 

Rules: A Study of Arab and Jewish Youth in Israel. International Journal of Psychology, 

28(3), 323. Routledge. Retrieved from 

http://search.ebscohost.com/login.aspx?direct=true&db=bth&AN=5776183&site=ehost-

live 

Miles, M., & Huberman, A. M. (1994). Qualitative Data Analysis: an expanded sourcebook (2nd 

.). Thousand Oaks: Sage Publications. 

Moffitt, T E, Caspi, A., Belsky, J., & Silva, P. (1992). Childhood experience and the onset of 

menarche: a test of a socialbiological model. Child Development, 63(1), 47-58. 

Moffitt, T.E., Caspi, A., Dickson, N., Silva, P., & Stanton, W. (1996). Childhood-onset versus 

adolescent-onset antisocial conduct problems in males: natural history from ages 3 to 18 

years. Development and psychopathology, 8(02), 399–424. Cambridge Univ Press. 

doi:10.1017/S0954579400007161 

Moffitt, T.E., Caspi, A., & Rutter, M. (2005). Strategy for investigating interactions between 

measured genes and measured environments. Archives of General Psychiatry, 62, 473-481. 

Moffitt, Terrie E. (1993). Adolescence-limited and life-course-persistent antisocial behavior: A 

developmental taxonomy. Psychological Review, 100(4), 674-701. American Psychological 

Association. Retrieved from 10.1037/0033-295X.100.4.674 

Mollica, R., Lopes Cardozo, B., Raphael, B., & Salama, P. (2004). Mental Health in complex 

emergencies. Lancet, 364(December 4), 2058-2068. 

Moore, M., & Werch, C. (2005). Sport and physical activity participation and substance use 

among adolescence. Journal of Adolescent Health, 36(6), 486-493. 

Motl, R. W., Dishman, R. K., Saunders, R. P., Dowda, M., & Pate, R. R. (2007). Perceptions of 

physical and social environment variables and self-efficacy as correlates of self-reported 

physical activity among adolescent girls. Journal of pediatric psychology, 32(1), 6-12. 

doi:10.1093/jpepsy/jsl001 

Muller, R. T., Goebel-Fabbri, A. E., Diamond, T., & Dinklage, D. (2000). Social support and the 

relationship between family and community violence exposure and psychopathology 

among high risk adolescents. Child Abuse & Neglect, 24(4), 449-464. Retrieved from 



 

 216

http://www.sciencedirect.com/science/article/B6V7N-3YTJM5V-

5/2/0c77369de201281d3d40a8b440701ce3 

Muris, P., Meesters, C., van Melick, M., & Zwambag, L. (2001). Self-reported attachment style, 

attachment quality, and symptoms of anxiety and depression in young adolescents. 

Personality and Individual Differences, 30(5), 809-818. Retrieved from 

http://www.sciencedirect.com/science/article/B6V9F-428DTW7-

9/1/9ee14451f31127deb1d5e0342fe9b9ba 

Musallam, N., Ginzbury, K., Lev-Shalem, L., & Solomon, Z. (2005). The psychological effects of 

intifada Al Aqsa: acute stress disorder and distress in Palestinian-Israeli Students. Israel 

Journal of Psychiatry Related Science, 42(2), 96-105. 

Nader, K. (2011). Evaluation and Diagnosis of PTSD in Children and Adolescents. In V. Ardino 

(Ed.), Post-Traumatic Syndromes in Childhood and Adolescence. Chichester: John Wiley & 

Sons. 

Newman, C., & Motta, R. (2007). The effects of aerobic exercise on childhood PTSD, anxiety and 

depression. International Journal of Emergency Mental Health, 9(2), 133-158. 

Nilsson, D., Holmqvist, R., & Jonson, M. (2012). Attachment & Human Development Self-

reported attachment style , trauma exposure and dissociative symptoms among 

adolescents. Attachment & Human Development, (March), 37-41. 

Oakley, A., Strange, V., Toroyan, T., Wiggins, M., Roberts, I., & Stephenson, J. (2003). Using 

random allocation to evaluate social interventions: three recent U.K. examples. Annals of 

the American Academy of Political and Social Science, 589(Misleading Evidence and 

Evidence-Led Policy: Making social science more experimental (Sept. 2003)), 170-189. 

Orth, U., Robins, R. W., & Roberts, B. W. (2008). Low Self-Esteem Prospectively Predicts 

Depression in Adolescence and Young Adulthood. Journal of Personality and Social 

Psychology, 95(3), 695-708. Retrieved from 

http://www.sciencedirect.com/science/article/B6X01-4TFR5VD-

F/2/f5d8929eed453bfa76ee1f1147a18a91 

Otto, M., Henin, A., Hirshfeld-Becker, D., Pollack, M., Biederman, J., & Rosenbaum, J. (2007). 

Posttraumatic stress disorder symptoms following media exposure to tragic events: Impact 

of 9/11 on children at risk for anxiety disorders. Journal of Anxiety Disorders, 21, 888-902. 

Owens, T. J. (1993). Accentuate the Positive and the Negative - Rethinking the Use of Self-

Esteem, Self-Deprecation, and Self-Confidence. Social Psychology Quarterly, 56(4), 288-

299. Retrieved from <Go to ISI>://A1993MP09900006 

Ozer, E. J., & Weiss, D. S. (2004). Who Develops Posttraumatic Stress Disorder? Current 

Directions in Psychological Science, 13(4), 169-172. Blackwell Publishing on behalf of 

Association for Psychological Science. Retrieved from 

http://www.jstor.org/stable/20182942 

O’Connor, M., & Elklit, A. (2008). Attachment styles, traumatic events, and PTSD: a cross-

sectional investigation of adult attachment and trauma. Attachment & human 

development, 10(1), 59-71. doi:10.1080/14616730701868597 

Paluska, S., & Schwenk, T. (2000). Physical Activity and Mental Health. Sports Medicine, 29(3), 

167-180. 

Palys, T. (1997). Research decisions: quantitative and qualitative perspectives (Vol. 2nd editio). 

Toronton: Harcourt Brace & Company. 



 

 217

Parker, G, Tupling, H., & Brown, L. B. (1979). A Parental Bonding Instrument. British Journal of 

Medical Psychology, 52, 1-10. 

Parker, Gordon. (1979). Parental characteristics in relation to depressive disorders. British 

Journal of Psychiatry, 134, 138-147. 

Parker, Gordon, Gladstone, G., Wilhelm, K., Mitchell, P., Hadzi-Pavlovic, D., & Austin, M.-P. 

(1997). Dysfunctional parenting: over-representation in non-melancholic depression and 

capacity of such specificity to refine sub-typing depression measures. Psychiatry Research, 

73(1-2), 57-71. Retrieved from http://www.sciencedirect.com/science/article/B6TBV-

3S3N1D4-6/2/edb6b5ebd7751d1f728a9443e7efa04d 

Pastor, Y., Balaguer, I., Pons, D., & Garcia-Merita, M. (2003). Testing direct and indirect effects of 

sports participation on perceived health in Spanish adolescents between 15 and 18 years 

of age. Journal of Adolescence, 26(6), 717-730. 

Pat-Horenczyk, R. (2004). Post traumatic distress in Israeli adolecsents exposed to ongoing 

terrorism: selected findings from  school based screenings in Jerusalem and nearby 

settlements. Journal of Aggression, Maltreatment and Trauma, 9(3/4). 

Pat-Horenczyk, R. (2005a). Post-traumatic distress in Israeli adolescents exposed to ongoing 

terrorism: selected findings from school-based screenings in Jerusalem and nearby 

settlements. Journal of Aggression Maltreatment and, 335-347. Retrieved from 

http://books.google.com/books?hl=en&amp;lr=&amp;id=BGTEbsE-

LwAC&amp;oi=fnd&amp;pg=PA335&amp;dq=Post-

Traumatic+Distress+in+Israeli+Adolescents+Exposed+to+Ongoing+Terrorism+:+Selected+Fi

ndings+from+School-

Based+Screenings+in+Jerusalem+and+Nearby+Settlements&amp;ots=m-

fixN_vjy&amp;sig=q-hf8slYBA1aBD333f8CZmgUQiQ 

Pat-Horenczyk, R. (2005b). Post-traumatic distress in adolescents exposed to ongoing terror: 

Findings from a school-based screening project in the Jerusalem Area . In Y. Daniely & D. 

Brom (Eds.), The Trauma of Terrorism Sharing Knowledge and Shared Care. Haworth Press. 

Pat-Horenczyk, R. (2007). Risk-Taking Behaviors among Israeli adolescents exposed to recurrent 

terrorism: provoking danger under continuous threat. American Journal of Psychiatry, 164, 

66-72. 

Pat-Horenczyk, R., Abdeen, Z., Brom, D., Shaheen, M., & Garber, R. (2004). CHERISH School-

Based Screening. Jerusalem: Israel Centre for the Treatment of Psycho-Trauma. 

Pat-Horenczyk, R., Abramovitz, R., Doppelt, O., Brom, D., Daie, A., & Chemtob, C. (2007). 

Adolescent Exposure to Recurrent Terrorism in Israel: Posttraumatic Distress and 

Functional Impairment. American Journal of Orthopsychiatry, 77(1), 76-85. 

Pat-Horenczyk, R., Doppelt, O., Miron, T., Achituv, M., Baum, N., & Brom, D. (2006). Screening 

Posttraumatic Symptoms and Related Distress among Israeli Adolescents Exposed to 

Traumatic Events. Jerusalem: The Israel Centre for the Treatment of Psychotrauma. 

Pat-Horenczyk, R., Peled, O., Miron, T., Brom, D., Villa, Y., & Chemtob, C. M. (2007). Risk-taking 

behaviors among Israeli adolescents exposed to recurrent terrorism: provoking danger 

under continuous threat? Am J Psychiatry, 164(1), 66-72. Retrieved from 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citatio

n&list_uids=17202546 



 

 218

Pat-Horenczyk, R., Schiff, M., & Doppelt, O. (2006). Maintaining routine despite ongoing 

exposure to terrorism: A healthy strategy for adolescents? . Journal of Adolescent Health, 

39, 199-205. 

Patton, M. Q. (1987). How to use qualitative methods in evaluation. London: Sage Publications. 

Pearce, M. J., Jones, S. M., Schwab-Stone, M. E., & Ruchkin, V. (2010). The protective effects of 

religiousness and parent involvement on the development of conduct problems among 

youth exposed to violence. Child development, 74(6), 1682-96. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/14669889 

Pederson, W. (1994). Parental relations, mental health, and delinquincy in adolescents. 

Adolescence, 29(116), 975. 

Peltonen, K., & Punamäki, R.-L. (2010). Preventive interventions among children exposed to 

trauma of armed conflict: a literature review. Aggressive Behavior, 36(2), 95-116. Wiley 

Subscription Services, Inc., A Wiley Company. Retrieved from 

http://dx.doi.org/10.1002/ab.20334 

Perkonigg, A., Pfister, H., Stein, M. B., Höfler, M., Lieb, R., Maercker, A., & Wittchen, H.-U. 

(2005). Longitudinal course of posttraumatic stress disorder and posttraumatic stress 

disorder symptoms in a community sample of adolescents and young adults. The American 

journal of psychiatry, 162(7), 1320-7. doi:10.1176/appi.ajp.162.7.1320 

Perrin, S., & Smith, P. (2000). Practitioner review: The assessment and treatment of Post 

Traumatic Stress Disorder in children and adolescents. Journal of Child Psychology and 

Psychiatry, 41, 277-289. 

