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Abstract

Mathai, Anderson & Bourne

The objective of this study was to evaluate the usefulness of the Strengths and Difficulties
Questionnaire (SDQ) as a routine measure to screen for emotional and behavioural disorders in
children and adolescents referred to a community child and adolescent mental health service
(CAMHS). Health of the Nation Outcome Scales for Children and Adolescents (HONOSCA) were
also utilised and the correlation between the two instruments was examined. The study was
conducted with 130 consecutive new CAMHS attendees. Clinicians, parents, teachers and
children (if aged 11 years or older) completed questionnaires at initial attendance. According to
parents, 85% of children and adolescents referred exhibited moderate to severe
behavioural/emotional problems, and 82% had a SDQ impact score in the abnormal range.
Teachers’ ratings generally indicated less severe problems. Teachers rated 60% of the children
in the moderate to severe range and 61% had an impact score in the abnormal range. Self-
reports from the older-aged children showed that 67% rated themselves to be in the moderate to
severe range. Fifty two percent rated themselves in the abnormal range for impact. Moderate
inter-test (HONOSCA and SDQ) and inter-rater (SDQ) correlations were found. The findings are
consistent with similar studies conducted in the U.K. In conclusion, the SDQ is sensitive in
detecting emotional and behavioural problems and may be utilised to screen referrals at intake.
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There has been an increase in the prevalence
of child and adolescent mental health
disorders since World War II (Zubrick,
Silburn, Burton, et al., 2000). This has led to
long waiting lists and CAMHS are only able
to see approximately 20% of the population
that require specialist mental health services
(Offord, Boyle, Szatmari et al., 1987; Burns,
Costello, Angold, et al., 1995; Leaf, Alegria,
Cohen et al., 1996; Meltzer, Gatward,
Goodman et al., 2000; Sawyer, Gatward,
Goodman et al., 2001). At present, while
individual services around Australia may
have their own guidelines for determining
acceptable referrals, there are no generally
accepted guidelines that are applied across
all CAMHS. Failure of patients to attend

appointments is also a problem facing
services (Mathai & Markantonakis, 1990).

In order to address some of the issues
associated with intake, it may be possible to
use standardised, sensitive screening
instruments to aid intake decision-making.
The SDQ is one such measure that may be
used in this process. In a psychiatric clinic
sample, diagnostic predictions based on the
SDQ agree well with clinical diagnoses
(Goodman, Renfrew, & Mullick, 2000a),
supporting its clinical validity.

The clinical validity and inter-rater
reliability of the SDQ could be evaluated
with the concurrent administration of the
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clinician-rated HONOSCA. Yates and
colleagues found that the HONOSCA could
usefully describe the profiles of children
referred to CAMHS (Yates, Garralda, &
Higginson, 1999).

The aims of the present study were, firstly,
to determine the usefulness of the SDQ as a
screening measure by examining its
sensitivity to emotional and behavioural
problems in referrals to a community
CAMHS. The second aim was to re-examine
the validity of the SDQ by investigating the
relationship and level of agreement between
the SDQ and the Health of the Nation
Outcome Scales for Children and
Adolescents (HONOSCA).

Method

The study was carried out in a community
child and adolescent outpatient service in
outer southwestern suburbs of Melbourne.
This region has a population of 86,107 and is
the fastest growing municipality in the state
of Victoria with an annual population
growth in excess of 2.2% per year. The
majority of people are young with 10% aged
less than 5 years and 35% under the age of
20 years. Residents are predominantly
Australian born (73%) and English speaking
(78%). The unemployment rate has
consistently been one of the lowest in the
western region since 1990. Questionnaires
were sent out to families prior to the initial
assessment.

Instruments — the SDQ

The SDQ is a brief behavioural screening
questionnaire that provides balanced
coverage of children's and young people's
behaviour, emotions and relationships. It has
adequate discriminant and predictive validity
(Goodman, 1997; Goodman & Scott, 1999).
The SDQ contains 25 items and five clinical
scales: hyperactivity/inattention, emotional
symptoms, conduct problems, peer
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relationship problems and prosocial
behaviour (positive behaviours). For each
clinical scale, the score can range from 0

to 10. Summing the scores from all the
scales except the prosocial scale generates a
total difficulties score. The resultant score
can range from 0 to 40. The SDQ also has an
impact supplement that enquires about
chronicity, distress, social impairment and
burden to others. This provides additional
information for clinicians and researchers
with an interest in psychiatric caseness and
determinants of service use (Goodman,
1999).

