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Background: Behavioral disorder is a condition that is caused by individuals experiencing
changes in their thoughts and emotions which manifest as challenging behaviors.

Objectives: To find out the prevalence rate of behavioral disorders and emotional disorders
among school children and the relationship of these disorders with personal variables as well as to
socio-demographic factors of the child's family.

Design and Subjects: A cross sectional study was conducted at Baquba City during the
educational year 2010-2011. A total of 1500 school children of both male and female were
selected by random sampling from nine primary schools. Pupils from the 4™, 5™ and 6"of study
years at the age between 10-12 years old were included in this study. Revised Rutter Scale (RRS)
has been used as a mean for identification and measurement of behavior disorders.

Results: Behavioral disorders were found in 24.6% of the school children. Male to female ratio
was (2:1). The overall of prevalence rate of conduct disorder was 13.8%. Males to females ratio
was (3.2:1). Whereas The overall of prevalence rate of emotional disorders was 10.8, and the ratio
of males to females was (1.2:1). The highest percent (45.7%) for conduct disorder was found
among school children in the fifth class, while the highest percent (39.5%) for emotional disorder
was found among school children of fourth class. The results also reveal that there is a statistical
significant association between behavior disorders and some individual factors related to the child
and factors related to his family. In conclusion, the present study showed a significant behavioral
disorder among school children. Also there was evidence of complex interaction between
individual and family factors.

Copyright © 2014 Salwa et al. This is an open access article distributed under the Creative Commons Attribution License, which permits unrestricted use,

distribution, and reproduction in any medium, provided the original work is properly cited.

INTRODUCTION

Childhood is recognized in psychiatry as a period of
vulnerability and progressive development toward adult
personality and character. Variations in children's behaviors
reflect a blend of intrinsic biologic characteristics and the
environments with which the children interact (Robert et al.,
2004). Behavioral problems in childhood are very common
and any one deal with children is likely to encounter many of
them (William et al., 2011). Behavioral disorders in children
and adolescents are increasingly coming into focus as serious
treatable conditions and as precursor of adult psychopathology
(Rutter and Hersov, 1994). Diagnostic and statistical manual
of mental disorders (DSM-IV) mentions conduct disorder
(CD), as one of the most frequently diagnosed conditions in
outpatient and inpatient mental health facilities for
children. Conduct disorder (CD) refers to a
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Persistent pattern of antisocial behavior in which the
individual repeatedly breaks social rules and carries out
aggressive acts that upset other people (APA, 2000).Part of
behavioral problems constitutes exaggeration of or deviation
from normal rather than mental illness or disease. Many
behavioral problems are easier to treat in children since their
behavior pattern and interaction styles have not yet becomes
firmly established. In fact, researchers and clinicians take a
more sensible approach and only consider that a child has
significant emotional or behavioral difficulties if problems in
these areas interfere substantially with the child’s everyday
life, or cause the child considerable distress, or result in
marked disruption for others (Mohit and Eldin, 1998;
Madeline and Melissa, 2009). These problems are generally
identified by parents at home or by teacher at school. In
addition some disturbed children especially adolescents come
to attention via the police for their delinquent behavior
(William et al., 2011; Mohit and Eldin, 1998). Developing
countries are subject to rapid socio-cultural and political
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changes which affect the life style of children and their
families, and their physical and emotional wellbeing has
highlighted the need for child psychiatry (Paula and Andrew,
2007). Schools, being a major influence on the growing and
developing mind of the child, provide an ideal setting to carry
out such a study. The relationship between school and pupils
is considered as a primary factor of effective interaction in
school environment and school results. School-based violence
is a pernicious and wide-spread problem which affects the
lives of a large number of children in school settings as both
perpetrators and victims (Bram et al., 2013). The objectives of
this study were to find out the prevalence rate of behavioral
disorders and emotional disorders among school children and
the relationship of these disorders with personal variables as
well as to socio-demographic factors of the child's family.

MATERIALS AND METHODS

A cross sectional study was conducted during the scholastic
year 2010-2011 in Baquba City, the center of Diyala Province.
The sample of the study consist of 1500 school children at the
age of 10 to 12 years old of both sex male and female, who
were randomly selected from nine primary schools. The
schools themselves were randomly chosen, they were located
in the four major administrative sectors at Baquba City (Table
1). The schools were either mixed sex or exclusively unisex
schools. This study was restricted to school children from the
forth to sixth of study year in the primary schools inside the
city (urban). Data was collected using questionnaire which
designed for collection of two types of information for each
child enrolled in the study. First type of information completed
by the child's' family include personal and socio-demographic
data about the child and his family as regard age, sex, class,
school, years of scholastic failure, parental education,
occupation, death, family size, type as polygamy or presence
of parents' divorce.