Pfefferbaum, B. (1997). Post-traumatic stress disorder in children:a review in the past 10 years. 

Journal of American Academy of Child and Adolescent Psychiatry, 36, 1503-1511. 

Prelow, H., Weaver, S., & Swenson, R. (2006). Competence, Self-esteem, and Coping Efficacy as 

Mediators of Ecological Risk and Depressive Symptoms in Urban African American and 

European American Youth. Journal of Youth and Adolescence, 35(4), 506-516. Springer 

Netherlands. Retrieved from http://dx.doi.org/10.1007/s10964-006-9068-z 

Pulkkinen, L., & Caspi, A. (2002). Paths to Successful Development: Personality in the Life Course. 

Cambride: Cambridge University Press. 

Punamaki, R. L., Qouta S, & El-Sarraj, E. (2001). Resiliency factors predicting psychological 

adjustments after political violence among Palestinian children. International journal of 

behavioural development, 25(3), 256-267. 

Punamaki, R. L., & Qouta, S. (1997). Models of traumatic experiences and children’s 

psychological adjustment: The roles of perceived parenting and the children's own 

resources and activity. Child Development, 68(4), 718-728. Retrieved from 

http://onlinelibrary.wiley.com/doi/10.1111/j.1467-8624.1997.tb04232.x/abstract 

Punamaki, R. L., Quota, S., & El Sarraj, E. (1997). Models of Traumatic Experience and Children’s 

Psychological Adjustment. The role of perceived parenting and children's own resources 

and activity. Child Development, 64(4), 718-728. 

Punamäki, R.-L., Komproe, I., Qouta, S., El-Masri, M., & de Jong, J. T. V. M. (2005). The 

deterioration and mobilization effects of trauma on social support: childhood 

maltreatment and adulthood military violence in a Palestinian community sample. Child 

abuse & neglect, 29(4), 351-73. doi:10.1016/j.chiabu.2004.10.011 



 

 219

Pynoos, R. S., Rodriguez, N., Steinberg, A. M., Stuber, M., & Frederick, C. (1998). UCLA PTSD 

Index for DSM-IV, Revision 1: Child version. (A. M. Steinberg, M. Brymer, K. Decker, & R. S. 

Pynoos, Eds.)University of California Los Angeles Post-traumatic stress reaction index. 

Current Psychiatry Reports 2004. 

Qouta, S., Punamäki, R.-L., Montgomery, E., & El-Sarraj, E. (2007). Predictors of psychological 

distress and positive resources among Palestinian adolescents: Trauma, child and 

mothering characteristics. Child Abuse & Neglect, 31, 699-717. 

Quinton, D., Pickles, A., Maughan, B., & Rutter, M. (1993). Partners, peers, and pathways: 

assortative pairing and continuities in conduct disorder. Development and 

Psychopathology, 5, 763-783. 

Ratner, C., & Hui, L. (2003). Theoretical and Methodological Problems in Cross-Cultural 

Psychology. Journal for the Theory of Social Behaviour, 33(1), 67-94. Blackwell Publishing 

Ltd. Retrieved from http://dx.doi.org/10.1111/1468-5914.00206 

Reitz, E., Dekovic, M., & Meijer, A. M. (2006). Relations between parenting and externalizing and 

internalizing problem behaviour in early adolescence: Child behaviour as moderator and 

predictor. Journal of Adolescence, 29(3), 419-436. Retrieved from 

http://www.sciencedirect.com/science/article/B6WH0-4H3Y9TB-

1/2/178bb5dabf240f5cdae451c9f1a487c9 

Rhode, P., Lewinsohn, P., & Seeley, J. (1994). Are adolescents changed by an episode of major 

depression. Journal of American Academy of Child and Adolescent Psychiatry, 33, 1289-

1298. 

Richman, E., & Shaffer, D. (2000). “If you let me play sports”: How migh sport participation 

influence the self-esteem of adolescent females? . Psychology of Women Quarterly, 24, 

189-199. 

Rigby, K., Slee, P. T., & Martin, G. (2007). Implications of inadequate parental bonding and peer 

victimization for adolescent mental health. Journal of Adolescence, 30(5), 801-812. 

Retrieved from http://www.sciencedirect.com/science/article/B6WH0-4MC71M3-

1/1/895b2c2f59e1c0b12ca2047944d206ac 

Robinson, L. (1998). Social work through the life course. In Adams, Dominelli, & Payne (Eds.), 

Social Work: Themes, Issues and Critical (pp. 3-13). Basingstoke: Palgrave. Retrieved from 

http://openlearn.open.ac.uk/file.php/3499/!via/oucontent/course/284/k113_1_offprint1.

pdf 

Rodriguez, N., Steinberg, A. S., Saltzman, W. S., & Pynoos, R. S. (2001a). PTSD Index: preliminary 

psychometric analyses of child and parent versions . Symposium conducted at theAnnual 

Meeting of the International Society for Traumatic Stress Studies,. New Orleans , LA. . 

Rodriguez, N., Steinberg, A. S., Saltzman, W. S., & Pynoos, R. S. (2001b). PTSD Index: 

psychometric analyses of the adolescent version. Symposium conducted at the Annual 

Meeting of the International Society for Traumatic Stress Studies. New Orleans: LA. 

Romano, E., & Tremblay, R. (2006). Development and Prediction of Hyperactive Symptoms From 

2 to 7 Years in a Population-Based Sample. Pediatrics: Offical Journal of the American 

Academy of Pediatrics, 117, 2101-2110. 

Rosenberg, M. (1965). Society and the adolescent self image. Princeton: New Jersey: Princeton 

University Press. 



 

 220

Rosenberg, Morris, Schooler, C., & Schoenbach, C. (1989). Self-Esteem and Adolescent 

Problems: Modeling Reciprocal Effects. American Sociological Review, 54(6), 1004-1018. 

Retrieved from http://www.jstor.org/stable/2095720 

Roussos, A., Goenjian, A. K., Steinberg, A. M., Sotiropoulou, C., Kakaki, M., Kabakos, C., 

Karagianni, S., et al. (2005). Posttraumatic stress and depressive reactions among children 

and adolescents after the 1999 earthquake in Ano Liosia, Greece. . American Journal of 

Psychiatry, 162, 530-537. 

Rowland, T. W. (1994). Exercise and Children’s Health. Champaign, IL: Human Kinetics Books. 

Rutter, M. (1985). Resilience in the face of adversity: Protective factors and resistence to 

Psychiatric disorder. British Journal of Psychiatry, 147, 598-611. 

Rutter, M. (1990). Psychosocial resilience and protective mechanisms. In J. Rolf, A. Masten, D. 

Cichetti, K. Neuchterlein, & S. Weintraub (Eds.), Risk and protective factors in the 

development of psychopathology. New York: Cambridge University Press. 

Ryan, N. (2005). Treatment of depression in children and adolescents. The Lancet, 366, 933-940. 

Sagi, A., Ijzendoorn, M. H. van, Aviezer, O., Donnell, F., Koren-Karie, N., Joels, T., & Harel, Y. 

(1995). Attachments in a Multiple-Caregiver and Multiple-Infant Environment: The Case of 

the Israeli Kibbutzim. Monographs of the Society for Research in Child Development, 

60(2/3), 71-91. Blackwell Publishing on behalf of the Society for Research in Child 

Development. Retrieved from http://www.jstor.org/stable/1166171 

Saigh, P., & Green, B. (1996). The history and prevalence of posttraumatic stress disorder with 

special reference to children and adolescents. Journal of School Psychology, 34(2), 107-

131. Retrieved from http://www.sciencedirect.com/science/article/pii/0022440596000027 

Sallis, J. F., Prochaska, J. J., Taylor, W. C., Hill, J. O., & Geraci, J. C. (1999). Correlates of Physical 

Activity in a National Sample of Girls and Boys in Grades 4 Through 12. Health Psychology, 

18(4), 410-415. Retrieved from http://www.sciencedirect.com/science/article/B6WYK-

46T9C2D-1T/2/ac5b1116a4d720f10c74fab4da66744c 

Salmon, K, & Bryant, R. (2002). Posttraumatic stress disorder in children: The influence of 

development factors. Clinical Psychology Review, 22, 163-188. 

Salmon, Karen, & Bryant, R. a. (2002). Posttraumatic stress disorder in children. The influence of 

developmental factors. Clinical psychology review, 22(2), 163-88. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/11806018 

Salmon, P. (2001). Effects of Physcial Exercise on anxiety, depression, and sensitivity to stress: a 

unifying theory. Clinical Psychology Review, 21(1), 33-61. 

Saluja, G., Iachan, R., Scheidt, P., Overpeck, M., Sun, W., & Giedd, J. (2004). Prevalence of and 

Risk Factors for Depressive symptoms among young adolescents. Archives Pedriatric 

Adolescent Medicine, 158(August), 760-765. 

Saxe, G., MacDonald, H., & Ellis, H. (2007). Psychosocial Approaches for Children with PTSD. In 

M. Friedman, T. Keane, & P. Resick (Eds.), Handbook of PTSD: science and practice (pp. 359-

375). New York & London: Guildford Press. 

Schiff, M., Pat-Horenczyk, R., & Peled, O. (2007). The role of social support for Israeli adolescents 

continually exposed to terrorism: protective or compensatory factors. Psychological 

science. 



 

 221

Schiff, M., Zweig, H. H., Benbenishty, R., & Hasin, D. S. (2007). Exposure to Terrorism and Israeli 

Youths’ Cigarette, Alcohol, and Cannabis Use. Am J Public Health, AJPH.2006.090514. 

doi:10.2105/ajph.2006.090514 

Schimmenti, A., & Bifulco, A. (2008). When parents maltreat their young: the developmental 

roots of psychopathology. Trauma e Psicopatologia . Rome: Astrolabia. 

Schmid, H. (2007). Children and youth at risk in Israel: Findings and recommendations to 

improve their well-being. Children and Youth Services Review, 29, 1114-1128. 

Schmitt, D., Alcalay, L., Allensworth, M., Diniz, G., Durkin, K., & Echegaray, M. (2004). Patterns 

and Universals of adult romantic attachment across 62 cultural regions: Are models of self 

and of other Pancultural constructs? Journal of Cross-Cultural Psychology, 35(4), 367-402. 

Schmitt, D., & Allik, J. (2005). Simultaneous Administration of the Rosenberg Self Esteem Scale in 

53 Nations:Exploring the Universal and Culture-Specific Features of Global Self-Esteem. 

Journal of Personality and Social Psychology, 89(4), 623-642. 

Scholte, W., Olff, M., Ventevogal, P., Jan de Vries, G., Jansveld, E., Lopes Cardozo, B., & Gotway 

Crawford, C. (2004). Mental Health Symptoms Following War and Repression in Eastern 

Afghanistan. JAMA, 292(5), 585-593. 

Scourfield, J., John, B., Martin, N., & McGuffin, P. (2004). The development of prosocial 

behaviour in children and adolescents: a twin study. Journal of Child Psychology and 

Psychiatry, 45(5), 927-935. Blackwell Publishing. Retrieved from 

http://dx.doi.org/10.1111/j.1469-7610.2004.t01-1-00286.x 

Shaw, S., & Dallos, R. (2005). Attachment and adolescent depression: the impact of early 

attachment experiences. Attachment and Human Development, 7(4), 409-424. 

