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Abstract

Social withdrawal, or refraining from social interaction in the presence of peers, places 

adolescents at risk of developing emotional problems like anxiety and depression. The personality 

traits of neuroticism and conscientiousness also relate to emotional difficulties. For example, high 

conscientiousness predicts lower incidence of anxiety disorders and depression, while high 

neuroticism relates to greater likelihood of these problems. Based on these associations, socially 

withdrawn adolescents high in conscientiousness or low in neuroticism were expected to have 

lower levels of anxiety and depressive symptoms. Participants included 103 adolescents (59% 

female) who reported on their personality traits in 8th grade and their anxiety and depressive 

symptoms in 9th grade. Peer ratings of social withdrawal were collected within schools in 8th 

grade. A structural equation model revealed that 8th grade withdrawal positively predicted 9th 

grade anxiety and depressive symptoms controlling for 8th grade anxiety and depressive 

symptoms, but neuroticism did not. Conscientiousness moderated the relation of withdrawal with 

depressive symptoms but not anxiety, such that high levels of conscientiousness attenuated the 

association between withdrawal and depressive symptoms. This buffering effect may stem from 

the conceptual relation between conscientiousness and self-regulation. Conscientiousness did not, 

however, moderate the association between withdrawal and anxiety, which may be partly due to 

the role anxiety plays in driving withdrawal. Thus, a conscientious, well-regulated personality 

partially protects withdrawn adolescents from the increased risk of emotional difficulties.
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Introduction

Social withdrawal, or refraining from peer interactions in a social context, has been shown to 

predict a variety of negative social and emotional outcomes for children and adolescents, 

including poor social competence, rejection and victimization by peers, low self-esteem and 

perceived competence, and emotional difficulties like anxiety and depression (see Rubin, 

Coplan, & Bowker, 2009, for a review). Researchers have suggested that these links occur 

because those youth who refrain from engaging in social interaction and avoid the company 

of their peers fail to develop the social-cognitive (e.g., social information processing; 

Burgess, Wojslawowicz, Rubin, Rose-Krasnor, & Booth-LaForce, 2006) and social 

competencies (e.g., Stewart & Rubin, 1995) necessary to develop strong, positive 

relationships with their peers. Furthermore, the expression of solitary behavior in the 

company of peers predicts peer rejection and exclusion (e.g., Gazelle and Spangler, 2007), 

which, in turn, leads to the development of negative self-perceptions of social skills and 

relationships, loneliness, rejection sensitivity, and such internalizing difficulties as anxiety 

and depression (e.g., Ladd, 2006).

However, individual characteristics and dispositions may alter the relations between the 

expression of socially withdrawn behavior and these negative outcomes. For instance, 

adolescents’ motivations for withdrawing from the peer group predict the extent to which 

they experience negative social and emotional outcomes (Rubin et al., 2009). Adolescents 

who withdraw from social interaction because of shyness, or wariness and anxiety about 

interacting with peers, tend to report especially high levels of anxiety and depressive 

symptoms (Coplan, Rose-Krasnor, Weeks, Kingsbury, Kingsbury, & Bullock, 2013). Rubin 

and Burgess (2001) proposed that shy children may be particularly prone to internalizing 

symptoms in part because their withdrawn behavior is driven by very high levels of social 

anxiety, and in part because they strongly desire to interact with peers but find themselves 

incapable of doing so, which provokes feelings of sadness and inadequacy. In contrast, those 

who are socially withdrawn because they prefer solitude generally experience lower levels of 

anxiety and depressive symptoms, perhaps because their behavior is not motivated by high 

levels of anxiety and they experience less negative affect from a lack of social interaction 

(Coplan et al., 2013). The experiences of socially withdrawn children also differ based on 

demographic characteristics like gender. Socially withdrawn boys tend to experience more 

social and emotional problems than withdrawn girls, likely because reticent and passive 

behavior is particularly incompatible with male gender norms and expectations (see Doey, 

Coplan, & Kingsbury, 2014, for a review). Socially withdrawn adolescents also differ in 

their social experiences with peers. Since socially withdrawn behavior is often perceived by 

other children as unusual and deviant, many children who display socially withdrawn 

behavior experience peer rejection, which refers to peers expressing a negative attitude 

toward the child (Pedersen, Vitaro, Barker, & Borge, 2007). This peer rejection is sometimes 

accompanied by exclusion, in which other children refuse to interact with or befriend the 
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withdrawn child (Gazelle & Ladd, 2003). Exclusion is distinct from social withdrawal in 

that the construct of social withdrawal describes voluntary, self-imposed solitude from the 

peer group, whereas exclusion describes forcible expulsion from the peer group (Rubin & 

Coplan, 2004). Socially withdrawn children who subsequently experience peer rejection or 

exclusion tend to experience particularly high levels of anxiety and depressive symptoms 

compared with withdrawn children who have more positive peer experiences (Nelson, 

Rubin, & Fox, 2005). Therefore, a variety of individual characteristics and unique social 

experiences predict variation in the extent to which socially withdrawn children and 

adolescents suffer from internalizing symptoms.

One important, yet virtually ignored construct likely to have an impact on the relation 

between withdrawal and internalizing problems is personality. One of the most widely used 

systems for describing individual characteristics is the Big Five Factor model of personality, 

which includes the traits of extraversion, agreeableness, neuroticism, conscientiousness, and 

openness to experience (e.g., Caspi, Roberts, & Shiner, 2005). Of these five, neuroticism and 

conscientiousness have the most evident conceptual links to internalizing problems. In a 

formulation of the Big Five traits, Caspi and Shiner (2006) defined neuroticism as the 

frequent experience of negative emotions such as anger, fear, and sadness, and 

conscientiousness as self-control, planfulness, and persistence. Thus, neuroticism may 

increase the risk of internalizing problems because highly neurotic individuals frequently 

experience the negative emotions that underlie such disorders as anxiety and depression. On 

the other hand, conscientiousness may decrease the risk of internalizing problems because it 

describes better self-regulation and, potentially, the ability to regulate emotions. According 

to the Big Five model, these traits are relatively stable over time, although some degree of 

developmental change in personality has been documented (Caspi & Shiner, 2006).

