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Mental health has traditionally been described as the absence of mental problems, being those 

second ones equated to impairments, overlapping disability with mental illness. This unfounded 

conviction is being replaced by a positive mental health approach that recognizes them as distinct 

constructs. The two continua model is the first model to prove with empirical support that the 

presence of mental problems does not entail a lacking positive mental health. In the midst of this 

transformation disabled children’s voices are being acknowledged as an often-ignored presence as 

the United Nation’s Convention of People with Disability pushes for their recognition.  This sys-

tematic review aims to explore which instruments are being used to measure the mental health of 

children with disabilities, and to assess how do they compare to the Mental health Continuum 

Scale (MHC-SF) which emerges as the operationalization of positive mental health in the Two 

continuum model. Five databases were explored, eight articles were chosen from which nine ques-

tionnaires were analysed and quality assessed with the Cosmin Checklist. From those, two instru-

ments focused on mental problems (SDQ and ChYMH), two Surveys from which items were tak-

en and adapted to measure flourishing (NSCH 2016/2011-2012 and L&H-YP 2011), three in-

struments targeting quality of life on children with a disability (Kidslife, CPQoL-Teens and Kid-

screen), a newly developed subjective mental health questionnaire for children with intellectual 

disability (WellSEQ) and the MHC-SF itself.  Results show the emotional wellbeing dimension to 

be the most widely used, but positive functioning is misrepresented often measured as external 

factors. There is a tendence towards the traditional deficit-based formulation of items, despite 

that, there are good quality instruments that cater to children with disabilities with self-report 

measures (CPQoL-Teens, WellSEQ and Kidscreen) although severe ID co-mobilities are exclud-

ed. The use of digital resources in the administration poses a promising path to allow large scale 

surveys in children with cognitive and motor impairments, even more so being that the School is 

the common place of administration without acknowledging that children with chronic health 

conditions present higher rates of absenteeism.  
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1 Introduction  

Mental health problems are a normal part of people’s lives, their termination would make a 

person mentally healthy, would it not?  This idea has persisted through decades, having 

served as support for many preventive and interventive policies.   Persistent mental health 

problems in childhood increases the probability of being diagnosed with a mental illness in 

the adulthood (Coneland et al, 2013). Therefore, wouldn’t the absence of such mental illness 

equate to mental health? 

This is the traditional deficit approach to mental health, it states that an individual has a 

satisfactory level of mental health if they lack a diagnosis of a disorder that meets the DSM-V 

(American Psychiatric Association [APA], 2013). However, a positive approach has been on 

the rising since Jahoda (1958) put into words the concept of positive mental health, viewed as 

an enduring personality characteristic that related to six concepts: attitudes towards the self, 

development of self-actualization, integration of psychological functions, autonomy, accurate 

perception of reality and environmental mastery.  In the operationalization of happiness as 

positive mental health, later on called wellbeing, Jahoda (1958) depicts an eudemonic 

tradition of research having wellbeing when striving or achieving something more -either 

personal growth or something outside the self- involving living a goal directed or meaningful 

life (Based on Ryan and Decci, 2001).  Its counterpart, the hedonic tradition, describes well-

being focusing on feeling good, feeling happy and satisfied with one’s life with a persistent 

interest in it (Keyes, Shmotkin and Ryff, 2002). Thereupon, two ideas of happiness make re-

searchers differentiate the operationalization of positive mental health into wellbeing.  

Following a positive approach on mental health, Keyes (2007) proposed a model that 

integrated the hedonic and eudemonic components, giving a holistic perspective to mental 

health as a separate construct of mental illness, which later evolved into The Two Continua 

Model (Westerhof and Keyes, 2010) finding strong psychometric support to this distinction 

(Keyes, 2005; Westerhof and Keyes, 2010). These authors found the answer to the 

aforementioned question, and counterintuitively, the absence of mental illness would not 

secure a positive mental health.  
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2 Theoretical Background 

2.1 Theoretical Frameworks: The two continua model 

Defined by the WHO (2005) mental health is a state of wellbeing in which the individual real-

izes their own abilities, can cope with the normal stresses of life, can work productively and 

fruitfully and is able to make a contribution to their community. The two-continuum model 

(Westerhof and Keyes, 2010) takes the three core components of this definition: well-being, 

effective functioning in an individual and effective functioning for a community. 

Henceforth the state of somebody’s mental health could be visualized across a continuum, as 

exemplified in Figure 1., that integrates feeling good and feeling functional, perpendicular to 

another continuum indicating the presence or absence of mental illness (Westerhof and Keyes, 

2010). Concepts such as flourishing and languishing emerge to represent the possible out-

comes. 

 

Figure 1 Two Continuum Model (non-copyrighted) 

Therefore, a person with high levels of mental health would flourish or thrive whether an epi-

sode of mental illness is present or not. Flourishing is described as a state that represents posi-

tive mental health in its epitome, experienced as a high level of subjective well-being with an 

optimal level of psychological and social functioning, showing an effort and courage to pur-

suit a good, meaningful and happy life as well as healthy relationships (Keyes, 2002, 2007).  
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These positive emotions influence temperament, personality, memory and cognition (Ryff and 

Singer, 2000) predominating in the response tendencies of an individual who is flourishing, 

becoming a behavioral response patterns which leads to changes in patterns of thinking, be-

having and approaching life (Frederickson, 2001). This in turn allows them to function better 

than those with moderate mental health, who in turn function better than individuals who are 

languishing even in the presence of a mental illness episode (Westerhof and Keyes, 2010). 

Contrary to flourishing, languishing is a state that lacks positive functioning and has an em-

phasis on simply existing day to day (Liddle and Carter, 2010).  Anything in between is a 

moderate expression of mental health, however Keyes (2002) states that anything below flour-

ishing would be incomplete mental health. This separation between constructs facilitates new 

ways to explain individual differences towards the same diagnosis, or even situations.  

This low level of wellbeing, may be conceived as emptiness and stagnation, constituting a life 

of quiet despair that parallels accounts of individuals who describe themselves and their lives 

as “hollow” or “empty” (Keyes and Ryff, 2002). This definition focuses on the experience of 

wellbeing rather than the expression of mental health problems.  

Studying these concepts not only as outcomes but as predictors, Keyes (2002) found 

languishing may precede many forms of psychosocial impairment having an association with 

poor emotional health, high limitations of daily life and high likelihood of a severe number 

(i.e. 6 or more) of lost days at work. Furthermore, Singh et al. (2014) reported that flourishing 

correlated with other well-being measures and predicted personal wellbeing, defined as 

experiences of lower levels of perceived helplessness, highest levels of self-reported 

resilience (e.g learning from adversities), higher levels of intimacy and setting more 

functional goals (Keyes, 2007).  

Mental illness is also expressed in a perpendicular continuum. Keyes (2007) defends the 

utility of each approach depending on the goal however, it must be acknowledged it is an 

incomplete vision on the construct. Mental illness as described by the APA (2018) refers to all 

diagnosable mental disorders or health conditions involving significant changes in thinking, 

emotion or behavior as well as distress or problems functioning in daily social, work or family 

activities.  
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When describing its severe form, developmental disorders are excluded, and it also is 

highlighted the need for a diagnosis by the DSM-V.  It is distinguished from impairments 

present in people with disabilities because of the developmental aspect of such, as well as the 

UN’s (CRPD, 2006) acknowledgment of the role of external barriers on the participation of 

people with disabilities. This distinction will be explored further below, but first, an 

explanation on the operationalization positive mental health.  

2.1.1 Deconstructing wellbeing 

Now that there is a focus on strength-based approaches, where positive and protective factors 

are being put in the forefront of research at the same level risk factors have been put on 

(Lippman, 2014), it is important to develop measures in consonance. The two-continuum 

model (Westerhof and Keyes, 2010) makes a distinction between mental health and mental 

illness as two different dimensions, therefore calls for the use of distinct instruments when 

measuring them.   

The authors propose the use of The Mental Health Continuum Scale – Short Form (MHC-SF) 

(Keyes, 2002) as it caters to the consensus multidimensionality that requires the concept of 

wellbeing (Westerhof, 2001).  Moreover it integrates the two traditions of wellbeing and uses 

the definition of mental health by the WHO (2005): the hedonic tradition is represented as 

emotional well-being (Keyes, 2007) and the eudemonic tradition is portrayed as psychological 

well-being (Ryff and Keyes 1995) followed suit by the emergence of the concept of social 

well-being (Keyes, 1998). The later two representing the effective functioning in an 

individual by themselves and within a community (WHO, 2005).  

Keyes (2007) remarked that each measure of subjective wellbeing is considered a symptom 

insofar as it represents an outward sign of an unobservable state, and proposes 13 dimensions 

reflecting mental health as flourishing. To be diagnosed as flourishing in life, high levels on at 

least one measure of hedonic wellbeing (emotional wellbeing) must be exhibited as well as 

high levels on at least six measures of positive functioning (Psychological and Social 

wellbeing). Those who exhibit low levels on at least one measure of hedonic wellbeing as 

well as low levels on at least six measures of positive functioning would be diagnosed as 

languishing in life.  
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Keyes (2002) developed the MHC-SF based on those 13 dimensions where emotional 

wellbeing includes frequency of two positive affect measures (Bradburn’s (1969) happiness 

and interest in life) and an item of quality of life (based on Cantril’s (1965) self-anchoring 

items). Psychological wellbeing is built from the Six dimensions of Ryff’s model (1989) and 

Social wellbeing is taken from five dimensions of Keyes (1998). The short form version of 

the scale will be used in this systematic review, as it is the most extended version being used 

by Westerhof and Keyes in their article (2010), and the long form is not available. In Table 1 

it’s visible the operationalization of those dimensions into items.  

 

Factors and 13 
dimensions (Keyes, 

2007) 

Definition MHC-SF- Keyes, 
2006 

ITEMS 
“In the past month how often did you 

feel…” 

 
Positive affect (1) 
Avowed quality of 
life (2) 

Positive emotions 
(1) Regularly cheerful, interested in life, in 

good spirit, happy, calm and peaceful, 
full of life 

(2) Mostly or highly satisfied with life overall 
or in domains in life 

Emotional well-
being 
(1).1. Happiness 
(1).2. Interest 
(2).3. Life satisfac-
tion 

01.Happy 
02.Interested in life 
03.Satisfied 
 

 
Self-acceptance (3) 
Personal growth (4) 
Purpose in life (5) 
Environmental 
mastery (6) 
Autonomy (7) 
Positive relations 
with others (8) 

Positive psychological functioning 
(3) Holds positive attitudes towards self, 
acknowledges, likes most parts of self 
(4) Seeks challenge, has insight into own po-
tential, feels a sense of continued develop-
ment 
(5) Finds own life has a direction and meaning 
(6) Exercises ability to select, manage and 
mold personal environs to suit needs 
(7) Is guided by own, socially accepted, inter-
nal standards and values 
(8) Has, or can form, warm, trusting personal 
relationships 

Psychological 
wellbeing  
(3).4. Self-
acceptance 
(4).5. Personal 
growth 
(5).6. Purpose in 
life  
(6).7. Mastery 
(7).8. Autonomy 
(8).9. Positive 
relations 
 

(3)09. That you liked most parts of your 
personality 
4)12. That you have experiences that 
challenge you to grow and become a 
better person  
(5)14. That your life has a sense of 
direction or meaning to it 
(6)10. Good at managing the responsi-
bilities of your daily life 
(7)13. Confident to think or express 
your own ideas and opinions 
(8)11. That you had warm and trusting 
relationships with others 
 

 
Social acceptance 
(9) 
Social actualization 
(10) 
Social contribution 
(11) 
Social coherence 
(12) 
Social integration 
(13) 

Positive social functioning 
(9) Holds positive attitudes toward, acknowl-
edges and is accepting of human differences 
(10) Believes people have potential and can 
grow positively 
(11) Sees own daily activities as useful and 
valued by others 
(12) Interested in society and social life and 
finds them meaningful 
(13) A sense of belonging to, and comfort and 
support from, a community. 

Social wellbeing 
 
(9).10. Ac-
ceptance 
(10).11. Actualiza-
tion 
(11).12. Contribu-
tion 
(12)13. Coherence 
(13)14. Integra-
tion 
 
 

(9)07. That people are basically good 
(10)06. That our society is becoming a 
better place for people 
(11)04. That you had something im-
portant to contribute to society 
(12)08. That the way our society works 
makes sense to you  
(13)05. That you belonged to a commu-
nity 
 

Table 1. Overview definitions and operationalization 
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2.2 Children’s Mental health and disability 

Most researchers have conceptualized the wellbeing of children as a multidimensional 

concept although there seems limited consensus on what comprises those dimensions (O’Hare 

and Gutierrez, 2012). Nevertheless, the WHO (2014) definition of mental health that The 

continuum model takes is not limited to adulthood: children realize their abilities, coping with 

normal stresses of life, working at school fruitfully as exemplified by academic upgrading and 

are able to make a contribution to their community as an active and passive influence. 

Furthermore, positive functioning in children can be perceived in an age-appropriate continu-

um contextualized to their proximal environment, which is the one that conditions their de-

velopment (Bronfenbrenner, 1992).  Afterall, the family is an agent of socialization, emulat-

ing the norms and intricates of society at large (Anastasiu, 2011). When it comes to positive 

subjective emotions, higher level of life satisfaction encouraged young people to explore the 

world and challenge themselves to grow and prosper (Park, 2004). 

Supporting the use of positive mental health measures on children lays the evidence on 

children’s psychological wellbeing being influenced not only by the absence of risks and 

problems, but also by the presence of positive factors in their lives that promote positive 

development (Morrison and Kirby, 2010).  

Westerhof and Keyes (2010) model has been presented having non-disabled adults in mind, 

however other studies involving children (Keyes, 2006) reported it to be a good fit finding 

that children who were flourishing had lower conduct problems and an enhanced psychosocial 

functioning, possessing better mental health.  The MHC-SF has been validated for young 

adults (Dore et al, 2017; Joshanloo, 2016; Joshanloo et al. 2013), and adolescents (Guo et al. 

2015; Keyes, 2006; Keyes, 2009; Lim, 2014) even for youth in primary care mental health 

service (Donnely et al, 2019), always aged no younger than 12 years. Measuring children’s 

mental health works as a bridge into the nurturing of such, children who are flourishing 

possess better mental health (Keyes, 2006). A mentally healthy child has lower conduct 

problems and psychological functioning enhances as mental health improves (Keyes, 2006).  

A developmental view on flourishing and mental health might be the key to develop a healthy 

society.  However, once again the previous stated studies used samples limited to normally 

functioning children. Where do disabled children fit into this model? 
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When measuring positive functioning in adults, Keyes (2002) used a scale assessing how 

much their health limited them from doing nine instrumental activities of daily life (i.e. lifting 

and carrying groceries, bathing or dressing oneself, climbing several stairs, bending, walking 

more than a mile…). Less flourishing adults reported more activity limitation than those with 

moderate mental health, nevertheless, still a 42% of flourishing adults reported a severe limi-

tation of daily living in at least one activity, and it’s worth reiterating that flourishing is a pre-

dictor for positive mental health (Singh et al., 2014). Activity limitation is a part of a wide 

spectrum of disabilities. 

Mental health as wellbeing varies over the life course (Granlund et al, 2021) and reflects a 

reality that encompasses the experience of every human, and so should reflect the concepts.   

2.2.1 Children with disabilities 

People with disabilities are defined by the Convention of rights of people with disabilities 

(UN [CRPD], 2006) as those who have long-term physical, mental, intellectual, or sensory 

impairments that, when mixed with barriers, prevent them from fully and effectively 

participating in society on an equal footing with others. It is extremely dubious to assume that 

children without a mental illness are necessarily mentally healthy (Keyes, 2006), but so is it to 

assume those with impairments have a mental illness.  

A differentiation between disability and mental illness should be made clear, being that 

mental problems, a component of mental illness, should not be defined as equal to impairment 

(Granlund et al, 2021). As described priorly mental illness is defined as a cumulus of mental 

problems that provoke a level of dysfunction that results in a diagnosis (APA, 2018), in 

therapy the goal is to diminish the symptoms to manageable levels. The focus is on the 

internal world as well as the presence of a changes from the common state of the person might 

serve as a distinction from disability where the common state is stable.  

