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Abstract 
 

Background: Prevention and treatment of youths` mental disorders are important, not just for to diminish their present 
problems but to improve their functions in adulthood. This study was performed to evaluate the mental health status of 
6-18 years old youths in a community-based sample using the strength and difficulties questionnaire (SDQ). 
 
Methods: Parent of 2000 youths (6-18 years old) were selected from 250 clusters from different municipality 
areas of Isfahan, Iran and they responded to extended version of SDQ parent`s form. The mean score in each 
subscale and prevalence of symptom and relation with some demographic features were determined. 
 
Results: The total score of SDQ was 26%, means that 26% of youth had psychiatric problems. By determining the sub-
scale score, it reveals that conduct disorder (34.7%) was the most common problem in youth followed by peer relationship 
problems (25.4%), emotional problems (24.5%), hyperactivity (23%) and impairment of prosocial behavior (5.7%). 
 
Conclusion: Our findings showed that mental health of youth population in Isfahan especially the conduct prob-
lem needs more attention. 
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Introduction 
 
Mental disorders are among common health problems 
all over the world.1 Socioeconomic, political and cul-
tural changes may affect the physical, mental health 
and life style of youths.2 Behavioral and emotional 
problems in youth may cause a noticeable distress not 
just among them but in their families too.3,4 

Prevention and treatment of youths` mental disor-
ders are important, not just to diminish their present 
problems but to improve their functions in adult-
hood.5 Psychiatric disorders have a high prevalence 
among youth5 and could be accompanied with other 
problems including poor school performance, chronic 
health problems6 or intensifying the present medical 
problems,7 substance abuse and suicidal behaviors.6 
Studies about prevalence of psychiatric disorders 

among youth population in various geographic places 
of the world are different with a rate of 10% in devel-
oped countries and 15% in developing countries.8  

In a Siberian study in 2007, the prevalence of psy-
chiatric disorder in youths was reported about 15-
20% .9 In a study in Norway (2004), they reported 
that one third of children had minor problems and 5% 
had major or severe psychiatric disorders.10  

Simpson et al. in USA reported that 5% of chil-
dren aged 7-14 years suffered from emotional and 
behavioral disorders that affect their functioning, 
learning, friendship, family life and joyful activities.3 

Iran is a developing country whose rapid socio-
economic changes could affect children and adoles-
cents` mental health. According to the recent census, 
20% of Iran population is under age of 20 years but 
there is not any precise estimation about youth psy-
chiatric problems in Iran and the recent researches 
have been carried out in low number of samples.11  

One study in Rafsanjan, Iran on students aged 15-
18 years reported that prevalence of all psychiatric dis-
orders was 16.6%.12 In another study among students 
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aged 7-11 years in Isfahan, prevalence of behavioral 
disorders was estimated 15.5% and 29.8% by using Rut-
ter and CSI-4 questionnaires respectively.13 The present 
study was designed to evaluate the frequency of psychi-
atric disorders in a community sample of 6-18 years old 
from different municipality areas of Isfahan.  
 
 
Materials and Methods 
 
This is a cross-sectional study carried out in Isfahan, 
Iran in 2008. The population comprised youths aged 
6-18 years whose parents were questioned. The sam-
pling method was a random multistage cluster one 
based on population distribution (250 boys and 250 
girls from each of age range of 6-9, 10-12, 13-15 and 
16-18 years) with a sample size of 2000. 

The examiner team referred to sample's address and 
after giving explanation to them about the research and 
obtaining their consent, SDQ parent report form as well 
as form of demographic information were completed. 
SDQ questionnaire was a structured questionnaire to 
screen psychiatric problems of youths containing 25 
questions and 5 subscales including emotional, hyperac-
tivity, peer relationship, conduct problems and prosocial 
behaviors. There were 5 items for each subscale. Each 
item was given a score (0-2) and the total score of each 
subscale was considered from 0 to 10 and classified as 
normal, borderline and abnormal. Total difficulty score 
was calculated by adding the four first subscales ranking 
from 0 to 40. The cut of point of SDQ was regarded 17 
for children and 20 for adolescents.14,15  

The questionnaire contained parent, teacher and 
self reports.16 Psychometric property of the Persian 
version of SDQ was provided and its reliability and 
validity were acceptable.14 The internal reliability 
testing of the total SDQ showed a Cronbach`s alpha 
of 0.73.14,16 The extended version of SDQ form was 
used in the present study contained impact score and 
had items on overall distress and social impairment 
(score of 2 or more was considered abnormal).15 

The data was entered to SPSS (version 18, Chicago, 
IL, USA) software and was analyzed by descriptive sta-
tistics (frequency distribution, mean and SD) and ana-
lytical statistics of multinominal logistic regression test. 
A p value less than 0.05 was considered significant. 
 