Second type of information was completed by the class
teacher, as regard her or his response about child's behavior,
according to the 59 items of Revised Rutter Child Scale for
School Age Children (Revised RCQ). Rutter Child's Behavior
Questionnaire (CBQ) for completion by teacher in its original
version was developed by Rutter at 1967. It consisted of 26
items for conduct and emotional disorder mainly (Rutter,
1967). Revised version of Rutter Scales (RRS) are a revision
of the original Rutter Parents' and Teachers' Scales (Rutter,
1967; Elander and Rutter, 1996). The original scales focused
mainly on emotional and conduct problems. The revised scales
incorporate prosocial items that including a small number of
additional items to provide a better coverage of behaviors.
RRS for completion by parents and teacher was developed in
1999. It consists of 59 items for prosocial trait (Elander and
Rutter, 1996). Score for each item eitherO, 1, or 2 (doesn't
apply, applies somewhat and certainly applies). Behavior was
consistently present during the previous six months in order to
be included in the study (Madeline and Melissa, 2009). Scores
were added together to get total difficulties (total symptoms)
and to identify probable type of disorder. Main sub-scores for
conduct disorder were derived from the following items:
truancy, destructiveness, fighting, disobedience, lying, stealing
and bullying. These items make up an antisocial, hostile, and
aggressive or conduct disorder score. Sub-scores for emotional
disorder were derived from the following items: worrying,

solitary, miserable, fearfulness, cries easily, tears on arrival to
school and complain of stomach ache. These items make up an
anxious, fearful, neurotic or emotional disorder score. The
greater of the two scores gives the type of disorder. Mixed or
undifferentiated disorders are considered when both have the
same score. Statistical analysis was done using the Statistical
Package for Social Sciences (SPSS, Inc., Chicago, Illinois)
version 11.0.

RESULTS

Out of 1500 school children, 370 (24.6%) of them were
identified as having behavioral disorders (males to female's
ratio was 2:1). The prevalence rate of CD was 13.8% with the
ratio of males to females was 3.2:1, While the prevalence rate
of emotional disorder was 10.8% with males to females' ratio
of1.2:1) (Table 1).

Table 1. Prevalence of behavioral and emotional disorders among

schoolchildren
Disorder Male No %  Female No %  Total No%
Behavioral disorder 247 (16.4) 123 (8.2) 370 (24.6)
Conduct disorder 159 (10.6) 49 (3.2) 208 (13.8)
Emotional disorder 88 (5.9) 74 (4.9) 162 (10.8)
Total 494 246 740

The personal and demographic variables of the children and
their parents were studied in relation to the type of behavioral
disorders including conduct and emotional disorders. Some
variables showed high significant association (HS), (p<0.05)
as the child's stage, gender, and father's working status. Also,
a significant association was found in regard to the mother is
alive or not, and with parents' divorce. Other variables did not
show a significant association like the age of the child, the
father is alive or not, mother's working status and with
polygamy family (Tables 2 and 3).The vast majority of the
study sample are with low category and accounted for
162(56.1%) and 127(43.9 %) for the conduct and emotional
disorders respectively, and the leftover were at moderate and
high scoring and they are accounted 36(17.3%) and 30(18.5%)
for moderate level and 10(4.8%) and 5(3.1%) for high level at
the conduct and emotional status respectively. In addition to
that the distribution of the observed frequencies had reported
the same proportion along the three levels of social and
economic assessment and showed a non-significant difference
at P>0.05 between the two of the studied disorder, Table (4).

DISCUSSION

The prevalence rate of behavioral disorders in any community
is determined by many factors including the geographic area,
school factors, family factors and individual factors. These
were investigated in many parts of the both developed and
developing countries (Rutter and Hersov, 1994). An
epidemiological study was conducted by Salwa in Baquba
City during the scholastic year 1998-1999, to assess the
prevalence rate of behavioral problems in school children,
using Rutter Children Scale. The overall prevalence of conduct
disorder for boys and girls was 9.1% and 1.6% respectively,
while the prevalence rate of emotional disorders was 8.0% and
10.6%for boys and girls respectively. The prevalence of
conduct disorder in the current study was higher than what
was the old study reported, while the prevalence rate of
emotional disorder in both studies approximately the same
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Table 2. Distribution of the studied school children' related variables, based on the type of disorder with comparison statistical