Meanwhile, The International Classification of Functioning, Disability and Health: Children 

and Youth Version ([ICF-CY] 2007) regards disability as an interaction between health 

conditions and environmental and personal factors. This tool outlines three levels in which a 

disability can occur: an impairment in body function or structure, a limitation in activity, a 

restriction in participation. This definition entails more than the internal world of the 

individual and places them in the context. 
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However, there is an overlapping on these concepts when it comes to mental function in 

specific disorders. Neurodevelopmental disorders (NDD) concern intellectual, motor and 

social functions that are more or less permanent and arise during the developmental period as 

opposed to mental illness (Granlund et al, 2021).  NDD is a group of early-onset conditions 

primarily affecting the neurological system and brain, including diagnoses such as attention 

deficit hyperactivity disorder (ADHD), autism, and intellectual disability (WHO, 2020).  

Cerebral palsy (CP) is another example of overlapping as it can be associated with co-

morbidities including intellectual disability, which encompasses mental function (Novak et al, 

2012). Even though it is sometimes used as an example of NDD, it is classified as a motor 

disorder in the DSM-V (Granlund et al, 2021). CP refers to a group of disorders affecting a 

person’s ability to move or their posture, caused by damage to the developing brain either 

during pregnancy or shortly after birth, and is the leading cause of childhood physical 

disability worldwide (Rosenbaum et al, 2006). Positive mental health is not just a matter of 

positive feelings, but also involves positive functioning (Keyes, 2002), nevertheless still 

depends on subjective perceptions (i.e. subjective feelings on happiness and functioning) 

therefore there is no excuse to not include this group in the research.  

2.2.2 The issue with measuring Children’s mental health 

There is a lack of studies measuring the mental wellbeing of children with disabilities, 

perhaps due a matter of non-inclusiveness at the conceptual level (Granlund et al, 2021). It is 

true that the MHC-SF scale is based on normative assumptions of human functioning. These 

assumptions should be contextualized to the persons capacity (i.e what they can do without 

assistance) and performance (i.e. what is done using the daily support) two qualifiers 

extracted from the ICF-CY (2007).  Granlund et al, (2021) proposes to let respondents assess 

wellbeing in general with few items or a single question, as a way to reduce the risk of 

building conceptual barriers, however that proves to be a difficult task to do without 

increasing the risk of missing information to integrate the complexity of what positive mental 

health is.  

Inclusion seems to be lacking when it comes to the type of report of these measures, despite 

the UNCRPD (2006) having recommended that people with disability, including children and 

adolescents, be heard on matters that affect their lives.   
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Children with disabilities seldom have opportunities to self-rate and primarily proxy ratings 

are conducted (Adait et al, 2018), and few studies have proven that structured interviewing 

with support of teachers or researchers is a reliable technique for collecting data from this 

group (Douma et al, 2006; Emerson, 2005).  Notwithstanding, this technique is highly time 

consuming and would not be the preferred method when collecting data in large-scale 

surveys.  Nevertheless, it’s important to build the research on this area, even more so since 

there seems to be limited agreement between adolescent and proxy-reported perspectives with 

more agreement on observable physical dimensions and lesser on psychosocial dimensions 

(Davis et al, 2007). It seems quite counterintuitive to try to assess somebody’s subjective 

mental health by proxy measures.  

2.3 Rationale 

Traditionally, mental health has been measured as the absence of mental problems but The 

Two Continuum Model (Westerof and Keyes, 2010) presents strong evidence that supports 

the need for separate measures that attend the complexity of positive mental health, in 

separation of mental illness.  Even more so, there is a gap in research on the measuring of this 

construct in children with disabilities, therefore this paper intends to research which 

instruments are being used with what adaptations and administration patters, in hopes to bring 

out much needed solutions. 

The Article 23 of the Children’s rights convention (General assembly of UN, 1989) states, 

mentally or physically disabled children should enjoy a full and decent life, in conditions 

which ensure dignity, promote self-reliance, and facilitate the child’s active participation in 

the community. Flourishing as an outcome will lead to a better assessment of facilitators and 

barriers, and so, divert the attention from coping with the disease to thriving and bettering 

their mental well-being. Research defends the idea that anything less than complete mental 

health results in increased impairment and disfunction (Keyes, 2002, 2004, 2005). It is our 

duty as researchers to cater to the wide and complex spectrum that is human reality. 

2.4 Aim  

The purpose of this paper is to give an overview on the instruments used to measure 

mental health as mental wellbeing (Keyes, 2013) in children with disabilities, assess 

their quality as measuring tools for this group and compare the constructs they use to 
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the Two continuum model (Westerhoff and Keyes, 2010) constructs. For that the 

items and internal idiosyncrasy will be set side by side with The Mental Health Contin-

uum—Short Form (MHC-SF; Keyes 2006; Keyes et al. 2008) which is the instrument used by 

the authors of the model. With a theoretical focus, this paper aims to explore omissions 

and limitations in approaches and suggest ways forward. An added value of this pa-

per would be the finding of gaps in literature and a research agenda (Wee and Banis-

ter, 2016). 

2.5 Research Questions 

The following research questions were made:   

- Which dimensions and constructs are being measured in relation to positive mental 

health and how related to The Mental Health Continuum—Short Form (MHC-SF; 

Keyes 2006; Keyes et al. 2008) are they. 

- What are the characteristics of the instruments used to measure mental health in chil-

dren with disabilities; are they adapted for children with disabilities or created for 

them. 

3 Method 

3.1 Systematic review 

A systematic review was made in attempts to collate all empirical evidence that fits the pre-

specified eligibility criteria to answer the research questions (Higgins and Thomas, 2019).  A 

comprehensive and replicable search was conducted as per usual in systematic literature re-

views (Jesson, Matheson, & Lacey, 2011), where there are three extraction protocols extract-

ing data. The main data from the articles used will be concerning the instrument. Manuals and 

psychometric assessment studies of those instruments were used to do a second data extrac-

tion, concerning the quality assessment of such instruments and their correspondence to the 

constructs used in the instrument used by Westerhof and Keyes (2010).  
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Therefore, The Mental Health Continuum—Short Form (MHC-SF; Keyes 2006; Keyes et al. 

2008) was used as a point of reference, to see in which level do the items and constructs form 

the instruments extracted from the selected articles relate to the main framework.  

3.2 Search strategy 

Fulfilled a general search on Google Scholar and Jönköping’s university central database 

Primo to confirm the aim of the thesis is realistic, the databases used for the search strategy 

were CINAHL, PubMed, Medline, ProQuest (10 databases) and PsychInfo/PsychArticle up 

until February 2021. Those were chosen since they hold a comprehensive collection of arti-

cles from healthcare professionals, from a social to a medical perspective. The search terms 

were assessed using SPIDER and Thesaurus synonyms. SPIDER (Cooke, Smith and Booth, 

2012) is the framework used to describe the Sample (S) which is Children with a disability, 

Phenomenon of Interest (PI) is the measure of mental health as well-being, the Design of 

study (D) used will be a Systematic review, the Evaluation (E) narrative analysis and the Re-

search type ® will be quantitative. The variability of the disabilities will be note in Appendix 

G. 

The following combination of concepts of interest was applied using Boolean logic queries: 

Concept A (Mental Health) “OR” (Mental Well-being) “AND” concept B “AND” (Measure) 

and concept C (disability) “AND” concept D (Child) “NOT” (Adults).  To facilitate its repli-

cability the truncations and the exact keywords used are displayed on the Appendix A Final 

Search String.  

Within mental health, components for each division of well-being as described by the frame-

work were used as search terms along the keyword Measure: for Emotional well-being, life 

satisfaction and interest in life were used as synonyms. For Psychological well-being, self-

worth, self-acceptance, autonomy, positive relations, purpose, self-development, environmen-

tal mastery OR functioning. And lastly, alongside social well-being, social acceptance, social 

coherence, social actualization, social contribution, and social integration. This strategy was 

soon given up since it proved to be over-inclusive. Instead, concepts related to outcomes such 

as “flourishing”, “positive mental health”, “subjective mental health”, “mental wellbeing” 

alongside terms related to measuring (i.e. instrument, measure, tool, ...) were more fruitful. 
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3.3 Selection Criteria  

 INCLUSION EXCLUSION Search Terms 

Sample -Children and teenagers with a 
disability 
-Age range of School Age 
 
 

-Infants, adults, Parents, 
refugees 

Child, Children, pediatric, adolescent, teen, 
teenager,  
Disability, disabilities disabled, impairment, 
impaired, cancer, blind, respiratory disorder, 
skin disorder, disorder, special needs, reduced 
mobility, spina bifida, blindness, deafness, 
children with special needs, NDD, ID, autism 

Publication 
type 

-Journal Article, Controlled trial, 
peer reviewed, Pilot study 
-Full text available 
-Published in English 
-Published after the 2010 

-Dissertations, systemat-
ic reviews, case study, 
conference papers, 
theses, books 
-Full text not available. 

Selected as Limiters 

Measure -The abstract must refer to an 
instrument or a measure 
-The measure must attend to at 
least one category of mental well-
being (E-P-S)  
-The title must include mental 
health, mental wellbeing or one of 
their components 

-The outcome measure 
does not relate to men-
tal health (attitudes, 
views or perspective, 
etc.) 
-Mental illness or men-
tal problems as the 
measured outcome 

Measur* mental health, measur* mental well-
being, measur* mental wellness, Assess* 
mental health , Measure flourish 
Instrument, tool, scale, questionnaire, inter-
view 
Mental health, mental wellbeing, mental well-
ness, psychological wellbeing, psychological 
wellness, flourish, Subjective Mental health 

Design Quantitative Literature reviews or 
protocols, Qualitative 

 

Table 2. Inclusion and Exclusion criteria 

A detailed list of inclusion and exclusion criteria can be found in Table 1. Studies in English 

that measured in some way the mental well-being of children with a disability or long-term 

diseases were reviewed. Because when it comes to children with disabilities, they are often 

excluded when administering questionaries, articles that used their parents and legal tutors as 

main reporters will be included. Articles published after the 2010 will be reviewed, even 

though the two-continua model by Westerhof and Keyes (2010) was published that year, con-

cepts such as flourishing, languishing and positive mental health were already curating. The 

number of citations to Keyes and Westerhof spikes and continues rising after 2010 as shown 

in the Google Scholar profile page. Noting the creation of The Mental Health Continuum—

Short Form (MHC-SF; Keyes 2006; Keyes et al. 2008) was made in the early 2000’s, the con-

struct required some time to get established and used. 

In the first search, those articles which titles lack mentions of mental health, mental wellbe-

ing, flourishing or one of their components, or their abstracts fail to relate to the topic are to 

be excluded. The articles must be published in peer reviewed journals and measure mental 

well-being, flourishing, languishing and/or its components. The main point must be its meas-

ure, whether there is an intervention being applied it’s not relevant.  
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3.4 Selection Process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The PRISMA 2009 flow diagram will lead the screening procedure, an illustration of such can 

be found in Figure 1.  The articles derived from the final search string (Appendix A) were 

uploaded to Rayyan (Ouzzani et al, 2016), an online resource for systematic reviews. A first 

screening by abstract and title was made by two reviewers, based on a Checklist for the first 

screening (Appendix B), attending to the inclusion and exclusion criteria. The 76 initial arti-

cles exported to Rayyan, ended up being 51 after excluding duplicates and those that were 

exported to use in the background and discussion sections. From those 51, 64.7% articles 

were excluded, only 9,8% (5) were included by both reviewers, 7.8% (4) were posed as a 

maybe and on 17.6% there was conflict. The reason of the” maybe” was the lack of access to 

the abstract of those articles. The high rate of conflict was mainly due to a bias towards inclu-

Figure 2. Flowchart diagram 

Excluded after Full 
text screening: 10 
 
Exclusion reasons: 
- Too focused on 

parent-child rela-
tionship: 2 

- Preschool sample: 
1 

- Adult sample: 1 
- Measures mental 

problems: 5 
- Doesn’t focus on 

Mental health: 1 
 
 

Included for 
the Systemat-
ic Review: 8 

76 

Excluded after title/abstract 
screening: 33 
 
Exclusion reasons: 
- Wrong population: 18  
- Wrong study design: 6 
- No instrument referenced: 5 
- No mentions of measuring 

Mental Health: 4 
 

Excluded for not adhering to the 
right research type: 15 

Excluded duplicates: 10 

Included for Title/ 
Abstract screening: 51 

Included for Full-Text 
screening: 18 
Both reviewers included: 5 
One reviewer didn’t review: 4 
Conflict: 9 
 

25 12 8 13 18 

PUBMED CINAHL EBSCO: Medline PsychINFO-
PsychArticles 

ProQuest (10 
databases) 
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sion from one of the reviewers, as well as the presence of duplicates. A second review was 

conducted, uploading the absent abstracts, and reiterating the use of the Checklist (Appendix 

B) resulting in lower rates of conflict, which brought on 11 included articles. The main rea-

sons for exclusion were “wrong population”, “the target group has no disclosed disability” or 

“non-school age”. 

3.4.1 Full text screening 

The final Full-text screening was assessed through the detailed protocol of Data extraction 

found in the Appendix C. Four conditions for significance of inclusion of an article were stud-

ied at this stage: sample as in age group and presence of disability, instrument used, theoreti-

cal background used and study design. Lastly, 8 articles were kept for the analysis which can 

be seen in Appendix G. The final exclusion of 3 articles was, on one hand, due to dubious 

sample demographics described “a sample referred to community mental health services”, and 

on the other hand being because the instruments focus was not on the measurement of mental 

health, but either on the degree in which the children’s health care needs were met by the 

mother, or the activities of daily life executed.   Finally, having started the data extraction for 

results, one last article was deemed to measure adaptative functioning with not enough rela-

tion to mental wellbeing. 

3.5 Data extraction 

A first extraction from the articles was conducted, which protocol can be found in Appendix 

C. Basic information about the study and specific information about the instrument used, rea-

soning behind the use of that instrument such as background theory and in case it was adapted 

which adaptations were made. 

A number of articles were developing or validating a new tool, those articles were used for the 

Second data extraction, seen in Appendix D, where a more in depth look into the instruments 

properties is made for the purpose of assessing their methodological quality. For that, the 

Cosmin Checklist (Mokkink et al, 2010) was used, selecting the appropriate boxes as the 

manual suggests. Guides of use and manuals that are available were consulted for the quality 

assessment, since some of them weren’t available in the university or required payment, psy-

chometric studies on them will be used instead, the exact studies used for this purpose can be 
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seen in Table 3. The bibliography of the articles was checked in hopes to use backward snow-

balling and use the exact manuals or the same year version of the instrument in the psycho-

metric assessment. Forward snowballing implies finding citations to a paper, whereas back-

ward snowballing implies finding citations in a paper (Jalali & Wohlin, 2012). The instru-

ments that couldn’t be quality assessed will still be used to compare dimensions and items, 

extracted from the main study or other that disclosed them. 

For the psychometric studies to be selected it was prioritized that the right version of the in-

strument was used, as well as they portrayed an overall picture of it attending to both its proxy 

and self-rated version. In Appendix F a table on the studies used to assess the methodological 

quality of each instrument can be found. 

A third data extraction protocol using a qualitative analysis approach will be followed after-

wards, using the information from the two previous data extractions and the main articles, 

comparing the items and constructs from the instruments to the aforementioned scale.  

3.5.1 Quality assessment: Properties of the Instruments 

The second data extraction protocol was made to assess the quality of the instruments, using 

the Cosmin Checklist (Mokkink et al, 2010) explained by the Cosmin manual of 2012. The 

COSMIN checklist was developed to rate the methodological quality of a study on one of 

more measurement properties. The COSMIN checklist consists of 12 boxes, containing 4‐18 

items per box (119 items in total). In this study five boxes from the ten boxes used to assess a 

good methodological quality: Box A. Internal consistency; Box B. Reliability: relative 

measures; Box C. Measurement error, absolute measures; Box D. Content validity and Box E. 

Structural validity. For the articles that developed a new measure comparing it to a pre-

existing one, items 7 and 8 from the Box F. Hypotheses testing were used. The other 

properties are not relevant to this study.  The methodological quality of a study is considered 

adequate if all items in a box are considered adequate. For each item in the COSMIN 

checklist, specific criteria were developed for ‘excellent’, ‘good’, ‘fair’, and ‘poor’ quality. 