 
Results 
 
Among the study population, 513 samples (26%) had a 

total problem score higher than cut of point, with no 
significant differences in both sexes. Regarding sub-
scales of disorders, conduct disorder had the highest 
prevalence (34.7%) followed by peer relationship prob-
lem (25.4%), emotional problem (24.5%), hyperactivity 
(23%) and impairment of prosocial behavior (5.7%).  

The total problem score was more in 6-13 years 
age group in both genders in comparison with 14-18 
years age group (Table 1). There was a significant 
association between age and subscale of emotion 
among girls (p=0.003). Emotional problems were 
more prevalent in adolescent girls. The correlation 
between age and hyperactivity was more prevalent in 
both sexes and in lower age group (p=0.023 in girls, 
p=0.021 in boys). There was a significant association 
between age and peers` problems in 6-13 years old 
girls and it was more than 14-18 years girls old 
(p=0.04). Subscale of impact scale that showed total 
impairment was abnormal in 34.3% of samples and 
significant in both sexes (p=0.02) (Table 1). 

Excluding sex, the chance of abnormal total prob-
lem score in 6-10 years and 11-13 years age groups 
was 2.39 folds (OR: 2.39 , 95% CI: 1.52-3.765) and 
2.17 folds (CI=1.31-3.59, OR: 2.17, 95%) of 14-18 
years age group respectively (Table 2). 

In regard to parents` demographic features, psychiat-
ric problems in children with housekeeper mother was 
2.44 folds more than working mothers` (CI: 0.22-0.77, 
OR: 0.41, 95%). The chance of psychiatric disorders in 
children with illiterate or low literate fathers was 2.6 
folds when compared to those with highly educated 
ones (Table 2). The findings showed that having abnor-
mal score of prosocial behavior and impact score may 
increase the chance of psychiatric disorders by 6 and 9.1 
folds respectively (Table 2). 
 
 
Discussion 
 
It was shown that 26% of youths had an abnormal 
total problem score while this rate in a study carried 
out in Tehran was 25.8% in children and 13.7% in 
adolescents when they used the same research tools 
and method.17 In other studies conducted on children 
in Brazil and Gaza strip by using SDQ, the frequency 
of total problems was 18.7%18 and 14.2% respec-
tively.19 The differences may be due to variation in 
residence area, culture and educational level. 

In this study, conduct disorder had the highest 
prevalence (34.7%) which is consistent with 
Mohammadi et al. studies17,20 but is not consistent  
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Table 1: Frequency distribution (%) of five domains of SDQ based on sex and age groups of youth population.
                                                     Boys No. (%)                       Girls No. (%) 
Age (Year) 6-10 11-13 14-18       6-10               11-13            14-18   
Emotional Normal         246 (67.6)  170 (65.5) 251 (68.2) 232 (67.4) 156 (67.2) 217 (55.6) 
 Borderline 46 (12.6) 25 (9.7) 39 (10.6) 29 (8.4) 15 (6.5) 51 (13.1) 
 Abnormal 72 (19.8) 64 (24.7) 78 (21.2) 83 (24.1) 61 (26.3) 122 (31.3) 
P-value   0.517   0.003  
Conduct Normal 158 (43.4) 105 (40.9) 169 (45.4) 190 (56.2) 137 (58.5) 207 (53.6) 
 Borderline 52 (14.3) 42 (16.3) 57 (15.3) 47 (13.9) 30 (12.8) 61 (15.8) 
 Abnormal 154 (42.3) 110 (42.8) 146 (39.2) 101 (29.9) 67 (2 8.6) 118 (30.6) 
P-value   0.779   0.768  
Hyperactivity Normal 191 (52.5) 151 (58.5) 233 (63.8) 214 (63.1) 169 (72.8) 276 (71.7) 
 Borderline 56 (15.4) 29 (11.2) 47 (12.9) 44 (13.0) 23 (9.9) 50 (13.0) 
 Abnormal 117 (32.1) 78 (30.2) 85 (23.3) 81 (23.9) 40 (17.2) 29 (15.3) 
P-value   0.021   0.023  
Peer Normal 204 (56.0) 146 (58.2) 216 (59.3) 188 (54.8) 135 (58.2) 230 (59.6) 
 Borderline 54 (14.8) 36 (14.3) 66 (18.1) 52 (15.2) 30 (12.9) 73 (18.9) 
 Abnormal 106 (29.1) 69 (27.5) 82 (22.5) 103 (30.0) 67 (28.9) 83 (21.5) 
P-value   0.254   0.04  
Total Normal 171 (48.0) 119 (49.6) 194 (56.1) 195 (58.9) 137 (61.2) 225 (61.8) 
 Borderline 73 (20.5) 45 (18.8) 66 (19.1) 45 (13.6) 31 (13.8) 47 (12.9) 
 Abnormal 112 (31.5) 76 (31.7) 86 (24.9) 91 (27.5) 56 (25.0) 92 (25.3) 
P-value p-value  0.195   0.938  
proSocial  Normal 315 (86.8) 222 (85.7) 312 (84.3) 309 (91.2) 218 (92.8) 352 (89.8) 
 Borderline 26 (7.2) 18 (6.9) 25 (6.8) 18 (5.3) 10 (4.3) 21 (5.4) 
 Abnormal 22 (6.1) 19 (7.3) 33 (8.9) 12 (3.5) 7 (3.0) 19 (4.8) 
P-value   0.701   0.724  
Impact Normal 78 (56.9) 44 (44.4) 70 (42.7) 83 (59.7) 44 (52.4) 62 (40.0) 
 Borderline 24 (17.5) 13 (13.2) 26 (15.9) 26 (18.7) 16 (19.0) 26 (16.8) 
 Abnormal 35 (25.5) 42 (42.4) 68 (41.5) 30 (21.6) 24 (28.6) 67 (43.2) 
P-value   0.029   0.02  
 