Shipler, D. (2002). Arab and Jew: Wounded Spirits in a Promised Land (Vol. 2nd). New York: 

Penguin Books. 

Sigfusdottir, I. D., Asgeirsdottir, B. B., Sigurdsson, J. F., & Gudjonsson, G. H. (2011). Physical 

activity buffers the effects of family conflict on depressed mood: a study on adolescent 

girls and boys. Journal of adolescence, 34(5), 895-902. Elsevier Ltd. 

doi:10.1016/j.adolescence.2011.01.003 

Skinner, E. A., & Zimmer-Gembeck, M. J. (2007). The Development of Coping. Annual Review of 

Psychology, 58(1), 119-144. doi:doi:10.1146/annurev.psych.58.110405.085705 

Smith, R. E., & Smoll, F. L. (1990). Self-esteem and children’s reactions to youth sport coaching 

behaviors: A field study of self-enhancement processes. Developmental Psychology, 26(6), 

987-993. American Psychological Association. Retrieved from 10.1037/0012-1649.26.6.987 

Stein, D., Williamson, D. E., Birmaher, B., Brent, D. A., Kaufman, J., Dahl, R. E., Perel, J. M., et al. 

(2000). Parent-Child Bonding and Family Functioning in Depressed Children and Children at 

High Risk and Low Risk for Future Depression. Journal of Amer Academy of Child & 

Adolescent Psychiatry, 39(11), 1387-1395. Retrieved from 

http://journals.lww.com/jaacap/Fulltext/2000/11000/Parent_Child_Bonding_and_Family_

Functioning_in.13.aspx 

Steinberg, A. M., Brymer, M., Decker, K., & Pynoos, R. (2004). The University of California at Los 

Angeles Post-Traumatic Stress Disorder Reaction Index. Current Psychiatry Reports, 6, 96-

100. 



 

 222

Stephenson, J., & Imrie, J. (1998). Why do we need randomised controlled trials to assess 

behavioral interventions. British Medical Jouranl, 316, 611-613. 

Steptoe, A. S., & Butler, N. (1996). Sports participation and emotional wellbeing in adolescents. 

The Lancet, 347(9018), 1789-1792. Retrieved from 

http://www.sciencedirect.com/science/article/B6T1B-4B8JMMB-

240/1/1caff901318d65a764c625a89bbf0c59 

Stern, S. B., & Smith, C. A. (1995). Family Processes and Delinquency in an Ecological Context. 

The Social Service Review, 69(4), 703-731. The University of Chicago Press. Retrieved from 

http://www.jstor.org/stable/30012875 

Stewart, D., Shamadasani, P., & Rook, D. (2007). Focus group theory and practice (Vol. 2nd 

editio). Thousand Oaks: Sage Publications. 

Stichick Betancourt, T., & Tanveer Khan, K. (2008). The mental health of children affected by 

armed conflict: protective process and pathways to resilience. International Review of 

Psychiatry, 20(3), 317-328. 

Stichick, T. (2001). The psychosocial impact of armed conflict on children: rethinking traditional 

paradigms in research and intervention. Child and Adolescent Psychiatric Clinics of North 

America, 10(4), 797-813. 

Stinson, S. W. (1997). A Question of Fun: Adolescent Engagement in Dance Education. Dance 

Research Journal, 29(2), 49-69. University of Illinois Press on behalf of Congress on 

Research in Dance. Retrieved from http://www.jstor.org/stable/1478734 

Ströhle, A. (2009). Physical activity, exercise, depression and anxiety disorders. Journal of neural 

transmission (Vienna, Austria : 1996), 116(6), 777-84. doi:10.1007/s00702-008-0092-x 

Sullivan, C., & Rocco Cottone, R. (2010). Emergent Characteristics of Effective Cross-Cultural 

Research:a review of the literature. Journal of Counseling & Development, 88(Summer), 

357-362. 

Surtees, P. G., Miller McC, P., & Ingham, J. G. (1986). Life events and the onset of affective 

disorder. A longitudinal general population study. Journal of Affective Disorders, 10(1), 37-

50. Retrieved from http://www.scopus.com/scopus/inward/record.url?eid=2-s2.0-

0022588685&partnerID=40&rel=R8.2.0 

Terr, L. (1992). Childhood Traumas: An outline and overview. In M. E. Hertzig & E. A. Farber 

(Eds.), Annual Progress in Child Pscyhiatry and Child Development. New York: 

Burnnei/Mazel. 

Terr, L. C. (1979). Children of Chowchilla: a study of psychic trauma. Psychoanalytic Study of the 

Child, 34, 552-623. 

Terry-McElrath, Y. M., O’Malley, P. M., & Johnston, L. D. (2011). Exercise and substance use 

among American youth, 1991-2009. American journal of preventive medicine, 40(5), 530-

40. Elsevier Inc. doi:10.1016/j.amepre.2010.12.021 

Tessler, M., & Grant, A. (1998). Israel’s Arab Citizens: The continuing struggle. Annals of the 

American Academy of Political and Social Science, 555(Israel in Transition (Jan.1998)), 97-

113. 

Thabet, A. A. M., Abed, Y., & Vostanis, P. (2002). Emotional problems in Palestinian children 

living in a war zone: a cross-sectional study. The Lancet, 359(9320), 1801-1804. Retrieved 



 

 223

from http://www.sciencedirect.com/science/article/B6T1B-45Y6RP9-

7/2/d8c7557eb39f9f621423db8600e13871 

The Galilee Society: The Arab National Society for Health Research. (2007). Rikaz Database for 

the Palestinian Minority. doi:www.rikaz.org/en/index.php?s=pop_1 

Thoren, P., Floras, J., Hoffman, P., & Seals, D. (1990). Endorphins and exercise: physiological 

mechanisms and clinical implications. Medicine & Science in Sports & Exercise, 22(4). 

Tiet, Q., Bird, H., Davies, M., Hoven, C., Cohen, P., Jensen, P., & Goodman, S. (1998). Adverse life 

events and resilience. American Academy of Child and Adolescent Psychiatry, 37(11), 1191-

1200. 

Todd, C., & Bradley, C. (1996). Evaluating the design and development of psychological scales. In 

C. Bradley (Ed.), Handbook of psychology and diabetes: a guide to psychological 

measurement in diabetes research and management (Vol. 2nd editio). New York and Hove: 

Psychology Press. 

Trickey, D., Siddaway, A. P., Meiser-Stedman, R., Serpell, L., & Field, A. P. (2012). A meta-analysis 

of risk factors for post-traumatic stress disorder in children and adolescents. Clinical 

psychology review, 32(2), 122-38. Elsevier Ltd. doi:10.1016/j.cpr.2011.12.001 

Troop-Gordon, W., & Ladd, G. W. (2005). Trajectories of Peer Victimization and Perceptions of 

the Self and Schoolmates: Precursors to Internalizing and Externalizing Problems. Child 

Development, 76(5), 1072-1091. Blackwell Publishing on behalf of the Society for Research 

in Child Development. Retrieved from http://www.jstor.org/stable/3696616 

Trott, G.-E. (2006). Attention-deficit/hyperactivity disorder (ADHD) in the course of life. 

European Archives of Psychiatry and Clinical Neuroscience, 256(0), i21-i25. Springer Berlin / 

Heidelberg. Retrieved from http://dx.doi.org/10.1007/s00406-006-1003-5 

Trzesniewski, K. H., Donnellan, M. B., Moffitt, T. E., Robins, R. W., Poulton, R., & Caspi, A. (2006). 

Low Self-Esteem During Adolescence Predicts Poor Health, Criminal Behavior, and Limited 

Economic Prospects During Adulthood. Developmental Psychology, 42(2), 381-390. 

Retrieved from http://www.sciencedirect.com/science/article/B6WYC-4JNF8VK-

H/1/8aa491737cf481ab4eb75d80d97c0208 

Udwin, O., Boyle, S., Yule, W., Bolton, D., & O’Ryan, D. (2000). Risk Factors for Long-term 

Psychological Effects of a Disaster Exerienced in Adolescence: Predictors of Post Traumatic 

Stress Disorder. Journal of Child Psychology and Psychiatry, 41(8), 969-979. 

Urquhart, C. (2007). Israeli war inquiry “rebukes” Olmert over military errors’. The Guardian. 

London. doi:Guardian.co.uk/israel 

Valois RF, Umstattd RM , Zullig JK, P. R. (2008). Physical Activity Behaviors and Emotional Self-

Efficacy: Is There a Relationship for Adolescents? Journal of School Health, 78(6), 321-327. 

Retrieved from http://dx.doi.org/10.1111/j.1746-1561.2008.00309.x 

Van Ijzendoorn, M H. (1997). Attachment, emergent mortality, and aggression: towards 

developmental socio-emotional mode of antisocial behavior. International Journal of 

Behavioral Development, 24(2), 703. 

Weaver, S. R., & Prelow, H. M. (2005). A Mediated-Moderation Model of Maternal Parenting 

Style, Association with Deviant Peers, and Problem Behaviors in Urban African American 

and European American Adolescents. Journal of Child and Family Studies, 14(3), 343-356. 

Springer Netherlands. Retrieved from http://dx.doi.org/10.1007/s10826-005-6847-1 



 

 224

Weinfield, N., Sroufe, A., & Egeland, B. (2000). Attachment from Infancy to Early Adulthood in a 

High-Risk Sample: Continuity, Discontinuity, and Their Correlates. Child Development, 

May/June(3), 695-702. 

Weinfield, N., Whaley, G., & Egeland, B. (2004). Continuity, discontinuity, and coherence in 

attachment from infancy to late adolescence: Sequelae of organization and 

disorganization. Attachment and Human Development, 6(1), 37-97. 

Weissman, M., Leckman, J., Merikangas, K., Gammon, D., & Prusoff, B. (1984). Depression and 

anxiety disorders in parents and children. Archives in General Psychiatry, 41, 845-852. 

Wertlieb, D., Weigel, C., & Feldstein, M. (1989). Stressful Experiences, Temperment, and Social 

Support: Impact on Children’s Behavior Symptoms. Journal of Applied Developmental 

Psychology, 10, 487-503. 

West, S., Biesanz, J., & Pitts, S. (2000). Causal inference and generalization in field settings: 

experimental and quasi-experimental designs. In H. Reis & C. Judd (Eds.), Handbook of 

research methods in social and personality psychology. Cambridge: Cambridge University 

Press. 

Wilkinson, R. B. (2004). The Role of Parental and Peer Attachment in the Psychological Health 

and Self-Esteem of Adolescents. Journal of Youth and Adolescence, 33(6), 479-493. 

Springer Netherlands. Retrieved from 

http://dx.doi.org/10.1023/B:JOYO.0000048063.59425.20 

Wilkinson, R. B. (2010). Best friend attachment versus peer attachment in the prediction of 

adolescent psychological adjustment. Journal of Adolescence, 33(5), 709-717. Retrieved 

from http://www.sciencedirect.com/science/article/B6WH0-4XNMBX7-

1/2/841648e92df928bb6082d3c4100f28ad 

Wills, T., Cleary, S. D., Filer, M., Shinar, O., Mariani, J., & Spera, K. (2001). Temperament related 

to early-onset substance use:Test of a developmental model. Prevention Science, 2(14), 

145-163. 