Therefore, if one item in a box is scored as ‘poor’, the overall score for the study on that 

measurement property will be ‘poor’. A representation of the selected boxes that were 

appropriate to this review can be found in Appendix E. 
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3.6 Data analysis and synthesis 

Extracted data was organized into tables before synthesizing for its cleaning, consistency 

checks and easier comparative analysis (Higgins and Thomas, 2019).  

For the first objective regarding the dimensions used for the construct of mental health, a 

qualitative analysis approach was adopted. First, we attempted to identify the most commonly 

used constructs in relation to mental health by classifying the domains of the measures. Then, 

from the study findings we synthesized Similarities and disparities between the instrument’s 

dimensions and The Mental Health Continuum—Short Form (MHC-SF; Keyes 2006; Keyes 

et al. 2008) dimensions. A look into the other instruments used to indirectly measure mental 

health was also made.  The results were used to discuss what components were most common 

or usually disregarded, as well as what is the operational definition of the construct of mental 

well-being that was used. 

For the second objective regarding the characteristics of the instruments used, the information 

collected on the quality assessment of the instrument was used to assess the psychometric 

characteristics and limitations. Whether the instrument was adapted or made for children with 

disabilities, if it is self-reported or only offers a proxy report, when its self-reported is it easy 

to use for children with disabilities. 

3.7 Ethical considerations 

Ethical aspects taken into account were the transparency of the thesis, disclosing the 

participation of a second reviewer only in one part of the selection process and assuming a 

level of risk by having the views of the main researcher transcript in this work. Since the 

results of the articles reviewed were not the main focus, quality assessment of such was 

deemed irrelevant, and transformed into the quality evaluation of the instruments to collect 

more information of their characteristics, however difficulties in its process were disclosed 

having transparency as its purpose. 
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4 Results 

4.1 Overview of the Articles and Instruments 

Table 3. Overview of the included articles 

Author Year Country Objective/Aim Disability Age Instrument Administration 

Hilton et 
al. 

2019 USA Searches for 
flourishing 

Autism spec-
trum disor-

der  

6 to 17 The National Survey 
of Children’s Health 

2016 

Telephonic call 
Post 

Nabors et 
al. 

2016 USA Searches for 
flourishing pre-

dictors 

Hearing loss 6 to 17 The National Survey 
of Children’s Health 
(NSCH) 2011/2012 

Telephonic call 
Post 

Skrzypiec 
et al. 

2016 Australia Searches for 
flourishing 

SENDsi (Self 
identified 

special edu-
cation 
needs) 

13 to 15 
 

MHC-SF 
SDQ 

Bullyng Questions 
Global Self-concept 

CD-RISC 
School Contentmen  

(LSAC) 

School 

Power et 
al. 

2019 Australia 
and Bang-

ladesh 

Searches for 
quality of life and 

mental health 

Cerebral 
Palsy  

 

10 to 18 KIDSCREEN-27 
SDQ 

 CPQoL 

Research room 

Linden-
Boström 
and 
Persson 

2015 
Sweden Searches for 

mental health 
 

Intellectual 
disability w/ 
additional 

disabilities.  

12 to 16 Life & Health -Young 
people Survey Items 

School 

Redquest 
et al. 

2020 Canada Searches for 
wellbeing 

Autism spec-
trum disor-

der  and 
Intellectual 
disabilities 

4 to 18 ChYMH/DD Health care 
agencies 

Boström 
et al. 

2016 Sweden Searches for 
flourishing 

Intellectual 
disability 

12 to 16 
 

WellSEQ APP in school 

Gómez et 
al. 

2016 Spain Searches for 
quality of life 

Intellectual 
disability 

4 to 21 KIDSLIFE Online 

SDQ= Strengths and difficulties questionnaire; MHC-SF=Mental health Continuum Short Form; CPQoL-Teens = Cerebral 

Palsy Questionnaire for Teens; ChYMH/DD= Child and Youth Mental health Assesment /for Developmental Disabilities; 

CD-RISC= Connor Davidson Resilience Scale (2003); LSA=Longitudinal Study of Australian Children (2011). 

 

Out of all the instruments used, Skryzpiec et al (2016) was the only one to use indirect 

measures such as Global Self-concept Scale (Marsh,1990), Connor–Davidson Resilience 

Scale (CD-RISC; Connor & Davidson,2003) and  21 items  from the School Contentment 

section of the Longitudinal Study of Australian Children (LSAC; Daraganova & 

Sipthorp,2011). Therefore these will not be used in the dimension comparison.  
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When it comes to the differences in their administration, only the WellSEQ provided image 

and audio support in a digital format. The rest were administered in paper with the support of 

teachers or researchers, except Power et al (2019) which the interviewer administered on 

children with CP. The National Survey of Children’s Health 2011/2012 and 2016 were sent 

out to the respondent’s home and expected to be sent back after recruiting them via telephonic 

interviews.  

Table 4. Overview of the Instruments 
 

SDQ ChYMH/DD MHC-
SF 

Kidslife CPQoL-
Teens 

Kids-
creen 
27/52 

WellSEQ Survey 
NSCH 

2016/2011 

Survey 
L&H-YP 

2011 

Country USA USA USA Spain Austra-
lia 

Europe Sweden USA Sweden 

Age School 
age 

School age 
w/ID 

Youth, 
Adults 

School 
age to 
21  

School 
age 

School 
age  

School 
age  

General  General  

Disability - None/ ID - ID/ASD CP non- 
severe 
ID/com  

Healthy/
Chronic 
Non-
severe 
ID/com 

Non-
severe ID 

Mild im-
pairments 

Mild im-
pair-
ments. 

Measure Mental 
ill-
Health 

Indirect 
wellbeing 

Subje-
ctive 
well-
being 

QoL QoL 
Subjec-
tive wb 

HRQoL Mental 
ill-Health 

Flourishing Mental 
health 

PROXY P/T Pr/P 
 

P/C/Pr P/C P/C P/T P 
 

SELF X X X 
 

X X X 
 

X 

Response 
scale 

3. Truth 4. Freq 
4. Un-
derstand  
5.Independe
nce 
2.Memory 

6. 
Freq 

4. Freq 9. Hap-
piness 

4. Qual 
5. Agree 
5. Freq 

3. Freq 
2.Presen
ce 

6./5. 
Agree-
ment/Freq 

5. Freq 
4. Satis-
faction 

Quality Fair/ 
Good 

Fair* Good Fair* Good Good Good - - 

Disability: ID=Intellectual disability; ASD=Autism spectrum disorder; CP=Cerebral Palsy; com=communication limitations. 

Measure: QoL=Quality of Life; HQoL= Health Quality of Life.   PROXY: P=Parent; T=Teacher; Pr=Professional; 

C=Caregiver.  
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From the instruments extracted, three of them (SDQ, ChYMH and ChYMH-DD) focused on 

mental problems and one of them was used by itself to measure wellbeing (Redquest et al, 

2016).  Other three were items extracted from large scale surveys that tended to wellbeing 

(NSHC 2016/2011 and L&H-YP 2011) chosen to fit the framework. When it comes to proxy-

reports, caregivers were distinguished from parents because of the possible presence of 

personal assistants. The most common response scale was a 5 point-frequency, having the 

WellSEQ a 3-point response scale at the lower number of options.  Only used once were the 

9-point happiness response scale used by the CPQoL-Teens and the 4-point Quality scale 

from the Kidscreen-27.  

The methodologic quality evaluation of the instruments through the Cosmin Checklist was 

made twice on the SDQ because the first psychometric study has a change in translation from 

the first to the second administration. Moreover, Kidslife and ChYMH/DD scored Fair 

because some of the boxes were measured indistinctly (e.g. internal consistency was meas-

ured as reliability). Full information will be exposed below. 

One table with full information about the articles and another one with full information about 

the Instruments can be found in Appendix G. 
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4.2 Instruments and Dimension comparison 

4.2.1 Measuring focus on mental health 

 

Hereunder, the instruments will be explained and their comparison to MHC-SF dimensions 

will be explored. There are three scales (Kidslife, Kidscreen and CPQoL) that used a positive 

approach to mental health but focused completely on quality of life, one dimension of 

emotional wellbeing. Nonetheless all their dimensions were compared to the totality of the 

MHC-SF as well as the non-operationalized description of each dimension by Keyes (2007). 

Below there is a simplified table showing the matches. The complete tables with each item 

can be found in Appendix H. 

Table 5. Matching dimensions 

MHC-SF SDQ Kidslife CPQoL-
Teens 

Kidscreen 
27/52 

WellSEQ NSCH 
2016/2011 

L&H-YP 
2011 

Em
o

tio
n

al 
W

ellb
ein

g 

1.1.Happiness        

1.2.Interest        

2.Life satisfaction        

P
sych

o
lo

gical W
ellb

ein
g 

3.Self acceptance        

4.Personal  
growth 

       

5.Purpose in life        

6.Mastery        

7.Autonomy        

8. Positive relations        

So
cial W

ellb
ein

g 

9.Acceptance        

10.Actualization        

11.Contribution        

12. Coherence        

13.Integration        

Green= positive and negative formulations of the items; Orange=Negative formulations of items; Blue=Positive formulation 

of the items 

Starting with The Mental Health Continuum Short-Form (MentHC-SF) by Keyes (2006) 

which was set to be the reference to measure positive mental health, it was only used in one 

article. It measures subjective well-being taking as an outcome on typically functioning youth 

or adults through self-report, its short form contains three subscales that measure emotional, 

psychological and social wellbeing. Together the 14 items indicate whether an individual is 

flourishing, has moderate mental health or is languishing.  
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Well-being in Special Education Questionnaire (WellSEQ) 

Using the two continua model theory as a framework, The WellSEQ (Boström et al, 2016) is 

a 42-item questionnaire that measures self-rated mental health and ill-health, as well as factors 

related to wellbeing (i.e. peer relations, school and family environment) in adolescents with 

mild or moderate ID. It was developed in cooperation with students and teachers in special 

schools for children with disabilities and is administered via an interactive touch-based 

application for tablet PCs, using pictures and a voice recording. There are also two versions of 

WellSEQ for proxy rating, one for parents (34 items) and other for teachers (31 items) , the 

focus will be on the self-reported version.  

When comparing its dimensions, Subjective experiences of mental health presented two items 

that fit in Emotional wellbeing ((1)1.happiness and (2) Life satisfaction), two that fit in 

Psychological wellbeing ((3)self-acceptance) and two that were non-fitting. Those that didn’t 

fit anywhere were related to vitality and fitness. WellSEQ’s dimension Peer relations and 

conflict also found most of its items scattered among the dimensions of Psychological 

wellbeing (8. Positive relations) and inversely related to Social wellbeing ((13). Integration). 

Integration is described as a sense of belonging, comfort and support form a community, 

while the items placed in that dimension were related to bullying, insecurity and fights. Two 

of the items from the dimension Family relations could have fitted there “Do you feel safe 

with mum?” and “Do you feel safe with dad?” but were ultimately declared non-fitting for 

their focus on a single member of the family and not the family as a system, henceforth, not 

related enough to a community. Lastly the School environment was the only other dimension 

to fit in Social wellbeing, one item in (13) Integration “Do your teachers support you?” and 

one in (10) contribution described as a belief that the own daily activities are useful and 

valued by others “Do your teachers listen to you?”. It’s worth mentioning an item from this 

scale “Do you often stay home from school?” as it reflects an established related factor to 

flourishing which is missed workdays or in this case, absenteeism.  

The rest of the items were non-fitting along the entirety of the dimensions Subjective 

experiences of mental-ill health and Family relations.  

 

 



 

22 

 

 

The KIDSCREEN-27 Questionnaire 

The KIDSCREEN-27  is a 27-item scale that belongs to a family of instruments developed 

by 13 European countries. It measures  subjective health related quality of life (HRQoL) felt 

in the past week. Conceptually HRQoL is defined as a multidimensional construct that covers 

physical, emotional, mental, social and behavioral components of well-being and functioning 

(The KIDSCREEN group Europe, 2006). The target group are healthy or chronically ill 

children of using the dimensions: physical wellbeing, psychological wellbeing, autonomy and 

parents, peers and social support and finally, school environment.  It brings a self-reported 

and a proxy (parents and primary caregivers) version and the main article concludes the 

KIDSCREEN-27 can be used for children with CP (Power et al., 2019). The dimensions from 

the full version, KIDSCREEN-52, will be included in the analysis. 

First of all,  the dimension Moods and emotions was not a perfect fit to the Emotional 

wellbeing dimension, not meeting 1.2.Interest and in fact all the matching items had negative 

formulations. The item “Have you felt you do everything badly?”  was considered to be a 

negative formulation of (6) Mastery, being described as the ability to select, manage, and 

mold personal environs to suit needs as it depicted skills but was lastly discarded as it 

expressed an attitude towards the self pertaining to (3).Self acceptance,  rather than an 

influence in the environment.  The dimension Psychological wellbeing failed to fit in the 

same named dimension from MHC-SF, though it fit in Emotional wellbeing except for 

1.2.Interest. There were items that were deemed too vage and were ultimatelly discarded (i.e. 

“Has your life been enjoyable?”; “Have you felt pleased that you are alive?”).  The dimension 

Self-perception fit into (3) Self-acceptance of Psychological wellbeing, but presented a 

limited section of the self focusing on attitudes towards own physical appearance. Peer and 

social support fitted mostly into (8) Positive relations, and the ones that didn’t fit referred to 

spending time or having fun with friends but didn’t touch on intimacy. Social acceptance and 

bullying fitted completely in (12) Social integration from the Social wellbeing dimension, 

however the latter posed negative situation that prevent feeling comfort and belonging. The 

dimension Autonomy did not fit with the same labeled referent, in fact its items asked mostly 

about time management and time structure rather than values or will (i.e. “Have you had 

enough time for yourself?”, “Had enough time to meet friends?”…etc). School environment, 

Physical wellbeing and Financial resources did not meet the standards.  
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KIDSLIFE Questionnaire 

KIDSLIFE is a 156 item proxy-report done by an observer who has to meet specific 

requirements being a caregiver, tutor or healthcare professional that has known the child for at 

least 6 months. It caters to children with ASD and ID between the ages of 4 to 21 taking into 

account the severity and noting socioeconomic data. Measures quality of life related to 

personal outcomes organized by eight domains proposed by Schalock and Verdugo (2012). In 

this model QoL is regarded as a desired state of personal wellbeing which comprises eight 

domains (i.e social inclusion, self-determination, emotional wellbeing, physical wellbeing, 

material wellbeing, rights, personal development, and interpersonal relationships), has 

universal and cultural properties and encompasses objective and subjective components while 

being influenced by the individual characteristics and environmental factors (Gómez et al, 

2016; Schalock, et al,2011). Due to the unabailavility of the english version, the original 

spanish items (Gómez et al, 2018) were translated by the author to english.  

The target group might be highly dependent therefore within the items the necessity for 

measures on the organizational level are assesed (e.g.“Measures are taken to promote their 

influence over their proximal environment”). In fact, all the dimensions that did not fit were 

centered around services (e.g. rehabilitation from Physical wellbeing or money management 

support from Material wellbeing) and practices (e.g. personal plan promotes well-leveled 

personal development from Rights) . Its interesting to not that the dimension Peer relations 

focus is on the service or social center the youth attends, superficial relations are mentioned  

mostly refering to the staff and never about a high level of intimacy.  

The dimension (7) Autonomy is presented as independence e.g. “Chooses how to spend their 

own free time” similar to Kidscreen-27 “Able to choose what to do in free time”. On the other 

hand the items fitting in (11) Social Contribution are related to being heard and their opinion 

being treated as important e.g. “Their decisions are respected”, however a subjective aspect is 

still missing. Only one item “Participates in natural groups from their community (e.g. sports, 

social, educative, religious)” was close enough to fit in (13) Integration from social wellbeing, 

even though participation does not assure sense of belonging. Two items from Emotional 

wellbeing fitted in the dimension with the same name since “Enjoys daily activities” could be 

inferred as (2) Life satisfaction.  
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The CPQoL-Teen questionnaire 

The CPQoL-Teen measures quality of life in adolescents with CP from 13 to 18 years of age. 