In the present study, we examined how and whether the personality traits of neuroticism and 

conscientiousness exacerbated or attenuated the association between socially withdrawn 

behavior and internalizing problems among adolescents transitioning to high school. To 

investigate this question, we examined how peer-reported social withdrawal and self-

reported personality traits in 8th grade related to self-reported anxiety and depressive 

symptoms one year later in 9th grade, and whether neuroticism and conscientiousness 

moderated these relations. Thus, the current study contributes to the literature on adolescent 

internalizing problems by examining how two key personality traits relate to anxiety and 

depressive symptoms during the high school transition and how they interact with social 

withdrawal to predict emotional difficulties.

Internalizing Problems during the High School Transition

Adolescence has been identified as a particularly stressful developmental period, as 

internalizing symptoms like anxiety and depressed mood are highly prevalent among 

adolescents and psychological disorders like generalized anxiety disorder and major 

depression often begin during the adolescent years (Kessler, Berglund, Demler, Jin, 

Merikangas, & Walters, 2005; Kessler et al., 2012). The transition from middle school to 

high school may be a particularly challenging process, as adolescents must adjust to a new 

academic and social context and often experience disruptions in their social support from 
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parents and peers as a result (Newman, Newman, Griffen, O’Connor, and Spas, 2007). 

Students transitioning from middle to high school often move from a school with a relatively 

small, familiar student body into a school with a larger, more diverse group of students that 

includes many unfamiliar peers (Sable & Hill, 2006). Accordingly, adolescents tend to 

report a decreased sense of school belonging and lower school engagement after the high 

school transition (Barber & Olsen, 2004). At the same time, support from parents and 

teachers tends to decline across this transition period, which requires adolescents to navigate 

this broader social context largely independently (Newman et al., 2007). Likely as a 

consequence of these social support changes, adolescents generally report higher levels of 

anxiety, depressive symptoms, and loneliness and lower self-esteem during their first year of 

high school than in the final year of middle school (Barber & Olsen, 2004; Benner & 

Graham, 2009). Furthermore, this transition is likely to be particularly stressful for socially 

withdrawn youth because withdrawn individuals tend to have difficulty forming and 

maintaining social relationships. For example, withdrawn adolescents tend to have fewer 

friends than their typical peers, and they have lower-quality friendships characterized by a 

relative lack of intimacy, closeness, and support (Pedersen et al., 2007; Rubin, 

Wojslawowicz, Rose-Krasnor, Booth-LaForce, & Burgess, 2006). Socially withdrawn 

adolescents are also especially likely to be rejected by peers, and they may anxiously 

anticipate rejection in high school if they have experienced peer rejection in the past (Wang, 

McDonald, Rubin, & Laursen, 2012). Therefore, the disruptions in friendships and peer 

support that often accompany the transition to high school may be especially damaging to 

withdrawn youths’ already fragile social networks, placing them at particular risk of 

heightened anxiety and depressive symptoms during this period.

Social Withdrawal and Internalizing Problems

Social withdrawal has a bidirectional relation to internalizing problems, as it is a symptom 

of a variety of internalizing disorders including several anxiety disorders and major 

depression, in addition to being a predictor of emotional problems throughout childhood and 

adolescence (Rubin & Burgess, 2001). Individuals with elevated levels of anxiety may 

respond fearfully to social situations and withdraw from interaction as a result, while those 

with high levels of depressive symptoms may doubt their ability to interact effectively and 

anticipate rejection from peers, leading them to withdraw from social interaction (Joiner & 

Timmons, 2002). In turn, this withdrawn behavior prevents them from accessing social 

support from peers and may reinforce feelings of inadequacy and loneliness (Rubin et al., 

2009). While socially withdrawn behavior is often motivated in part by internalizing 

symptoms, many studies of children and adolescents have focused on social withdrawal as 

an antecedent of increasing internalizing symptoms over time, since socially withdrawn 

behavior predicts a variety of negative social and emotional consequences that place children 

and risk of anxiety and depressive symptoms. As early as age 7, withdrawn children perceive 

themselves as less socially competent and feel less accepted by peers (Nelson et al., 2005). 

Hymel, Rubin, Rowden, and LeMare (1990) found that socially withdrawn second-graders 

tended to perceive themselves as having relatively poor social competence and had higher 

teacher-reported internalizing symptoms; these emotional difficulties generally remained 

stable through fifth grade. Elementary school children who report high levels of wariness 

and hesitance to interact with peers also report experiencing high levels of loneliness, 
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negative affect, and social anxiety, as well as a poorer self-concept and lower overall well-

being (Findlay, Coplan, & Bowker, 2009). Similarly, Gazelle and Ladd (2003) showed that 

children who were socially withdrawn in kindergarten experienced elevated levels of 

depressive symptoms and increasing levels of depressive symptoms across childhood. 

Children identified by parents as withdrawn during childhood are more likely than their non-

withdrawn peers to report high levels of anxiety as adolescents (Prior, Smart, Sanson, & 

Oberklaid, 2000). In late childhood and early adolescence, shy, socially withdrawn youth 

report higher levels of negative affect, social anxiety, depressive symptoms, and a more 

negative attributional style than their non-withdrawn peers (Coplan et al., 2013). In late 

adolescence and early adulthood, socially withdrawn individuals continue to report high 

levels of anxiety and depressive symptoms and low self-esteem (Nelson, Padilla-Walker, 

Badger, Barry, Carroll, & Madsen, 2008). In sum, it seems likely that social withdrawal may 

predict internalizing difficulties both directly, because social withdrawal is often motivated 

by wariness and anxiety, and indirectly, because socially withdrawn children often 

experience peer rejection and victimization that may foster negative self-perceptions of 

social competence, negative self-esteem, and emotional problems (Rubin et al., 2009).

