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Background: This article examines the association between immigration, poverty and family environment,
and the emotional and behavioral problems reported by youth and their family receiving mental health
(MH) services within a collaborative care model in a multiethnic neighborhood. Method: Participants in this
study were 140 parent–child dyads that are part of an ongoing longitudinal project looking at the association
between individual, familial, social and organizational factors, and outcomes of youth receiving MH services in
local health and social service organizations in the Montreal area. Measures included in this study were col-
lected at the initial phase of the longitudinal project (Time 0). Parents completed a sociodemographic ques-
tionnaire and the Family Environment Scale (FES), and both parents and children completed the Strength and
Difficulties questionnaire (SDQ). Results: Results suggest that the family environment, especially family con-
flicts, has a significant role in the MH problems of children seeking help in collaborative MH services. In this
specific population, results also show a trend, but not a statistically significant association, between poverty or
immigration and emotional and behavioral problems. They suggest as well that boys showmore MH problems,
although this could be a contamination effect (parents’ perspective). Conclusions: The results support the
importance of interventions that not only target the child symptomatology but also address family dynamics,
especially conflicts. Collaborative caremodels may be particularly well suited to allow for a coherent considera-
tion of family environmental factors in youth mental health and to support primary care settings in addressing
these issues.

Key Practitioner Message

• Poverty and negative family environmental factors have been described as central stressors associated with
behavioral and emotional problems in youth, whereas the healthy migrant hypothesis has framed immigra-
tion as a protective factor.

• The study results support that family conflicts have a significant role in behavioral and emotional problems
in youth and that family environment is more central as a contributing factor compared with poverty and
immigration.

• Yet, the study results support the need to take into account the specific characteristics of the immigrant
population studied.

• Interventions aiming at engaging families and transforming family environment are promising in youth
mental health (YMH), as well as collaborative models of services supporting primary care settings in
addressing family issues.
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Introduction

Mental health (MH) issues in children and adolescents
occur within a whole array of environments. A growing
literature is looking into the influence of various environ-
mental factors on the prevalence and outcomes of MH
problems in this population, to understand their poten-
tial contribution, in parallel or in conjunction with indi-
vidual factors. Whereas environmental factors have first
been studied in silo, the literature is now looking into the
interplay of these variables, putting emphasis on how

the environment where MH episodes occur should be
understood as a coherent construct of its different ele-
ments. A better understanding of the interactions of
specific environmental factors will help inform clinical
milieux on how to meaningfully consider these factors in
YMH interventions and help individualize treatments
tailored to specific needs of a particular population and
its youth. In a time of standardization of treatment, opti-
mization of services, and growing recognition of the
importance of collaborative care between first-line ser-
vices and MH expertise to increase access to care, it is
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foremost important to understand the wider context of
the intervention when a child experiences MH symp-
tomatology, in order to better orient overall treatment
approaches and treatment availabilities. This article
describes the emotional and behavioral problems
reported by youth and their family receiving MH services
within a collaborative care model in a multiethnic neigh-
borhood in Montreal, Canada.

The intervention context: social and familial
variables
Among environmental factors, socioeconomic status
and family environment are two domains that have
received important attention and are considered central
when examining stressors in YMH. Since the Great
Smoky Mountains study showed poverty as the stron-
gest demographic correlates of ‘serious emotional distur-
bances’ in children (Costello et al., 1996), there has been
recurrent evidence of the association between low
income and higher risk of behavioral and emotional
problems for children (Carter et al., 2010; Ponnet,
2014), with stronger evidence for behavioral problems
(Bor et al., 1997). Yet, studies are showing how the
impact of poverty is mediated by other factors (Samaan,
2000), notably pointing toward the contribution of par-
ental distress and family stress (Ponnet, 2014). Family
environment is also recognized, in itself, as having the
potential to be a source both of resilience and adversity
for youth (Kumpfer, 2002; Repetti, Taylor, & Seeman,
2002).