Windle, M. (1994). A Study of Friendship Characteristics and Problem Behaviors among Middle 

Adolescents. Child Development, 65(6), 1764-1777. Blackwell Publishing Ltd. Retrieved 

from http://dx.doi.org/10.1111/j.1467-8624.1994.tb00847.x 

Yule, W. (2001). Post-traumatic Stress Disorder in Children and Adolescents. International 

Journal of Psychiatry, 13, 194-200. 

Zahn-Waxler, C. (1993). Warriors and worriers: Gender and pscychopathology. Development and 

Psychopathology, 5(1), 79-89. 

Zahn-Waxler, C., & Slattery, M. (2000). Internalising problems of childhood and adolescence: 

prospects, pitfalls and progress in understanding the development of anxiety and 

depression. Development and Psychopathology, 12, 443-466. 

Zeidner, M. (2005). Contextual and personal predictors of adaptive outcomes under terror 

attack: The case of Israeli adolescents. Journal of Youth and Adolescence, 34(5), 459-470. 

Retrieved from <Go to ISI>://000232859600006 

Zeijl, E., te Poel, Y., du Bois-Reymond, M., Ravesloot, J., & Meulman, J. J. (2000). The Role of 

Parents and Peers in the Leisure Activities of Young Adolescents. Journal of Leisure 

Research, 32(3), 281. National Recreation & Park Association. Retrieved from 

http://search.ebscohost.com/login.aspx?direct=true&db=bth&AN=3903953&site=ehost-

live 



 

 225

de Jong, J., Komproe, I., & Van Ommeren, M. (2003). Common mental disorders in postconflict 

settings. The Lancet, 361(June 21, 2003), 2128-2130. 

de Jong, J., Komproe, I., Van Ommeren, M., El Masri, M., Araya, M., Khaled, N., & van de Put. 

(2001). Lifetime Events and Posttraumatic Stress Disorder in 4 Postconflict settings. JAMA, 

286(555-562). 

van IJzendoorn, M. H., & Bakermans-Kranenburg, M. J. (1996). Attachment representations in 

mothers, fathers, adolescents, and clinical groups: a meta-analytic search for normative 

data. Journal of consulting and clinical psychology, 64(1), 8-21. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/8907080 

van Ijzendoorn, M H, Sagi, A., & Lambermon, M. (1992). The multiple caretaker paradox: some 

data from Holland and Israel. In R. C. Pianta (Ed.), Relationships between children and non-

parental adults. New directions in child development. San Francisco: Jossey-Bass. 

van Ijzendoorn, M H, Sagi, A., & Lambermon, M. (1999). Cross-cultural patterns of attachment: 

Universal and contextual dimensions. In J. Cassidy & P. Shaver (Eds.), Handbook of 

attachment: Theory, Research and Clinical applications. New York: Guildford Press. 

van der Kolk, B. A., & Fisler, R. (1994). Childhood Abuse and neglect and loss of self-regulation. 

Bulletin of the Menninger Clinic, 58(2), 145-168. 

van der Kolk, B. A., & Pelcovitz, D. (1996). Dissociation, somatization, and affect dysregulation: 

the complexity of adaption to trauma. American Journal of Psychiatry, 153(Supplement), 

83-93. 

  



 

 226

Appendix 1: 

Questionnaire Phase 1 and Phase 2 

 

RIDING IN THE RIGHT DIRECTION 

A PROJECT WITH YOUNG PEOPLE12 

 

              Questionnaire 1 ABOUT ME                 

 

This questionnaire is the first part of a research project about young people 

and how they feel about their families, friends, their emotional health and if 

they’ve been exposed to a bad event.  Please try to answer all the following 

questions about yourself and your feelings. All your replies will be treated in 

confidence. Nobody will see them apart from the researcher who will collect 

the questionnaires.   

 
 ME AND MY LIFE                           

 

 

I1. My initials_______ 

I2. My birthdate is  __________ 

                            day month year 

 

1. I am  (Please circle)  

 a. Male  

b. Female 

2.  My age is_______ 

 

 

My religion is: : (Please circle) 

3. Jewish   Muslim    Christian     Druze    Other (describe……………………..) 

 

                                                
12

 Sue Lawrence, Royal Holloway, University of London, in partnership with One2one charity. 

Id1. 
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 My Household    

 

Please circle the correct answer:  

4. Does your mother live with you?    Yes /  No 

5. Does your mother work?     Yes /  No 

6. If yes, what work does she do? (describe)________________ 

7. Does your father live with you?    Yes  / No 

8. Does your father work?     Yes  / No 

9. What work does he do? (describe)______________________ 

10. How many rooms are in your house? __________  

11. Do you share your bedroom with anyone?  Yes / No  

If yes how many in your room? _____  

12. How many people in your home have a mobile phone?_____ 

13. How many televisions in your home? _________ 

14. How many computers in your home?_______ 

 

 

 

 My Strengths and Difficulties     
 

For each item please mark with a tick ( √ ) one box for ‘Not True, Somewhat True or 

Certainly True’  to describe yourself. It would help if you answer all the items the best you 

can even if you are not absolutely certain. Please give your answer for how things have been 

over the last 6 months.  

 

My Strengths and difficulties Not True Somewhat 

True 

Certainly 

True 
15.I try to be nice to other people, I care about 

their feelings 

   

16.I am restless, I cannot stay still for long    

17. I get a lot of headaches, stomach-aches or 

sickness 

   

18. I usually share with others (food, games, 

pens etc.) 

   

19. I get very angry and often lose my temper    

20. I am usually on my own, I generally play 

along or keep to myself 
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My Strengths and difficulties (cont.) 

 

 

 

Not True 

 

 

 

Somewhat 

True 

 

 

 

Certainly 

True 
21. I usually do as I am told    

22. I worry a lot    

23. I am helpful if someone is hurt, upset or 

feeling ill 

   

24. I am constantly fidgeting or squirming    

25. I have one good friend or more    

26. I fight a lot. I can make other people do 

what I want 

   

27. I am often unhappy, down-hearted or 

tearful 

   

28. Other people my age generally like me    

29. I am easily distracted, I find it difficult to 

concentrate 

   

30. I am nervous in new situations. I easily lose 

confidence 

   

31. I am kind to younger children    

32. I am often accused of lying or cheating    

33. Other children or young people pick on me 

or bully me 

   

34. I often volunteer to help others (parents, 

teachers, children) 

   

35. I think before I do things    

36. I take things that are not mine from home 

school or elsewhere 

   

37. I get on better with adults than with 

people my own age 

   

38. I have many fears, I am easily scared    

39. I finish the work I’m doing. My attention is 

good.  

   

 

 

 MY FEELINGS ABOUT MYSELF     
A number of statements are listed below. Please read each one carefully and then tick the box (√) to 

indicate . to what extent you agree or disagree.  

 

MYSELF Strongly agree Agree Disagree Strongly Disagree 

40.  I feel that I’m a person 

at least on an equal plane with 

others 

    

41. I feel I have a number of 

good qualities 

    

42. All in all, I am inclined to 

feel that I’m a failure 
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MYSELF (cont..) Strongly agree Agree Disagree Strongly Disagree 

43. I am able to do things 

as well as most people. 

    

 44. I feel I do not have 

much to be proud of. 

    

45.I take a positive 

attitude towards myself 

    

 

46. On the whole, I am 

satisfied with myself. 

    

47.I wish I could have 

more respect for myself 

    

48.I certainly feel useless 

at times 

    

49. At times I think I am 

no good at all 

    

 

 Have bad things happened to you?    
 

Below is a list of very scary, dangerous or violent things that sometimes 

happen to people. These are times where someone was HURT VERY BADLY 

OR KILLED, or could have been. Some people have had these experiences; 

some people have not had these experiences. Can you answer if the violent 

things happened to you, or if it did not happen to you13.  

 

FOR EACH QUESTION: Check “Yes” if this scary thing HAPPENED TO YOU 

    Check “No” if it DID NOT  HAPPEN TO YOU 
 

50. Being in an bad accident, like a serious car accident Yes No 

51. Being hit, punched, or kicked very hard at home. (DO 

NOT INCLUDE ordinary fights between brothers & sisters) 

Yes No 

52.  Being beaten up, shot at or threatened to be hurt badly 

in your town.  

Yes No 

53. Seeing a dead body in your town (do not include funerals) Yes No 

54. Seeing someone in your town being beaten up, shot at or 

killed. 

Yes No 

55. Having an adult or someone much older touch your private 

sexual body parts when you did not want them to 

Yes No 
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56. Hearing about the violent death or serious injury of a 

loved one. 

Yes No 

 

Mark if you experienced any bombings or have been close to any explosions 

or terrorist or military action: 

  
 

 Circle one: If yes, how 

many times? 

Eg.  1 or 2 etc 

57. I was at the place of a bombing  No Yes   ___ times 

58. I was near the location of a bombing No Yes   ___ times 

59. I was present during a bombing but not 

injured 

No Yes   ___ times 

60. Someone close to me was hurt in a 

bombing 

No Yes    ___ times 

61. I lost someone close in a bombing No Yes    ___  times 

62. I was present at a bombing and was 

injured 

No Yes    ___  times 

 

IF YOU HAVE ANSWERED ‘NO’ TO  POINTS ABOVE (50-62) THEN GO TO 

NEXT SECTION OVERLEAF ( YOUR FEELINGS ABOUT UPSETTING 

EVENTS) 

 ____________________________________ 

IF YOU ANSWERED ‘YES’ TO ONE OF POINTS ABOVE (50-62) THEN 

PLEASE ANSWER POINTS 63-68 in addition 

 

In the following questions please relate to your feelings and reactions during 

the bombings you were personally involved in.  

Please circle Yes or No: 

63. Were you afraid you would die? Yes No 

64. Were you afraid you would be physically hurt? Yes No 

65. Were you afraid that someone in your family was dead or 

hurt? 

Yes No 

66. Were you afraid that someone in your family was physically 

hurt? 

Yes No 

67. Did you think a good friend was dead or going to die? Yes No 

68. Did you think a good friend was physically hurt? Yes No 
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 Your feelings about upsetting events  
Below is list of reactions that tend to appear in people following upsetting events.  

When answering the questions think specifically about your reactions to any conflict 

that you have experienced, including any witnessing of  bombings or terrorist or 

military activity. If this has not happened to you or people close to you directly, then 

answer in terms of how you feel about the difficult situation currently happening in 

your country. 

Tick (√) how often the problem or feeling below has happened DURING THE PAST 

MONTH. Please be sure to answer all questions. 

  Not at 

all/none 

Some 

of the 

Time 

Fairly 

often 

Very 

often/ 

much 

All of the 

time/most 

69.  I Watch out for danger or things I'm 

afraid of. 

     

70. I get upset, afraid, or sad when 

something makes me think about the 

bad things that happen. 

     

71. I have upsetting thoughts, or images of 

the bad things happening which come to 

mind when I don't want them too. 

     

72. I feel grouchy, or I am easily angered.      

73. I have dreams about bad things that 

have happened or other bad dreams. 

     

74. I act or feel like the bad experience is 

happening all over again. 

     

75. I have much less interest in doing 

things, (like being with friends, sports, 

or school activities). 

     

76. I feel alone inside and not as close to 

other people as I used to. 

     

77. I try not to talk about, think, or have 

feelings about bad things that have 

happened. 

     

78. I have trouble feeling happiness or love.      

79. I have trouble feeling sadness or anger.      

80. I feel jumpy or easily startled, when I 

hear a loud noise or when something 
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surprises me. 