Neuroticism and Internalizing Problems

Researchers have consistently demonstrated that the personality trait of neuroticism is 

among the strongest predictors of such internalizing problems as anxiety and depression 

because neuroticism describes the frequent experience of negative affect that is thought to 

play a role in mood disorders. Research on the link between neuroticism and internalizing 

has shown that adults with a lifetime history of anxiety or depressive disorders score 

significantly higher on measures of neuroticism than those with no history of those disorders 

(Bienvenu et al., 2004). Likewise, two meta-analyses of studies with adult participants 

demonstrated that neuroticism was highly associated with symptoms of internalizing 

disorders, especially mood disorders such as anxiety and depression (Kotov, Gamez, 

Schmidt, & Watson, 2010; Malouff, Thorsteinsson, & Schutte, 2005). Among individuals 

aged 15 to 54, neuroticism is moderately positively correlated with major depression and 

generalized anxiety disorder, and this association is driven by high correlations between 

neuroticism and symptoms of depressed mood, anhedonia, and nervousness (Watson, 

Gamez, & Simms, 2005). In a study of depression among older adults, neuroticism was 

shown to strongly predict the onset of depression even in the absence of stressful life events 

(Ormel, Oldehinkel, & Brilman, 2001).

Some research has begun to suggest similar relations between neuroticism and internalizing 

problems among children and adolescents. For instance, self-, mother-, and teacher-reported 

neuroticism is positively associated with anxiety and depressive symptoms for children in 

late elementary school (Barbaranelli, Caprara, Rabasca, & Pastorelli, 2003); although, other 

researchers have found that neuroticism positively predicts anxiety symptoms but not 

depressive symptoms (Kushner, Tackett, & Bagby, 2012). Adolescents with anxiety or mood 

disorders report higher levels of neuroticism than adolescents without psychological 

disorders, and those with comorbid anxiety and mood disorders report greater neuroticism 

than those with only one type of disorder (Griffith et al., 2010). A longitudinal study by 

Klimstra, Akse, Hale, Raaijmakers, and Meeus (2010) showed that neuroticism and 
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depressive symptoms were bidirectionally related across adolescence, such that high levels 

of neuroticism predicted increasing depressive symptoms over several years, and frequent 

depressive symptoms predicted high scores for neuroticism over several years.

Neuroticism has also been shown to moderate the relation between risk factors for emotional 

difficulties and the development of internalizing problems. For instance, the positive relation 

between daily hassles and depressive symptoms is significantly stronger at high levels of 

neuroticism (Hutchinson & Williams, 2007), and neuroticism exacerbates the relation 

between conflict in close relationships and subsequent depressive symptoms (Davila, 

Karney, Hall, & Bradbury, 2003). Neuroticism might also be expected to moderate the 

relation between social withdrawal and emotional difficulties because adolescents who 

frequently experience negative emotions may be more strongly affected by the negative 

social experiences or lack of social support that often result from socially withdrawn 

behavior with peers. If adolescents are highly neurotic, then the social isolation and the lack 

of positive peer interactions that often accompany socially withdrawn behavior may easily 

provoke feelings of nervousness and sadness that develop into symptoms of anxiety and 

depression. On the other hand, socially withdrawn adolescents who are not prone to 

experiencing negative emotions may not experience as much fear or sadness as a result of 

the negative social consequences of withdrawn behavior. Therefore, one might expect a 

significantly stronger relation between social withdrawal and anxiety and depressive 

symptoms among highly neurotic adolescents, who are more likely to experience negative 

emotions as a result of adverse experiences.

Conscientiousness and Internalizing Problems

Whereas neuroticism is significantly associated with an increased risk of internalizing 

symptoms, conscientiousness has been linked to a decreased risk of anxiety and depression 

in adults. Two meta-analyses have demonstrated that conscientiousness is strongly 

negatively associated with a wide variety of psychological disorders in adults, including 

mood disorders, anxiety disorders, and such externalizing problems as substance use (Kotov 

et al., 2010; Malouff et al., 2005). Adults with a lifetime history of anxiety or depressive 

disorders tend to score lower on measures of conscientiousness than those with no history of 

psychopathology, particularly on the self-discipline subscale (Bienvenu et al., 2004).

Some evidence also suggests that conscientiousness predicts decreased incidence of 

internalizing problems for children and adolescents. In late childhood, mother- and teacher-

reported conscientiousness have been shown to negatively predict internalizing symptoms 

(Barbaranelli et al., 2003). Conscientiousness may have particularly strong associations with 

depressive symptoms, as Kushner and colleagues (2012) found that conscientiousness 

negatively predicted adolescents’ depressive symptoms but did not relate to anxiety. 

Similarly, Klimstra and colleagues (2010) showed that conscientiousness and depressive 

symptoms were bidirectionally negatively related across adolescence, such that high 

conscientiousness predicted fewer depressive symptoms over several years, and high levels 

of depressive symptoms predicted decreases in conscientiousness over time.

Conscientiousness may be related to lower incidence of internalizing problems because of its 

relation to self-regulation and the ability to direct attention. Among adults, high 
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conscientiousness predicts higher levels of positive affect, and this relation is mediated by 

positive skills for coping with stress and negative emotions (Bartley & Roesch, 2011). 

Further, conscientiousness has conceptual links to the temperament trait of effortful control, 

which describes self-regulatory abilities and the capacity to control attention and behavior 

(Eisenberg, Duckworth, Spinrad, & Valiente, 2014). Adults with high effortful control have 

been shown to experience negative emotions less frequently (Bridgett, Oddi, Laake, 

Murdock, & Bachmann, 2013), and adults who more effectively control their attention report 

experiencing less negative affect in response to distressing situations (Compton, 2000). 