significance
T f Disord ®
Child Related Variables Groups Number and % of Disorder Lo o er' CS.
Conduct Emotional P-value
Stage Fourth No. 46 64 C.C**=0.244
Stage 41.8% 58.2% P=0.000
Disorder 22.1% 39.5% HS
Fifth No. 95 37
Stage 72.0% 28.0%
Disorder 45.7% 22.8%
Sixth No. 67 61
Stage 52.3% 47.7%
Disorder 32.2% 37.7%
Age 9-13 No. 151 113 C.C.=0.031
Age 57.2% 42.8% P=0.548
Disorder 72.6% 69.8% NSH**
14 -16 No. 57 49
Age 53.8% 46.2%
Disorder 27.4% 30.2%
Gender Male No. 159 88 C.C=0.227
Gender 64.4% 35.6% P=0.000
Disorder 76.4% 54.3% HS****
Female No. 49 74
Gender 39.8% 60.2%
Disorder 23.6% 45.7%

*C.S. (comparison significance); **C.C. (Correlation coefficient); ***NS (non-significant); ****HS (High significant)

Table 3. Distribution of the studied parent's related variables based on the type of disorder with comparison statistical

significance
. Type of Disorder CS.
Parent's Related Var.'s Groups Number and % of Disorder -
Conduct Emotional P-value
Child's father a live Yes No. 180 145 C.C.=0.045
Father a live? 55.4% 44.6% P=0.386
Disorder 86.5% 89.5% *NS
No No. 28 17
Father a live? 62.2% 37.8%
Disorder 13.5% 10.5%
Child's mother a live Yes No. 193 158 C.C.=0.106
Mother a live? 55.0% 45.0% P=0.040
Disorder 92.8% 97.5% *S
No No. 15 4
Mother a live? 78.9% 21.1%
Disorder 7.2% 2.5%
child's father working Yes No. 192 105 C.C=0.324
Father working? 64.6% 35.4% P=0.000
Disorder 92.3% 64.8% HS
No No. 16 57 (High Sig.)
Father working? 21.9% 78.1%
Disorder 7.7% 35.2%
Child's mother working Working No. 28 16 C.C=0.055
Mother working? 63.6% 36.4% P=0.291
Type of Disorder 13.5% 9.9% NS
Household No. 180 146
Mother working? 55.2% 44.8%
Disorder 86.5% 90.1%
Polygamy Yes No. 12 13 C.C.=0.045
family Father having 2 wives 48.0% 52.0% P=0.391
Disorder 5.8% 8.0% *NS
No No. 196 149
Father having 2wives 56.8% 43.2%
Type of Disorder 94.2% 92.0%
The parents divorced Yes No. 0 3 C.C=0.102
Divorced 0.0% 100% P=0.049
Disorder 0.0% 1.9% S
No No. 208 159
Divorced 56.7% 43.3%
Disorder 100% 98.1%

*C.S. (comparison significance);** C.C. (Correlation coefficient);*** NS (non-significant); ****HS (High significant), *S (Significant at P<0.05)
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Table 4. Descriptive statistics of socioeconomic status in relation
to the studied types of disorder with comparison significant

Socioeconomic/ Types of Disorder NO and %  CS*, P-value

Groups Conduct Emotional

Low: Less than 72 162(56.1%) 127 (43.9%) CC** =0.045
P=0.069

Middle: 73-100 36 (54.5%) 30 (45.5%) NS#**

*C.S. (comparison significance); ** C.C. (Correlation coefficient);
*** NS (non-significant)

(Salwa, 2000). The child's problems are often multi-factorial
and the way in which they are expressed may be influenced by
a range of factors including developmental stage,
temperament, coping, and the nature and the duration of stress.
Family factors including maternal depression, poor marital
relationship, poor housing were also involved. In general,
chronic stressors are more difficult to deal with than isolated
stressful events (Ek et al., 2004). Everything that happens in
the school affects the mental health of the child. Children who
have emotional problems may need child guidance clinic or
psychiatric services (Park, 2007). Regarding behavioral
disorders, at one end lies the study of Esser et al
(2009) reported a prevalence of 0.9%, while at the other hand
the study by Kashani et al. (1987) reported a prevalence of
8.7%. Diagnostic and statistical manual of mental disorders [V
reported a prevalence rate in males of 6%—10% and in females
of 2%-9%. The ratio of males to females with CD is lower for
the adolescent-onset type than for the childhood-onset type
(APA, 2000). Girls who had been physically abused at home
had a 4.2-fold risk of having conduct disorder with violent
behavior compared to those not exposed to domestic violence.
A four countries study done in primary health care setting in
the Sudan, Columbia, India and the Philippines, gave a
prevalence rate which varied from 12% to 29% for child
psychiatric disorders (Anula, 1991).

