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Abstract

Background: Childhood psychosocial dysfunction (CPD) is an important cause of morbidity among children, and
its frequency in primary care is growing. The information about its prevalence and risk factors is weak in many
developing countries. The study aims to determine the prevalence of psychosocial problems among primary school
children and identify the risk factors associated with childhood psychosocial dysfunction.

Results: A cross-sectional study was conducted on 368 primary school children aged 6–12 years. About (19.0%) of
the studied sample had probable CPD according to Strengths and Difficulties Questionnaire (SDQ). CPD was
statistically associated with older age group, male sex, and low social class.
The association between biological and medical risk factors of the studied group and CPD showed statistical significant
relations between CPD and low body weight (n= 35, 50.7%), maternal history of problems with pregnancy (n= 26, 66.47%),
history of receiving medications during pregnancy (n= 13, 86.7%), abnormal general condition of baby at birth (n= 57,
16.2%), family history of mental disorders (n= 2, 100%), medical history of congenital diseases (n= 9, 90%), acute medical
disorders (n= 29, 90.6%), chronic diseases, receiving medications (n= 22, 91.7%), and exposure to trauma (n= 27, 84.4%).
Also, The association between psychosocial risk factors and CPD revealed high statistical significant relation between CPD
among the studied children and presence of family problems (n= 33, 62.3%), living with single parent (n= 15, 71.4%),
parent(s) death (n= 12, 63.2%), major changes in the family (n= 39, 79.6%), parent(s) smoking status (n= 22, 51.2%), and
parent(s) addiction (n= 4, 100%).
Moreover, there was statistical significant relation between CPD among the studied children and poor academic
achievement (n= 19, 27.5%), problems with teachers (n= 25, 33.3%), problems with peers (n= 22, 51.2%), and exposure to
violence (n= 56, 22.4%).

Conclusions: Psychosocial dysfunction is common among Egyptian school children. It is associated with many risk factors.
Hence, mental health services should be incorporated into primary health care facilities and school health program. Also,
training of family physicians and primary health care providers is crucial.
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Background
The term psychosocial is used to emphasize the close con-
nection between psychological aspects of the human
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experience and the wider social experience. Psychological
effects are those that affect different levels of functioning
including cognitive (perception and memory as a basis for
thoughts and learning), affective (emotions), and behav-
ioral. Social effects concern relationships, family and com-
munity networks, cultural traditions, and economic status,
including life tasks such as school or work. Emotional, be-
havioral, and psychiatric problems in children are a
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substantial public health problem in developing countries
despite being less extensively studied and monitored than
causes of physical mortality and morbidity such as infec-
tion, nutrition, and injury [1].
Childhood psychosocial dysfunction (CPD), such as

aggressive behavior, fear, and anxiety, is common in chil-
dren and may lead to restrictions in daily functioning.
According to population-based studies, 20% of children
have some degree of psychosocial problems [2].
CPD in children represents a considerable expense to

society and is an important reason for using health care.
Moreover, these problems can have a large effect on a
child’s future life that the earlier child behavioral prob-
lems commence, the greater the risk that they will be-
come worse and persist in adulthood [3].
Epidemiological information about prevalence of child

mental health problems is essential to inform policy and
public health practice. This information is weak in many
developing countries and those in developmental transi-
tion. There have been few such studies in Arab countries
and none in Egypt [4].
CPD is among the most prevalent chronic health condi-

tions of childhood and often has serious negative conse-
quences for a child’s academic achievement and social
development [5]. This range of disorders may be caused by a
number of factors such as parenting style which is inconsist-
ent or contradictory, family or marital problems, child abuse
or neglect, injury or chronic illness, and separation [6].
Childhood is a developmental stage in which the im-

portance of reciprocal emotional bonding between a child
and his/her caregivers, for healthy physical, psychological,
and social development, has been known for centuries [7].
Several studies reported different estimates for the preva-

lence of CPD among children that ranged from 19.0 to
34.7% [4, 8–10]. Prevalence rates vary with age, methods
used, and sample [10]. It is crucial to notice the substantial
discrepancy between the prevalence rates and the number of
CPD being treated. One of the causes may be the stigma as-
sociated with mental health care [11] or limited access to
care [12]. Another explanation might be that CPD in the
community is often not recognized or diagnosed [13].
The CPD is 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
adaptive abilities of family, and the nature and the dur-
ation of stress. In general, chronic stressors are more diffi-
cult to deal with than isolated stressful events [14].
Community pediatric services, like those in the USA