Among young adolescents, effortful control, particularly the attentional control dimension, 

is negatively related to internalizing symptoms (Muris, Meesters, & Blijlevens, 2007). In a 

longitudinal study, effortful control robustly negatively predicted internalizing problems for 

young adolescents over a three-year period (Lengua, Bush, Long, Kovacs, & Trancik, 2008). 

Therefore, conscientiousness may similarly predict decreased risk of internalizing symptoms 

because strong self-regulation and the ability to focus attention adaptively appear to protect 

against the experience of negative emotions.

In addition to its direct relation to internalizing difficulties, conscientiousness may moderate 

the relation between social withdrawal and anxiety and depressive symptoms via its effect 

on adolescents’ emotional experiences and their social behavior. First, highly conscientious 

withdrawn adolescents may be able to focus their attention away from negative emotions 

that they experience as a result of their social isolation and potentially negative peer 

interactions, allowing them to avoid dwelling on feelings of nervousness or sadness that can 

develop into anxiety and depressive symptoms. Second, withdrawn adolescents high in 

conscientiousness may demonstrate relatively high levels of social competence when they do 

interact with peers, as conscientiousness is positively associated with social competence and 

the ability to avoid negative social behaviors (Lianos, 2015; Jensen-Campbell, Knack, 

Waldrip, & Campbell, 2007). As a result, conscientious withdrawn children may be less 

likely to experience peer rejection or victimization, which often accompany socially 

withdrawn behavior and predict later anxiety and depressive symptoms (Pedersen et al., 

2007). Thus, high levels of conscientiousness may protect socially withdrawn adolescents 

from negative social experiences and negative emotional reactions that predict the 

development of internalizing difficulties like anxiety and depressive symptoms.

The Current Study

While prior research has demonstrated clear links between the personality traits of 

neuroticism and conscientiousness and internalizing symptoms among adults, relatively few 

studies have examined relations between these traits and emotional difficulties among 

adolescents and none have examined the high school transition in particular. Thus, the first 

goal of the present study was to examine whether neuroticism and conscientiousness in 8th 

grade predict anxiety and depressive symptoms during the first year of high school. We 

hypothesized that neuroticism would positively predict later anxiety and depressive 

symptoms, while conscientiousness would negatively predict anxiety and depressive 

symptoms. Furthermore, while researchers have reliably demonstrated that social withdrawal 

is associated with heightened levels of internalizing symptoms, they have yet to examine 

whether major personality dimensions such as neuroticism and conscientiousness may alter 
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the strength of the association between withdrawal and emotional difficulties. Probing the 

ways in which these individual dispositions relate to the emotional experiences of socially 

withdrawn adolescents is essential for understanding the heterogeneity of withdrawn 

individuals’ developmental trajectories and outcomes, and may ultimately inform more 

effective strategies for preventing internalizing problems among withdrawn adolescents. 

Therefore, the second goal of the present study was to examine whether neuroticism may 

exacerbate the risk of internalizing problems for socially withdrawn adolescents, and 

whether conscientiousness may protect withdrawn adolescents from the increased risk of 

internalizing difficulties. We hypothesized that social withdrawal would positively predict 

anxiety and depressive symptoms, but this main effect would be qualified by interactions 

with the personality traits. We hypothesized that neuroticism would moderate the relation 

between social withdrawal and internalizing problems such that adolescents with high levels 

of withdrawal and high levels of neuroticism would report the most anxiety and depressive 

symptoms as these youth made the often stressful transition from middle to high school 

(Barber & Olsen, 2004; Isakson & Jarvis, 1999). In addition, we hypothesized that 

conscientiousness would moderate the relation between social withdrawal and internalizing 

such that social withdrawal would predict internalizing problems most strongly among 

adolescents low in conscientiousness.

Methods

Participants

Participants in this study comprised a longitudinal sample of adolescents as they transitioned 

from the final year of middle school (8th grade) to the first year of high school (9th grade). 

Questionnaires were distributed to 263 adolescents in 8th grade, after having received 

parental permission to participate in the study. Nine of those adolescents declined to 

complete the questionnaires, and 73 adolescents attended schools that declined to participate 

in the study, preventing the collection of peer report data. As a result, 181 participants 

(68.8% of the sample) had complete data on the personality measures and peer nominations 

collected in 8th grade, and 103 of those participants chose to complete measures of anxiety 

and depressive symptoms in 9th grade.

Participants with complete data in 9th grade scored higher on conscientiousness than those 

without complete data, t (179) = −2.07 p = .04, which is consistent with the fact that 

conscientious individuals are particularly diligent and likely to follow through on their 

commitments. However, participants with complete data did not differ from those without 

complete data on neuroticism, t (179) = 1.199, p = .232, peer-reported social withdrawal, t 
(179) = −1.020, p = .309, or self-reported internalizing problems, t (176) = 0.63 p = .528. 

Those with complete data also did not differ from those without complete data on 

demographic variables including gender, χ2 (1) = 0.14 p = .704, ethnicity, χ2 (5) = 0.64, p 
= .986, and mothers’ education level, χ2 (8) = 11.44, p = .178. Little’s MCAR test showed 

no support for the hypothesis that data were not missing completely at random, χ2 (186) = 

179.66, p = .617.

The final sample included 103 adolescents (42 males) who were on average, 13.63 years old 

in 8th grade (SD = 0.56). The sample was ethnically diverse, as 55.3% of participants 
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identified themselves as European American, 16.5% identified as Asian American, 11.7% 

identified as African American, 6.9% identified as Latino/Hispanic, and 8.8% identified as 

another ethnicity. Participants were generally relatively advantaged in terms of 

socioeconomic status as indexed by maternal education level; 4.9% of mothers had 

completed high school or less, 18.5% had completed some college, 33.1% had obtained a 

university degree, and 30.1% had earned a graduate degree. Informed consent was obtained 

from the parents of all participants, and assent was obtained from all participating 

adolescents.