In view of increasing globalization and populations
becoming more culturally diverse, it becomes also
important to understand how the particular experience
of immigrants interacts with socioeconomic status and
family environment, when compared with nonmigrants.
A systematic review of literature in 2008 (Stevens &
Vollebergh) pointed toward an impact of migration vary-
ing according to the characteristics of the migrant group
and of the host country. It underlined as well the impor-
tance of more standardized research on immigrant chil-
dren. Beiser, Hou, Hyman, and Tousignant (2002)
looked into the association between poverty and migra-
tion, and their study showed that migrant children were
twice as likely to live in low-income families, yet they had
lower levels of emotional and behavioral problems, in
accordance with the healthy migrant hypothesis (McKin-
lay, 1975). In the long term, the effect of poverty was
mediated by family and parental factors.

The main goal of the article is to study the association
between the three environmental factors of immigration,
socioeconomic status and family environment, and the
emotional and behavioral problems in youth consulting
in collaborative MH care setting.

Method

Participants
Participants in this study were 140 parent–child dyads (104
mothers, 36 fathers; 86 boys, 54 girls) receiving YMH services in
local health and social service organizations in the Montreal
area. Seven such organizations are partners on the research.
Participants are part of an ongoing longitudinal project looking
at the association between individual, familial, social, and orga-
nizational factors and outcomes of youth receiving MH services
in these organizations. The project uses a multiinformant
design. This article reports on a substudy aiming at providing a

description of these youths. Measures included in this study
were collected at the initial phase of the longitudinal project
(Time 0). Parents completed a sociodemographic questionnaire
and the Family Environment Scale (FES), and both parents and
children completed the Strength and Difficulties questionnaire
(SDQ). Children had a mean age of 10.4 years (SD = 3.1 years).
All parents who completed all questionnaires were included in
the sample of this study, as well as all children who completed
the SDQ.

The final sample is heterogeneous with respect to back-
ground variables. Fifty-one percent of the families were living
under the poverty line. We used the income adjusted for the
number of people in the household as the variable to opera-
tionalize the poverty line, considering this adjusted income as a
more accurate indicator of economic stress (Gouvernement du
Qu�ebec, 2014). Regarding parental education, 14% had a high
school degree or less, 37% had some professional training or
college degree, 45% had a university degree, and 4% did not
answer. Thirty-one percent of children were living in a single-
parent family, 58% were living with both parents, and the rest
did not provide this information. Concerning immigration, 58%
of the parents were born outside of Canada, and 39% of these
parents have been living in Canada for <10 years.

Procedure
Health-care workers presented the research project to families
receiving YMH services and requested their agreement to be
contacted by the research team. Parents who agreed to be con-
tacted were invited to participate with their children after a brief
presentation describing participant involvement and general
study aims. Once the families agreed to participate, parents
were met either at home or at the clinic, according to partici-
pants’ preferences. During appointments, bilingual research
assistants obtained informed consent from parents and then
administered questionnaires in English or French. Certain fam-
ilies needed the assistance of a professional interpreter and
were provided one. Research was conducted in compliance with
the ethical board of the different recruitment sites.

Measures
Demographic information. A sociodemographic question-
naire collected information on age and gender of the child,
immigration status, family income, parental education, and
marital status. The two last factors are used to describe the
sample, but not included in reported statistical analysis. The
sample is rather homogenous in terms of parental education
(overly high percentage of parents with a high degree of educa-
tion). Analysis did not lead to significant statistics, likely in rela-
tion to this homogeneity. Marital status was not included in
further analysis because of missing data.

Family environment. The FES (Moos & Moos, 1994) was
used to measure perceived family environment reported by the
parent. The Scale consists of 90 true or false items that measure
the social–environmental characteristics of families, namely a
relationship dimension, a personal growth or goal orientation
dimension, and a system maintenance dimension. For this
study, the FES relationship dimension was used, which
includes three subscales: cohesion, expressiveness, and con-
flict. Parents completed two subsets of the questionnaire,
namely the cohesion and conflict subscales, which were more
relevant for our study as well as having best reliability within a
transcultural context (Omar et al., 2010).