and the Netherlands, offering routine health care ser-
vices to the population as a whole, are in a unique pos-
ition to detect children with psychosocial problems. In
the Netherlands, this early detection is an explicitly formu-
lated task of the existing Preventive Child Healthcare (PCH).
This health examination includes both physical and mental
health. When problems are detected, children are referred to
the family doctor or specialized care [9]. Primary Health
Care (PHC) reaches about 95% of all children. Without reli-
able and valid questionnaires, many children with mental
health problems are likely to be missed [10].
Only a minority of children with such problems is

treated for these problems. It was found that only 13%
of children with behavioral or emotional problems were
referred to mental health care [15]. Reliable and valid
questionnaires can improve early detection of such prob-
lems and the following treatment will improve their
prognosis significantly and substantively [16]. The
present study aimed at (1) determining the prevalence of
CPD among a sample of primary school children in
Egypt and (2) identifying risk factors associated with
childhood psychosocial dysfunction (CPD).

Methods
Study design and setting
Proposal acceptance was obtained from the Institutional
Review Board (IRB) of Faculty of Medicine, Zagazig Uni-
versity. Formal permission was taken from an educa-
tional administration in ministry of education. Parents
and teachers were asked to sign an informed consent
after explaining the purpose of the study and assuring
them regarding data confidentiality.
A pilot study was conducted on 20 parents and 5

teachers of the studied primary school children from the
two randomly selected primary schools in order to test
the questionnaire, the logistic problems of the field
work, and to form a general idea about the prevalence
and risk factors of CPD among the studied sample. Par-
ents and teachers who were included in the pilot study
were not included in the main survey.
A cross-sectional study was conducted on 368 primary

school children aged 6–12 years in two randomly se-
lected primary public schools in Nile delta region, Shar-
qiyah Governorate, Egypt. One in a rural area (Abo
Nemer School) and the other in an urban area (El
Loghat School) throughout the period from September
1, 2013 to the end of December 2013. A simple random
sample was taken from the registered children attending
both schools aged 6–12 years old. Children whose par-
ents could not be interviewed and children with special
needs were excluded. For each recruited child, a par-
ent(s) and teacher were asked to complete a structured
questionnaire with socio-demographic data, biological
and medical risk factors, CPD risk factors, and Strengths
and Difficulties Questionnaire (SDQ).
Also, body mass index (BMI) was estimated for each

studied child.
Socio-demographic characteristics: child characteristic

(age, sex, number of children in the family and birth
order, residence, educational background of parents,



Table 1 Weight status category and percentile range

Weight status category Percentile range

Underweight Less than the 5th percentile

Normal or healthy
weight

5th percentile to less than the 85th
percentile

Overweight 85th to less than the 95th percentile

Obese Equal to or greater than the 95th percentile
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parents’ occupation, family size, family income, and so-
cioeconomic status). Scoring of socioeconomic status
(SES) for health research in EGYPT, this scale includes 7
domains with a total score of 84 [17].

1. Education and cultural domain (score 30)
2. Occupation domain (score 10)
3. Family domain (score 10)
4. Family possessions domain (score 12)
5. Home sanitation domain (score 12)
6. Economic domain (score 5)
7. Health care domain (score 5)

Grading of (SES):

Very low (0–21)
Low (22–42)
Middle (43–63)
High (above 63 score)

Tools

i. Biological and medical risk factors questionnaire: it
contains questions for mothers about any problems
in pregnancy, history of taking medications during
pregnancy, and general condition of baby at birth.
Also, questions for child in form of any family
history of mental disorders, medical history of
congenital diseases, history of acute or chronic
diseases, taking recent medication and past history
of accident, and burn and trauma.

ii. Childhood psychosocial dysfunction risk factors
questionnaire: it contains questions in form of any
family problems, is the child living with his/her
parents or a single parent, parent’s death, major
changes in the family, smoking and drug abuser of
any parents, child academic achievement, problems
with teachers and peers, exposure to violence, living
near pollution, and using computer and television
for a long time.

iii. The Arabic version of the extended strengths and
difficulties questionnaire SDQ [18]:

This is a brief behavioral questionnaire that includes 25
core items. The 25 items generate five scales: emotional
symptoms, conduct problems, hyperactivity/inattention,
peer relationship problems, and pro-social behavior. Each
of these scales is scored from 0 to 10 and can be classed as
“normal,” “borderline,” or “abnormal” depending on how
the score compares with population standards based on
original validation work in the UK. All but the last scale is
summed to generate a total difficulties score ranging from
0 to 40 [19]. A standardized computer algorithm to pre-
dict child psychiatric disorders has been developed, which
uses information on symptoms and impact from all the
available informants (in this case, both parents and
teachers) for any individual child. This distinguishes be-
tween three groups of disorders, namely conduct-
oppositional disorders, hyperactivity-inattention disorders,
and anxiety-depressive disorders. Each is predicted to be
“unlikely”, “possible,” or “probable.” Predictions of the three
groups are combined to generate an overall prediction of
the presence or absence of any psychiatric disorders [20].
There was a very good agreement between parents and
teachers regarding grading of SDQ into three categories (di-
agnosed, borderline, and undiagnosed) Kappa = 0.95, 95%,
confidence interval (CI) (0.88–1.00). There was one case of
disagreement which was interviewed by a researcher and
found to belong to diagnosed category.

iv. BMI estimation

Weight in kg and height in meter for each child were
measured and calculated by WHO formula; a person’s
weight in kilograms divided by the square of the person’s
height in meters (kg/m2) [21]. After BMI is calculated
for children and teens, it is expressed as a percentile.
The WHO growth reference for age 5–19 was used to
categorize groups into underweight, normal, overweight,
and obese [22] (Table 1).

Data analysis
The collected data was analyzed by the SPSS version
PASW Statistics for Windows, Version 20.0. Chicago:
SPSS Inc. Comparison between categorical variables was
done using chi squared and Fisher exact tests. The result
was considered statistically significant if P value < 0.05.

Results
Table 2 is showing socio-demographic characteristics of
the studied Group. The age of the studied children
ranged from 6 to 12 years with a mean of (8.48 ± 1.76).
The majority of them aged between (6–< 9) years
(53.0%). Females represented slightly more than half of
the studied group (60.3%). Nearly half of the studied
samples were from an urban area (57.1%) and had mid-
dle rank (47.3%). The majority of studied sample was of
middle socioeconomic level (55.4%), while those from
high socioeconomic level represented only (15.5%).



Table 2 Socio-demographic characteristics of the studied group

Socio-demographic characteristics The studied group (N = 368)

Mean ± SD (range)

Age (years) 8.48 ± 1.76 (6–12)

N %

Age 6–< 9 195 53.0

9–12 173 47.0

No. of brother and sisters ≤ 2 234 63.6

> 2 134 36.4

Sex Male 146 39.7

Female 222 60.3

Residence Urban 210 57.1

Rural 158 42.9

Child order First 117 31.8

Middle 174 47.3

Last 77 20.9

Socioeconomic status level Very low 6 1.6

Low 101 27.4

Middle 204 55.4

High 57 15.5
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Table 3 displays the distribution of the studied children
according to SDQ as reported by parents and teachers.
Table 4 represents the association between socio-

demographic characteristics of the studied children and CPD.
CPD was statistically associated with older age group (P=
0.03), male sex (P=0.012), and low social class (P=0.001). On
the other hand, there was no statistical significant relation be-
tween psychosocial dysfunction and number of sisters and
brothers, residence, and child order (P> 0.05).
Table 5 reveals the association between biological and

medical risk factors of the studied group and CPD.
There were statistical significant relations between CPD
of the studied children and low body weight (n = 35,
50.7%) (P = 0.001), maternal history of problems with
pregnancy (n = 26, 66.47%) (P = 0.001), history of receiv-
ing medications during pregnancy (n = 13, 86.7%) (P =
0.001), abnormal general condition of baby at birth (n =
57, 16.2%) (P = 0.001), and family history of mental dis-
orders (n = 2, 100%) (P < 0.04).There were also statistical
Table 3 Parents and teachers assessment of CPD among the
studied children according to Strengths and Difficulties
Questionnaire (SDQ)