Procedure

Participants were initially recruited in 6th grade from three middle schools in the greater 

Washington, D.C. metropolitan area as part of a larger longitudinal study. Adolescents who 

participated in the study in 6th grade were contacted again in the fall of their 8th grade school 

year, and they were mailed a packet of questionnaires about their personality and 

internalizing symptoms after their parents consented to participate. One of the three middle 

schools agreed to continue participating in the study when participants were in 8th grade, and 

participants attending that school completed a group-administered questionnaire about their 

classmates’ behavior, including socially withdrawn behavior. In the fall of their 9th grade 

school year, participants were asked to complete online questionnaires about their anxiety 

and depressive symptoms.

Measures

Social withdrawal—Social withdrawal was measured using the Extended Class Play (e.g., 

Burgess et al., 2006), a peer-report questionnaire administered in 8th grade in which 

adolescents were asked to imagine that they were directing a school play and cast their 

classmates in a variety of positive and negative roles. A peer-report measure of social 

withdrawal was used instead of a self-report measure such as the withdrawal scale of the 

Youth Self-Report (Achenbach, 1991) because the focus of the current study was to examine 

socially withdrawn behavior as observed by peers, rather than adolescents’ own subjective 

perceptions of their withdrawn behavior and their underlying motivations for the expression 

of withdrawal. Participants were provided with a list of students in their grade at their school 

and asked to nominate three boys and three girls for each of 37 different roles. To eliminate 

possible gender stereotyping, only same-gender nominations were considered (Zeller, 

Vannatta, Schafer, & Noll, 2003). All item scores were standardized within grade and gender 

to account for the number of nominators. A composite score for the behavioral expression of 

social withdrawal was formed by calculating the mean score for three items: “Doesn’t talk 

much or talks quietly,” “Rarely starts conversations,” and “Stays by self.” In the current 

study, Cronbach’s alpha for this scale was 0.82. The three items were highly intercorrelated, 

as items 1 and 2 had a correlation of .756, items 2 and 3 had a correlation of .532, and items 

1 and 3 had a correlation of .550.

Personality traits—The traits of conscientiousness and neuroticism were measured with 

the Big Five Inventory (John & Srivastava, 1999), which participants completed in 8th grade. 

The conscientiousness subscale consisted of 9 items, such as “I see myself as someone who 

is thorough when I do a job,” and “I see myself as someone who perseveres until the task is 
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finished.” The neuroticism subscale contained 8 items, including “I see myself as someone 

who can be tense,” and “I see myself as someone who can be moody.” Participants rated 

how much each item applied to them on a 5-point scale ranging from Strongly disagree to 

Strongly agree, and scores for the items on each subscale were averaged to create an overall 

score for each trait. In the current study, Cronbach’s alpha was .81 for the conscientiousness 

subscale and .84 for the neuroticism subscale.

Anxiety/depression—Internalizing problems in 8th grade were measured using the Youth 

Self-Report (YSR; Achenbach, 1991), a 112-item questionnaire that measures a wide variety 

of internalizing and externalizing symptoms. The anxious/depressed subscale included 12 

items that participants rated on a 3-point scale from Not true to Very true, including items 

such as “I cry a lot” and “I am nervous or tense.” A total score for the subscale was created 

by averaging the relevant items. Cronbach’s alpha for the anxious/depressed subscale was .

77.

Anxiety—Anxiety was measured using the Multidimensional Anxiety Scale for Children 
(MASC; March, Parker, Sullivan, Stallings, & Conners, 1997), which participants completed 

in 9th grade. The MASC consists of 39 items that capture four dimensions of anxiety: 1) 

physical symptoms, which includes subscales for tense/restless and somatic/autonomic 

symptoms, 2) social anxiety, including subscales for humiliation/rejection and public 

performance fears, 3) harm avoidance, with subscales for perfectionism and anxious coping, 

and 4) separation anxiety. Participants reported how well each item described them on a 4-

point scale ranging from Never true to Often true, and a total score for each subscale was 

formed by averaging the relevant items. In the current study, Cronbach’s alphas for the 

subscales ranged from .67 to .85.

Depressive symptoms—Depressive symptoms were assessed with the Child Depression 
Inventory (CDI; Kovacs, 1992), completed by participants in 9th grade. The CDI includes 27 

items that represent five dimensions of depressive symptomology: negative mood, 

interpersonal problems, ineffectiveness, anhedonia, and negative self-esteem. Participants 

selected one of three statements that reflect varying levels of symptom severity during the 

past two weeks, with the first statement indicating that the symptom was absent, the second 

statement indicating a moderate level of the symptom, and the third statement indicating a 

high level of the symptom. Endorsement of the statement indicating lack of the symptom 

was scored as a 0, selection of the statement indicating moderate levels of the symptom was 

scored as a 1, and endorsement of the statement indicating high symptom levels was scored 

as a 2. Then the scores for each item were averaged to create subscale scores. In the current 

study, Cronbach’s alphas for the subscales ranged from .62 to .76.

Results

Descriptive statistics and correlations are presented in Table 1. Grade 8, peer-assessed social 

withdrawal was moderately and positively correlated with self-reported total anxiety 

symptoms and total depressive symptoms in 9th grade. Grade 8 conscientiousness was 

moderately and negatively correlated with neuroticism, 8th grade anxiety/depressive 

symptoms, and the total scores for 9th grade anxiety and depressive symptoms. Grade 8 
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neuroticism was moderately and positively correlated with 8th grade anxiety/depression 

scores and total scores for 9th grade anxiety and depressive symptoms. Anxiety/depression 

in 8th grade was significantly and positively correlated with total 9th grade anxiety and 

depressive symptoms, and scores for total anxiety and depressive symptoms in 9th grade 

were moderately and positively correlated with one another.