Emotional and behavioral problems. Emotional and
behavioral problems were measured with the SDQ (Goodman,
1997), a 25-item questionnaire that describes behavioral and
emotional problems in children and adolescents aged from 3 to
16 years old. Each item is scored 0–2 in response to ‘not true’,
‘somewhat true’, or ‘certainly true’. The items are divided into
five scales generating scores for emotional symptoms, conduct
problems, hyperactivity/inattention, peer relationship prob-
lems, and prosocial behaviors. An overall difficulty score and a
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total impact score (impairment) are available. For this project,
the total difficulties score and the impact score were used. The
total difficulties score is generated by summing scores from all
scales except the prosocial scale, and the overall impairment
score is obtained by summing the scores of the items on overall
distress and impairment. A higher score indicates more difficul-
ties and greater overall impairment. This assessment tool has
demonstrated good reliability and adequate validity, including
with immigrant populations (Goodman, Patel, & Leon, 2010).
Both parents and children filled out the SDQ.

The operationalization of the different dependent and inde-
pendent variables are presented in Table 1, and descriptive
statistics for categorical and continuous study variables of
interest are presented in Table 2.

Results

Analysis plan
First, intercorrelations between all continuous variables
(child age, family cohesion, family conflict, total difficulty
score, and overall impact score) were examined to iden-
tify potential associations. Three sets of Independent
t-test were then performed to examine mean differences
for child emotional and behavioral problems as a func-
tion of the categorical variables of (a) child gender, (b)
family income, and (c) parental immigration. Two multi-
ple regressions analyses were then performed to exam-
ine the relation between predictors (child age, child
gender, family cohesion, family conflict, family income,

and parental immigration) and child difficulties and
impairment as dependent variables.

Descriptive statistics for continuous variables
Associations between continuous variables have been
examined using Pearson correlations. For emotional and
behavioral problems reported by the parent, results indi-
cated that less family cohesion was related to more diffi-
culties, expressed by the total difficulty score, but was
not related to overall impairment (impact score). Family
conflict was also related to greater difficulties and not
related to overall impairment. These associations, thus,
revealed that family environment (cohesion and conflict)
was related to the total difficulties score, but not to the
overall impact score. For emotional and behavioral prob-
lems reported by the child, results indicated that child
age and parent-reported difficulties scores were related
to overall impairment reported by the child, indicating
that there is more impairment as the child is older. No
other significant correlations were found between vari-
ables. Correlation coefficients and descriptive statistics
for continuous variables are presented in Table 3.

Mean differences between child emotional and
behavioral problems and categorical variables
Mean differences have been examined with an Indepen-
dent t-test between child emotional and behavioral prob-
lems and categorical independent variables (gender,
socioeconomic status dichotomized into above/under
poverty line, and immigration). Mean scores and stan-
dard deviations are presented in Table 4.

According to the parent’s report
With respect to gender, results indicated significant
mean differences for the total difficulties score as
reported by the parent, indicating that level of overall dif-
ficulties was lower for girls than for boys. No mean differ-
ences were found for the overall impairment score as a
function of child gender, indicating a similar score
between boys and girls.

With respect to family income, results for the total dif-
ficulties score and the overall impact score reported by
the parent were not statistically significant, but
approached significance. Children living in families
under the poverty line tended to show greater difficul-
ties, whereas children above the poverty line tended to

Table 1. Description of variables

Description (operationalization)

Categorical independent variables
Child gender Male/female
Socioeconomic
status

Under/over the poverty line, using the
income adjusted for the number of people
in the household

Number of people in the
household

Cutoff measure of
low income

1 22,720$
2 32,131$
3 39,352$
4 45,440$
5 50,803$
6 55,652$

Immigration Parents are immigrants/parents are
nonimmigrants

Continuous independent variables
Child age Number of years
Family
cohesion

The degree of commitment, help, and
support family members provide for one
another (Moos FES subscale)

Family conflict The amount of openly expressed anger and
conflict among family members (Moos FES
subscale)

Dependent variable (Goodman SDQ)
Total difficulty
score

Sum of scores from emotional symptoms,
conduct problems, hyperactivity/
inattention, and peer relationship problems
subscales

Range: 0–40
Overall impact
score

Sum of the overall distress and impairment in
different domains (home life, friendships,
classroom learning, leisure activities)

Range: 0–10

FES, Family Environment Scale; SDQ, Strength and Difficulties
questionnaire.