 

 

 

 

 Not at 

all/none 

Some 

of the 

Time 

Fairly 

often 

Very 

often/ 

much 

All of the 

time/most 

81. I have trouble going to sleep, or I wake 

up often during the night. 

     

82.  I think that some part of the bad 

things that happen is my fault. 

     

83. I have trouble remembering important 

parts of bad things that have  happened. 

     

84. I have trouble concentrating or paying 

attention. 

     

85. I try and stay away from people, places, 

or things that make me remember bad 

things that have  happened. 

     

86. I have strong feelings in my body when 

something reminds me of bad things 

that have  happened(for example:  my 

heart beats fast,  my head aches or my 

stomach aches). 

     

87. I think that I will not live a long life.      

88. I have arguments or physical fights.      

89. I feel pessimistic or negative about my 

future.  

     

90. I am afraid that the bad things will 

happen again. 

     

 

This is the end of questionnaire 1.  

Your answers are confidential,  your name will not appear on the 

questionnaire. 

Thank you for your help with this research! 

 
 

If you want to make any comment, then please write below: 
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RIDING IN THE RIGHT DIRECTION 

A PROJECT WITH YOUNG PEOPLE14 

 

Questionnaire 2 

                             MY FRIENDS AND FAMILY    

 

 

 

 

 

 

 

 

 

I3. My initials_______ 

I4. My birthdate is  __________ 

                            day month year 

91. I am  (Please circle)  

   a. Male  

   b. Female 

92.  My age is _______ 

 

My religion is: : (Please circle) 

93. Jewish   Muslim    Christian     Druze    Other (describe…………………….. 

 

 

 

 ABOUT MY FAMILY 

Who lives with you in your home? 

(Underline the individuals who live with you at home): 

94. Mother/ stepmother/ other mother figure 

95. Father/ stepfather/ other father figure 

96. How many brothers at home? _____ 

97. How many sisters at home? ______ 

                                                
14

 Sue Lawrence, Royal Holloway, University of London, in partnership with One2one charity. 

Please can you try to answer all the following questions about yourself, your parents and your 

friends.  All your answers will be treated with confidence. Nobody will see the answers apart 

from the researcher who will collect them at the end of the session. Your name is not on the 

questionnaire.  

Id2. 
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98. Other people in your home?  (Please describe eg. Grandmother, aunty, 

uncle)__________________________ 

 

 

 HOW I GET ON WITH MY PARENTS 

 
This questionnaire lists various attitudes and behaviours of mothers. Think 

about your MOTHER or your MOTHER FIGURE who looks after you, and  

place a tick (√)  in the most appropriate box next to each statement.  

 

MY MOTHER Very 

like 

Moderately 

like 

Moderately 

unlike 

Very 

unlike 
99. Speaks to me with a warm and 

friendly voice 
    

100. Does not help me as much as I 

need 
    

 101. Lets me do those things I like 

doing 
    

102. Seems emotionally cold to me     
103. Appears to understand my 

problems and worries 
    

104. Is affectionate to me     
105. Likes me to make my own 

decisions 
    

106. Does not want me to grow up     
107. Tries to control everything I 

do 
    

 108. Invades my privacy     
109. Enjoys talking things over with 

me 
    

 110. Frequently smiles at me     
111. Tends to baby me     
 112. Does not seem to understand 

what I want or need 
    

113. Lets me decide things for 

myself 
    

 114.  Makes me feel I am not 

wanted 
    

MY MOTHER (cont..) Very 

like 

Moderately 

like 

Moderately 

unlike 

Very 

unlike 
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115.  Can make me feel better when 

I am upset 
    

 116. Does not talk to me very much     
 117. Tries to make me dependent 

on her 
    

 118. Feels I cannot look after 

myself unless she is around 
    

 119. Gives me as much freedom as 

I want 
    

120. Lets me go out as often as I 

want 
    

121. Is overprotective of me     
122. Does not praise me     
 123. Lets me dress in any way I 

please 
    

 
 

This questionnaire lists various attitudes and behaviours of fathers. Think 

about your FATHER or FATHER FIGURE who looks after you, and place a 

tick (√) in the most appropriate box next to each statement.  

 

MY FATHER Very 

like 

Moderately 

like 

Moderately 

unlike 

Very 

unlike 
124. Speaks to me with a warm and 

friendly voice 
    

125. Does not help me as much as I 

need 
    

 126. Lets me do those things I like 

doing 
    

127. Seems emotionally cold to me     
128. Appears to understand my 

problems and worries 
    

129. Is affectionate to me     
130. Likes me to make my own 

decisions 
    

131. Does not want me to grow up     
132. Tries to control everything I 

do 
    

 133. Invades my privacy     
134. Enjoys talking things over with 

me 
    

 135. Frequently smiles at me     
136. Tends to baby me     
 137. Does not seem to understand     
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what I want or need 

 

MY FATHER (cont..) Very 

like 

Moderately 

like 

Moderately 

unlike 

Very 

unlike 
138. Lets me decide things for 

myself 
    

 139. Makes me feel I am not 

wanted 
    

140.  Can make me feel better 

when I am upset 
    

 141. Does not talk to me very much     
 142. Tries to make me dependent 

on her 
    

 143. Feels I cannot look after 

myself unless she is around 
    

 144. Gives me as much freedom as 

I want 
    

145. Lets me go out as often as I 

want 
    

146. Is overprotective of me     
147. Does not praise me     
 148. Lets me dress in any way I 

please 
    

 

3. MY CLOSE RELATIONSHIPS 

 
149. Are there any ADULTS you can go to with your problems or to discuss your 

feelings?   YES/ NO                     

 

150. IF YES: Who are they?      

(Circle more than one if relevant) 

  1. Mother/ mother figure 

  2. Father/ father figure 

  3. Other relative 

  4. Family friend 

  5. Teacher, rabbi, sheikh, priest 

  7.  Coach 

  6. Other   (describe)................................ 

 

151. Is there an ADULT that is a good role model for you? i.e. encourages, supports 

and inspires you?  YES/NO 
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152. IF YES: Who are your role models?  

(Circle more than one if relevant)  

                    1. Mother/ mother figure 

  2. Father/ father figure 

  3. Other relative 

  4. Family friend 

  5. Teacher, rabbi, mullah 

  6. Coach 

  7. Other   (describe)................................ 

 
153. Are there TEENAGERS your age that you can discuss your problems and 

feelings with?   YES/NO 

 

154. IF YES: Who are they? 

(Circle more than one if relevant) 

  1. Sister 

  2. Brother 

  3. Other relative 

  4. Close friend 

  5. Other less close friend(s) 

  6. Other person    (describe).................... 

 

155. Who would you describe as the TWO CLOSEST people to you? 

(Circle up to two) 

  1. Mother/ mother figure 

  2. Father/ father figure 

  3. Sister or brother 

  4. Other relative 

  5. Family friend (adult) 

  6. Friend your age 

  7. Other         (describe)................. 
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4. MY RELATIONSHIP STYLE  

 
Below are descriptions of four general relationship styles that people often 

report. Rate each according to the extent to which you think each 

description corresponds to your general relationship style.  After each 

statement, CIRCLE the number which best describes you. Then at the end 

show which style is most like you. 

156. STYLE A  

It is easy for me to become emotionally close to others.  I am comfortable depending on them 

and having them depend on me.  I don't worry about being alone or having others accept me. 

Not at all like me                        Very much like me 

1      2   3    4      5      6       7 

157. STYLE B  

I am uncomfortable getting close to others.  I want emotionally close relationships, but I find 

it difficult to trust others completely, or to depend on them.  I worry that I will be hurt if I 

allow myself to become too close to others. 

Not at all like me                       Very much like me 

1      2   3    4      5      6       7 

158. STYLE C  

I want to be completely emotionally intimate with others, but I often find that others are 

reluctant to get as close as I would like.  I am uncomfortable being without close 

relationships, but I sometimes worry that others don't value me as much as I value them. 

Not at all like me                      Very much like me                        

1      2   3    4      5      6       7 

159. STYLE D  

I am comfortable without close emotional relationships.  It is very important to me to feel 

independent and self-sufficient, and I prefer not to depend on others or have others depend 

on me. 

Not at all like me                       Very much like me 

1      2   3    4      5      6       7 

160. THE STYLE MOST LIKE ME IS: 

A             B                C                D 

 

 

This is the end of the questionnaire. Your answers are confidential and 

your name will not appear on the questionnaire.  
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Thank you for your help with this research! 

 
                        

 

If you would like to make any comment, please write below: 

 

                      .  
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RIDING IN THE RIGHT DIRECTION 

A PROJECT WITH YOUNG PEOPLE15 

 

              Questionnaire 2 ABOUT ME                 

 

This questionnaire is the second part of a research project about young 

people and how they feel about their families, friends, their emotional 

health and if they’ve been exposed to a bad event.  Please try to answer 

all the following questions about yourself and your feelings. All your 

replies will be treated in confidence. Nobody will see them apart from the 

researcher who will collect the questionnaires.   

 

 ME AND MY LIFE                           
 

 

I1. My initials_______ 

I2. My birthdate is  __________ 

                            day month year 

 

1. I am  (Please circle)  

 a. Male  

b. Female 

2.  My age is_______ 

 

 

My religion is: : (Please circle) 

3. Jewish   Muslim    Christian     Druze    Other (describe……………………..) 

 

                                                
15 Sue Lawrence, Royal Holloway, University of London, in partnership with One2one charity. 

Id1. 
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  My Strengths and Difficulties     
 

For each item please mark with a tick ( √ ) one box for ‘Not True, Somewhat True or 

Certainly True’  to describe yourself. It would help if you answer all the items the best 

you can even if you are not absolutely certain. Please give your answer for how things 

have been over the last 6 months.  

 

My Strengths and difficulties Not True Somewhat 

True 

Certainly 

True 
4.I try to be nice to other people, I care 

about their feelings 

   

5.I am restless, I cannot stay still for long    

6. I get a lot of headaches, stomach-aches 

or sickness 

   

7. I usually share with others (food, games, 

pens etc.) 

   

8. I get very angry and often lose my 
temper 

   

9. I am usually on my own, I generally play 

along or keep to myself 

   

10. I usually do as I am told    

11. I worry a lot    

12. I am helpful if someone is hurt, upset or 

feeling ill 

   

13. I am constantly fidgeting or squirming    

14. I have one good friend or more    

15. I fight a lot. I can make other people do 

what I want 

   

16. I am often unhappy, down-hearted or 

tearful 

   

17. Other people my age generally like me    

18. I am easily distracted, I find it difficult 

to concentrate 

   

19. I am nervous in new situations. I easily 

lose confidence 

   

20. I am kind to younger children    

21. I am often accused of lying or cheating    

22. Other children or young people pick on 

me or bully me 

   

23. I often volunteer to help others 

(parents, teachers, children) 

   

24. I think before I do things    

25. I take things that are not mine from 

home school or elsewhere 

   

26. I get on better with adults than with 

people my own age 

   

27. I have many fears, I am easily scared    

28. I finish the work I’m doing. My attention 

is good.  
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 MY FEELINGS ABOUT MYSELF     
A number of statements are listed below. Please read each one carefully and then tick the box (√) 

to indicate . to what extent you agree or disagree.  
 