Predictors and Moderators of Anxiety and Depressive Symptoms

Analyses were performed using the lavaan (Rosseel, 2012) package in the freely available 

statistical computing software R (R Core Team, 2014). The lavaan package allows 

researchers to develop a wide variety of structural equation models including but not limited 

to measured variable path analyses, latent variable path analyses, and latent growth models. 

In the present set of analyses, we used full information maximum likelihood estimation, as 

there were some missing data in reports on negative mood (n = 11) and 8th grade anxiety/

depression as assessed by the YSR (n = 1).

We began our modeling process by fitting a measurement model using subscales of the CDI 

and MASC as indicators of latent variables representing depressive symptoms and anxiety 

respectively. Initially, all five subscales of the CDI and all six subscales of the MASC were 

included in the model. Errors were free to covary between the following pairs of indicator 

variables as they comprise composite scores on the MASC: a) tense/restless and somatic, b) 

perfectionism and anxious coping, and c) humiliation/rejection and performance fears. This 

initial model did not fit the data well, χ2 (40) = 76.08, p = .001, RMSEA = .09, CFI = .95, 

SRMR = .09, AIC = 4585.14. The data-model fit discrepancy appeared to be largely driven 

by the fact that perfectionism did not significantly load onto the latent variable representing 

anxiety (p = .928). Therefore, we dropped this indicator from our first measurement model 

and all subsequent models. Next, we further refined our measurement model by freeing 

covariances among indicator variables, using modification indices as a guide (see Table 2). 

We decided it was appropriate to allow error covariances across indicators of each latent 

variable, as anxious and depressive symptoms are often comorbid in children and 

adolescents (e.g., Seligman & Ollendick, 1998). The final measurement model fit the data 

well, χ2 (27) = 28.62, p = .380. Average variance extracted by the latent variables 

representing depressive symptoms and anxiety was .69 and .49 respectively. See Table 3 for 

a summary of parameter estimates, loadings, and construct reliability.

Having developed an appropriate measurement model, we next added predictors of 9th grade 

depressive symptoms and anxiety as follows: 8th grade self-reported anxiety/depression on 

the YSR; mean-centered peer-rated withdrawal in 8th grade; mean-centered self-reported 

conscientiousness in 8th grade; mean-centered self-reported neuroticism in 8th grade; and 

both two-way interaction terms between the two personality variables and 8th grade 

withdrawal (see Figure 1 for graphic depiction). Following the addition of these predictors, 

the model demonstrated acceptable data-model fit, χ2(75) = 108.69, p = .007, RMSEA = .

07, CFI = .95, SRMR = .06. Parameter estimates for the structural portion of the model are 

displayed in Figure 2.

In total, the predictors explained 32% of the variance in the latent depressive symptoms 

factor and 61% of the variance in the latent anxiety factor. Controlling for grade 8 
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internalizing problems and personality self-reports, peer-rated social withdrawal in 8th grade 

was positively related to both depressive symptoms (p = .01) and anxiety (p = .004) in 9th 

grade. The association between withdrawal and depressive symptoms was, however, 

qualified by a significant interaction with conscientiousness (p = .021). Simple slopes 

analyses at high and low levels of conscientiousness (i.e., ±1 SD) revealed that at low levels 

of conscientiousness, the association between withdrawal and depressive symptoms was 

significant and positive (b = 0.57, z = 3.86, p < .001). At high levels of conscientiousness, 

the association between withdrawal and depressive symptoms was reduced to non-

significance (b = 0.04, z = 0.20, p = .838; see Figure 3). The only other significant relation 

detected was that between self-reported anxiety/depression in 8th grade and 9th grade anxiety 

(p < .001). Neither neuroticism nor conscientiousness predicted each outcome alone, and the 

interaction between neuroticism and withdrawal was not significant.

In developing our final structural model, we also sought to test alternative models for which 

a theoretical basis existed. Given the interaction terms included in the model, there were few 

alternative path structures to examine. However, we did test one model which placed 8th 

grade anxiety/depression as a potential mediator linking 8th grade withdrawal, neuroticism, 

conscientiousness, and withdrawal × personality interactions to internalizing problems in 9th 

grade. The model revealed a significant indirect path (p < .001) linking neuroticism to 9th 

grade anxiety via 8th grade reported anxiety/depression. This significant indirect effect 

would appear to explain the finding that neuroticism in 8th grade was not related to 9th grade 

anxiety in our original structural model described above. There were no other significant 

indirect pathways in this alternative model.

Discussion

Previous research has suggested that social withdrawal and neuroticism relate to an 

increased risk of anxiety and depressive symptoms, whereas conscientiousness predicts a 

decreased risk of internalizing problems among children and adults (Findlay et al., 2009; 

Klimstra et al., 2010). The current study extended these findings by examining how 

neuroticism and conscientiousness relate to internalizing problems during early adolescence 

and the transition from middle to high school and whether these personality traits interact 

with peer-perceived withdrawal from social interaction to predict anxiety and depressive 

symptoms. The results demonstrated that, although neither neuroticism nor 

conscientiousness was directly predictive of anxiety or depressive symptoms, 

conscientiousness moderated the relation between social withdrawal and depressive 

symptoms.

As expected, the behavioral tendency to withdraw from peer interaction in 8th grade 

significantly predicted both anxiety and depressive symptoms in 9th grade. This finding is 

consistent with previous studies suggesting that social withdrawal predicts internalizing 

difficulties throughout childhood and adolescence because social withdrawal is often 

motivated by social anxiety and low perceived social competence, and the negative peer 

experiences that accompany social withdrawal reinforce and exacerbate these emotional 

difficulties (e.g., Gazelle & Ladd, 2003; Rubin, Chen, Bowker, & McKinnon, 1995). 