Table 2. Descriptive statistics for categorical and continuous
study variables

Variables M (SD) Range

Age (years) 10.41 (3.10) 4–17
Family cohesion score 7.53 (1.61) 1–9
Family conflict score 2.89 (1.91) 0–8
Family income (categories) 35,000$–40,000$ �20,000$

to 60,000$+
Immigration (years) 11.29 (7.87) 1–49
Total difficulties score
(parent report)

15.85 (6.58) 2–31

Total impact score
(parent report)

3.69 (2.69) 0–10

Total difficulties score
(child report)

13.54 (5.55) 2–29

Total impact score
(child report)

4.30 (3.52) 0–15
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show greater overall impairment. However, these last
two results were not statistically significant, but mar-
ginal.

When examining association with immigration (i.e. if
the parent immigrated or not) and child difficulties and
overall impairment reported by the parent, results indi-
cated no significant mean differences for the total diffi-
culties score, indicating that level of difficulties is similar
for children of immigrant and nonimmigrant parents.
However, marginal mean differences were found for the
overall impairment score as a function of immigration,
indicating a tendency for less overall impairment for chil-
dren of parents who immigrated to Canada. However,
this last result was again not statistically significant, but
marginal.

According to the child
Mean differences have been examined with an Indepen-
dent t-test between child emotional and behavioral prob-
lems as reported by the child and the same categorical
independent variables of gender, socioeconomic status –
dichotomized into above/under poverty line – and immi-
gration. Results indicated no significant differences
between self-reported difficulties and impairment as a
function of these three variables (therefore not reported
in Table 4).

Relationship between predictors and child
emotional and behavioral problems
Two multiple regression models examined the relation-
ship between predictor variables and parental report of
child difficulties in the first model and parental report of
overall impairment in the second model. In both models,
variables were entered based on their theoretical associ-
ation with child difficulties and overall impairment. Vari-
ables were entered in the following order: child age, child
gender, family cohesion, family conflict, family income,
and immigration. Variables were either continuous or
dichotomous. For the three dichotomous variables (child
gender, income, and immigration), variables have been
coded with 0 and 1, 0 representing the comparison
group. Results are presented in Table 5.

Results of the first model, with the total difficulties
score as the outcome, indicated that the overall model
was significant and explained 12% of the variance,
R2 = .12, F(6, 134) = 2.91, p < .05. We then verified to
what degree each predictor was related to the outcome
and made a contribution to the model. When examining
which predictors contributed substantially to the mod-
el’s ability to predict the outcome, results indicated that
child gender (b = �.19, p < .05) and family conflict
(b = .21, p < .05) significantly contributed to the model
explaining the variance in total difficulties score beyond
other predictors. Being a boy and experiencing family
conflict contributed to the child having more difficulties.

Results of the second model, with overall impairment
score as the outcome, indicated that the overall
model was nonsignificant, but marginal, R2 = .09, F
(6, 134) = 1.95, p < .08. We still verified to what degree
each predictor was related to the outcome and made a
contribution to the model. Results indicated that family

Table 4. Independent sample t-tests for total difficulties scores
and overall impact score as a function of child gender, family
income, and parental immigration

Variables M (SD) df t-Value p

Total difficulties score (parent report)
Boy 17.09 (6.30) 138 2.78 .01**
Girl 13.94 (6.71)
Under poverty line 16.90 (6.83) 138 1.78 .08†

Above poverty line 14.83 (6.44)
Immigrant 15.43 (6.97) 138 0.91 .37
Nonimmigrant 16.45 (5.98)

Overall impact score (parent report)
Boy 3.87 (2.81) 138 1.16 .25
Girl 3.33 (2.46)
Under poverty line 3.33 (2.63) 138 �1.85 .07†

Above poverty line 4.20 (2.78)
Immigrant 3.35 (2.66) 138 1.76 .08†

Nonimmigrant 4.16 (2.66)

**p < .01; †p < .08. Table 5. Multiple linear regression predicting total difficulties
score and overall impact score

Predictors

Total difficulties
score (parent

report)

Overall
impairment
score (parent

report)

B b B b

Child age 0.01 .01 0.00 .00
Child gender �1.41 �.19* �0.33 �.11
Family cohesion �0.31 �.08 �0.06 �.03
Family conflict 0.75 .21* 0.29 .20
Family income �1.61 �.12 0.96 .18
Parental immigration 1.88 .14 0.59 .11
R2 .12 .09
F for change in R2 2.91* 1.95†

*p < .05; †<.08.