MYSELF Strongly agree Agree Disagree Strongly Disagree 

29.  I feel that I’m a person 

at least on an equal plane with 

others 

    

30. I feel I have a number of 

good qualities 

    

31. All in all, I am inclined to 

feel that I’m a failure 

 

    

32. I am able to do things as 

well as most people. 

    

33. I feel I do not have much 

to be proud of. 

    

34.I take a positive attitude 

towards myself 

    

35. On the whole, I am 

satisfied with myself. 

    

36.I wish I could have more 

respect for myself 

    

37.I certainly feel useless at 

times 

    

38. At times I think I am no 

good at all 

    

 

 Have bad things happened to you?    
 

Below is a list of very scary, dangerous or violent things that sometimes 

happen to people. These are times where someone was HURT VERY 

BADLY OR KILLED, or could have been. Some people have had these 

experiences; some people have not had these experiences. Can you answer 

if the violent things happened to you, or if it did not happen to you16.  
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FOR EACH QUESTION: Check “Yes” if this scary thing HAPPENED TO 

YOU 

    Check “No” if it DID NOT  HAPPEN TO YOU 
 

39. Being in an bad accident, like a serious car accident Yes No 

40. Being hit, punched, or kicked very hard at home. (DO 

NOT INCLUDE ordinary fights between brothers & 

sisters) 

Yes No 

41.  Being beaten up, shot at or threatened to be hurt 

badly in your town.  

Yes No 

42. Seeing a dead body in your town (do not include 

funerals) 

Yes No 

43. Seeing someone in your town being beaten up, shot at 

or killed. 

Yes No 

44. Having an adult or someone much older touch your 

private sexual body parts when you did not want them to 

Yes No 

45. Hearing about the violent death or serious injury of a 

loved one. 

Yes No 

 

 

 

 

 Your feelings about upsetting events  
Below is list of reactions that tend to appear in people following upsetting events.  

When answering the questions think specifically about your reactions to any conflict 

that you have experienced, including any witnessing of  bombings or terrorist or 

military activity. If this has not happened to you or people close to you directly, 

then answer in terms of how you feel about the difficult situation currently 

happening in your country. 

Tick (√) how often the problem or feeling below has happened DURING THE PAST 

MONTH. Please be sure to answer all questions. 

  Not at 

all/none 

Some 

of the 

Time 

Fairly 

often 

Very 

often/ 

much 

All of the 

time/most 

46.  I Watch out for danger or things I'm 

afraid of. 

     

47. I get upset, afraid, or sad when 

something makes me think about the 

bad things that happen. 

     

48. I have upsetting thoughts, or images of 

the bad things happening which come to 

mind when I don't want them too. 
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49. I feel grouchy, or I am easily angered.      

50. I have dreams about bad things that 

have happened or other bad dreams. 

     

51. I act or feel like the bad experience is 

happening all over again. 

     

52. I have much less interest in doing 

things, (like being with friends, sports, 

or school activities). 

     

53. I feel alone inside and not as close to 

other people as I used to. 

     

54. I try not to talk about, think, or have 

feelings about bad things that have 

happened. 

     

55. I have trouble feeling happiness or love.      

56. I have trouble feeling sadness or anger.      

57. I feel jumpy or easily startled, when I 

hear a loud noise or when something 

surprises me. 

 

     

 

 

 

 Not at 

all/none 

Some 

of the 

Time 

Fairly 

often 

Very 

often/ 

much 

All of the 

time/most 

58. I have trouble going to sleep, or I wake 

up often during the night. 

     

59.  I think that some part of the bad 

things that happen is my fault. 

     

60. I have trouble remembering important 

parts of bad things that have  happened. 

     

61. I have trouble concentrating or paying 

attention. 

     

62. I try and stay away from people, places, 

or things that make me remember bad 

things that have  happened. 

     

63. I have strong feelings in my body when 

something reminds me of bad things 

that have  happened(for example:  my 

heart beats fast,  my head aches or my 

stomach aches). 

     

64. I think that I will not live a long life.      

65. I have arguments or physical fights.      
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66. I feel pessimistic or negative about my 

future.  

     

67. I am afraid that the bad things will 

happen again. 

     

 

 

Other changes that have happened recently 
 

Instructions: Here are some things that may happen in people's lives.  Read 
each one and check a space, Yes or No, to show whether this happened for 
you . 
DURING THE PAST SIX MONTHS    Yes  No 
 
68. My family moved to a new home or apartment.   ____ 
 ____ 
 
69. Somebody in my family had a serious illness.   ____ 
 ____ 
 
70. My parents got separated or divorced.    ____ 
 ____ 
 
71. I got disciplined or suspended from school.   ____ 
 ____ 
 
72. My parents argued a lot.      ____ 
 ____ 
 
73. Somebody in my family had a serious accident.   ____ 
 ____ 
 
74. I had a lot of arguments with my parents.    ____ 
 ____ 
 
75. My father/mother lost his/her job.     ____ 
 ____ 
 
76. I had a serious illness.      ____ 
 ____ 
 
77. I got a new stepfather/stepmother.    ____ 
 ____ 
 
78. I broke up with my boy/girl friend.    ____ 
 ____ 
 
79. I got bad grades in school.     ____ 
 ____ 
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80. I got into trouble with the police.     ____ 
 ____ 
 
81. My parents had problems with money.    ____ 
 ____ 
 
82. I had a serious accident.      ____ 
 ____ 
 
83. I didn't get into a group or team that I wanted to be in.  ____ 
 ____ 
 
84. I had trouble with my weight or physical appearance.  ____ 
 ____ 
 
85. Someone in my family was arrested.    ____ 
 ____ 
 
86. A new person joined our household (a child, a grandparent, 
 stepbrother or sister, or other).____  ____ 

 
87. Some people that I used to be friends with don't pay 
 attention to me anymore.      ____ 
 ____ 

 

 

3. MY CLOSE RELATIONSHIPS 

 
88. Are there any ADULTS you can go to with your problems or to discuss your 

feelings?   YES/ NO                     

 

89. IF YES: Who are they?      

(Circle more than one if relevant) 

  1. Mother/ mother figure 

  2. Father/ father figure 

  3. Other relative 

  4. Family friend 

  5. Teacher, rabbi, sheikh, priest 

  7.  Coach 

  6. Other   (describe)................................ 

 

90. Is there an ADULT that is a good role model for you? i.e. encourages, 

supports and inspires you?  YES/NO 

 



 

 247 

91. IF YES: Who are your role models?  

(Circle more than one if relevant)  

                    1. Mother/ mother figure 

  2. Father/ father figure 

  3. Other relative 

  4. Family friend 

  5. Teacher, rabbi, mullah 

  6. Coach 

  7. Other   (describe)................................ 

 
92. Are there TEENAGERS your age that you can discuss your problems and 

feelings with?   YES/NO 

 

93. IF YES: Who are they? 

(Circle more than one if relevant) 

  1. Sister 

  2. Brother 

  3. Other relative 

  4. Close friend 

  5. Other less close friend(s) 

  6. Other person    (describe).................... 

 

94. Who would you describe as the TWO CLOSEST people to you? 

(Circle up to two) 

  1. Mother/ mother figure 

  2. Father/ father figure 

  3. Sister or brother 

  4. Other relative 

  5. Family friend (adult) 

  6. Friend your age 

  7. Other         (describe)................. 

 

 

LEISURE ACTIVITIES 

 

95. Do you get involved in any after school or weekend activities? 

Yes/No 

 

96. What are your favourite leisure activities? 

a. sport 



 

 248 

b. music 

c. etc…. 

 

 

YOUR FEELINGS ABOUT THE CYCLING PROGRAMME 

 

97. How long have you been in the cycling programme?_______ 

 

98.  How many cycling sessions did you attend?________ 

 

99.  Did you enjoy the cycling programme? 

a. Very much   b Quite a lot  c A bit   d Not much 

 

100. Were you dissatisfied with the cycling programme? 

a. Very much   b Quite a lot  c A bit   d Not much 

 

 

 

101. What did you like best about being involved with the cycling program: 

(Circle all that apply) 

A) The new friends that I made……… 

B) The coach made me feel good about myself………. 

C) Opportunity to ride a bike……….. 

D) Being able to improve my cycling skills……….. 

E) Competing in bicycle races………. 

F) It was fun……………… 

 

 

Please tell us what you liked about the cycling program: 

 

 

102.  What did you not like about the cycling program: 

(Circle all that apply) 

A) I didn’t like the other children.  

B) I didn’t like the coach 

C) Cycling was difficult 

D) Other: Please 

explain:____________________________________________

__________________________________________________

____ 
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103. What would have improved your experience of the cycling? 

 

_____________________________________ 

 

This is the end of the questionnaire. Your answers are confidential and 

your name will not appear on the questionnaire.  

 

Thank you for your help with this research! 
 

                        

 

If you would like to make any comment, please write below: 
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Appendix 2 

Focus group questions 

 
Tell us your name, your age and what you most enjoy doing when you’re not 
in school. 
 

1) Do you remember filling out a questionnaire for a research project? Many of 

you answered that you watch out for danger or things you’re afraid of. We’re 

curious to know what you mean by this…can you tell us about the things you 

watch out for?  

2) Watching out for danger can cause you to not feel safe and this can be 

stressful.  What kinds of things do you do to help with the stress? 

 

3) Does participating in the cycling help to deal with stress?  

 

4) What other benefits are there in doing the cycling?   

 

5) Other than your parents, who do you go to if you’re feeling scared or sad or 

need someone to talk to?  

6) If they can’t help, who is your next choice?  

 

7) Most of you have said that you are happy with yourselves. What helps you to 

feel happy about yourself? i.e. getting on with your parents, doing something 

good at school, succeeding at sports or a hobby?  

Summarise what they said then ask 
Is this an adequate summary?  
 
We wanted your thoughts and feelings about participating in sports….  Did we 
miss anything? Is there anything we haven’t talked about but didn’t?   
 
 

Appendix 3 

Coach Interview Guide 

 

1. What do they see as the benefits of participating in the cycling? 
2. What is their role as a coach? 
3. Tell me about the children in cycling? 
4. Do you think girls will become more involved?  
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Appendix 4 

Ethics approval 

 
Awarded January 2007 by Royal Holloway Ethics Committee 

ROYAL  HOLLOWAY 
University of London 

 
ETHICS COMMITTEE 

 
 

This form which is confidential, should be completed in typescript or black ink and returned to 
Dr B Davis, Principal’s Executive Officer, Principal’s Office for any research project involving 
experiments/studies on human subjects which might give rise to ethical problems. 
Before completing this form, applicants are requested to consult the Ethics Committee’s 
Notes for Guidance. These are attached. 
 
1. Title of Project: Are we riding in the right direction? 

Evaluating whether cycling interventions alleviate symptoms of 
emotional disorder in adolescents from different communities living in 
Northern Israel. 
 

 
 

2. Brief Outline of Project, including its proposed starting date, probable duration and 
where it is to be carried out: Continue on a separate sheet if necessary 

..  
The purpose of this study is to determine the psycho-social status of 
adolescents living in different communities (Arab and Jewish) in 
Northern Israel at a time after bombardment in 2006. All the young 
people studied will be involved in sports interventions offered by the 
One2One charity. The aim is first to examine the base-rate of 
emotional disorder in young people and then to examine whether 
involvement in these sport activities alleviates symptoms of anxiety 
(including PTSD) and depression. The study will specifically examine 
the level of support these children receive from parents, peers or 
sports coaches.  Northern Israel has a mixed population of Jewish, 
Arab and Druze who live in middle to low income villages and 
members of the different communities will be included. The study will 
take place in Northern Galilee region and start May 2007 to January 
2010.   