 
Table 2: Multinominal logistic regression results of some effective factors on SDQ total problem scores. 
Characteristics  Borderline Abnormal 
  OR(95%CI) OR (95%CI) 
Age (Year) 6-10 1.48 (0.91-2.42) 2.39 (1.52-3.76)a 
 11-13 1.47 (0.85-2.55) 2.17 (1.31-3.59)a 
 14-18  1=Reference 1=Reference 
Father education Primary or less 1.17 (0.55-2.49) 2.61 (1.32-5.16)a 
 Secondary or high school 1.34 (0.72-2.51) 2.59 (1.44-4.65)a 
 College 1.15 (0.66-1.99) 1.76 (1.04-2.97)a 
 University or high 1=Reference 1=Reference 
Mother job Employee 0.41 (0.21-0.79) 0.41 (0.22-0.77) 
 Housekeeper 1=Reference 1=Reference 
Sex Male 1.82 (1.19-2.78)a 1.11 (0.76-1.64) 
 Female 1=Reference 1=Reference 
Social Normal 0.38 (0.14-1.06) 0.17 (0.07-0.42) 
 Borderline 0.44 (0.12-1.67) 0.44 (0.14-1.38) 
 Abnormal 1=Reference 1=Reference 
Impact Normal 0.26 (0.16-0.44)a 0.11 (0.07-0.17)a 
 Borderline 0.61 (0.32-1.18) 0.32 (0.18-0.57)a 
 Abnormal  1=Reference 1=Reference 
aStatistically significant. 
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with those of Brazil,18 Gaza19 and Siberia9 that re-
ported emotional problems as the most prevalent dis-
order. This discrepancy needs to be studied. 

This study showed a significant association between 
age and emotional disorders in girls aged 13-18 years 
which is consistent with Alavi et al. study.21 Since girls 
used more internalizing mechanisms than boys to face 
the problems,22 emotional problems (depression and 
anxiety) were more prevalent among them. There was 
significant association between age and subscale of hy-
peractivity at lower ages that is consistent with 
Mohammadi et al.20 and Solbodskaya et al. studies9 in 
which young age was named as a specific factor for ex-
ternalizing behaviors. In this study, the association be-
tween age and peers problems in girls was significant 
and the problems were less at older ages. 

Gavin et al. reported that the relationship of girls 
with peers group was more positive. They also re-
ported less negative behavior in peers group in late 
adolescents when compared with early and middle 
age groups.23 This study revealed that impact score 
had a significant association with age, therefore at 
higher ages, psychiatric problems caused more per-
sonal distress and impairment. These results were not 
consistent with Widenfelts et al. study.24  

The chance of abnormal scores of total problems in 
youths whose mothers were housekeepers was 2.5 folds 
more than those with working mothers. In a study in 
2007 in Isfahan, the highest prevalence of behavioral 
disorders was related to youths whose mothers were 
housekeepers.13 Employee mothers generally had a bet-

ter family economic status and could reduce depressive 
signs and finally affect children's mental health.  

Results showed that abnormal total problems in 
youths were related to fathers with lower level of educa-
tion. Farshidnejad et al. also reported that high educated 
fathers had children with less behavioral disorders.13 
The chance of abnormal total problems in youths who 
had abnormal prosocial score was expected to be higher. 
It shows that youths who had more problems had less 
socially acceptable behavior. However, gathering in-
formation from adolescents and parents about emotional 
and behavioral problems is crucial for diagnosis.25 

The use of one questionnaire in the present study 
could be a limitation and the method of home refer-
ring to pick up the answers can be another limitation 
in this study. Our findings showed that mental health 
of youth population in Isfahan especially the conduct 
problem needs more attention. 
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