Table 3. Pearson correlations for independent and dependent
continuous variables

Variables 1 2 3 4 5 6 7

1. Child age –
2. Family

cohesion
�.26** –

3. Family
conflict

.07 �.23** –

4. Total
difficulties
score
(parent
report)

.01 �.17* .24* –

5. Overall
impact score
(parent
report)

.04 �.05 .11 .50** –

6. Total
difficulties
score
(child
report)

.09 �.03 .13 .34* .02 –

7. Overall
impact score
(child
report)

.27** �.05 .04 .34** .03 .40** –

*p < .05; **p < .01.
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conflict (b = .20, p < .05) had a tendency to significantly
contribute to the model. However, considering that the
significance level of the overall model was marginal, this
last result needs to be interpreted with caution.

Discussion

The results suggest that family environment, especially
family conflicts, has a significant role in the MH prob-
lems of children seeking help in collaborative MH ser-
vices. The literature on family environment has in fact
developed around the notions of family cohesion and
family conflicts and explored their link to symptoms in
youth. Barber and Buehler (1996) found cohesion to be
negatively associated with internalized and externalized
adolescents’ problems, and Repetti et al. (2002)
described how family characteristics (such as conflict,
aggression, and unsupportive relationships) interacted
with biological vulnerability of the child to increase risks
of MH problems.

The results of this study support this literature high-
lighting the overall contributions of family variables to
children’s behavioral and emotional difficulties. If family
environment is an important contributing factor to chil-
dren emotional and behavioral problems, MH services
ought to find ways to impact on this environment. It is,
therefore, likely that there would be a great improvement
in care if primary care services would be equipped to
address these issues. This could involve providing tools
to both assess and address family dynamics, and in par-
ticular family conflicts within the primary care clinical
encounter. Given the frequently reported association
between poverty and emotional and behavioral problems
in children (Costello et al., 1996), it is interesting to note
that in this study, no such association stands out,
although a marginally significant mean difference was
found for the total difficulties score and the impact score.
This may point to focus particularly on how socioeco-
nomic status interacts with family dynamics, rather
than considering poverty by itself.

The results also tend to support the healthy migrant
hypothesis (McKinlay, 1975), given that migrant chil-
dren tend to be less impaired than nonmigrant children.
As proposed by Lu (2008), this may illustrate that, rather
than the effect of migration per se, it is the specific reset-
tlement conditions and characteristics of the migrant
populations that may influence their relative degree of
social adjustment and impairment. In this study, the
high degree of education of parents may have played a
protective role (Walker et al., 2011).

Studies on migration and family environment have
recently addressed the concepts of family cohesion and
conflicts. In migrant families, divergence over cultural
values between parent and children – coined as intergen-
erational cultural dissonance (Choi, He, & Harachi,
2008) – has been shown to indirectly predict problem
behavior by increasing parent–child conflicts, itself
weakening parent–child bonding. A study (Marsiglia,
Parsai, & Kulis, 2009) has shown familism – sense of
duty and responsibility toward one’s family (Updegraff,
McHale, Whiteman, Thayer, & Delgado, 2005) – to be a
strong protective factor against aggressive behavior, con-
duct problems, and rule breaking. Family cohesion was
also found to be a protective factor against conduct prob-
lems. Another study by Leidy, Guerra, and Toro (2010)

pointed toward other factors related to immigration with
an impact on family cohesion: power imbalance develop-
ing between parent and child, difficulty communicating
with schools, loss of extended family, and discrimina-
tion.

The results of this study somewhat contrast with this
literature and could indicate that the association
between family environment and immigration needs fur-
ther disentangling. Some literature explored cultural
and contextual multifactorial links between family envi-
ronment and immigration. Rivera et al. (2008), in a
study among different Latino groups, described how the
effect of family cohesion on psychological distress may
vary in subethnic groups. In a qualitative study with
Mexican families, Bacallao and Smokowski (2007)
described how immigration could decrease the availabil-
ity of parents, bringing isolation and risk taking behavior
in children, further exposing them to environmental
threats, thus provoking an authoritarian attitude of par-
ents, and increasing parent–child conflict, while famil-
ism and enacting cultural tradition acted as protective
factors.