Its framework aligns quality of life with wellbeing, assuming that quality of life is an 

assessment of wellbeing across various domains of life (Davis et al, 2013). Developed in 

Australia based on interviews with adolescents and their caregivers which makes it provide a 

proxy and self-reported version. The self-report is the one that will be compared with the 

domains: general wellbeing and participation, communication and physical health, school 

wellbeing, social wellbeing, feelings about functioning.   

All dimensions had items that fit except for Feelings about functioning, that described degree 

of dependence. Emotional wellbeing finds fitting three items only to (2) Life satisfaction.  

Psychological wellbeing had items fitting in every dimension. (3) Self-acceptance  items 

comprised the entire self (e.g.“Yourself”, ”Your positive attitude”), meanwhile (4)Personal 

growth matching items focus on achivements and trying new things. 

 The items related to the future matched (5) Purpose in life (e.g. “Your plans for the future” 

from the Communication and physical health), whereas items related to competence matched 

(6) Environmental mastery (e.g.“Your ability to keep up academically” from the 

Communication and physical health scale). Being (6) Environmental mastery defined as the 

ability to modify environment to suit own needs, in the items ”the way you communicate with 

people using technology”  the presence of assistive devices is important to contemplate in this 

group. The item “The way other people communicate with you” could refer to oneself ability 

to conduct others communication to satisfy the personal special needs, but was ultimately 

dismissed as it was too big of an inference. (7) Autonomy also found correspondence (e.g.  

“Doing things you want to do” from General wellbeing and participation). 

The Social wellbeing scale kept relationships to a superficial level, using the terms “getting 

along” that do not exactly require intimacy, that’s why only one item fit in (8) Positive 

relations “The support you get from your family”.  The scale had other items fit in (9) 

Acceptance from the Social wellbeing dimension “The way you get along with people 

generally” as it might be related to the conviction that people are good and therefore easy to 

get along. Similarly, School wellbeing and Communication and physical health care items 

that were about acceptance and inclusion were fit for (13) Integration. 
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The National Survey of Children’s Health (NSCH) 

The National Survey of Children’s Health (NSCH) is a survey conducted by an agency in the 

U.S. Department of Health and Human Services. It is a proxy-report that examines the 

physical and emotional health of children aged 0 to 17, with a special emphasis on factors 

related to well-being. Hilton et al (2019) used the NSCH-2016 (The United States Census 

Bureau, 2017) to evaluate flourishing based on Lippman et al (2014) flourishing factors. 

Those are social competence (making and keeping friends, bullying, and being bullied), 

parent/child relationship (how well can you and this child share ideas or talk about things that 

really matter), diligence/reliability (child works to finish tasks he or she starts), curiosity 

(interest or curiosity about learning), emotional regulation (stays calm when challenged), and 

goal orientation (cares about doing well in school).  On the other hand, Nabors et al (2016) 

used the NSCH-2011/2012 to search for flourishing predictors. Only the NSCH-2016’s 

dimensions were available to compare. 

Social competence items related inversely to (8) Positive relations “Child has difficulty 

making and maintaining friends” from Psychological wellbeing and (13) Integration “Child is 

bullied, picked on, or excluded by other children. Ages 6-17.” from Social wellbeing.  From 

the behavioral control items, one Curiosity item “Child shows curiosity and interest in 

learning new things” fit into (1) Interest from Emotional wellbeing, while another Parent/child 

relationship item “How well can you and this child share ideas or talk about things that really 

matter” (7) Autonomy. This last one is quite dubious though since it starts by “How well” it 

might be a competence evaluation rather than an assessment of the confidence of the child to 

express their thoughts, in addition the concept of “things that really matter” depends on the 

interpretation of the reader.  

(6) Environmental mastery from Psychological wellbeing was also matched by two Diligence 

items from school motivation; “Child works to finish tasks they start” and “Child does all 

required homework” since schoolwork would be a daily responsibility to the child. 

The only item pertaining to Goal orientation didn’t fit anywhere, “cares about doing well in 

school” for the same reason as the rest of the items didn’t match, the item implications were 

too abstract. 
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Life & Health- Young people survey 

Life & Health- Young people is survey conducted in a Swedish county in 2011, which 

included students from 13 to 18 years of age in upper secondary school. The students 

answered a questionnaire anonymously during school hours, including children that were hard 

of hearing, had visual impairment, motor impairment, difficulties in reading/writing/dyslexia, 

attention deficit hyperactive disorder/attention deficit disorder, intellectual disability (ID) and 

other impairments or no impairments. In such, mental health was assessed with questions that 

could serve as proxy measures in line with the European Commission’s (2005) definition of 

mental health and mental health problems. Questions about the frequency of certain states in 

the las 3 months (depressed, anxious, stressed and in control) as well as symptoms (headache, 

stomachache, pain in neck/shoulders). Satisfaction with one’s life (very satisfied to very 

dissatisfied), faith in the future (from very bright to very dark) and self-rated general health 

(very good to very bad) are the only questions taken to illustrate mental health.  

The items were taken from this survey publishing in 2017, since it was the available option 

closer to 2011 and the dimensions matched the description from the original article. It must be 

noted the original questionnaire is in Swedish and this are translations made by the author of 

this thesis. 

From the mental health dimension none of the items related to Social wellbeing. The item 

from Satisfaction with one’s life related to (2) Life satisfaction, meanwhile the items from 

Self rated general health “How are you feeling in general?” could vaguely relate to (1) 

Happiness since the answers vary from good to bad. Lastly Faith in the future “How do you 

see your personal future?” answering from dark to bright relates to (5) Purpose in life 

although it is inferred the answer would depend on the sense of direction the respondent 

ascribes to their life.  
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4.2.2 Measuring focus on mental ill-health 

Following a deficit-based approach to mental health: 

Strength and Difficulties Questionnaire (SDQ) 

The SDQ (Goodman, 1997, 2001) was the only scale that appeared in more than one article. It 

is widely used in child mental health research (Vostanis, 2006) in its proxy and self-rated 

forms.  It is a brief behavioral screening questionnaire that identifies mental ill-health through 

emotional symptoms, conduct problems, hyperactivity/inattention, peer relationship problems 

and pro-social behavior.  

Since the SDQ is an instrument that measures mental ill-health, the lack of matches were ex-

pected. Commonly the items had negative formulations: from Emotional symptoms the item 

“I am often unhappy, down-hearted or tearful” could relate inversely to (1) Happiness from 

Emotional wellbeing; the items pertaining to Peer problems “I am usually on my own” and 

“Other children or young people pick on me or bully me” are inversely related to (13) Integra-

tion as they show lack of acceptance and isolation form the community. However, there were 

two positive items that related to two Psychological wellbeing dimensions: Hyperactivity  “I 

finish the work I am doing” to (6) Environmental mastery and Peer problems “I have one 

good friend or more” to (8) Positive relations.  

InterRAI instruments: ChYMH and ChYMH-DD 

InterRAI intrsuments: the ChYMH questionnaire is designed for children without ID, whereas  

the ChYMH-DD questionnaire is specific for children and adolescents with developmental 

disabilities, with an intellectual functioning under 70IQ. Both tools have approximately 400 

items regarding multiple areas known to affect health and wellbeing (Stewart, Hirdes et al., 

2015; Stewart, LaRose et al., 2015) and are often used in clinical decision-making, early in-

tervention and identification of areas of risk, because they provide collaborative action plans 

(CAPs). Response’s combinations will trigger specific CAPs.   It has a self-reported and a 

proxy version. 

The items of these scales were not accessible only a description of the following subscales 

from the ChYMH-DD was obtained from Lapshina and Stewart (2019) and can be found in 

Appendix I.  None of the dimensions were deemed fitting. 
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4.2.3 General Comparison by dimensions 

A general overview is presented in Table 5 at the beginning of the subtitle, for more in-depth 

information refer to Appendix K. When separating by domains, emotional wellbeing has 

found matches in dimensions such as Emotional symptoms (SDQ), Satisfaction with one’s 

life and Self rated general health (Life and Health Youth- Survey 2017), Curiosity (NCHS 

2016), General wellbeing and participation and Social wellbeing (The CPQoL-Teens), Emo-

tional wellbeing (KIDSLIFE), Moods and emotions and Psychological wellbeing (Kidscreen) 

and lastly Subjective experiences of mental health (WellSEQ). Commonly (1).1 Happiness 

was identified, followed by (2). Life satisfaction. Much less common was (1).2 Interest, 

matching only once in the dimension of Curiosity (NCHS 2016).  Only SDQ and Kidscreen 

presented the fitting items in a negative manner, the second one using positive affirmations 

that fit taken from the Psychological wellbeing dimension.  

The Psychological wellbeing domain didn’t match the only scale with the same name (Kid-

screen) but found matches in dimensions such as: Hyperactivity and Peer problems (SDQ), 

Faith in the future (Life and Health Youth 2017), Parent-Child relationships, Social compe-

tence, Diligence and reliability (NCHS 2016), General wellbeing and participation, Social 

wellbeing, Communication and physical health (CPQoL-Teens), Self-determination (KID-

SLIFE), Moods and emotions, Self-perception, Peers and social support (Kidscreen) and last-

ly Subjective experiences of mental health and Peer relations and conflict (WellSEQ). Com-

monly 3 dimensions or less were matched, being the most usual (8). Positive relations.  Only 

the CPQoL-Teens found matches for the totality of the scale without inversed items. 

Finally, the Social wellbeing domain was not entirely matched, missing (12) Coherence and 

(10) Actualization.  This domain found items fitting from the scales Peer problems and Proso-

cial behaviour (SDQ), Social competence (NCHS 2016), School wellbeing, Social wellbeing 

and Communication and physical health (CPQoL-Teens), Self-determination and Social in-

clusion (KIDSLIFE), Social acceptance and Parent relation and home life (Kidscreen) and 

lastly Peer relations and conflict and The School environment (WellSEQ).  The items from 

Life and Health Youth 2017 found no matches at all. At most the instruments matched two 

dimensions or less, all of them matching (13) Integration which was often represented in a 

negative form.  
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4.2.4 Other instruments 

Skrzypiec et all (2016) in their article proposed an AdHoc Wellbeing questionnaire with 

different scales to asses the mental health of Self-identified special needs students  (siSEND), 

for that they used the MentHC-SF scale (Keyes, 2006), the Global Self-concept Scale (Marsh, 

1990), Connor Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003), 21 items 

from School Contentment section of Longitudinal Study of Australian Children (LSAC, 

Daraganova & Sipthorp, 2011) together with other questions derived by the research team. 

The additional questions covered areas such as belonging (“I feel proud of belonging to my 

school”) and feeling supported (“I feel supported by my school in the things that I do”) that 

were not included in the LSAC group of questions. The SDQ (Goodman, 1990) was used for 

the Mental Ill-Health assessment, as well as some questions about the frequency of receiving 

or enabling bullying. They were passed by teachers who provided support to those with 

limited literacy.   

The Global concept Scale is defined as the beliefs and perceptions, both positive and negative, 

that one holds about oneself or about one’s personality (Marsh 1990), tightly related to Self-

esteem defined as a person’s overall sense of personal value and self-worth-, which have been 

related to higher emotional, psychological, and social well-being, as well as life satisfaction in 

adolescents (Dew and Huebner 1994; Huebner et al. 1999; Keyes 2006). Connor and 

Davidson (2003) described resilience as a concept where personal qualities operate to enable 

one to thrive in adverse conditions and which, when functional, may improve both physical 

and mental health. 

The authors justified their use referring to previous research that had indicated they were 

closely related to flourishing as predictors of wellbeing (see Skrzypiec et al, 2014) and those 

related to School and bullying were described as factors that contribute to subjective 

wellbeing. None of its dimensions were accessible.  
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4.3 Psychometric properties of the Instruments 

4.3.1 Quality Assesment 

The Cosmin Checklist Manual (Mokkink et al, 2010) scores Excellent when there is evidence 

of adequate methodological quality, Good assumes good quality even if there is information 

missing, a Fair exposes doubtfulness, and lastly a Poor would mean there is evidence that the 

methodological quality is not adequate. The overall score is assigned through the “worst score 

counts” method, being the lowest the instrument obtains. 

None of the instruments obtained an Excellent in all the boxes, and accounting for the ”worst 

score counts” method all the instruments scored a Good except the KIDSLIFE and ChYMH 

which were deemed Fair since some of the boxes were measured indistinguishly (e.g. internal 

consistency was measured as reliability).  On the Appendix F all the used psychometric 

studies are listed, moreover on the Appendix J  are the scores of the instruments in each box. 

Two articles were used to explore the SDQ since the first article (Hagquist, 2007) was 

deemed worrisome as it changed the item’s translation on the second administration. The 

second article (Van Roy et al, 2008) found more support for construct validity however 

suggested lack of discriminatory validity. Furthermore, the self-report version was believed to 

be difficult for children with ID due to its complex layout and large number of questions. The 

WellSEQ’s division of mental health and mental illness was supported by improved internal 

consistency, however the pilot study showed positive skewness in rating and concluded the 

need for the respondent to have a reading ability of fourth grade or above.  On the included 

study The KIDSCREEN 27 self-report version was validated for children with CP (Power et 

al., 2019), however the avaliable studies were on the KIDSCREEN-52 that includes four 

dimensions more. It was concluded that the parent report correlates with self-report less well 

in chronically ill children (severe CP) than in healthy children. Moreover, the item “have you 

been able to run well” has higher responses in self-report explained by a possible developed 

lower subjective internal standard to judge their physical well-being. This was further 

supported by the general tendence to have high scores on -fit and well- and -full of energy- 

from the Physical wellbeing dimension.  The KIDSLIFE scale was found to be an ideal 

instrument to assess QoL in individuals with ASD/ID with lowest levels of functioning and 

greatest support needs (Stone et al, 2020) however in the psychometric study reliability was 

measured as internal consistency and it only provides proxy-reports. 
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5 Discussion 

5.1 Reflections on the findings 

The main takeaway from the articles collected is that there is not a unified way to measure 

positive mental health, supporting previous research acknowledging the lack of consensus on 

the content of its dimensions (O’Hare and Gutierrez, 2012). However, there are instruments 

that cater to children with disabilities, with self-report measures, and have good psychometric 

properties (CPQoL-Teens, WellSEQ, Kidscreen) although severe ID co-mobilities are 

excluded.  

Even in the aims of the articles, different concepts are used for the same goal (e.g. quality of 

life, flourishing, subjective mental health, wellbeing). The only scale that was repeatedly used 

was a mental problems-centered scale (SDQ). Even though the goal was to measure mental 

health, mental illness was still assessed within the same instrument or using problem-centered 

instruments and was not discussed as a continuum. Whether the instrument used a positive or 

deficit approach only CPQoL-Teens and Kidslife, two instruments focused on quality of life, 

had no negative formulations in their items. Negative formulations are to note as the absence 

of a construct (e.g. being bullied) doesnt mean the presence of another construct (e.g. sense of 

belonging to a community). 

5.1.1 Dimensions of Wellbeing 

When it comes to the MHC-SF dimensions, emotional wellbeing was what was assessed in 

general wellbeing scales (Self-rated general health form the Life and Health Survey, General 

wellbeing and participation from CPQoL-Teens, Subjective experiences of mental health from 

the WellSEQ), although at the same time it was commonly directly referenced as a 

dimension’s name. This bias along with the lack of psychological or social wellbeing scales is 

in consonance to past research conclusions, stating that concepts of mental health and ill-

health may be narrowly defined and include only emotional and behavioral factors within the 

individual (Eriksson et al., 2011). Despite being the dimension with the highest number of 

matches, the “interest in life” aspect was mostly ignored. It shall be noted that some items 

pertaining to this construct were found in dimensions called Social wellbeing (CPQoL-Teens) 

and Psychological wellbeing (Kidscreen), showing a poor separation between the dimensions 

when it comes to operationalizing these concepts.  



 

32 

 

 

Psychological wellbeing items are scattered amongst scales that do not measure mental health 

directly but its predictors. No dimension with its same name found any items matching, 

furthermore dimensions that at first glance seemed to fit in other dimension matched: Peer 

relations and conflict (WellSEQ), Peers and social support and Moods and emotions 

(Kidscreen), Social wellbeing (CPQoL-Teens), Social competence (NCHS) or Peer problems 

(SDQ). Most of the peer-related scales matched with (8) Positive relations but never directly 

asked about having warm and trusting relationships, usually focusing on preventing isolation. 

The closest being asking about received support to which intimacy or trust are inferred.  