Parents and teachers of 4 to 16 year olds
complete the SDQ. A questionnaire for self-
completion by young people aged between
11 and 16 years is also available. The SDQ
has been used to screen for psychiatric
disorder in the community, as part of clinical
assessment, as a treatment-outcome measure
and as a research tool (Goodman et al.,
2000a; Goodman, Ford, Simmons et al.,
2000b; Garralda, Yates & Higginson, 2000),
however its psychometric properties have
not been confirmed with an Australian
population. The SDQ takes only five
minutes to complete, and scoring is
straightforward.

The SDQ correlates highly with the Rutter
Questionnaires (Goodman, 1997). However,
benefits of the SDQ are that it focuses on
strengths as well as difficulties; it has broad
coverage of inattention, peer relationships
and prosocial behaviour; it is short and quick
to administer; and it has a single form that is
suitable for both parents and teachers. The
SDQ also correlates highly with the Child
Behavior Checklist, although it was
considered more sensitive in detecting
inattention and hyperactivity and equally
effective in detecting internalising and
externalising problems (Goodman & Scott,
1999). The reliability and validity of the
SDQ make it a useful brief measure of the



adjustment and psychopathology of children
and adolescents (Goodman, 2001).

Instruments — HONOSCA

The HoNOSCA is a clinician-based mental
health assessment tool that is gaining
international acceptance, and it has recently
been utilised in a number of outcome studies
in the U.K. and Australia (Garralda et al.,
2000; Brann, Coleman, & Luk 2001).
Clinicians rate 13 clinical problems on a 5-
point severity scale from no problem to very
severe problem. In several field trials in the
U.K., the HONOSCA demonstrated
satisfactory reliability and validity, and was
found to be sensitive to change (Gowers,
Harrington,Whitton et al., 1999). In a
comparison of outcome measures, the
HoNOSCA correlated moderately with the
Children’s Global Assessment Scale
(CGAS) (Garralda et al., 2000) and the
Paddington Complexity Scale (PCS) (Yates
et al., 1999). The HONOSCA and PCS were
reported to be simple to use in the clinical
setting; provided standardised clinical
information that was easily recorded and
analysed; and both were useful for
describing the clinical profiles of children
and adolescents with mental health issues.

In the present study, at assessment,
clinicians completed the HONOSCA
(Version 5) (Gowers et al., 1999) for
children aged 3 -18 years, and the total
HoNOSCA score was based on the 13
clinical features only, excluding the two
additional questions about parental
understanding and information (Garralda et
al., 2000). The HoONOSCA is a routine
measure used by the clinicians in this
CAMHS. As it is a standard part of practice,
it was readily available for comparison with
the SDQ. Parents completed the parent
version of the SDQ for children aged 4 - 16
years, while teachers completed the teacher
version of the SDQ (children aged 4 - 16
years). The teacher who had the greatest
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contact with the child or was most familiar
with the child's problems completed the
questionnaire. In primary school, this was
often the class teacher, while in secondary
school, it was usually the homeroom teacher
or year level coordinator. Children aged 11
years and older completed the self-rated
version of the SDQ. Clinic staff received
training in the use of the HONOSCA. The
mental health clinician at the initial
assessment completed the HONOSCA.

Results
Description of sample

Data was collected from 130 consecutive
new attendees at the clinic over a period of
12 months. The mean age of the sample was
9.3 years (SD = 2.86, range 4 - 14 yrs). The
sample included 82 boys (63%) and 48 girls
(37%). Forty percent of the sample attended
1 to 3 sessions, while the remaining 60%
attended 4 or more sessions. The mean clinic
attendance was 6 sessions (SD = 4.78, range
1 -26).

Parent SDQ

Based on SDQ U.K. normative data
(Garralda et al., 2000), the severity of
behavioural problems in this clinic sample
was assessed. At assessment, 130 parents
completed the SDQ. The mean score at
baseline for total difficulties was 19.97 (SD
=6.75, range 5 to 38). This is in the
abnormal range according to normative data
that use a cut-off score of 13 for the normal
band, 14 to 16 for the borderline band, and
17 to 40 for the abnormal band. Most
parents (85%) reported significant
behavioural problems in their children (see
Figure I). For example, 78% were reported
to be displaying conduct problems, 72%
experienced emotional symptoms, 60% of
children exhibited significant
hyperactivity/inattention and 64% had peer
relationship problems.
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Figure I Proportion of parents reporting significant behavioural and emotional problems

on the SDQ
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Completed SDQ forms were received from
ninety-nine teachers (76%). The mean total
difficulties score was 14.41 (SD =7.11,
range 1 to 32), which is higher than the
normative cut-off of 12 and falls in the
borderline range (scores 14 —16). The
abnormal band includes scores 16 to 40.
Sixty percent of teachers reported significant
clinical behavioural and/or emotional
problems (see Figure 1), however this was