However, a unique finding of this study was that social withdrawal in the company of 8th 
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grade peers predicted later anxiety and depressive symptoms even after controlling for 8th 

grade internalizing problems and self-reported conscientiousness and neuroticism.

Unexpectedly, 8th grade neuroticism was not directly related to anxiety or depressive 

symptoms in 9th grade after controlling for 8th grade anxiety and depressive symptoms, 

contrary to prior research indicating strong predictive links between neuroticism and 

internalizing problems (e.g., Klimstra et al., 2010). However, an alternative model revealed a 

significant indirect path from 8th grade neuroticism to 9th grade anxiety and depressive 

symptoms, suggesting that neuroticism was related to internalizing symptoms in both 8th and 

9th grade, but that the relation to 9th grade symptoms was mediated by internalizing 

symptoms at the earlier time point. This finding suggests that the effect of neuroticism on 

internalizing symptoms had already manifested by 8th grade and remained relatively stable 

from 8th to 9th grade.

Further, neuroticism did not moderate the relation between social withdrawal and 

internalizing symptoms, contrary to prior research suggesting that neuroticism exacerbates 

relations between stressful experiences and internalizing symptoms (Davila et al., 2003; 

Hutchinson & Williams, 2007). The lack of an interaction effect between social withdrawal 

and neuroticism appears to derive from the fact that neuroticism relates to the level of 

internalizing symptoms experienced without changing the relation between social 

withdrawal and those symptoms. Highly neurotic adolescents consistently reported high 

levels of anxiety and depressive symptoms regardless of their level of social withdrawal, and 

neurotic individuals who were also socially withdrawn reported the highest levels of 

internalizing symptoms. However, the positive relation between social withdrawal and 

internalizing symptoms did not differ at high and low levels of neuroticism, suggesting that 

neurotic and non-neurotic adolescents reacted similarly to the social stresses that accompany 

socially withdrawn behavior. This pattern may have arisen because prior studies examining 

neuroticism as a moderator of the relation between stressors and internalizing symptoms 

have primarily focused on stressors that originate external to the individual, rather than 

maladaptive behavior patterns based on motivations internal to the individual such as social 

withdrawal. It is possible that highly neurotic individuals respond more negatively than non-

neurotic individuals to stressful experiences beyond their own control, but they do not 

experience especially heightened levels of negative affect in response to their own social 

behaviors. Eysenck (1967) argued that a central component of neuroticism was the 

predisposition to experience strong negative emotional reactions to adverse events in the 

environment. However, this heightened negative reactivity may not extend to experiences 

derived from individuals’ voluntary behaviors. Therefore, neuroticism may not moderate the 

relation between withdrawal and internalizing symptoms because social withdrawal is a 

voluntary behavior pattern that stems from such internal motivations as shyness and 

preference for solitude, which may not be especially challenging for highly neurotic 

individuals.

In contrast, conscientiousness appeared to buffer socially withdrawn adolescents against 

heightened levels of depressive symptoms, since the positive association between 

withdrawal and depressive symptoms one year later was attenuated at high levels of 

conscientiousness. This finding complements previous studies showing that 
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conscientiousness is consistently associated with a lower incidence of internalizing problems 

(e.g., Kotov et al., 2010). In part, conscientiousness likely protects against internalizing 

because it is conceptually related to such abilities as effortful control and attention 

regulation (Eisenberg et al., 2014); these factors may help individuals focus their attention 

away from negative emotions and experiences when they occur so that negative emotions do 

not develop into more serious internalizing problems. Thus, socially withdrawn adolescents 

who are highly conscientious may be able to efficiently focus their attention away from their 

social isolation and the sadness that it likely provokes, preventing brief negative experiences 

from resulting in full-fledged depressive symptoms. In addition, since withdrawn individuals 

are often less socially competent when interacting with peers (e.g., Burgess et al., 2006; 

Stewart & Rubin, 1995), the self-discipline and behavioral regulation that comprise 

conscientiousness may help withdrawn adolescents demonstrate appropriate behavior in the 

presence of peers. Indeed, previous studies have demonstrated that highly conscientious 

adolescents tend to be more socially competent and less rejected by peers than their less 

conscientious counterparts (Lianos, 2015; Jensen-Campbell, Knack, Waldrip, & Campbell, 

2007). As a result, highly conscientious withdrawn children may be less likely to be rejected 

or victimized by peers, which might contribute to lower levels of depressive symptoms.

Unexpectedly, conscientiousness did not moderate the relation between social withdrawal 

and later anxiety. This pattern may be due to the fact that anxiety about interacting with 

peers, or shyness, has been identified as one of the primary motivations that drives socially 

withdrawn behavior (Coplan, Prakash, O’Neil, & Armer, 2004). In that case, a relatively 

high level of anxiety (particularly social anxiety) may be a prerequisite for the display of 

socially withdrawn behavior among some youth, regardless of conscientiousness. For shy 

adolescents, social withdrawal may be a manifestation of their anxiety in addition to being a 

cause of increases in anxiety over time. Thus, socially withdrawn adolescents may 

experience such high levels of anxiety that they have difficulty appropriately regulating their 

fearful reactions, even if they have strong self-regulatory abilities. The weaker relation 

between conscientiousness and anxiety may also arise, in part, because some of the 

underlying facets of conscientiousness, including perfectionism and achievement focus, may 

predispose conscientious individuals to relatively high levels of anxiety. The broad trait of 

conscientiousness encompasses constructs such as persistence and self-control that relate to 

the ability to regulate behavior, but it also includes aspects such as holding oneself to 

exacting standards and a desire to achieve high levels of academic or professional success. 