Two dimensions focused on long term vision from the individual, and both were highly 

underrepresented. Firstly (5) Purpose in life matched twice with items that did not directly 

mention meaningfulness but underlying to a person’s perception of their own future – bright 

or dark; good or bad-. Secondly (4) Personal growth, defined by Keyes (2007) as seeking 

challenges, insight in own potential and a sense of continued development is simplified in 

MHC-SF to seeking developing opportunities which in turn, fits with items that merely refer 

to trying new things.  

Another interesting item pertaining to NHCS 2016 from the Parent-Child relation dimension  

is “How well can you and this child share ideas or talk about things that really matter”, a 

focus on choices could be a bridge to a more accurate self-rated item that doesn’t miss the 

meaning assessing competence (“how well”) or using abstract concepts (“things that really 

matter”) turning it into a frequency condition “how often-can you and your -parents- share 

ideas or talk about things that matter- to you-”. It’s worth mentioning that (7) Autonomy 

“Confident to think or express your own ideas and opinions”(MHC-SF), found no matches in 

Kidscreen’s same named dimension.  This scale which includes chornically ill children 

defined Autonomy as independence or time-management skills (e.g. “Had enough time to 

meet friends?”) meanwhile a more accurate operationalization was related to choices (e.g. 

“Chooses own clothes” from the Self-determination scale in KIDSLIFE, also made for 

disabled kids).  This focus on choices could turn problematic items for children with personal 

assistent such as “Being able to do things by yourself without relying on others” (CPQoL-

Teens) from “doing thing” to “making choices” maintaining its meaning.  
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Social wellbeing, like Psychologic wellbeing, matched items from scales about wellbeing 

related factors. Positive functioning is still not integrated in the general conceptualization of 

wellbeing.  Most of the scales emphasized the family, peer, and school problems, which 

makes sense since they are particularly important during adolescence (Kieling et al., 2011), 

however, it’s important to depict mental health appropriately, and remember subjective 

wellbeing is the essence to which other domains merely contribute. Mental well-being is not 

just a matter of positive feelings, but also involves positive functioning (Keyes, 2002) and 

therefore should be accounted in the measuring of subjective wellbeing.  

The dimensions (12) Coherence “that the way our society works makes sense to you” and (10) 

Actualization “That our society is becoming a better place for people” weren’t met at all. 

Keyes (2007) defines them as focusing more on interest in society (Coherence) and a belief 

that people can grow positively (Actualization) which are quite difficult to explain to a child 

let alone a child that has a cognitive impairment. Moore (2019), acknowledging the support to 

the three-factor structure in youth from 12 to 24 years, arrived to the same conclusion and 

suggested further investigation of rephrased items would be of interest. It is important to 

reiterate that the MHC-SF was curated for non-disabled adults, and it has been validated for 

adolescents (Guo et al. 2015; Keyes, 2006; Keyes, 2009; Lim, 2014) but in the path of its 

application to disabled youth a simpler take on such dimensions should be endorsed.  

An interesting representation of the dimension (11) Contribution defined by Keyes (2007) as 

seeing own daily activities as useful and valued by others, found matching items related to 

being heard or acknowledged (e.g.”Do your teachers listen to you?” by Kidscreen or “Their 

decisions are respected” by Kidslife) and helping others and sharing as a form of representing 

being valuable by the Prosocial behavior scale of the SDQ. This seems a better approach to 

cater to young children with disabilities, than the MHC-SF item “That you had something 

important to contribute to society” to which the wording might be too abstract.  

The dimension (13) Integration “That you belong to a community” matched greatly with often 

negative formulations related to feelings of exclusion and bullying and even participation  

“Participates in natural groups of their community” (Kidslife). Parent’s acceptance and 

understanding were treated as a reflection of a sense of belonging and support from a 

community, group or system. The most interesting fit used feelings of acceptance by adults, 

family, teachers and students (CPQoL).  
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5.1.2 Quality of life and Wellbeing 

Instruments that measured quality of life (CPQoL-Teens, KIDSLIFE and KIDSCREEN) were 

the ones that tended to more severe impairments and included the stomping effects the context 

might have. This acknowledes the definition of children with disabilities (CRPD, 2006; ICF-

CY, 2007) and The World Health Organization definition (1997) of quality of life by placing 

the child in its environment. Other authors disclosed openly their intentions to work with 

flourishing indicators (The NSHC survey) and yet showed mediocre fit with the MHC-SF.  

As is often the case in QoL measures, mental health can be defined as a collection of factors 

ranging from within the individual (e.g., emotional states and self-concept) to relational and 

social factors (e.g., peer relationships, family functioning, and school environment) ( Ravens-

Sieberer, 2005). In fact, the CPQoL-Teen which measures health related quality of life was 

the instrument that matched the most to MHC-SF but its outcomes do not reference 

flourishing. As previously stated, subjective well-being is a construct that entails individuals’ 

evaluations of the quality of their lives and life functioning as separated dimensions (Keyes, 

Shmotkin and Ryff, 2002) and quality of life and functioning are only weakly correlated 

(Shelly et al.,2008; Davis et al, 2013). This results further prove these concepts are poorly 

represented. 

5.1.3 Children with disabilities: Instrument adaptations 

 
The WellSEQ was built with the constant participation of disabled children in the search of 

the best format that enabled children with ID to complete questionnaires independently and 

reliably (Böstrom et al, 2016) since this group struggles to complete questionnaires designed 

for the same-age peers resulting in low completing rates (Scott, Wishart, & Currie, 2011). 

They concluded a 3-point frequency (Yes, sometimes, no) response scale with text – one 

question at a time-, visual (no color) and audio support in the administration of questionnaires 

via a Tablet application was the best option. None of the referenced instruments fulfilled any 

of those conditions. Seeing the increment of the completion rates comparable to question-

naires administered as structured interviews (e.g., Douma et al., 2006; Emerson, 2005), it 

seems a lot can be gained by involving children with disabilities in the design of question-

naires.  
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The study that used the CPQoL-Teens (Power et al, 2019) administered the questionnaires as 

interviews and highlighted the issue of absenteeism from school in children with chronic 

disabilities, which is relevant due to the fact that oftentimes self-reports are administered in 

school with the assistance of teachers. Its important to facilitate self-reports so there is no 

information being lost, as shown by the distinct focus taken by adolescents with CP (future 

and independence) and primary caregivers (physical functioning) (Davis et al, 2013).  

The tablet format allows for specific support (e.g. pace of the flow, visual support, etc) to 

those children with reading difficulties or attention deficits, reaching large number of 

participants without requiring the school involvement. Pitfalls to avoid when designing 

questionnaires for any population, such as difficult words, long statements/questions, 

ambiguity of questions, too many items, and the use of complex response scales (Trost, 2012), 

turn even more important for children with cognitive impairment.  

It should be accounted for that children with lower cognitive ability, being the ones that are 

seldom asked about their subjective experiences of mental health (Linehan et al, 2009), tend 

to show a positive response bias not corresponding to objective assessments (Hartley & 

MacLean, 2006) as shown by the WellSEQ pilot study. These are commonly found in abstract 

questions with long intervals (e.g. “satisfaction with your life over the past 6 months”) 

(Hartley & MacLean, 2006). That is something to consider when adapting the MHC-SF to 

this group.  

5.2 Methodological Limitations and ethical considerations 

When discussing about topics related to minors, the UNCRC (1989) should be accounted for, 

being that the Article 3 states that the best interests of the child should always be a primary 

consideration, and this thesis intentions are to recognize the researcher’s duty to ensure the 

voices of those most vulnerable are heard.  

A great limitation to this report is that, although a second reviewer was included to select the 

articles, there was no further involvement contrary to what is advised (Xiao & Watson, 2019). 

Furthermore, when comparing the dimensions a narrative analysis was conducted and not a 

statistical one. Lastly it should be noted, in the application of the Cosmin Checklist for quality 

assessment the author struggled to complete them as they are not well versed in all the meas-

ure choices.  
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5.3 Future research and practical implications 

The traditional approach is being replaced by the separation of positive mental health as its 

own concept (Westerhof & Keyes, 2010) even in the elaboration of instruments. However, it 

is clear there is a lack of agreement on what pertains in that construct. Keyes (2007) posed 

that to be diagnosed as flourishing, high levels on at least one measure of emotional wellbeing 

must be exhibited as well as high levels on at least six measures of positive functioning (psy-

chological and social wellbeing). Although practical, if there is no common ground on the as-

sessment of positive functioning this formula has no use.  

When it comes to children’s mental health, research needs to be consequent with UNCRPD 

(2006), and even though cognitive impairments that have been previously neglected seem to 

be more included, it is still limited to its mild or moderate form. A further exploration on the 

extent of disagreement between self-reports by children with disabilities and proxy-rating re-

quires further investigation, building up the literature that assesses self-reported subjective 

mental health on this group. The use of digital resources as well as the consideration of im-

pairments, perhaps using the qualifiers of the ICF-CY (2007) such as capacity (i.e. what they 

can do without assistance) and performance (i.e. what is done using the daily support), in the 

adaptation of instruments for children with disabilities is a step towards inclusion that would 

direct us into a more realistic representation of youth in research.  

6 Conclusion 

The present systematic review explored the use of the Two continua model in the current 

research literature evaluating positive mental health in children with disabilities. Nine 

instruments were identified, two of them used a problem-oriented perspective while the 

framework of the rest attended wellbeing.  

 Using the MHC-SF as a reference, it was apparent that subjective mental health is highly 

associated with emotional wellbeing but positive functioning is left as an external factor. 

Besides a lack of unification in the construction of wellbeing, these instruments are often 

designed for general population and afterwards validated on children with disabilities, 

rejecting those with severe cognitive impairments. Item reformulations, changes in the 

response scale and the support provided shall be made to cater to those children. 
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Nevertheless, this paper’s results suggest there is a noticeable shift towards the inclusion of 

children with disabilities in self-reported instruments, and their participation in the design of 

the instruments is a fruitful and reachable goal. Further investigation on the applicability of 

the operationalization of wellbeing to children with disabilities shall be made, as well as a 

consensus on which dimensions does it entail.  
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8 Appendices 

8.1 Appendix A. Final Search Strings 

Database Limiters Final Search String 

PubMed 
N=18 

Filters applied: Free full text, Full 
text, Clinical Trial, Journal Article, 
Randomized Controlled Trial, 
English, Spanish, Child: birth-18 
years 
 

(((measure* mental health or measure* mental wellbeing or meas-
ure* mental wellness or measure* psych* well-being or measure* 
psych* wellbeing) AND (disabled or disability or impairment or dis-
ab* or impaired or disorder)) NOT (sickness or parents or adults or 
parental or student* or university or tutor)) AND ((measure* mental 
health[Title] OR measure* mental wellbeing[Title] OR measure* 
mental wellness[Title] OR measure* psych* well-being[Title] OR 
measure* psych* wellbeing[Title] OR flourishing[Title] OR flour-
ish)[Title]) 
 

Medline 
N=13 

Limiters - Published Date: 
20100101-20201231; Language: 
English, Spanish; Age Related: 
Child, Preschool: 2-5 years, Child: 
6-12 years, Adolescent: 13-18 
years, All Child: 0-18 years; Hu-
man 
 

AB ( mental health measure* OR mental wellness measure* or men-
tal well being measure* or flourish* ) AND AB ( tool* or instrument* 
or scale* or questionnaire* or interview* ) AND TI ( disab* or disa-
bility or disabled or impaired or impairment or motor skills or re-
duced mobility or spina bifida or blind* or skin disorder* or respira-
tory disorder* or cancer or immune system disorder* ) NOT AB ( 
adults or adult or aged or elderly ) AND TI ( mental health or flour-
ish* or mental wellness or mental wellbeing ) 
 

Psych-
Info/PsychArticle 
N=25 

IF Limitors: Published after 2010; 
Language English; Age group 
Adolescence (13-17 yrs), School 
Age ( 6 to 12) 
N= 12 results 

ti(Mental health asses* OR mental health measure OR mental 
health measurement OR mental health instrument OR subjective 
mental health) AND ab(children with disabilities OR child* disab* OR 
disabled children OR disabled youth OR child* with impairment OR 
Child* with health condition OR child with intellectual disability OR 
adolescent with intellectual disability OR NDD) AND ab(flourish* OR 
flourishing OR Mental health asses* OR mental health measure OR 
mental health measurement OR mental health instrument OR child 
report) NOT ti(services OR service OR parents OR parental OR 
mother OR father OR paternal OR maternal OR grandparent*) 

CINAHL 
N=25 

Limiters - Published Date: 
20100101-20211231; English 
Language; Age Groups: Child, 
Preschool: 2-5 years, Child: 6-12 
years, Adolescent: 13-18 years; 
Exclude MEDLINE records; Hu-
man 
 

TI ( pediatric or child or children or adolescent ) AND AB ( measur* 
mental health or measur* mental well being or measur* mental 
wellness or measur* psycholog* or assess* mental health or assess* 
psycholog* ) AND TI ( disab* or cancer or impair* or blind* or res-
piratory dis* or skin disorder or disorder ) AND TI ( mental health or 
mental wellbeing or psychological wellbeign or psychological well-
ness or flourish* )  
 

ProQuest (10 
Databases) 
N=8 

Date: After 2010; Source type: 
Scholarly Journals; Language: 
English 

ti(Mental health asses* OR mental health measure OR mental 
health measurement OR mental health instrument OR Flourishing 
OR flourish* OR languish*) AND ab(children with disabilities OR 
child* disab* OR disabled children OR disabled youth OR teen* 
disab* OR adolescent disab* OR child* with special needs OR special 
educational needs OR child* with impairment OR Child* with health 
condition OR disabilities OR disab* OR students with special needs) 
AND ti(children with disabilities OR child* with disab* OR disabled 
children OR disabled youth OR teen* disab* OR adolescent disab* 
OR child* with special needs OR special educational needs OR child* 
with impairment OR Child* with health condition OR students with 
special needs) AND ab(flourish* OR flourishing OR languishing OR 
Mental health asses* OR mental health measure OR mental health 
measurement OR mental health instrument OR wellbeing) NOT 
ti(adults OR adult OR parent OR parental OR mother OR father OR 
systematic review) 
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8.2 Appendix B. Checklist for first screening: Title and abstract 

Inclusion Criteria Included? 

Title & Author  

(S) Target group is children with some sort of disabil-
ity 

 

(PI) Mental health is measured  
(D) its is a peer reviewed journal article  
(E) there is an instrument being used and referenced  

Published in English after 2010  
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8.3 Appendix C. Protocol for Full- text Level Sceening 

  

Journal 
Title & Autor 

 

Country  

Sample  
Age frame  
Type of disability  
Diagnosis  
Ethical considerations are upheld? YES/NO 
Study information  
Research type (qual,quant, mixed)  
Research aim  
Instrument    
Instrument name  
Type 
Measures 

 

Self report or by proxy 
Use of pictures 

 

Designed for...  
Adapted for children with disab?  
Avaliable online  
Framework 
Background theory mentioned 
Definition of mental health 

YES/NO 
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8.4 Appendix D. Protocol for Included Articles 

Instrument  

Author (Year)  
Used in… (Author, year) of the article used in 
Structure  

Response scale  
Number of items  
Dimensions  
 

Administration 
Self report or proxy 
Digital or analogic 
Use of pictures 
Disability 
Severity of the disability 

Quality 
Manual or Psychometric article 
Score 
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8.5 Appendix E. COSMIN Checklist Quality Assessment  

Checklist Adaptation 

 Box A. Internal 
Consistency 

Box B. 
Reliability: 
relative 
measures 
(including 
test-retest 
reliability, 
inter-rater 
reliability 
and 
intra-rater 
reliability) 

Box C. Meas-
urement 
error: abso-
lute measures 

Box D. Content 
validity (includ-
ing face validity) 

Box F. Hy-
potheses 
testing 

 

Does the scale consist of effect indicators, i.e. is it 
based on a reflective model? 
 

1 Was there an 
assessment of 

whether all 
items refer to 

relevant aspects 
of the construct 
to be measured? 

 

Design re-
quirements 

Was the 
percentage 
of missing 
items giv-
en?  
 
 
 
 
 
 
 
 

Was the unidi-
mensionality of 
the scale 
checked? i.e. was 
factor analysis or 
IRT model ap-
plied? 