A broken primary family also increased the risk for having
both violent CD and non-violent CD among girls (Anula,
1991; Rutter and Richman, 1997). In the current study, the
prevalence rate of behavioral disturbances among females
was 8.2% which is within the limits of DSM-1V (Table2).
Among Indian studies, Deivasigamani (1990) has reported the
prevalence of CD to be 11.13%. Conduct disorder was found
in 4.58%; the ratio of boys to girls being 4.5:1. Childhood
onset was found in 73% and adolescent onset in 27%. Mild
conduct disorder was found in 36%, moderate in 64% and
severe conduct disorder in none (Sujit ef al., 2006). Life space
crisis intervention (LSCI) is a therapeutic and verbal strategy
used to intervene when children are in crisis LSCI was
implemented and studied in several Flemish Institutes.
Positive effects were found on school results, attendance in the
classroom and number of conflicts (Bram et al., 2013). In the
present study, the highest rate of behavioral symptoms was
24.6 % found amongst the study sample. There was an
increased level of violence, terror and family stress under the
influence of deteriorated security situation in Diyala and all its
cities during last ten years. This has consequences on socio-
demographic, residential instability, and displacement
throughout Diyala districts or external immigration to other
governorates to escape assassinations and kidnappings of
children or their parents. All these factors may be implicated
as a cause for high rate of behavioral disturbances when our
figure is compared with national studies conducted before or

studies in other countries. Male children in this sample have a
higher rate of behavioral disorders than females, particularly in
regard to conduct disturbances. This is in harmony with the
finding of other studies (Ek et al., 2004; Park, 2007; Anula,
1991; Rutter and Richman, 1997). Family factors, perceptions,
attitude and child rearing practices may explain sex
differences in the rate of prevalence; however the role of
hormones and chromosomes should be taken in to account.
Past research suggests that children who experience multiple
transitions in family structure may face worse developmental
outcomes than children raised in stable two-parent families
and perhaps even children raised in stable, single-parent
families (Paula and Andrew, 2007). The effect of Sectarian
fighting, forced displacement and murder for identity laid
more pressure on the boys who had to go for work at a very
young age plus that the alive parents, in these circumstances
had paid less attention to their children and this is more
remarkable in the boys than the girls (Anula, 1991). In the
present study, the sample included a range of age, this range of
age was not an intended inclusion criterion, but was
determined by the grades of school classes which are 4", 5™,
and 6™ grades when high significance was found with the
class. Schoolchildren aged at 9-13 years that presented highest
rate of conduct and emotional disorders were 72.6% and
69.8% respectively.

This age may be a pre- adolescence age where all psychiatric
disorders and particularly conduct and delinquent behavior
tend to increase (William et al., 2011). Children do not always
display their reactions to events immediately, although they
may emerge later. Anticipatory guidance can be helpful to
parents and children in those parents can attempt to prepare
children in advance of any potentially traumatic events.
Children should be allowed to express their true fears and
anxieties about impending events (Rutter and Richman, 1997).
In addition to the above mentioned, the range of disorders may
be also caused by a number of factors such as parenting style
which is inconsistent or contradictory, family or marital
problems, child abuse or neglect, overindulgence, injury or
chronic illness, separation or bereavement (Achenbach et al.,
1987). The study results of Essi et al. (2006) suggested that
children being physically abused by parents may influence the
development of conduct disorder including violent behavior
among girls. This emphasizes the importance of early
recognition of domestic violence. The researchers stated that
the identifying risk factors in children could be an important
step in preventing the progression of CD to anti-social
personality disorder. Another study was report on a group of
adolescents with conduct disorder in a community sample,
utilizing structured interviews for the adolescents and their
parents. Various instruments were used.

They found that conduct disorder was the most common
psychiatric problem (along with anxiety disorders), the
findings, including approaches to conflict resolution in
adolescents and their parents (Kaisa et al., 2011). The course
of emotional disorders proved very promising, while that of
conduct disorders was extremely unfavorable. Remission of
psychiatric disorders was also influenced by an improved
psychosocial environment within the family (Rutter and
Richman, 1997). Behavioral problems are first brought to the
attention of parents by teachers or school officials. Children
who are easily distracted, unwilling or unable to cooperate
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with school rules, or are disruptive to classroom activities can
make it difficult not only for teachers, but also for other
students. Parents of children with behavioral problems can
work with teachers, child psychologists, and their child to help
formulate a plan to help children get the most benefit from the
educational process. Cooperation between school and parents
is not a recent phenomenon as it seems at first impression, in
practice such cooperation in particular emphasized by parents
of children with emotional, behavioral and social problems or
disorders (Thomas and Kevin, 2010). In conclusion, the
present study showed there was a significant behavioral
disorder among school children. Also there was evidence of
complex interaction between individual and family factors.
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