Parents Teachers Test p

(No children = 368) χ2

No. % No. %

Psychosocial dysfunction No 298 81.0 299 81.3 0.03 0.99

Borderline 49 13.3 49 13.3

Yes 21 5.7 20 5.4
significant relations between psychosocial dysfunction
and medical history of congenital diseases (n = 9, 90%)
(P = 0.001), acute medical disorders (n = 29, 90.6%) (P =
0.001), chronic diseases, and receiving medications (n =
22, 91.7%) (P = 0.001). There was high statistically signifi-
cant relation between psychosocial dysfunction among the
studied sample and exposure to trauma (n = 27, 84.4%)
(P = 0.001). On the other hand, there was low degree of sta-
tistically significant relation between CPD among the stud-
ied group and history of accidents and burn (P > 0.05).
Table 6 shows the association between psychosocial risk

factors and CPD. There was high statistical significant re-
lation between CPD among the studied children and pres-
ence of family problems (n = 33, 62.3%) (P = 0.001), living
with single parent (n = 15, 71.4%) (P = 0.001), parent(s)
death (n = 12, 63.2%) (P = 0.001), major changes in the
family (n = 39, 79.6%), parent(s) smoking status (n = 22,
51.2%), and parent(s) addiction (n = 4, 100%) (P = 0.001).
There was statistical significant relation between psycho-
social dysfunction among the studied children and poor
academic achievement (n = 19, 27.5%) (P = 0.04), problems
with teachers (n = 25, 33.3%) (P = 0.001), problems with
peers (n = 22, 51.2%) (P = 0.001), and exposure to violence
(n = 56, 22.4%) (P = 0.02). On the other hand, there was
no statistical significant relation between psychosocial dys-
function among the studied children and living nearby a
source of pollution (P = 0.29).
Discussion
In the present study, the age of the studied children
ranged from 6 to 12 years. The selection of this age
group is important because this period of life is crucial
for healthy physical, emotional, and social development
and acquisition of effective coping skills [23].
The results of the present study showed that 19.0%

and 18.7% of the studied sample of children as reported
by parents and teachers, respectively, had probable CPD,
according to SDQ. Similar findings were revealed in US
children surveillance, where a total of 13–20% of the
studied children experienced a mental disorder [24].
Moreover, other studies had shown that between 13%
and 18% of preschool children suffer from some sort of
psychopathology [25].
However, in an Egyptian study of emotional and be-

havioral disorders among children aged 6 to 12 years
old in Minia using SDQ, the prevalence was higher
than that of our present study (34.7% and 20.6% as
reported by teachers and parents, respectively) [4]. A
high prevalence of CPD (34.5%) was found also in
Pakistan and Bangladesh [26, 27]. It is possible that
this pattern of high prevalence of problem symptoms
is a specific feature of developing countries during
the period of transition [4].



Table 4 Association between socio-demographic characteristics of the studied children and CPD

Socio-demographic characteristics Psychosocial dysfunction Test p

Yes (N = 70) No (N = 298) χ2a

No. % No. %

Age 6–< 9 29 14.9 166 85.1 4.64 0.03a

9–12 41 23.7 132 76.3

Number of sisters and brothers ≤ 2 46 19.7 188 80.3 0.17 0.68

> 2 24 17.9 110 82.1

Sex Male 37 25.3 109 74.7 6.28 0.012a

Female 33 14.9 189 85.1

Residence Urban 37 17.6 173 82.4 0.62 0.43

Rural 33 20.9 125 79.1

Child order First 23 19.7 94 80.3 3.83 0.15

Middle 27 15.5 147 84.5

Last 20 26.0 57 74.0

Social class Very low 5 8.3 1 81.7 23.8 0.001a

Low 27 26.7 74 73.3

Middle 28 13.7 176 86.3

High 10 17.5 47 82.5
aχ2 or exact test as appropriate
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Our results revealed there was no statistically signifi-
cant difference between parents and teachers regarding
the diagnostic result of SDQ. Alternatively, other studies
revealed higher frequency of CPD using SDQ reported
by teachers than that reported by parents (11.1% vs 8.7%
in UK and 34.7% vs 20.6% in Egypt) [4, 28]. This result
may be due to the fact that high rates of externalizing
problem behaviors are usually reported by teachers among
their students and this might account for the greater prob-
lem rates [4]. On the other hand, some parental expecta-
tions are of stricter self-control among younger children,
leading to higher rates of perceived (but perhaps non-
pathological) problems [4]. So, many researchers stressed
on the importance of collecting information from the two
informants (parents and teachers) [26].
In the present study, CPD was statistically associated

with older age group (children aged 9–12 years old). This
result agrees with that of other studies, where mental dis-
orders in childhood were found to increase with age [24].
Research results show that a higher percentage of