Another significant result has shown gender to be
associated with overall difficulties, namely boys showing
more emotional and behavioral problems. The literature
reports higher prevalence of mood and anxiety disorder
in girls and more externalizing symptoms in boys
(Merikangas et al., 2010). Studies have also shown par-
ents having a tendency to proportionally report more
externalizing than internalizing symptoms compared
with their offspring’s self-report (Cantwell, Lewinsohn,
Rohde, & Seeley, 1997). As this study’s results show no
difference associated with gender in emotional and
behavioral difficulties as reported by the youth, it could
be hypothesized that there is a contamination effect of
results reported by parents. The parents and youth
informants of the study report different levels of emo-
tional and behavioral problems. The literature reveals
that large discrepancies between multiple informants,
especially between parents and youth, are frequent
(Lecompte & Moss, 2014). Factors associated with dis-
crepancies in interinformant agreement include parents’
anxiodepressive symptomatology (with contamination
effects on their rating of their adolescent symptomatol-
ogy) (Renk, Roddenberry, Oliveros, & Sieger, 2007;
Rousseau & Drapeau, 1998), cultural and social factors
(Rescorla et al., 2012), and in particular the effect of pov-
erty (Stone, Speltz, Collett, & Werler, 2013). Studies
show varying degree of interinformant agreement, when
looking at internalizing versus externalizing problems
with no distinct trend. Therefore, our findings are in line
with the literature although the specific reasons for
these discrepancies need to be further explored with
qualitative data.

As already stated, the study was done within a collab-
orative care framework, where specialized MH profes-
sionals co-intervene with first-line workers and support
these workers in their provision of YMH services. MH
professionals can help equip primary care workers with
tools addressing family environmental factors. Such ini-
tiatives addressing psychosocial factors in YMH have
shown promising results (Vasan & Solomon, 2015).
Research has also documented interventions aiming at
transforming family environment and helping families
which put emphasis on engaging families and family
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strengthening (Kumpfer & Alvarado, 2003). This
requires that youth MH services provide an environment
where families will feel safe to engage and express their
resilience.

Certain study limitations should be noted. First, fam-
ily cohesion and conflict were assessed using parental
report only, precluding the child’s perspective regarding
family environment. Second, the sample is fairly homo-
geneous with respect to parental education, with 45% of
the parents having a university degree. The conclusions
that are drawn in this study can, therefore, be applied to
an educated population, but may not be generalized to a
broader population. Third, it would be important to
obtain qualitative data regarding the factors studied in
order to gain a broader understanding of the issues that
are quantitatively described in this study.

Conclusion

Our results emphasize the prominence of family envi-
ronment factors in collaborative care YMH services. They
suggest that clinicians may need to pay more attention
to the way in which environmental factors interact with
relational and personal factors. Untangling the associa-
tion between these factors would help clinicians and
families access amultilayered and systemic understand-
ing of YMH problems. The results, therefore, support the
importance of interventions that not only target the child
symptomatology but addresses as well family dynamics,
especially conflicts. Service providers then need to have
the opportunity to work on engaging families into treat-
ment and strengthening families. Collaborative care
model may be particularly well suited to allow for a
coherent consideration of family environmental factors
when a child or adolescent is showing emotional and
behavioral problems. Primary care professionals often
have an extended knowledge of the family’s background
and dynamics. They have, thus, an important expertise
that MH specialists may lack when first meeting a youth
and family. Benefits of collaborative care models may be
of a better consideration of the different sociofamilial fac-
tors within the framework of assessment, therefore
bringing more adequate treatment recommendations.
Further research will help refine the understanding of
the interplay of different variables and help determinate
meaningful contributory factors to YMH outcomes.

Acknowledgements

This research was funded by the Fonds de Recherche en Sant�e
du Qu�ebec (FRSQ), the Canadian Institutes of Health Research
(CIHR), and the Quebec Ministry of Health and Social Services.
The authors have declared that they have no competing or
potential conflicts of interests. Study’s original data are fully
accessible to the authors who take responsibility for the integ-
rity of the data and accuracy of data analysis. The authors
thank all the study participants for their generous
contribution.

References

Bacallao, M.L., & Smokowski, P.R. (2007). The costs of getting
ahead: Mexican family system changes after immigration.
Family Relations, 56, 52–66.