Professor Bifulco is a grant holder for the One2one funders, with Sue 
Lawrence doing the data collection and analysis for a RHUL PhD. SL 
will move to Israel for the first period of data collection, but will be 
assisted by a researcher paid by One2one experienced in working 
with young people and who is both a Hebrew and Arab speaker. 
Professor Bifulco will be available for consultation throughout the 
project. 

Further collaboration and support is provided by senior researchers in 
Child and Adolescent Clinical Services in Herzog Hospital, Jerusalem 
who are familiar with the groups and disorders to be studied and can 
advise on appropriate measures with standardized translations. 
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3. What is the intended purpose and intended benefit of the research? 

The Committee will not be making a judgement as to whether the research is intrinsically 
worthwhile, but will rather take a view on the procedures employed in relation to the intended 
outcome 

 
The intervention involves collecting information from adolescents 
(aged 12-14) in Northern Israel who participate in a weekly cycling 
program. The aim is to collect valuable base-rate information on 
children’s emotional well-being as well as family and peer support 
networks. This as a preliminary to evaluating the cycling programme 
as an intervention for emotional disorder in adolescent groups who 
may have been affected by war conflict in 2006. 
 
The results can inform the effectiveness of the ongoing cycling 
intervention as well as highlight need in this group of young people. 
The study will examine members of Arab, Druze and Jewish 
communities to look for relative deprivation and emotional problems in 
these groups, but also as an inclusive project to promote coexistence 
of these communities. 
 
 
 

 

4. Outline of procedures to be used: 
 

The study will be in 3 phases: 
 
Phase 1 - will involve the collection of baseline data from 90 
adolescents (age 11-14) living in the selected communities by means 
of questionnaire. The questionnaires have translations into Arabic or 
Hebrew and have been used in related studies in Israel. Analysis will 
examine issues of social deprivation, support and emotional problems 
in relation to the different communities. 
 
Phase 2 – this will examine the effects of the cycling programmes with 
questionnaire measures provided at the beginning of the cycling 
involvement and at 6 months of regular attendance.  The same 
questionnaires as used in Phase 1 will be given pre and post 
intervention. Each cycling group contains an average of 20 young 
people, who participate for a period of 8 months.  
The aim is to take around 80 young people aged 12 to 14, but numbers 
will be reconsidered in the light of power calculations based on the 
phase 1 findings, and the numbers available at time of phase 2 study 
start. 
Analysis will involve examining changes in scores over the 6 month 
period. 
 
Phase 3 – Focus groups will be undertaken with 20 young people 
involved in the cycling interventions at the end of the 6 months 
involvement. The 20 young people will be divided into 2 groups of 10.  
The analysis will examine themes around cycling participation and 
support and whether the young people are aware of benefits of the 
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programme. Focus groups will also be conducted with the coaches to 
ask them their perceptions of how the cycling program helps the 
children. Focus groups will be conducted by the research assistant 
who speaks Hebrew and Arabic. The focus group will be recorded and 
transcribed.  
 
Questionnaire measures are not yet finalised, but are likely to include:  

• UCLA-PTSD Index for DSMIV-child version (Pynoos et al 1998) 

• Functional Impairment questions from child Diagnostic Interview 
schedule (Lucas et al, 2001 ) 

• Somatic Complaints from Diagnostic Positive Scale (Pat-
Horencyk, 2005) 

• Strengths and Difficulties Questionnaire (Goodman 1998 )  

• Rosenberg Self-Esteem (1965) 

• Parental Bonding Instrument (Parker et al 1979) 
 
Ethical permission will be obtained from the Ministry of Social Welfare 
and the Ministry of Education in Israel to conduct the research. All data 
will be stored anonymously and efforts will be made to lesson the 
burden of measurement by developing a single questionnaire schedule 
reducing overlap with a maximum of 45 minutes of participants time 
required.  Transcribed and recorded data from interviews will be stored 
safely and disposed of appropriately once data analysis is complete.  
Information and consent forms will be provided for parents and 
adolescents and translated into Hebrew and Arabic as appropriate. 
 

5. Are there potential hazards to participants in these procedures? NO 
 

6. If ‘YES’  
 

 What is their nature? (give full details) 
 
 
 

 

 What precautions will be taken to meet them? 
 
 
 

 

7. May the procedures cause discomfort or distress? YES 
 

8. If ‘YES’ what is their nature and extent? 
 

It is possible that some of the young people may feel distressed at 

some of the questionnaire items concerning recent trauma experience 

or their own emotional disturbance. Support will be on hand from the 

Trauma Centre in Jerusalem to advise on services where necessary. 

The One2one coordinator Hedy Wax who will be involved in the 
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project is experienced in local service provision for children in the 

area and is an experienced social science researcher. 

 
 

9. Where the procedures involve potential hazard and/or discomfort or distress, please 
state previous experience with this type of research: 
 

Grant holder and supervisor Prof Bifulco is experienced in collecting 
information from high-risk adolescents and can provide support for Sue 
Lawrence in approaching the young people. Other support on hand will be 
from services and the charity funders as described above. The researcher to 
be employed by the charity has extensive experience of working with high risk 
young people in Israel. 

 
 
 
 
 
 

 
 
 
10. 
 
 
 
 

Is electrical or electronic equipment to be connected to the subject? 
If ‘YES’ what steps have you taken to assure yourself of its safety? 
 

NO 

11. How will participants be recruited? If any recruiting material is used, please attach 
copies 
 

Participants in phase 1 will be recruited from villages in the area 

where the cycling programmes are being run. Various approaches will 

be tried to recruit, including contact through community organisations, 

advertising in local paper etc. (Recruitment advert shown in appendix 

3). Those in Phase 2 and 3 will be from cycling programs already 

underway funded by the One2One charity.  

 

 

12. How will the participant’s consent be obtained? Please attach handouts, briefing 
materials etc 

 
Parental permission will be gained prior to the research being undertaken 
plus participants will have the option not to participate. (See information and 
consent forms for parents and adolescents in appendices) 

 

a) To what extent will he/she be briefed on the nature of the 

experiment/study before giving consent and in particular on the nature and 

level of any potential risk? 

 
An explanation of the purpose of the study will be given to the 
participant and the parents. Information sheets will be translated into 
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Hebrew and Arabic to ensure parents and participants understand 
what the study entails.  

 
 
b) How will it be made clear to the participant that he/she may withdraw from any 
particular aspect of the experiment/study at any time without giving any reason?  
 

The children will be made aware that they do not have to participate in the 
study if they do not wish to and that they may withdraw at any stage.  
The consent forms will inform them that they may withdraw at any stage.  

13. Will the participants be paid? NO 
 

14. If ‘YES’ give details, including reasons for payment: 
 
 
 
 

 

15. Are the services of the College Health Centre likely to be required for routine rest or 
recovery following an experiment/study? 

NO 
 
 

16. Is any medically or dentally qualified person, or person qualified in first aid (other than 
the applicant) available in case of emergency? 
 

Members of the cycling clubs and charity on hand for relevant support and 
assistance. SL is experienced at first aid and has extensive experience in 
sports training and injuries. 
 

YES 
 
 

17. Please specify any financial or other interest to you or your department arising from 
the study: 
 
 
None 
 

 

18. Is the research already approved by, e.g. a hospital ethical committee? NO 
 
 

19. Certain research instruments are  not appended for the Committee’s inspection but I 
am able to certify that they are widely-used, published, respected and not known to 
inflict harm: (please initial, if appropriate): 
 
 

 
AB. 

_______ 

20. Any other relevant matters (on a separate sheet) 
SL is seeking insurance from RHUL to cover the duration of the field work.  

 

 
Signature of Applicant: (name in block capitals): 
 

    Prof Antonia Bifulco 
 
Signature of Supervisor: (name in block capitals): 
 
 
Signature of Head of Department: Department: 
 

Prof Paula Nicolson 
 
Date: 
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Parent Information Sheet  
 

Research project: Riding in the right direction? 
Sue Lawrence, Researcher,  Royal Holloway, University of London 

In partnership with One2One charity17 
 

Dear Parent,  
 I am a PhD student at Royal Holloway, University of London, UK undertaking 
a research project to look at support and emotional health in young people in 
Northern Israel. The research is partly funded by the charity One2One which 
runs youth projects in Northern Israel.  Together, we would like to invite your 
child to participate in the study that will look at the emotional wellbeing of 
young people in your area.  
 
The information which follows explains more about the project.  It is important 
that you understand what it says so you can decide whether you want them to 
take part. Whether or not your child takes part, is entirely your choice and your 
child may withdraw at any time. Please ask any questions about the research 
and we will try our best to answer them.  
 
This study will ask the children questions about: 

• How they feel physically and emotionally 

• How they feel about family and friends 

• If they have been exposed to a traumatic event and has this affected 
them in any way.   

 
All information collected will be stored anonymously and securely and kept 
entirely confidential. Participation in this study will not affect participation in the 
cycling program.  
 
If you agree with your child participating in this study, please fill out the form 
attached and ask your child to return it to the researcher.  
 
 

Contact information 

If you want more information on the project, and are English speaking, you 
can contact me at 052 4738067.  
 
You can also contact my research colleague, Samer who is Arabic and 
Hebrew speaking at 052 3946394. You may also want to contact Hedy Wax 
(0523 517 425) who coordinates One2One activities in Israel and speaks 
Hebrew. 
 
Thank you for reading this information and considering helping us with this 
study. 
Sue Lawrence  

                                                
17

 One to One, Carradine House, 237 Regents Park Road, London N3 3LF Registered Charity No: 

801096 
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Royal Holloway, University of London 
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 PARENTAL CONSENT FORM 
 

Research project: Riding in the right direction? 

 
I have read the information sheet, understand the nature of the research 
project and agree to my son/daughter participating. 
 
 
My name_______________________  

 

My son/daughter’s name__________________ 

 

I am aware that my child will be asked to fill in a questionnaire asking him/her 

about how she feels emotionally and physically and about family and friends 

and traumatic events. I am aware that my child’s participation in this study will 

not affect their participation in the cycling program.  

 I am also aware that all the information collected will be anonymous and kept 

confidentially. My son/daughter may withdraw from the research at any point if 

they wish to.  

 

Signed:_______________________________________________ 

 
Date:________________  
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Information Sheet: Young person’s 
 

Research project: Riding in the right direction? 
Sue Lawrence, Researcher Royal Holloway, University of London 

In partnership with One2One charity18 

 
 

 
I am a PhD student with Royal Holloway, University of London, UK 
undertaking a research project with young people in Northern Israel. We want 
to know about how young people feel about their families, friends, their 
emotional health and if they’ve been exposed to a traumatic event. The 
project is being run together with the charity One2One. They run after-school 
programs for children living in Northern Israel.   
 
We will speak to some young people who are in the cycling clubs and some 
that are not to ask them about themselves. We would like to know whether 
being in the cycling clubs makes young people feel better about themselves.  
 
This information sheet tells you about the project and what you will be asked if 
you get involved. It is important that you understand what it says so you can 
decide whether to take part. It is your choice if you want to participate and you 
can withdraw from the study at any time.  
 