4 Were at least two meas-
urements available? 

2 Was there an 
assessment of 
whether all 
items are rele-
vant for the 
study popula-
tion? (e.g. age, 
gender, disease 
characteristics, 
country, setting)  
 

5 Were the administrations 
independent?  

6 Was the time interval 
stated?  

 3 Was there an 
assessment of 
whether all 
items are rele-
vant for the 
purpose of the 
measurement 
instrument? 
(discriminative, 
evaluative, 
and/or predic-
tive 

Was there 
a descrip-
tion of how 
missing 
items were 
handled? 
 
 
 
 
 
 

Was the sample 
size included in 
the unidimen-
sionality analysis 
adequate? 

7 Were patients stable in 
the interim period on the 
construct to be measured?  
 

8 Was the time interval 
appropriate? 

4 Was there an 
assessment of 
whether all 
items together 
comprehensively 
reflect the con-
struct to be 
measured? 

7 for convergent validity: Was an 
adequate description provided of 
the comparator instrument(s)? Was the 

sample size 
included in 
the inter-
nal con-
sistency 
analysis 
adequate? 

Was an internal 
consistency sta-
tistic calculated 
for each (unidi-
mensional) 
(sub)scale sepa-
rately? 

 

Were there any important flaws in the design or methods of the study? 8 for convergent validity: Were 
the measurement properties of 
the comparator instrument(s) 
adequately described? (same 
language, population, as in the 
study) 

Statistical 
methods  
 

9 for Classical Test Theory (CTT): 
Was Cronbach’s alpha calculat-
ed? 

11 for continuous scores: 
Was an intraclass correlation 
coefficient (ICC) calculated? 

11 for CTT: Was 
the Standard 
Error of Meas-
urement (SEM), 
Smallest Detect-
able 
Change (SDC) or 
Limits of Agree-
ment (LoA) 
calculated? 

10 for dichotomous scores: Was 
Cronbach’s alpha or KR-20 cal-
culated?  

12 for dichotomous/ nomi-
nal/ ordinal scores: Was 
kappa calculated?  
 

11 for IRT: Was a goodness of fit 
statistic  at a global level calcu-

13 for ordinal scores: Was a 
weighted  
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lated? e.g. χ2, reliability coeffi-
cient of estimated latent trait 
value (index of (subject or item) 
separation) 

kappa calculated?  
 

Box E. Structural validity 

14 for ordinal scores: Was 
the weighting scheme de-
scribed? e.g. linear, quadrat-
ic 

6 for CTT: Was exploratory or confirmatory factor 
analysis performed? 
7for IRT: Were IRT tests for determining the (uni-) 
dimensionality of the items performed? 

8.6 Appendix F: Studies used to assess methodological quality. 

 

Instrument Psychometric study Used in 

The National Survey of 
Children’s Health 2016- 
2011/2012 

Not available. Claudia et al (2019) 

Nabors et al (2016) 

MentHC (Keyes,2006) Lamers, S., Westerhof, G., Bohlmeijer, E., ten Klooster, P., & Keyes, C. 
(2011). Evaluating the Psychometric Properties of the Mental Health Con-
tinuum-Short Form (MHC-SF). Journal of Clinical Psychology, 67(1), 99–110. 
https://doi.org/10.1002/jclp.20741 

Skrzypiec et al (2016) 

Strengths and Difficulties 
Questionnaire (SDQ, 
Goodman.,2001) 

Hagquist, C. (2007). The psychometric properties of the self-reported SDQ – 
An analysis of Swedish data based on the Rasch model. Personality and 
Individual Differences, 43(5), 1289–1301. 
https://doi.org/10.1016/j.paid.2007.03.022 

  Van Roy, B., Veenstra, M., & Clench-Aas, J. (2008). Construct validity of the 
five-factor Strengths and Difficulties Questionnaire (SDQ) in pre-, early, and 
late adolescence. Journal of Child Psychology and Psychiatry, 49(12), 1304–
1312. https://doi.org/10.1111/j.1469-7610.2008.01942.x 

Skrzypiec et al (2016) 

Power et al (2019) 

Boström et al (2016) 

Cerebral Palsy Quality of 
Life  Questionnaire for 
Teens (CPQoL-Teens), 

  Davis, E., Mackinnon, A., Davern, M., Boyd, R., Bohanna, I., Waters, E., 
Graham, H., Reid, S., & Reddihough, D. (2013). Description and psychometric 
properties of the CP QOL-Teen: A quality of life questionnaire for adoles-
cents with cerebral palsy. Research in Developmental Disabilities, 34(1), 
344–352. https://doi.org/10.1016/j.ridd.2012.08.018 

Power et al (2019) 

KIDSCREEN-27 Erhart, M., Ravens-Sieberer, U., Dickinson, H., & Colver, A. (2009). Rasch 
Measurement Properties of the KIDSCREEN Quality of Life Instrument in 
Children with Cerebral Palsy and Differential Item Functioning between 
Children with and without Cerebral Palsy. Value in Health, 12(5), 782–792. 
https://doi.org/10.1111/j.1524-4733.2009.00508.x 

Power et al (2019) 

Life & Health – Young Peo-
ple is a cross-sectional sur-
vey 2011 

Not available Linden-Boström & Persson 
(2015) 

The interRAI Child and 
Youth Mental Health 
(ChYMH) and the ChYMH-
DD (developed for children 
and youth withdevelop-
mental disabilities) 

 Stewart, S., & Hamza, C. (2017). The Child and Youth Mental Health As-
sessment (ChYMH): An examination of the psychometric properties of an 
integrated assessment developed for clinically referred children and youth. 
BMC Health Services Research, 17(1), 82–82. 
https://doi.org/10.1186/s12913-016-1970-9 

Redquest et al (2020) 

Well-being in Special Edu-
cationQuestionnaire 

(WellSEQ) 

Developed on main article Boström et al (2016) 

https://doi.org/10.1002/jclp.20741
https://doi.org/10.1016/j.paid.2007.03.022
https://doi.org/10.1111/j.1469-7610.2008.01942.x
https://doi.org/10.1016/j.ridd.2012.08.018
https://doi.org/10.1111/j.1524-4733.2009.00508.x
https://doi.org/10.1186/s12913-016-1970-9
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KIDSLIFE  Developed on main article Gómez et al (2016) 

 

 

8.7 Appendix G. Characteristics of Articles and Instruments 

Table 6. Characteristics of the included Articles 

Author Year Title Country 

Hilton et al. 2019 Flourishing in Children with Autism Spectrum Disorders USA 

Nabors et al. 2016 Predictors of flourishing among children with hearing loss USA 

Skrzypiec et al. 2016 Students with Self-identified Special Educational Needs and Disabili-
ties (si-SEND): Flourishing or Languishing! 

Australia 

Power et al. 2019 Health-related quality of life and mental health of adolescents with 
cerebral palsy in rural Bangladesh 

Australia and Bangladesh 

Linden-Boström and 
Persson 

2015 Disparities in mental health among adolescents with and without 
impairments 

Sweden 

Redquest et al. 2020 Assessing the Wellbeing of Individuals with Autism Using the inter-
RAI Child and Youth Mental Health (ChYMH) and the interRAI Child 
and Youth Mental Helaht- Developmental Disabilities (ChYMH-DD) 

Tools 

Canada 

Boström et al. 2016 Subjective Mental Health, Peer Relations, Family and School Envi-
roment in Adolescents with Intellectual Developmental Disorder: A 

First Report of a New Questionnaire Administered on Tablet PCs 

Sweden 

Gómez et al. 2016 A new scale for the measurement of quality of life in children with 
intellectual disability 

Spain 

 

Table 7. Full information about the articles 

Article Country Objective/Aim Population  Instrument to measure 
MH directly (MH/M-ILL) 

Instrument to 
measure MH 
indirectly 

Skryzpiec et 
al (2016) 

South Aus-
tralia 

Searches for flour-
ishing 

SENDsi 13 to 15 
 Mental health continuum 

SDQ – used to measure 
mental-ill 

Bullyng Questions  
Global Self-
concept 
CD-RISC 

Powers et al 
2019 

Australia and 
Bangladesh 

Searches for quality 
of life and mental 

health 

CP Adolescents  Kidscreen 27 

SDQ 

CPQoL 

 

Boström et al 
(2016) 

Sweden Searches for subjec-
tive mental health 

Teens IDD 12 to 16  WellSEQ  

Gomez et al 
2016 

SPAIN Searches for quality 
of life 

ID 4 to 21  Kidslife  
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Linden-
Boström 

2015 

Sweden Searches for mental 
health 

 

IDD with additional 
disabilities. 12 to 16 

 Life & Health -Young peo-
ple Survey Items 

 

Redquest 
2020 

Canada Searches for wellbe-
ing 

ASD w/ID 4 to 18  ChYMH/DD  

Hilton et al 
2019 

USA Searches for flour-
ishing 

ASD 6 to 17  The National Survey of 
Children’s Health 2016 

 

Nabors et al 
2016 

USA Searches for flour-
ishing predictors 

Hearing loss 6 to 17  The National Survey of 
Children’s Health 
2011/2012 

 

SENDsi =Students with self-identified special needs; CP=Cerebral Palsy; IDD= Intelectual disability disorder; 

ID= Intelectual disability;ASD= Autism spectrum disorder. 

Table 8. Full information about the instruments 

Instrument Country Tar-
get/Severit

y 

Dimensions Measure P 
R 
O 
X 
Y 

S 
E 
L 
F 
 

Response scale 

Instruments centered around Mental illness 

SDQ 
(Goodman, 
2011) 

USA School age 
 

1. Emotional symptoms 
2. Conduct problems 
3. Hyperactivity/inattention 
4. Peer relationship problems  
5. Pro-social behavior 

Mental ill-
Health 
(Goodman, 
1997) 

X 
P 
T 

X 3-point Truth scale 

ChYMH 
(2015) 

USA School age 
No disabil-
ity 

i. (1) Aggressive and disruptive behavior 
scale (ADBS), (2) sleep difficulties, 
(3)distractibility or hyperactivity, (4) 
depressive symptoms, (5)caregiver 
distress scale, (6) anxiety scale and 
(7)anhedonia rating scale. 
ii. (8) Communication, (9) Cognitive 
problems 
iii. (9) Cognitive problems 
6. iv. (10) Memory problem, (11) 

Peer problems 

Areas known 
to affect 
health and 
wellbeing 

X 
Pr 
P 

X i.4-point Frequency 
scale 
ii. 4-point Under-
standing scale 
iii. 5-point independ-
ence 
iv.2-point Presence 
/Severity 

ChYMH-DD 
(2015) 

USA School age 
Mild/ se-
vere ID 

X 
Pr 
P 
 

X 

Instruments centered around Mental Health 

MentHC 
(Keyes, 
2006) 

USA Adoles-
cents 
Adults 

1. Emotional WB 
2. Psychological WB 
3. Social WB 

Subjective 
WB (Flourish-
ing or lan-
guishing 
outcome) 

 X 6-point Frequency 
scale 

Life & 
Health 
Young 
people 
2011 

Sweden General 
population 
 

i. Mental health problem 
 
ii. Mental health (1) satisfaction with 
one’s life, (2) faith in the future and (3) 
self-rated general health.  

Mental 
health 

 X i.5-point frequency 
ii. 5-point satisfaction 

KIDSLIFE 
(2016) 

SPAIN School age 
to 21 
 Moder-
ate/severe 
ID/ASD 
 

1. Social inclusion,  
2. Self-determination,  
3. Emotional wellbeing  
4. Physical wellbeing  
5. Material wellbeing 
6. Rights 
7. Personal development 
8. Interpersonal relationships 

Quality of life X 
P 
C 
Pr 
 

 4-point Frequency 
scale 

CPQoL-
Teens 
(2012) 

Australia School age  
CP 
 
Excludes 

1. General wellbeing and participa-
tion,  

2. Communication and physical 
health,  

Quality of life 
Subjective 
wellbeing 

X 
P 
C 

X 9-point Happiness 
scale 
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severe ID 
or Com-
munication 
impairment 

3. School wellbeing,  

4. Social wellbeing,  

5. Feelings about functioning,  

6. Access to services  

7. Family health 

KIDSCREEN-
27/52 
(2004) 

Europe School age 
 
Healthy or 
chronically 
ill 
Validated 
in CP with 
no severe 
ID or co-
munication 

1.Physical WB 
2.Psychological WB 
3.Moods and emotions (52)  
4. Self-perception (52) 
5. Autonomy  
6. Parent relation and home life (52) 
7.Peers and social support 
8.School environment 
9. Social acceptance and bullying (52) 
10. Financial resources (52) 

Health relat-
ed quality of 
life (HRQoL) 

X 
P 
C 

X .i. 4-point Quality 
scale 
ii.5-point Agreement 
scale 
iii 5-point Frequency 
scale 

WELLSEQ 
(2016) 

Sweden School age 
Mild/mode
rate ID 

1. Subjective experiences of mental 
health 
2.Subjective experiences of mental ill-
health  
3.Peer relations and conflict, 
4. School environment  
5. Family life 

Self-rated 
Mental 
health and ill-
health 

 X 3-point Pres-
ence/frequency scale: 
Yes, sometimes, no 

The Na-
tional Sur-
vey of 
Children’s 
Health 
2016 

USA General 
population 
Mild im-
pairments 

Based on Lippman et al (2014) 
1. Social competence 
2. Parent/child relationship 
3. Diligence/reliability 
4. Curiosity 
5. Emotional regulation 
6. Goal orientation 

Flourishing as 
an outcome 

X 
P 

 6-point 
Truth/agreement 
scale 
6-point Difficulty 
scale 

The Na-
tional Sur-
vey of 
Children’s 
Health 
2011/2012 

USA General 
population 
Mild im-
pairments 

Selected by expert committee 
1. Child’s interest and curiosity 
2. Emotional regulation 
3. Diligence/reliability 

Flourishing as 
an outcome 

X 
P 

 5-point frequency 
scale 

C=Primary Caregiver; P = Parents; Pr= Professionals; T=Teachers;WB=Wellbeing; School age refers to the 

widespan of 4 to 18 years of age 
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8.8 Appendix H. Dimension comparison between MHC-SF and the in-

struments 

Table 9. WellSEQ Dimension comparison 

MHC-SF Di-

mensions 

Factors and 13 dimensions 

(Keyes, 2007) Definitions 

WellSEQ Items Non-Fitting 

Emotional 
wellbeing 
(1).1. Happi-
ness 
(1).2. Interest 
(2).3. Life satis-
faction 

Positive emotions 
(1) Regularly cheerful, interested 

in life, in good spirit, happy, 
calm and peaceful, full of life 

(2) Mostly or highly satisfied with 
life overall or in domains in 
life 

Subjective 
experiences 
of mental 
health 

(1) Are you usually 
happy? 

(2) Do you feel happy 
with life? 

 Subjective experiences of 
MH 
Do you usually have a lot 
of energy? 
Do you feel healthy and 
fit? 
Peer Relations and Con-
flict  
Do people seem to like 
you? 
Do you tease people? 
Is it easy for you to make 
friends? 
 
The School Environment 
Do you often stay home 
from school? 
Do you like being at 
school? 
Is school going well for 
you? 
Are you happy with your 
teachers? 
 
Family relations: 
Do you feel safe with 
mum? 
Do you feel safe with dad? 
Are there a lot of argu-
ments at home? 
Do you have fun together 
at home? 
Do you prefer to be away 
from home? 
Does your family have too 
little money? 
 
Subjective experiences of 
mental-ill health* 
 
 

Psychological 
wellbeing  
(3).4. Self-
acceptance 
(4).5. Personal 
growth 
(5).6. Purpose 
in life  
(6).7. Mastery 
(7).8. Autono-
my 
(8).9. Positive 
relations 
 

Positive psychological functioning 
(3) Holds positive attitudes towards 
self, acknowledges, likes most parts 
of self 
(4) Seeks challenge, has insight into 
own potential, feels a sense of 
continued development 
(5) Finds own life has a direction 
and meaning 
(6) Exercises ability to select, man-
age and mold personal environs to 
suit needs 
(7) Is guided by own, socially ac-
cepted, internal standards and 
values 
(8) Has, or can form, warm, trusting 
personal relationships 

Subjective 
experiences 
of mental 
health 
 
 
Peer relations 
and conflict 

(3) Do you like how you 
look? 
(3) Are you happy to be you? 
 