Barber, B.K., & Buehler, C. (1996). Family cohesion and
enmeshment: Different constructs, different effects. Journal
of Marriage and Family, 58, 433–441.

Beiser, M., Hou, F., Hyman, I., & Tousignant, M. (2002).
Poverty, family process, and the mental health of immigrant
children in Canada. American Journal of Public Health, 92,
220–227.

Bor, W., Najman, J.M., Andersen, M.J., O’Callaghan, M., Wil-
liams, G.M., & Behrens, B.C. (1997). The relationship
between low family income and psychological disturbance in
young children: An Australian longitudinal study. Australian
and New Zealand Journal of Psychiatry, 31, 664–675.

Cantwell, D.P., Lewinsohn, P.M., Rohde, P., & Seeley, J.R.
(1997). Correspondence between adolescent report and
parent report of psychiatric diagnostic data. Journal of the
American Academy of Child and Adolescent Psychiatry, 36,
610–619.

Carter, A.S., Wagmiller, R.J., Gray, S.A., McCarthy, K.J.,
Horwitz, S.M., & Briggs-Gowan, M.J. (2010). Prevalence of
DSM-IV disorder in a representative, healthy birth cohort at
school entry: Sociodemographic risks and social adaptation.
Journal of the American Academy of Child and Adolescent
Psychiatry, 49, 686–698.

Choi, Y., He, M., & Harachi, T.W. (2008). Intergenerational cul-
tural dissonance, parent–child conflict and bonding, and
youth problem behaviors among Vietnamese and Cambodian
immigrant families. Journal of Youth and Adolescence, 37,
85–96.

Costello, E.J., Angold, A., Burns, B.J., Stangl, D.K., Tweed,
D.L., Erkanli, A., &Worthman, C.M. (1996). The Great Smoky
Mountains Study of Youth: Goals, design, methods, and the
prevalence of DSM-III-R disorders. Archives of General Psy-
chiatry, 53, 1129–1136.

Goodman, A. (1997). The Strengths and Difficulties Question-
naire: A research note. Journal of Child Psychology and Psy-
chiatry, 38, 581–586.

Goodman, A., Patel, V., & Leon, D.A. (2010). Why do British
Indian children have an apparent mental health advan-
tage? Journal of Child Psychology and Psychiatry, 51,
1171–1183.

Gouvernement du Qu�ebec (2014). Seuil de faible revenu (avant
impôt) pour chaque ann�ee selon la taille dum�enage. Available
from: http://cdn.carra.gouv.qc.ca [last accessed 25 July
2016].

Kumpfer, K.L. (2002). Factors and processes contributing to
resilience. In M.D. Glantz & J.L. Johnson (Eds.), Resilience
and development (pp. 179–224). New York: Springer, US.

Kumpfer, K.L., & Alvarado, R. (2003). Family-strengthening
approaches for the prevention of youth problem behaviors.
American Psychologist, 58, 457–465.

Lecompte, V., & Moss, E. (2014). Disorganized and controlling
patterns of attachment, role reversal, and caregiving help-
lessness: Links to adolescents’ externalizing problems. Ameri-
can Journal of Orthopsychiatry, 84, 581–589.

Leidy, M.S., Guerra, N.G., & Toro, R.I. (2010). A review of family-
based programs to prevent youth violence among Latinos.
Hispanic Journal of Behavioral Sciences, 32, 5–36.

Lu, Y. (2008). Test of the ‘healthymigrant hypothesis’: A longitu-
dinal analysis of health selectivity of internal migration in
Indonesia. Social Science and Medicine, 67, 1331–
1339.

Marsiglia, F.F., Parsai, M., & Kulis, S. (2009). Effects of familism
and family cohesion on problem behaviors among adoles-
cents in Mexican immigrant families in the southwest United
States. Journal of Ethnic and Cultural Diversity in Social Work,
18, 203–220.

McKinlay, J.B. (1975). Some issues associated with migration,
health status and the use of health services. Journal of
Chronic Diseases, 28, 579–592.