males (25.3%) was diagnosed by SDQ to have CPD com-
pared to a lower percentage of females (14.9%). This re-
sult agrees with that of another Egyptian study that was
conducted in Minia where 22.0% of the studied males
were diagnosed to have CPD compared to a lower per-
centage of females (19.2%) [4].
Moreover, our result agrees with that of another study,

where a person’s socioeconomic class was found to outline
the psychosocial, environmental, behavioral, and biomed-
ical risk factors that are associated with mental health
[29]. Also, in another study, mental illness and poverty
were considered to interact in a negative cycle [30].
Also, there were statistical significant relations be-

tween CPD of the studied children and their body mass
index (BMI), maternal history of problems with preg-
nancy, history of receiving medications during preg-
nancy, abnormal general condition of baby at birth, and
family history of mental disorders (P < 0.05). A signifi-
cantly higher percentage of children’s mothers with CPD
(66.7%) had experienced problems during pregnancy
compared to (13.4%) with no history of problems during
pregnancy. Similarly, another study suggested increased
rates of schizophrenia in offspring for women suffered
from problems during pregnancy [22].
Moreover, many of the putative prenatal risks such as

maternal smoking, stress, and diseases in pregnancy are
ones that tend to be associated with postnatal risks in-
cluding offspring psychiatric disorders. However, as
mothers transmit genes to their offspring, there is a pos-
sibility that the associations arise through mothers and
offspring sharing some of their genome rather than be-
cause of a true prenatal risk effect [31]. Swanson &
Wadhwa [32] reported that exposure to early adversity
during a sensitive period of development is thought to
lead to structural, physiological, and metabolic changes
in the fetus that do not cause recognizable defects but
increase susceptibility to later disease. Also, malnutri-
tion, low birth weight, and certain micronutrient defi-
ciencies (such as iodine deficiency) significantly
increased the risk to brain development, as do risky



Table 5 Association between biological and medical risk factors of the studied group and CPD

Biological and medical risk factors Psychosocial dysfunction p

Yes (N = 70) No (N = 298)

No % No %

BMI of the child Underweight 35 50.7 34 49.3 0.001a

Normal 19 8.6 201 91.4

Overweight 9 17.0 44 83.0

Obese 7 27.0 19 73.0

Problems during pregnancy Yes 26 66.47 13 33.3 0.001a

No 44 13.4 285 86.6

History of acute medical disorders Yes 29 90.6 3 9.4 0.001a

No 41 12.2 295 78.8

Taking medications Yes 26 92.9 2 7.1 0.001a

No 44 13.0 296 87.0

Exposure to trauma Yes 27 84.4 5 15.6 0.001a

No 43 12.8 293 87.2

Taking medications during pregnancy Yes 13 86.7 2 13.3 0.001a

No 57 16.0 296 84.0

General condition of baby at birth Normal 57 16.2 294 83.8 0.001a

Abnormal 13 76.5 4 23.5

Family history of mental disorders Yes 2 100.0 0 0.0 0.04

No 68 18.6 298 81.4

History of congenital diseases Yes 9 90.0 1 10.0 0.001a

No 61 17.0 29 83.0

History of chronic diseases Yes 22 91.7 2 8.3 0.001a

No 48 14.0 296 86.2

Exposure to accidents Yes 7 32 15 68 0.10

No 63 18.2 283 81.8

Exposure to burn Yes 2 66.7 1 33.3 0.09a

No 68 18.6 297 81.4
aχ2 or exact test as appropriate
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health behaviors in pregnancy, especially the use of to-
bacco and drugs [33, 34].
Moreover, another study found a significant relation

between BMI and CPD among young children which be-
come a risk factor to eating disorder [14]. An increased
risk of psychosocial distress such as negative self-
perception, social, or behavior problems was found
among a subset of obese children and adolescents [35].
In the present study, there were significant relations

between CPD of the studied children and history of con-
genital diseases, acute medical disorders, chronic dis-
eases, and receiving medications. Similarly, several
surveys have found that chronically ill children are at
greater risk for developing behavioral or emotional prob-
lems than healthy children, although such effects have
not been found for all categories of chronic diseases
[36]. The increasing understanding of brain plasticity
(neuroplasticity) raises questions of whether infections
or toxins trigger a change in the brain chemistry, which
can develop into a mental disorder [37].
In the current study, there was high statistically signifi-

cant relation between CPD among the studied sample of
children and past history of trauma (psychic or physical).
Similarly, several studies proved that exposure to trauma
(psychic or physical) that is associated with marked ef-
fect on body or feelings was associated with increased
risk of CPD in the children [36].
Added results, there was high statistically significant relation

between CPD among the studied children and family prob-
lems, living with single parent, parent(s) death, major changes
in the family, and parent(s) addiction. Loss of one or both par-
ents can have negative effect on the psychosocial status of chil-
dren. The individual may feel fear, guilt, anger, or loneliness.
This can drive a person into solitude and depression [36].