 
(8) (-) Do you feel lonely? 
(8) Do you have a really good 
friend? 
(8) Is it hard for you to make 
friends? 
(8) Do your friends support 
you when you need it? 
(8) Are you a good friend? 

Social wellbe-
ing 
 
(9).10. Ac-
ceptance 
(10).11. Actual-
ization 
(11).12. Contri-
bution 
(12)13. Coher-
ence 
(13)14. Integra-
tion 
 
 

Positive social functioning 
(9) Holds positive attitudes toward, 
acknowledges and is accepting of 
human differences 
(10) Believes people have potential 
and can grow positively 
(11) Sees own daily activities as 
useful and valued by others 
(12) Interested in society and social 
life and finds them meaningful 
(13) A sense of belonging to, and 
comfort and support from, a com-
munity. 

 
Peer relations 
and conflict 
 
 
 
 
 
The School 
environment 
 

 
(13) (-) Are you afraid some-
one will be mean to you at 
school? 
(13) (-) Do people bully you? 
(13) (-) Do you often end up 
in fights? 
 
(13) Do your teachers sup-
port you? 
(11) Do your teachers listen 
to you? 
 

** The full item list for Subjective experiences of mental-ill health can be found in the 

original article by Boström et al (2016). 
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Table 10. The KIDSCREEN-52 Dimension comparison 

MHC-SF Dimen-

sions 

Factors and 13 dimensions 
(Keyes,2007) Definition 

Kidscreen-27 Items Non-Fitting 

Emotional wellbe-
ing 
(1).1. Happiness 
(1).2. Interest 
(2).3. Life satisfac-
tion 

Positive emotions; Emotional 
wellbeing 
(1) Regularly cheerful, inter-
ested in life, in good spirit, 
happy, calm and peaceful, full 
of life 
(2) Mostly or highly satisfied 
with life overall or in domains 
in life 

Moods and 
emotions (52) 
 
 
 
 
Psychological 
wellbeing (27)  

(1)(-) Have you felt sad? 
(1) (-) Felt so bad you 
did not want to do any-
thing? 
(2) (-) Felt that every-
thing in life goes wrong?  
 
(2) Have you felt satisfied 
with your life? 
(1)Have you been in a 
good mood? 
(1)Have you felt cheerful? 
(1)Have you had fun? 
 

 Physical wellbeing 
In general, how would you 
say your health is? 
Have you felt fit and well? 
Have you been physically 
active? 
Have you been able to run 
well? 
Have you felt full of energy? 
 
Psychological wellbeing 
(27) 
Has your life been enjoya-
ble? 
Have you felt pleased that 
you are alive? 
 
 
Autonomy 
Have you had enough time 
for yourself? 
To do things you want to do 
in free time? 
Had enough opportunity to 
be outside? 
Had enough time to meet 
friends? 
Able to choose what to do in 
free time 
 
Peers and social support 
Have you spent time with 
your friends?  
Have you had fun with your 
friends? Done things with 
others? 

Psychological 
wellbeing  
(3).4. Self-
acceptance 
(4).5. Personal 
growth 
(5).6. Purpose in 
life  
(6).7. Mastery 
(7).8. Autonomy 
(8).9. Positive 
relations 
 

Positive psychological func-
tioning 
(3) Holds positive attitudes 
towards self, acknowledges, 
likes most parts of self 
(4) Seeks challenge, has insight 
into own potential, feels a 
sense of continued develop-
ment 
(5) Finds own life has a direc-
tion and meaning 
(6) Exercises ability to select, 
manage and mold personal 
environs to suit needs 
(7) Is guided by own, socially 
accepted, internal standards 
and values 
(8) Has, or can form, warm, 
trusting personal relationships 

Moods and 
emotions (52) 
 
 
(3) Self-
perception 
(52) 
 
 
 
 
 
 
 
 
(8) Peers and 
social support 
 

(3) (-) Have you felt you 
do everything badly? 
 
(3) Have you been happy 
with the way you are? 
Have you been happy with 
your clothes? (-) Been 
worried about the way 
you look? 
(-) Jealous of the way oth-
ers look? (-) To change 
something about your 
body? 
 
 
(8)  
You and your friends 
helped each other? Able 
to talk about everything 
with friends? 
Been able to rely on your 
friends? 
 

Social wellbeing 
 
(9).10. Acceptance 
(10).11. Actualiza-
tion 
(11).12. Contribu-
tion 
(12)13. Coherence 
(13)14. Integra-
tion 
 
 

Positive social functioning 
(9) Holds positive attitudes 
toward, acknowledges and is 
accepting of human differ-
ences 
(10) Believes people have 
potential and can grow posi-
tively 
(11) Sees own daily activities 
as useful and valued by others 
(12) Interested in society and 
social life and finds them 
meaningful 
(13) A sense of belonging to, 
and comfort and support from, 
a community. 

(13) Social 
acceptance 
and bullying (-
52) 
 
 
(13)Parent 
relation and 
home life (52) 
 

(13) (-)Have others bul-
lied you? Other girls and 
boys have made fun of 
you? Been afraid of oth-
er girls and boys*? 
 
 
(13) Have you parent(s) 
understood you? Have 
you felt loved by your 
parents? 
Have you been happy at 
home? 
Parents had enough time 
for you? 
Have your parents treated 
you fairly? Able to talk 
with parents when you 
want to? 
 

 
Financial resources (52)  
Enough money to do things 
as friends? 
Had enough money for your 
expenses? 
Money to do things with 
friends? 
 
School environment(K-52) 
Have you been happy at 
school? 
Have you got on well at 
school? Been satisfied with 
your teachers? 
Have you been able to pay 
attention? 
Have you enjoyed going to 
school? 
Got along well with your 
teachers? 
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Table 11. Kidslife Dimension comparison 

MHC-SF Dimen-
sions 

Items KIDSLIFE Items Non-Fitting 

Emotional wellbe-
ing 
(1).1. Happiness 
(1).2. Interest 
(2).3. Life satisfac-
tion 

01.Happy 
02.Interested in life 
03.Satisfied  

Emotional 
wellbeing  

(1) Is cheerful, 
happy,.. 
(2) Enjoys daily 
activities 

Emotional wellbeing 
Has a fact sheet in their service center 
about preferences, reactions, etc that 
al the personal knows 
Measures are taken so their context is 
recognized and predictable  
Professional support has a list of rec-
ognizable behaviours that express their 
emotional state 
Measures are taken to prevent or treat 
problems related to their mental health 
The systemic function of his behaviour-
al problems is explored. 
Is informed with time about support 
staff changes. 
Technics on positive behavioural sup-
port are conducted by professionals. 
They are provided with information 
with time on events and activities. 
Their support system help them under-
stand when unexpected situations 
happen. 

Psychological 
wellbeing  
(3).4. Self-
acceptance 
(4).5. Personal 
growth 
(5).6. Purpose in 
life  
(6).7. Mastery 
(7).8. Autonomy 
(8).9. Positive 
relations 
 

(3)09. That you liked most parts 
of your personality 
4)12. That you have experiences 
that challenge you to grow and 
become a better person  
(5)14. That your life has a sense 
of direction or meaning to it 
(6)10. Good at managing the 
responsibilities of your daily life 
(7)13. Confident to think or 
express your own ideas and 
opinions 
(8)11. That you had warm and 
trusting relationships with oth-
ers  

Self determi-
nation (7) 

(7) Chooses their 
food when there is 
variety. 
(7) It’s discussed a 
decision when its 
action is unpleas-
ant. 
(7) Chooses own 
clothes. Decorates 
own room. Chooses 
with who to spend 
time within their 
free time. Chooses 
how to spend their 
free time. 
 
 
 

Self determination 
Measures are taken to promote their 
influence on their environment 
Measures are taken to allow them to 
make choices 
Has the opportunity to refuse to do 
activities non health related (e.g. put 
on the clothes others choose) 
Physical wellbeing 
Material wellbeing 
Rights 
Personal development 
Peer relations 
 

Social wellbeing 
 
(9).10. Ac-
ceptance 
(10).11. Actualiza-
tion 
(11).12. Contribu-
tion 
(12)13. Coherence 
(13)14. Integra-
tion 
 
 

(9)07. That people are basically 
good 
(10)06. That our society is be-
coming a better place for people 
(11)04. That you had something 
important to contribute to socie-
ty 
(12)08. That the way our society 
works makes sense to you  
(13)05. That you belonged to a 
community  

Self-
determination 
 
 
 
 
 
 
 
 
Social Inclu-
sion 

(11)Their decisions 
are respected 
(11) Participates in 
the making of their 
individual support 
plan 
(11) In the service 
center their deci-
sion is taken into 
account when 
there are changes 

 
(13) Participates in 
natural groups 
from their commu-
nity (e.g. sports, 
social, educative, 
religious) 
 
 
 

Social  inclusion 
Enjoys holidays in inclusive environments 
Is integrated in his class 
Does leisure activities with people their age 
Has opportunities to meet other environ-
ments outside home 
Participates in activities outside the service 
center 
Participates in inclusive activities appropriate 
to their physical and mental conditions 
Participates in inclusive activities they find 
interesting 
There are measures taken to empower their 
participation in the community 
Outsiders from their support circle interact 
with them 
Participates in leisure and culture activities in 
community resources (e.g.coffee shop, 
library, pool, beach,parks) 
 

*Full scale taken from: https://sid.usal.es/idocs/F8/FDO27385/Herramientas_15_2018.pdf 

https://sid.usal.es/idocs/F8/FDO27385/Herramientas_15_2018.pdf
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Table 12. CPQoL dimension comparison 

MHC-SF 
Dimensions 

Items The CPQoL-
Teens 

Items Non-Fitting 

Emotional 
wellbeing 
(1).1. Happi-
ness 
(1).2. Inter-
est 
(2).3. Life 
satisfaction 

(1) 01.Happy 
(1) 02.Interested in life 
(2) 03.Satisfied  

General wellbe-
ing and partici-
pation 
 
 
 
Social wellbe-
ing  
 
 

(2) Your life in general. 
(2) Your life as a whole. 
(2) Your quality of life. 
 
 
(1) How happy you are. 
 
 
 
 

General wellbeing and participation 
The way you get along with other 
teenagers outside school. 
Hanging out on your own. 
The way you are accepted by other 
teens outside school. 
Your opportunities in life. 
Your ability to participate in leisure 
and recreational activities. 
Your ability to participate in sporting 
activities. 
Your ability to participate in social 
events outside school. 
The way you get around. 
Your ability to get around your 
neighborhood. 
Your ability to get from place to 
place. 
Your ability to participate in the 
community. 
 
School Wellbeing 
The way you are treated the same as 
everyone as at school. 
Your ability to keep up physically. 
Your ability to participate at school. 
The way you get along with the 
teachers at school. 
The way you get along with other 
teenagers at school. 
 
Feelings about functioning 
Their ability to dress him/herself. 
Their ability to eat or drink inde-
pendently. 
The way they use their arms and 
hands. 
Their ability to use the toilet by 
themselves. 
The way they use their legs. 
 
Social wellbeing 
The way you get along with you 
(parents). 
Going out on trips with the family. 
The way you get along with your 
brothers and sisters. 
 
Communication and physical health 

The way you get along with adults. 
Your overall health. 
Your physical health. 
How you sleep. 
Changes happening to your body 
with puberty. 
 The way other people communicate 
with you 
 

Psychological 
wellbeing  
(3).4. Self-
acceptance 
(4).5. Per-
sonal growth 
(5).6. Pur-
pose in life  
(6).7. Mas-
tery 
(7).8. Auton-
omy 
(8).9. Posi-
tive relations 
 

(3)09. That you liked most 
parts of your personality 
(4)12. That you have 
experiences that chal-
lenge you to grow and 
become a better person  
(5)14. That your life has a 
sense of direction or 
meaning to it 
(6)10. Good at managing 
the responsibilities of 
your daily life 
(7)13. Confident to think 
or express your own ideas 
and opinions 
(8)11. That you had warm 
and trusting relationships 
with others  

General wellbe-
ing and partici-
pation 
 
 
 
 
 
 
Social wellbe-
ing 
 
 
Communication 
and physical 
health 

(7)Doing things you want to do. 
(4)Having a go and trying new 
things. 
(3)Yourself.  
(3)Your positive attitude. 
(5)Your future.** 
(6) Succeeding in things you 
want to be good at. 
 
(8) The support you get from 
your family. 
 
 
(7) Being able to do things by 
yourself without relying on oth-
ers  
(6) Your ability to keep up aca-
demically 
(6 )Your ability to communicate 
with people you know well. 
(6) Your ability to communicate 
with people you do not know 
well. 
(6) The way you communicate 
with people using technology. 
(5) What may happen to you 
later in life. 
(4) What you have achieved in 
your life. 
(5) Your plans for the future. 
 

Social well-
being 
 
(9).10. Ac-
ceptance 
(10).11. 
Actualization 
(11).12. 
Contribution 
(12)13. Co-
herence 
(13)14. Inte-
gration 
 
 

(9)07. That people are 
basically good 
(10)06. That our society is 
becoming a better place 
for people 
(11)04. That you had 
something important to 
contribute to society 
(12)08. That the way our 
society works makes 
sense to you  
(13)05. That you be-
longed to a community  

 
School wellbe-
ing 
 
 
 
 
 
Social wellbeing 
 
 
 
Communication 
and physical 
health 

 
(13) The way you are included by 
other students at school. 
(13)The way you are accepted by 
other students at school.  
(13)The way you are accepted by 
staff and teachers at school. 
 
(9)*The way you get along with 
people generally. 
(13)The way you are accepted by 
your family. 
 
(13) The way you are accepted 
by adults. 
(13)The way you are accepted by 
people in general. 
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Table 13. NCHS 2016 dimension comparison 

MHC-SF Dimen-
sions 

Items NCHS 2016 Items Non-Fitting 

Emotional wellbe-
ing 
(1).1. Happiness 
(1).2. Interest 
(2).3. Life satisfac-
tion 

(1) 01.Happy 
(1) 02.Interested in life 
(2) 03.Satisfied  

Curiosity 
 

(1) Child shows interest and 
curiosity in learning new 
things? 
 

Emotional regulation 
Child stays calm and in con-
trol when faced with a chal-
lenge 
 
Goal orientation 
Cares about doing well in 
school. 
 
Parent-Child relationship 
Child argues too much. 

 
Social competence 
Child bullies others, picks on 
them or excludes them. Age 
12-17 
 

Psychological well-
being  
(3).4. Self-
acceptance 
(4).5. Personal 
growth 
(5).6. Purpose in 
life  
(6).7. Mastery 
(7).8. Autonomy 
(8).9. Positive rela-
tions 
 

(3)09. That you liked most parts 
of your personality 
(4)12. That you have experiences 
that challenge you to grow and 
become a better person  
(5)14. That your life has a sense 
of direction or meaning to it 
(6)10. Good at managing the 
responsibilities of your daily life 
(7)13. Confident to think or ex-
press your own ideas and opin-
ions 
(8)11. That you had warm and 
trusting relationships with others  

Parent-Child 
relationship 
 
 
 
Social com-
petence (-) 
 
 
Diligence and 
reliability, 
finishes tasks 
 

(7) How well can you and 
this child share ideas or talk 
about things that really mat-
ter 
 
 
(8) (-) Child has difficulty 
making and keeping friends. 
 
(6) Child works to finish tasks 
they start 
(6) Child does all required 
homework. 
 
 

Social wellbeing 
 
(9).10. Acceptance 
(10).11. Actualiza-
tion 
(11).12. Contribu-
tion 
(12)13. Coherence 
(13)14. Integration 
 
 

(9)07. That people are basically 
good 
(10)06. That our society is be-
coming a better place for people 
(11)04. That you had something 
important to contribute to socie-
ty 
(12)08. That the way our society 
works makes sense to you  
(13)05. That you belonged to a 
community  

Social com-
petence (-) 
 

(13) (-) Child is bullied, 
picked on , or excluded by 
other children. Ages 6-17. 
 

 

Table 14. L&H-YS dimension comparison 

MHC-SF Dimen-
sions 

Items Life and Health 
youth- Survey 

2017 

Items Non-fitting 

Emotional well-
being 
(1).1.Happiness 
(1).2. Interest 
(2).3. Life satis-
faction 

01.Happy 
02.Interested in life 
03.Satisfied 
 

Satisfaction 
with one’s life 
 
 
Self rated gen-
eral health 

(2) How satis-
fied are you 
with your life? 
 