Merikangas, K.R., He, J.P., Burstein, M., Swanson, S.A., Avene-
voli, S., Cui, L., . . .& Swendsen, J. (2010). Lifetime prevalence
of mental disorders in US adolescents: Results from the
National Comorbidity Survey Replication-Adolescent Supple-
ment (NCS-A). Journal of the American Academy of Child and
Adolescent Psychiatry, 49, 980–989.

Moos, R., & Moos, B. (1994). Family Environment Scale manual:
Development, applications, research (3rd edn). Palo Alto, CA:
Consulting Psychologist Press.

© 2016 The Authors. Child and Adolescent Mental Health published by John Wiley & Sons Ltd on behalf of Association for Child and
Adolescent Mental Health.

doi:10.1111/camh.12196 Collaborative youth mental health and environmental factors 97

http://cdn.carra.gouv.qc.ca


Omar, K., Musa, R., Hanif, J., Muhammad, N.A., Bujang, A., &
Fadhlullah, F.M. (2010). Reliability of Bahasa Malaysia ver-
sion of Family Environment Scale and its measurement
issues. ASEAN Journal of Psychiatry, 11, 44–55.

Ponnet, K. (2014). Financial stress, parent functioning and ado-
lescent problem behavior: An Actor-Partner interdependence
approach to family stress processes in low, middle, and high-
income families. Journal of Youth and Adolescence, 43, 1752–
1769.

Renk, K., Roddenberry, A., Oliveros, A., & Sieger, K. (2007). The
relationship of maternal characteristics and perceptions of
children to children’s emotional and behavioral problems.
Child and Family Behavior Therapy, 29, 37–57.

Repetti, R.L., Taylor, S.E., & Seeman, T.E. (2002). Risky
families: Family social environments and the mental and
physical health of offspring. Psychological Bulletin, 128,
330.

Rescorla, L.A., Achenbach, T.M., Ivanova, M.Y., Bilenberg, N.,
Bjarnadottir, G., Denner, S., . . . & Verhulst, F.C. (2012).
Behavioral/emotional problems of preschoolers caregiver/
teacher reports from 15 societies. Journal of Emotional and
Behavioral Disorders, 20, 68–81.

Rivera, F.I., Guarnaccia, P.J., Mulvaney-Day, N., Lin, J.Y., Tor-
res, M., & Alegria, M. (2008). Family cohesion and its relation-
ship to psychological distress among Latino groups. Hispanic
Journal of Behavioral Sciences, 30, 357–378.

Rousseau, C., & Drapeau, A. (1998). Parent-child agreement on
refugee children’s psychiatric symptoms: A transcultural

perspective. Journal of the American Academy of Child and
Adolescent Psychiatry, 37, 629–636.

Samaan, R.A. (2000). The influences of race, ethnicity, and pov-
erty on the mental health of children. Journal of Health Care
for the Poor and Underserved, 11, 100–110.

Stevens, G.W., & Vollebergh, W.A. (2008). Mental health in
migrant children. Journal of Child Psychology and Psychiatry,
49, 276–294.

Stone, S.L., Speltz, M.L., Collett, B., & Werler, M.M. (2013).
Socioeconomic factors in relation to discrepancy in parent
versus teacher ratings of child behavior. Journal of Psy-
chopathology and Behavioral Assessment, 35, 314–320.

Updegraff, K.A., McHale, S.M., Whiteman, S.D., Thayer, S.M., &
Delgado, M.Y. (2005). Adolescent sibling relationships in
Mexican American families: Exploring the role of familism.
Journal of Family Psychology, 19, 512.

Vasan, A., & Solomon, B.S. (2015). Use of colocated multidisci-
plinary services to address family psychosocial needs at an
urban pediatric primary care clinic. Clinical Pediatrics, 54,
25–32.

Walker, S.P., Wachs, T.D., Grantham-McGregor, S., Black,
M.M., Nelson, C.A., Huffman, S.L., & Richter, L. (2011).
Inequality in early childhood: Risk and protective factors for
early child development. The Lancet, 378, 1325–1338.

Accepted for publication: 1 September 2016
Published online: 25 October 2016

© 2016 The Authors. Child and Adolescent Mental Health published by John Wiley & Sons Ltd on behalf of Association for Child and
Adolescent Mental Health.

98 Lucie Nadeau et al. Child Adolesc Ment Health 2018; 23(2): 92–8