significantly less than that reported by
parents (x°= 6.518, p =.011). According to
teachers, 49% of the children were
significantly hyperactive/inattentive, 41%
were reported to be displaying conduct
problems, 32% exhibited emotional
symptoms, and 36% had peer relationship
problems.
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Figure 11 Proportion of teachers reporting significant behavioural and emotional problems

on the SDQ
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Self-report SDQ

Of the 49 children that were aged 11 years
and older, 38 (78%) completed the self-
report SDQ. The mean total difficulties score
of this sample was 18.46 (SD = 6.91, range 4
to 32), which is higher than the normative
cut-off of 15 and falls in the borderline range

(16 —19). Based on the children’s responses,
68% were exhibiting significant problems
(see Figure III). More specifically, 71%
were classified as displaying conduct
problems, 55% were hyperactive and/or
inattentive, 46% were exhibiting emotional
symptoms and 32% reported relationship
problems.
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Figure 111 Proportion of children aged between 11-16 years exhibiting significant behavioural
and emotional problems according to the self-report SDQ
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HONOSCA

The mean HONOSCA score at assessment
for the sample was 12.23 (SD =4.55, range
0 to 22). Our findings are in line with the
mean HoNOSCA scores from other
Australian and U.K. outpatient clinics (range
11.18 to 13.11) (Garralda et al., 2000; Brann
et al., 2001; Gowers et al., 1999). At present,
a clinical cut-off score for the HONOSCA
has not been determined.

Relationship between the SDQ and
HoNOSCA

Moderate correlations were found between
the total difficulties score on the SDQ and
the HONOSCA and these are presented in
Table I. Furthermore, small to moderate
correlations were also identified between the
SDQ clinical scales and the HONOSCA
(range .137 to .408), but the strongest
correlations were for
hyperactivity/inattention (parent, r = .326, p
<.01; teacher, r = .408, p <.01) and conduct
problems (self-report, r =.363, p <.05).
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Table I Correlation of HONOSCA score with SDQ total difficulties score

SDQ rated by: n Correlation with HONOSCA score
Parent 125  0.383**

Teacher 97 0.463%*

Self 38

*p < 0.01

#p < 0.001

SDQ Inter-rater correlations

Ninety-nine children had parent and teacher
SDQs. The level of agreement between the
two raters was not particularly high. For
example, the total difficulties score had a
Pearson correlation coefficient of .370 (p <
.01), while the correlation coefficients for
the SDQ clinical scales ranged from .225 to
.610. The parents and teachers had
relatively high agreement on the
hyperactivity/inattention scale (r =.610, p <
.01), while the inter-rater correlations for
peer relationship problems (r = .448, p <
.01), conduct problems (r =.406, p <.01)
and emotional symptoms (r =.353, p <.01)
were moderate.

Inter-rater agreement on the SDQ was
slightly higher between the older children
and their parents, although this was based on
a limited sample of 38. The correlation
coefficient for the total difficulties scale was
455 (p<.01). Conduct problems (r = .547,
p <.01) and emotional symptoms (r = .515,
p <.01) were the SDQ clinical scales that
exhibited the highest inter-rater correlations.
Hyperactivity/inattention (r = .402, p <.05)

and peer relationship problems (r = .347,
p < .05) exhibited moderate inter-rater
agreement.

A small sub-sample of children (n = 26) had
self-report and teacher SDQs. For these
raters, the correlation coefficient for the total
difficulties score was .320 (not significant).
However, conduct problems (r =.608, p <
.01) exhibited good inter-rater agreement,
while moderate correlation coefficients were
found for peer relationship problems (r =
.540, p <.01) and emotional symptoms (r =
432, p <.05).

Perceived difficulties

In the areas of emotions, concentration,
behaviour or social relations, perceived
difficulties are rated on a 4-point scale: 0 =
no, 1 = minor, 2 = definite, 3 = severe. Table
IT illustrates the proportion of parents and
teachers who rated children as having
severe, definite or minor/no difficulties.
Approximately 77% of parents reported
definite to severe difficulties in comparison
to 61% of teachers.
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Table 11 Parents and teachers' overall difficulties ratings

Overall
Difficulties

No/minor
Definite
Severe

Parents Teachers

24% 39%
58% 47%
19% 14%

Burden

Respondents who reported perceived
difficulties rate the level of burden placed on
them by the child’s difficulties. Seventy nine
percent of parents reported that the child’s
problems were a burden on them and the
family, with 46% indicating considerable
hardship. In contrast, 47% of teachers
reported that the children’s behavioural and
emotional problems were burdensome.