Table 6 Association between psychosocial risk factors and CPD

Psychosocial risk factors Psychosocial dysfunction p

Yes (N = 70) No (N = 298)

No % No. %

Family problems Yes 33 62.3 20 37.7 0.001a

No 37 11.7 278 88.3

Major changes in the family Yes 39 79.6 10 20.4 0.001a

No 31 9.7 288 90.3

Parent(s) smoking status Yes 22 51.2 21 48.8 0.001a

No 48 14.8 277 85.2

Academic achievement at school Satisfactory 51 17.1 248 82.9 0.04

Poor to very poor 19 27.5 50 72.5

Problems with teachers Yes 25 33.3 50 66.7 0.001a

No 45 15.4 248 84.6

Problems with peers Yes 22 51.2 21 48.8 0.001a

No 48 14.8 277 85.2

Exposure to violence Yes 56 22.4 194 77.6 0.02

No 14 11.9 104 88.1

Living nearby a source of pollution Yes 16 15.5 87 84.5 0.29

No 54 20.4 211 79.6

Child live with Single parent 15 71.4 6 28.6 0.001a

Both parents 55 15.9 292 84.1

Parent(s) death Yes 12 63.2 7 36.8 0.001a

No 58 16.6 291 83.4

Parent(s) drug abuse Yes 4 100.0 0 0.0 0.001a

No 66 18.6 288 81.4
aχ2 or exact test as appropriate
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Other risk factors for CPD include living with a parent
who is a drug abuser, stress, homelessness, poor housing,
and social disadvantage [36, 38].
Our finding revealed that statistical significant rela-

tions between CPD among the studied children and
their academic achievement, the interrelation between
academic achievement and CPD has been proved by
many researches as there is clear evidence that children
who are emotionally or mentally healthy achieve more at
school [39]. Also, children with mental problems can also
adversely affect the social and academic environment for
others in their school [40] However, a continuing debate on
the relative impact of the home/work/school environment
and peer groups on children mental health is still an import-
ant issue that needs further research activity [41]. The results
of the present study revealed statistically significant relations
between CPD among the studied children and problems
with teachers, problems with peers, and exposure to violence.
Similarly, other studies suggested several risk factors for
childhood psychosocial problems including, childhood abuse,
trauma, violence or neglect, social isolation, and loneliness or
discrimination [38].
In the current study, there was no statistically significant
relation between CPD among the studied children and liv-
ing nearby a source of pollution and long use of television
and computer (P > 0.05). However, a Swedish study found
a link between exposure to air pollution and dispensed
medications for certain psychiatric disorders in children
and adolescents even at the relatively low levels of air pol-
lution [42]. Furthermore, children in Spain who attended
schools with higher traffic-related air pollution have been
observed to have a smaller improvement in cognitive de-
velopment than children who attended schools with lower
traffic-related air pollution [43]. This discrepancy may be
explained by lack of awareness of sources of pollution
among surveyed parents.

Strengths and limitations of the study
One of the most important strengths of this study was
assessing CPD among the studied sample of children
using SDQ which is a standardized validated question-
naire which allows comparison of results among differ-
ent countries and cultures. Also, in the present study,
data was collected from the two informants (parents and
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teachers). However, one of the weaknesses of the study
is that no independent confirmation of the diagnosis was
made in children identified with probable disorders. Re-
liability and validity of the designed questionnaires were
not tested. Also, Reliability of the teachers as a source of
information in public schools due to large number of
students in classes that may be one explanation of lower
psychosocial comorbidities relative to other studies.

Conclusion
Childhood psychosocial dysfunction is a common problem
among school children in Egypt with several identifiable
risk factors. Hence, mental health services should be incor-
porated into primary health care facilities and school health
program. It is crucial to train family physicians and primary
health care providers about preventive measures needed.
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