If you have any questions please ask the researcher who has given you this 
sheet and we will try our best to answer them.  
 
The study will as you questions about: 

• How you feel physically and emotionally 

• How you feel about the relationships you have with family and friends 

• If you have been exposed to a traumatic event and how you feel about 
it. 

 
We have already asked your parent for permission for you to be in the study.  
If you agree to participate then please fill out the form and return it to the 
researcher. You may withdraw from the study at any time. 
 
Thank you for reading this information sheet and considering helping us with 
this study. 
 
Sue Lawrence  
Royal Holloway, University of London 
 
 
 
 

     

                                                
18

 One to One, Carradine House, 237 Regents Park Road, London N3 3LF Registered Charity 

No:801096 
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ADOLESCENT FORM 

Riding in the right direction? 
 
 
I (name)______________________ wish to participate in the project  
 
Riding in the Right direction? 
 
 

Signed:_______________________________________________ 
 
Date:__________________________________________________ 
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I am searching for answers……. 

 

 
 

Help me in my research project to understand how teenagers living in 

Northern Israel feel about themselves, their parents, and the bombings 

in the North.  I’m a student from the University of London in the United 

Kingdom and I need lots of volunteers to fill out a questionnaire.  

 

The questionnaire will ask you about:  

• How you feel emotionally and physically 

• How you feel about your relationship with your parents and 

friends  

• If you have been exposed to a traumatic even and how this may 

have affected you.  

 

Before you can participate, you will have to ask your parents 

permission.  

 

 Your name and the information you give will remain confidential. You 

may withdraw from the study at any stage.  

 

If you have questions, please call Samer, my assistant at 052 3946394.  

 

Thank you very much for your help!  

 

Sue Lawrence 

PhD student 

Royal Holloway, University of London 

Israel # 052 473 8067 
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Are we cycling in the right direction? (used for Phase 2) 

 
 

 

Help me in my research project to understand how participating in a 

cycling program helps teenagers who live in Northern Israel.  I’m a 

student from the University of London in the United Kingdom and I need 

lots of volunteers to fill out a questionnaire.  

 

The questionnaire will ask you about:  

• How you feel emotionally and physically 

• How you feel about your relationship with your parents, friends 

and coach  

• If you have been exposed to a traumatic event and how this 

affected you.   

• If you think the cycling program helps you in any way 

 

Before you can participate, you will have to ask your parents 

permission.  

 

 Your name and the information you give will remain confidential. You 

may withdraw from the study at any stage.  

 

If you have questions, please call Samer, my assistant at 052 3946394.  

 

Thank you very much for your help!  

Sue Lawrence 

PhD student 

Royal Holloway, University of London 

 Israel # 052 473 8067 
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Appendix 5 

Sports and games for post-traumatic stress disorder 

 
[Intervention Review] 
Sports and games for post-traumatic stress disorder (PTSD)19 
 
Sue Lawrence1, Mary De Silva2, Robert Henley3 
 
1c/o Lifespan Research Group, Royal Holloway, University of London, London, UK. 
2Nutrition & Public Health Intervention Research Unit, London School of Hygiene & 
Tropical Medicine, London, UK. 3Center for Disaster and Military Psychiatry, University 
of Zurich, Zurich, Switzerland 
 
Contact address: Sue Lawrence, c/o Lifespan Research Group, Royal Holloway, 
University of London, 11 Bedford Square, London, WC1B 3RF, UK. 
sue.lawrence@lshtm.ac.uk. lawsue@googlemail.com.  
 
Editorial group: Cochrane Depression, Anxiety and Neurosis Group. 
Publication status and date: New, published in Issue 1, 2010. 
Review content assessed as up-to-date: 15 June 2008. 
 
Citation: Lawrence S, De Silva M, Henley R. Sports and games for post-traumatic 
stress disorder (PTSD). Cochrane Database of Systematic Reviews 2010, Issue 1. Art. 
No.: CD007171. DOI: 10.1002/14651858.CD007171.pub2. 
 
Copyright © 2010 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd. 

 
 

Abstract 

Background 
Traumatic experiences evoke emotions such as fear, anxiety and distress and may 
encourage avoidance of similar situations in the future. For a proportion of those 
exposed to a traumatic event, this emotional reaction becomes uncontrollable and can 
develop into Post Traumatic Stress Disorder (PTSD) (Breslau 2001). Most of those 
diagnosed with PTSD fully recover while a small proportion develop a chronic PTSD a 
year after the event (First 2004). Sports and games may be able to alleviate symptoms 
of PTSD. 

Objectives 
Primary objective:  
1. To assess the effectiveness of sports, and games in alleviating and/or diminishing the 
symptoms of PTSD when compared to usual care or other interventions. 

                                                
19

 Please contact author for PDF of review 
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Secondary objective:  
2. To assess the effectiveness of different types of sports and games in alleviating 
and/or diminishing symptoms of PTSD. 

Search strategy 
The Cochrane Collaboration Depression, Anxiety and Neurosis Controlled Trials 
Registers (CCDAN-CTR) were searched up to June 2008. 
 
The following databases were searched up to June 2008: the Cochrane Central registry 
of Controlled Trials; MEDLINE; EMBASE; CINAHL; PsycINFO. Reference lists of 
relevant papers were searched and experts in the field were contacted to determine if 
other studies were available. 

Selection criteria 
To be included, participants had to be diagnosed with PTSD using criteria outlined in 
the Diagnostic and Statistical Manual for Mental Disorders (DSM IV) and/or ICD criteria. 
Randomised controlled trials (RCTs) that considered one or more well-specified sports 
or games for alleviating and/or diminishing symptoms of PTSD were included. 
 
Sports, and games were defined as any organized physical activity done alone or with a 
group and non-physical activities such as computer games and card games done alone 
or with a group. Psychological interventions such as music therapy, art therapy and play 
therapy and behavioural therapy were excluded. 

Data collection and analysis 
Two reviewers (SL and MD) separately checked the titles and abstracts of the search 
results to determine which studies met the pre-determined inclusion criteria. A flow chart 
was used to guide the selection process. No studies met the inclusion criteria.   

Main results 
The search strategy identified five papers but none of the studies met inclusion criteria. 

Authors' conclusions 
No studies met the inclusion criteria. More research is therefore required before a fair 
assessment can be made of the effectiveness of sports and games in alleviating 
symptoms of PTSD. 

 
 
Plain language summary 
 
Sports and games for post-traumatic stress disorder 
Traumatic events evoke strong feelings of fear, helplessness and anxiety. Many who 
experience a traumatic event overcome these strong emotions however a proportion 
does not and the emotional reaction may progress into Post-Traumatic Stress Disorder 
(PTSD). Pharmacological and psychological interventions are well known treatments for 
PTSD but little is known of the use of sports and games for the treatment of PTSD. This 
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review sought to examine studies using sports and games to alleviate symptoms of 
PTSD. 
 
No studies met the inclusion criteria. 
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Appendix 6  

Brief background on Israel 

Israel became an independent state in 1948 forged from previously British ruled 

Palestine. A rapid influx of displaced Jews seeking a safe refuge immigrated from 

Russia, Yemen, Morocco, Eastern Europe, and the Middle East after the turbulence of 

the Second World War.  However, the creation of Israel was met with trepidation and 

aggression by its Arab neighbours in disputes over the same land. Arab armies from 

Syria, Iraq, Iran, attempted to thwart the newly established Israeli Defence Forces in 

hopes of gaining land partitioned to Israel by the United Nations. After Independence 

was established, over 1 million Palestinian refugees were expelled from their homes 

and villages and fled to Lebanon and Jordan. Despite the acknowledgment of the 

Palestinian’s plight, they were not warmly received in neighbouring countries as 

thousands fled for safety and a new life during the Israeli takeover (Shipler, 2002).  The 

1967 war resulted in Israel occupying Syria’s Golan Heights, Jordan’s West Bank and 

Egypt’s Gaza and Sinai. These have all been passionately contended for, with the latter 

having been negotiated back into Egypt’s hands (Shipler, 2002).   

 

After Israel gained its independence in 1948, legal, government and educational 

systems were established, and businesses built as the promise of a new life unfolded.  

The current Israeli government is secular, parliamentary with all its citizens over 18 

granted the right to vote.  The population numbers 6.4 million and is predominantly 

Jewish (76%), the reminder mainly Arab. The Jewish community is multicultural with 

Europeans, middle-eastern people lately added to by Ethiopian immigrants.  The main 

languages spoken are: Hebrew, Arabic and English.  The main religions are Jewish, 

Moslem, Druze and Christians. The Druze are a secretive Islamic sect.  

 

Language for describing such mixed ethnic and religious populations can be difficult. In 

the following descriptions, the terms Jewish, Arab and Druze are used to describe the 

communities examined in Israel. The term Palestinian will be used for those Arabs 

inhabiting Gaza and Palestinian territories. Currently, there are 1.2 million Arab Israeli’s 

which comprise 18.5% of Israel’s population.  Just over 60% live predominantly in the 
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North and in Haifa with the next largest segment living in Jerusalem(El-Sheikh 

Muhammad, 2004; The Galilee Society: The Arab National Society for Health Research, 

2007).  Two thirds live in urban settings such as cities, and villages while the remaining 

third live in rural agriculture settings (Al-Krenawi, Lev-Wiesel, & Sehwail, 2007).    

 

The occupied territories of the West Bank and Gaza Strip were established in 1967 after 

the Six Day War and approximately 3.8 million Arabs reside there.  The Gaza Strip is 

situated on the South West coast of Israel and the West Bank is in the Middle East side 

of the country.  These territories remain in political limbo leaving its inhabitants caught in 

on-going political crossfire.   Those living in the Occupied territories, particularly the 

Gaza Strip deal with on-going Israeli air-strikes in response to Gaza based militants who 

repeatedly fire missiles into Israel. Palestinians in the Occupied territories also deal with 

Israel Defence Forces (IDF) home searches and interrogations at road blocks (Tessler 

& Grant, 1998).  

 

The war of Lebanon in 2006, around the time this thesis was being planned, was a 

result of the Israel Defence Force reacting to the kidnapping of one of its soldiers by 

Hamas militants by bombing southern Lebanon extensively. Hamas, in turn, retaliated 

with kartousch rockets that rained upon northern Israel for several weeks. Israel 

eventually called a cease fire as the Lebanese government struggled to gain control of 

its coalition government(Urquhart, 2007). The kidnapped soldier was released in 

October 2011 after six years of negotiations (BBC, 2011).  

 

An example of the continuing political upheaval occurred when the ground research for 

this project began in May/June of 2007.  The Gaza Strip fell into political and 

economical turmoil as the leading factions of Hamas and Fattah struggled over 

administrative control. Hamas took control of Gaza while the West Bank remained 

under Fattah. The Israeli government did not support Hamas rule and continued with 

air-strikes, and economic blockades and militants continue to launch missile attacks 

against Israeli citizens(Tessler & Grant, 1998). 20 

                                                
20

 Hamas and Fatah  began negotiations to join together again in spring of 2011 . 
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However, even given such turbulence, conflict is considered somewhat more of an 

irregular occurrence for those living in the North of Israel, given that most of the on-

going air strikes and bombings occur in the South, even though the on-going threat of 

acceleration always exists. It is this possibility of escalation and the daily reporting of 

conflict in the media that creates risk for mental health problems for adolescents in any 

part of Israel. 

 

 

 

 

 

 

 

 

 
 