(1) How are you 
feeling in gen-
eral? 

Mental ill-health 
How often in the last three months 
have you felt? 

- Depressed 
- Anxious  
- Stressed 
- In control 

How often have you  had the follow-
ing symptoms during the last 3 
months? 

- Headache (not migraine) 
- Stomach-ache 
- Pain in neck/shoulder 
- Back/hip pain 
- Pain in hands, knees, legs, 

feet 
- Ear pain 
- Hard to fall asleep 
- Restless sleep 

Psychological 
wellbeing  
(3).4.Self-
acceptance 
(4).5.Personal 
growth 
(5).6. Purpose in 
life  
(6).7. Mastery 
(7).8. Autonomy 
(8).9. Positive 
relations 

(3)09. That you liked most parts of 
your personality 
(4)12. That you have experiences that 
challenge you to grow and become a 
better person  
(5)14. That your life has a sense of 
direction or meaning to it 
(6)10. Good at managing the respon-
sibilities of your daily life 
(7)13. Confident to think or express 
your own ideas and opinions 
(8)11. That you had warm and trust-

Faith in the 
future 

(5) How do you 
see your per-
sonal future? 
(bright to dark) 
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 ing relationships with others 
 

 

Table 15. SDQ dimension comparison 

MHC-SF Dimen-
sions 

Items SDQ Items Non-fitting 

Emotional well-
being 
(1).1. Happiness 
(1).2. Interest 
(2).3. Life satis-
faction 

01.Happy 
02.Interested in life 
03.Satisfied  

Emotional 
symptoms 

(1) (-) I am often unhappy, 
down-hearted or tearful. 
 

Emotional symptoms 
I get a lot of headaches, stom-
achaches, or sickness. 
I worry a lot. 
I am nervous in new situations. 
I easily lose confidence. 
I have many fears. I am easily 
scared. 
Conduct problems 
I get very angry and often lose 
my temper. 
I usually do as I am told. 
I fight a lot. I can make other 
people do what I want. 
I am often accused of lying or 
cheating. 
I take things that are not mine 
from school, home or else-
where. 
Hyperactivity 
I am restless, I cannot stay still 
for long. 
I am constantly fidgeting or 
squirming. 
I am easily distracted. I find it 
difficult to concentrate. 
I think before I do things. 
My attention is good  
Peer problems 
Other people my age generally 
like me 
I get on better with adults than 
with people my own age 
Prosocial behavior  
I try to be nice to other people 
I care about their feelings  
I am kind to younger children 

Psychological 
wellbeing  
(3).4. Self-
acceptance 
(4).5. Personal 
growth 
(5).6. Purpose in 
life  
(6).7. Mastery 
(7).8. Autonomy 
(8).9. Positive 
relations 
 

(3)09. That you liked most parts 
of your personality 
4)12. That you have experiences 
that challenge you to grow and 
become a better person  
(5)14. That your life has a sense 
of direction or meaning to it 
(6)10. Good at managing the 
responsibilities of your daily life 
(7)13. Confident to think or 
express your own ideas and 
opinions 
(8)11. That you had warm and 
trusting relationships with oth-
ers  

Hyperactivity 
 
 
Peer prob-
lems 

(6) I finish the work I am 
doing 
 
(8) I have one good friend 
or more 
(8)(-) I generally play alone 
or keep to myself 
 

Social wellbeing 
 
(9).10. Ac-
ceptance 
(10).11. Actual-
ization 
(11).12. Contri-
bution 
(12)13. Coher-
ence 
(13)14. Integra-
tion 
 

(9)07. That people are basically 
good 
(10)06. That our society is be-
coming a better place for people 
(11)04. That you had something 
important to contribute to socie-
ty 
(12)08. That the way our society 
works makes sense to you  
(13)05. That you belonged to a 
community 

Peer problems 
 
 
 
 
 
Prosocial be-
havior  
 

(13)(-) I am usually on my 
own 
(13)(-) Other children or 
young people pick on me 
or bully me 
 
 
(11) I often volunteer to 
help others (parents, 
teachers, children). 
(11) I am helpful if some-
one is hurt, upset or feeling 
ill 
(11)I usually share with 
others (food, games, pens 
etc.) 
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8.9 Appendix I. ChYMH-DD subscales 

 

ChYMH-DD Subscales   

Aggressive/Disruptive behavior scale 
(ADBS) (5 items) 

Frequency and severity of aggressive 
behavior defined as physical abuse, 
verbal abuse, socially inappropriate or 
disruptive behavior, destructive behav-
ior towards property, outburst of anger. 

Frequency 4 point 

Anhedonia rating scale (4 items) Assessed symptoms of anhedonia i.e., 
lack of interest in social interaction, 
lack of motivation, anhedonia, with-
drawal from activities of interest. 

frequency 

Anxiety scale (7 items) Frequency of repetitive anxious con-
cerns, unrealistic fears, obsessive 
thoughts, compulsive behavior, intru-
sive thoughts or flashbacks, episodis of 
panic, nightmares.  

Frequency 

Caregiver distress scale (3 factors?) Presence of caregiver 3 well-being fac-
tors such as major life stressors experi-
ence in the primary caregiver for the 
past 90 days, was unable or unwilling to 
continue caregiving activities, feelings 
of distress, anger or depression. 

Frequency 

Communication scale (2 items) The child’s ability to communicate: by 
expression (i.e., ability to make them-
selves understood) and comprehension 
(ability to understand others).  

 4 point scale understood/understands 
to rarely or never 

Cognitive functioning (5 items) Cognitive skills for 1. decision making, 
2.short-term memory, 3.procedural 
memory, 4.making self-understood and 
5.ability to understand others. 

1. 0-5 Independent to No dis-
cernible consciousness 

2. 0-1 No/ memory problem 
3. “” 
4. 0 to 4 Understood to rarely or 

never 
5. 0 to 4 understands to rarely or 

never 

Depressive symptoms (9 items) Frequency of crying/tearfulness, ex-
pressions of hopelessness, irritability, 
sad, pained or worried facial expres-
sion. 

Frequency 4 (Not present to exhibited 
daily) 

Distractibility/Hyperactivity (4 items) i.e., impulsivity, ease of distraction, 
hyperactivity and disorganization 

Frequency 

Peer conflict (3 items) i.e., conflict with or repeated criticism 
of close friends, friends are persistently 
hostile or critical, pervasive conflict 
with peers (exclude close friends) 

Severity/presence of the conflict 

Sleep difficulties (4 items) i.e., difficulty falling asleep or staying 
asleep, wakes up multiple times at 
night, falls asleep during the day (ex-
cluding naptime), resists bedtime. 

Frequency 
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8.10 Appendix J.Cosmin Checklist quality assesment 

 

COSMIN CHECKLIST 

 General 
design 
issues 

BOX A.  Internal 
consistency 

Box B. Reliabil-
ity 

Box C. Meas-
urement error  

Box D. Content 
validity  

Box E. Struc-
tural Validity 

WellSEQ Excellent Good  Excellent Good Good Good 

KIDSCREEN-52 Good Excellent  Good Good Excellent Excellent 

MHC-SF Good Good Good Good Good Excellent 

SDQ (self-report) Fair/Good Fair/ Good Good/Good Good/Good Good/Good Fair/Good 
 

CPQoL-Teens  Good Good Good * 
 

Good Good Good 

KIDSLIFE Good Excellent Fair-** Fair ** Good Excellent 

ChYMH Good Fair *** Fair **** Fair **** Fair ---- 

*No test-retest but intra-rater correlation was calculated. Internal consistency was deemed to portray level of reliability.  
**Reliability is measured as internal consistency. ***-only Cronbach used. **** inter-item reliability/compared to other instruments 
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8.11 Appendix K.Overview of the dimension comparison 

 

Table 16. Emotional Wellbeing Item Comparison 

 

 

 

 

 

MHC-SF  
EMOTIONAL 
WELLBEING 

Dimensions 

SDQ Items Life and 
Health 
youth- 

Survey 2017 

Items NCHS 
2016 

Items The 
CPQoL-
Teens 

Items KIDSLIFE Items Kidscreen-27 Items WellSEQ Items 

Emotional 
wellbeing 
(1).1. Happi-
ness 
(1).2. Interest 
(2).3. Life 
satisfaction 

Emotional 
symptoms 

(1) (-) I am 
often un-
happy, 
down-
hearted or 
tearful. 
 

Satisfaction 
with one’s 
life 
 
 
Self rated 
general 
health 

(2) 
How 
satisfied 
are you 
with 
your 
life? 
 
(1) 
How 
are you 
feeling 
in gen-
eral? 

Curiosity 
 

(1).2 
Child 
shows 
interest 
and 
curiosity 
in learn-
ing new 
things? 
 

General 
wellbeing 
and partici-
pation 
 
 
 
 
Social well-
being  
 
 

(2) Your 
life in 
general. 
(2) Your 
life as a 
whole. 
(2) Your 
quality of 
life. 
 
 
(1) How 
happy 
you are. 

Emotional 
wellbeing  

(1) Is 
cheerful, 
happy. 
 
(2) 
Enjoys 
daily 
activities 

Moods and 
emotions (52) 
 
 
 
 
Psychological 
wellbeing 
(27) 
 

(1)(-) Have you felt 
sad? 
(1) (-) Felt so bad you 
did not want to do 
anything? 
(2) (-) Felt that every-
thing in life goes wrong?  
 
(2) Have you felt 
satisfied with your 
life? 
(1)Have you been in 
a good mood? 
(1)Have you felt 
cheerful? 
(1)Have you had 
fun? 
 

Subjective 
experiences 
of mental 
health 

(1)Are 
you 
usually 
happy? 
Do 
you 
feel 
happy 
with 
life? 
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Table 17. Psychological Wellbeing Item Comparison 

MHC-SF  
 

SDQ Items Life 
and 

Healt
h 

youth
- 2017 

Items NCHS 2016 Items The CPQoL-
Teens 

Items KID-
SLIF

E 

Items Kid-
screen-

27 

Items WellSE
Q 

Items 

(3).4. Self-
ac-
ceptance 
(4).5. 
Personal 
growth 
(5).6. 
Purpose in 
life  
(6).7. 
Mastery 
(7).8. 
Autonomy 
(8).9. 
Positive 
relations 
 

Hy-
perac-
tivity 
 
 
 
 
Peer 
prob-
lems 

(6) I finish 
the work I 
am doing 
 
(8) I have 
one good 
friend or 
more 
(8)(-) I 
generally play 
alone or keep 
to myself 
 

Fait
h in 
the 
fu-
ture 

(5) 
How 
do you 
see 
your 
person-
al 
future? 
(bright 
to dark) 

Parent-
Child rela-
tionship 
 
 
 
 
Social 
compe-
tence  
 
Diligence 
and relia-
bility, 
finishes 
tasks 
 

(7) How well can 
you and this 
child share ideas 
or talk about 
things that really 
matter 
 
 
(8) (-) Child has 
difficulty making 
and keeping friends. 
 
(6) Child works 
to finish tasks 
they start 
(6) Child does all 
required home-
work. 
 
 

General 
wellbeing 
and partic-
ipation 
 
 
 
 
 
Social 
wellbeing 
 
 
Communi-
cation and 
physical 
health 

(7)Doing things you want 
to do. 
(4)Having a go and trying 
new things. 
(3)Yourself.  
(3)Your positive attitude. 
(5)Your future.** 
(6) Succeeding in things 
you want to be good at. 
 
(8) The support you get 
from your family. 
 
 
(7) Being able to do 
things by yourself without 
relying on others  
(6) Your ability to keep 
up academically 
(6 )Your ability to com-
municate with people you 
know well. 
(6) Your ability to com-
municate with people you 
do not know well. 
(6) The way you com-
municate with people 
using technology. 
(5) What may happen to 
you later in life. 
(4) What you have 
achieved in your life. 
(5) Your plans for the 
future. 

Self 
de-
ter-
min-
ation 
(7) 

(7) Chooses 
their food 
when there is 
variety. 
(7) It’s dis-
cussed a deci-
sion when its 
action is un-
pleasant. 
(7) Chooses 
own clothes. 
Decorates 
own room. 
Chooses with 
who to spend 
time within 
their free time. 
Chooses how 
to spend their 
free time. 
 
 
 

Moods 
and 
emo-
tions 
(52) 
 
 
(3) 
Self-
per-
cep-
tion 
(52) 
 
 
 
 
 
 
 
 
(8) 
Peers 
and 
social 
sup-
port 
 

(3) (-) Have you 
felt you do 
everything badly? 
 
(3) Have you 
been happy 
with the way 
you are? Have 
you been 
happy with 
your clothes? 
(-) Been worried 
about the way 
you look? 
(-) Jealous of 
the way others 
look? (-) To 
change something 
about your body? 
 
 
(8)  
You and your 
friends helped 
each other? 
Able to talk 
about every-
thing with 
friends? 
Been able to 
rely on your 
friends? 
 

Sub-
jective 
expe-
riences 
of 
mental 
health 
 
 
Peer 
rela-
tions 
and 
con-
flict 

(3) Do you 
like how you 
look? 
(3) Are you 
happy to be 
you? 
 
 
(8) (-) Do you 
feel lonely? 
(8) Do you 
have a really 
good friend? 
(8) Is it hard 
for you to 
make 
friends? 
(8) Do your 
friends sup-
port you 
when you 
need it? 
(8) Are you a 
good friend? 
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Table 18. Social Wellbeing Item Comparison 

MHC-SF  
 
 

SDQ Items NCHS 
2016 

Items CPQoL-
Teens 

Items KID-
SLIFE 

Items Kidscreen Items WELLS
EQ 

Items 

 
(9).10. 
Ac-
ceptance 
(10).11. 
Actualiza-
tion 
(11).12. 
Contribu-
tion 
(12)13. 
Coherence 
(13)14. 
Integra-
tion 

Peer 
problems 
 
 
 
Prosocial 
behavior  
 

(13)(-) I am usually 
on my own 
(13)(-) Other children 
or young people pick 
on me or bully me 
 
(11) I often volun-
teer to help others 
(parents, teachers, 
children). 
(11) I am helpful if 
someone is hurt, 
upset or feeling ill 
(11)I usually share 
with others (food, 
games, pens etc.) 

Social 
compe-
tence (-) 
 

(13) (-) Child 
is bullied, 
picked on , or 
excluded by 
other children. 
Ages 6-17. 
 

School 
wellbeing 
 
 
 
 
 
 
 
Social 
wellbeing 
 
 
 
Communi-
cation and 
physical 
health 

(13) The way you are 
included by other 
students at school. 
(13)The way you are 
accepted by other 
students at school.  
(13)The way you are 
accepted by staff 
and teachers at 
school. 
 
(9)*The way you get 
along with people 
generally. 
(13)The way you are 
accepted by your 
family. 
 
(13) The way you are 
accepted by adults. 
(13)The way you are 
accepted by people 
in general. 
 

Self-
deter-
mina-
tion 
 
 
 
 
 
 
 
 
Social 
Inclu-
sion 

(11)Their decisions 
are respected 
(11) Participates in 
the making of their 
individual support 
plan 
(11) In the service 
center their decision 
is taken into ac-
count when there 
are changes 
 
(13) Participates in 
natural groups from 
their community 
(e.g. sports, social, 
educative, religious) 
 
 

(13) Social 
acceptance 
and bully-
ing (-52) 
 
 
(13)Parent 
relation 
and home 
life (52) 
 

(13) (-)Have others 
bullied you? Other 
girls and boys have 
made fun of you? 
Been afraid of other 
girls and boys*? 
 
(13) Have you 
parent(s) under-
stood you? Have 
you felt loved by 
your parents?  
(13)Have you 
been happy at 
home? Parents 
had enough time 
for you? 
(13)Have your 
parents treated 
you fairly? Able to 
talk with parents 
when you want 
to? 

Peer 
relations 
and 
conflict 
 
 
 
 
 
 
The 
School 
envi-
ronment 
 

(13) (-) Are you 
afraid someone 
will be mean to 
you at school? 
(13) (-) Do people 
bully you? 
(13) (-) Do you 
often end up in 
fights? 
 
(13) Do your 
teachers sup-
port you? 
(11) Do your 
teachers listen 
to you? 
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