While the self-regulatory aspects of conscientiousness may buffer withdrawn adolescents 

against internalizing symptoms, the facets related to setting high performance expectations 

may predict increased feelings of anxiety among very conscientious youth, as evidenced by 

the fact that in the current study, conscientiousness was positively correlated with anxiety 

symptoms related to perfectionism.

Strengths and Limitations

This study has several strengths, including the use of peer-report data to assess social 

withdrawal, a short-term longitudinal design demonstrating prospective relations of 

withdrawal and personality to internalizing problems, and a relatively diverse sample; 

however, it also has several limitations. First, the participants included in this study were 
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significantly more conscientious than participants who attrited from the study between 8th 

and 9th grade. While it makes sense that the most conscientious participants would be the 

most likely to continue participating in the study, the fact that the sample was comprised of 

particularly conscientious adolescents poses a potential threat to the validity of the study’s 

conclusions about the relation of conscientiousness to withdrawal and internalizing 

difficulties. In addition, different measures of internalizing problems were collected in 8th 

and 9th grade, with a combined measure of anxiety/depression administered in 8th grade and 

specific measures of anxiety and depressive symptoms collected the following year. As a 

result, the analyses controlled for prior levels of internalizing symptoms when predicting 9th 

grade anxiety and depressive symptoms, but it was not possible to control for prior levels of 

anxiety and depressive symptoms independently. This incongruity limits the ability to make 

firm conclusions about the relations of social withdrawal, neuroticism, and 

conscientiousness with later anxiety and depressive symptoms over and above earlier anxiety 

and depressive symptoms specifically. Finally, although the study establishes that 

withdrawal, neuroticism, and conscientiousness precede the development of anxiety and 

depressive symptoms, the study does not allow for causal conclusions or analysis of any 

possible bidirectional relations between the variables over time.

Future Directions

The Big Five dimensions of personality are so named because they were intended to be the 

largest, most global traits into which personality could be divided (Caspi et al., 2005). 

Therefore, future research on how personality relates to withdrawal and internalizing 

problems should examine which underlying facets of conscientiousness and neuroticism 

show the strongest associations with internalizing symptoms and social withdrawal. For 

instance, within neuroticism, the experience of sadness may relate more strongly to 

depressive symptoms than the experience of anger. Similarly, the self-discipline and 

perseverance aspects of conscientiousness might be more important for buffering withdrawn 

adolescents against the risk of depressive symptoms than the organization or orderliness 

facets. Future research should also investigate how the facets of the personality traits relate 

to particular subtypes and symptoms of anxiety and depression, such as social anxiety or 

anhedonia. Researchers should also examine other personality traits such as openness to 

experience as possible moderators of the relation between social withdrawal and emotional 

difficulties. Finally, in the future, researchers might also examine whether personality traits 

moderate the relation between social withdrawal and negative outcomes in the same way at 

different transition points in development, including the transition from elementary to 

middle school and the transition from high school to early adulthood.

Conclusion

Overall, the results of the current study demonstrate that asocial behavior with peers predicts 

later anxiety and depressive symptoms during the transition to high school, an important 

period of change during which social interactions and relationships are likely to play a 

particularly central role in adjustment (e.g., Barber & Olsen, 2004). However, the 

personality trait of conscientiousness seems to protect withdrawn adolescents against the 

increased risk of these emotional difficulties. While withdrawal from peer interaction has a 
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strong direct relation to both anxiety and depressive symptoms, the self-regulatory abilities 

encompassed by conscientiousness seem to buffer withdrawn adolescents against a 

heightened risk of depressive symptoms during this time. This pattern suggests that one 

method for preventing depressive symptoms among socially withdrawn individuals may be 

to foster the development of behavioral and emotional regulation abilities. Importantly, these 

findings also suggest that withdrawn children are not a homogeneous group who all share 

similar attributes and levels of risk. Researchers have identified several characteristics that 

distinguish different subgroups of socially withdrawn children and relate to their risk of 

negative outcomes, including gender, family factors, motivations for withdrawal, and peer 

experiences like rejection and exclusion (see Rubin et al., 2009). The current findings further 

suggest that the individual personality traits and dispositions of withdrawn children also play 

an important role in withdrawn children’s risk of experiencing internalizing problems.
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Fig. 1. 
Graphical depiction of the final structural equation model

Smith et al. Page 21

J Youth Adolesc. Author manuscript; available in PMC 2018 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Fig. 2. 
Depiction of the final structural equation model with unstandardized path estimates. 

Standard errors are shown in parentheses

*p < .05, **p < .01, ***p < .001
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Fig. 3. 
Depiction of 2-way interaction between peer-rated withdrawal and self-reported 

conscientiousness in predicting depression scores. Black line represents predicted simple 

slopes describing the association between withdrawal and depression at different 

standardized conscientiousness scores. The shaded region bounded by the dashed lines 

above and below the predicted simple slopes represents the 95% confidence interval for the 

withdrawal simple slope estimates. A horizontal line centered at y=0 was included to 

visually identify regions of significance where the estimated simple slope for withdrawal 

significantly differs from 0
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Table 3

Final Measurement Model Parameter Estimates

Estimate SE λ

Depressiona H = .90b

 Negative Mood 2.05 0.19 .86

 Interpersonal Problems 0.79 0.09 .73

 Ineffectiveness 1.23 0.14 .75

 Anhedonia 2.46 0.22 .88

 Negative Self-Esteem 1.68 0.14 .92

Anxiety H = .87

 Tense/Restless 3.00 0.31 .91

 Somatic Problems 1.84 0.27 .72

 Anxious Coping 1.30 0.33 .41

 Humiliation/Rejection 2.31 0.38 .62

 Performance Fears 2.23 0.29 .75

Note. All p’s < .001

a
The depression and anxiety factors were positively and significantly correlated, r = .57, p < .001.

b
Coefficient H is a measure of construct reliability, akin to Cronbach’s α, though more appropriate for use in latent variable models (Hancock & 

Mueller, 2001).
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