Impact

The impact score adds the scores for the
distress and social impairment items. As
classified by normative data (Meltzer,
Gatward,Goodman et al., 2000), the majority
of children had an impact score in the
abnormal range according to parents and
teachers. The impact was rated as severe by
82% of parents and 61% of teachers.

Discussion

Goodman and colleagues recommend the
use of the SDQ as part of a clinical
assessment (Goodman, Ford, Simmons et al.,
2000b). In this study, we found that the SDQ
detected behavioural and emotional
problems in children and adolescents
referred to a community mental health
service. Thus, our data suggest that the SDQ
may be a suitable screening measure that
could be utilized during the intake process.
Consistent with previous U.K. studies, we

found moderate, although significant,
correlations between the SDQ and
HoNOSCA (Garralda et al., 2000;
Goodman, 2001; Gowers et al., 1999). This
is the first Australian study to examine the
relationship between the two instruments,
and the results further support claims that
these instruments are sensitive to
behavioural and emotional problems.

In this study, 85% of the children and
adolescents referred to the service were in
the moderate to severe range of behavioural
difficulties according to the SDQ. In contrast
to teachers and self-reports, parents reported
the most concerns on the SDQ, especially
for externalising problems. Disruptive
behaviour problems, in particular
hyperactivity/inattention and conduct
problems were the most frequently reported
issues.

The SDQ inter-rater correlations for the total
difficulties score were moderate while
correlations for the clinical scales ranged
from small to moderate. In comparison to
other studies, these inter-rater correlations
were relatively strong (Achenbach,
McConaughy, & Howell, 1987; Luk, Staiger
& Mathai et al., 2001). For example, a meta-
analysis reports that the average correlation
with mental health workers' ratings was 0.24
for parents, 0.27 for self and 0.34 for
teachers (Achenbach et al., 1987). More
recently, an Australian study by Luk and
associates (2001) found small associations



between parent, teacher, child and clinician
reports.

Our data suggest that the SDQ may be one
instrument useful in screening referred
patients before admission to a specialist
service. These services are often hampered
by long waiting lists, and screening clients at
intake may help to streamline assessment
and treatment procedures. The SDQ also
provides scores that assess the burden of
care and impairment, which maybe a better
indicator of caseness than symptom counts
(Goodman, 1999). The SDQ impact
supplement addresses the overall effect on
quality of life associated with the child’s
mental health problems by relating
behavioural or social difficulties to their
impact on the child’s functioning, family,
school and social life. In our sample 82% of
children had an impact score rated by
parents in the abnormal range, which is
comparable with Goodman’s findings
(Goodman, 1999).

In the present study the mean HONOSCA
score was 12.23, which is slightly lower than
in a similar Australian study (Brann et al.,
2001), but higher than in two U.K. studies
(Garralda et al., 2000; Gowers et al., 1999).
Although the HONOSCA's clinical
application is limited due to inadequate
standardisation and clinical cut-offs, it
correlated significantly with the total
difficulties score on the SDQ. In terms of the
clinical scales on the SDQ, the HONOSCA
correlated most strongly with
hyperactivity/inattention and conduct
problems. Although significant, the level of
association between these two instruments
ranged from small to moderate, indicating
that each measure provided unique
information regarding the child’s
functioning. It may be worth noting however
that these correlations are substantially better
than other inter-test correlations reported in
the literature (Achenbach et al., 1987). As
previous research supports the clinical
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validity of the SDQ (Goodman, 2001), the
significant inter-test correlations between the
SDQ and HONOSCA suggests that the
clinician assessment tool is also a valid
instrument.

Both the HONOSCA and SDQ may be
subject to response bias. The SDQ is a
consumer rated questionnaire and therefore
eliminates the inherent bias in a clinician
rated instrument. An advantage of the
HoNOSCA is its assessment of areas that are
inadequately covered by the SDQ, such as
self-injury, substance misuse, physical
illness, hallucinations and delusions and
poor school attendance. These are important
risk factors, although they are more of an
issue in the older adolescent. Both measures
are time efficient in that they take only about
5-8 minutes to complete. Anecdotally, the
two measures appear to complement each
other, providing a more accurate picture of
the child’s difficulties.

While a lack of national norms is a
limitation for the use of the SDQ in
Australia, the findings from the present
study strongly support the case for the SDQ
as a measure for determining caseness, and
also in identifying areas for closer
examination during the assessment process.
The SDQ is sensitive in detecting emotional
and behavioural problems and therefore can
be implemented to screen referrals at intake.
The present study has been extended by
testing diagnoses generated by the SDQ
against the formal diagnosis assigned by the
clinician. These findings will form the
content of a forthcoming paper.
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