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led to the creation of Kendra’s law (Appelbaum,
2005).

Conclusions

Civil commitment laws continue to evolve, with
changing standards in mental healthcare often
spurred by tragic events that bring the nexus
between violence and mental illness into our living
rooms. There appear to be two certainties regard-
ing civil commitment standards in the USA. First,
commitment laws will remain controversial and
contentious as states try to strike a balance between
rights and safeguards. Second, there are likely to
be further changes in civil commitment standards
with the advent of new treatments and, unfortu-
nately, further acts of high-profile violence.
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The purpose of this study was to investigate
whether the Strengths and Difficulties
Questionnaire (SDQ) may be considered a
reliable measure of child behaviour, social
functioning and adjustment in an Indian
Gujarati context. The sample comprised 351
children who were classified as coming from

a ‘poverty’ or ‘non-poverty’ background. The
means and standard deviations for the SDQ
total and five behavioural scales, as rated by
children themselves, were first calculated for
the entire Gujarati sample, then for the poverty
and non-poverty subgroups. The SDQ did prove
to be an appropriate measure for behavioural
assessment. Its cross-cultural sensitivity was
ascertained by comparing it against a British
normative population. Small effect sizes were
seen in the Emotional subscale scores and
scores for total difficulties, and medium and
large effect sizes on the Prosocial and Peer
subscales, respectively, with greater difficulties
experienced by the Indian Gujarati sample than
their British counterparts.

The main aim of the present study was to find
the prevalence and distribution of behavioural
problems using the Strengths and Difficulties
Questionnaire (SDQ; Goodman, 1997) in a sample
of school-aged Gujarati children in order to iden-
tify socio-emotional patterns and adjustment
issues. Additionally, a cross-cultural analysis com-
pared the Gujarati sample’s scores with those from
a British normative sample of children.

The SDQ has subscales (with five items per
scale) covering conduct problems, hyperactivity,
emotional problems, peer and prosocial behav-
iour; the SDQ) also gives a ‘total difficulties score’
(TDS), which, along with the prosocial score, in-
dicates strengths such as positive social skills and
general resilience.

It is critical to consider the cultural sensitiv-
ity of tools used for psychological testing (Birbili,
2000), especially when the population studied
is different from the one in which the test was
validated (Balaban, 2006). The SDQ is a brief
yet comprehensive measure of a child’s socio-
psychological adjustment. Its factor structure,
reliability and validity, sensitivity and specificity,

INTERNATIONAL PSYCHIATRY VOLUME 10 NUMBER 2 MAY 2013

https://doi.org/10.1192/51749367600003763 Published online by Cambridge University Press


https://doi.org/10.1192/S1749367600003763

and comparability with other instruments have
been assessed in Britain (Goodman & Scott, 1999),
Germany (Klasen et al, 2000), Bangladesh (Mullick
& Goodman, 2001) and Sri Lanka (Prior et al,
2005), among other cultures.

Method

A total of 358 children aged 8-16 years were
administered the SDQ, parent and self-report
version. Children included in the study were
selected across two districts of Gujarat, covering
two cities and two townships, approximately rep-
resentative of children from families across the
middle to low socioeconomic spectrum. However,
it is acknowledged that this not an epidemiologi-
cal study but one based on a convenience sample
and constrained by funding and access to the
population. While the sociodemographic data
were analysed for these 358 participants, it was not
possible fully to score the SDQ forms for 7 chil-
dren; therefore SDQ comparisons are done for a
sample of 351 children. This sample was divided
into ‘poverty’ (n = 248) and ‘non-poverty’ (n=103)
groups (Table 1), on the basis of whether the chil-
dren had been classified as poor on the school
register (a determination made by the Gujarat
state government according to household income
and family size). The British normative sample
comprised 4228 children aged 11-15 taken from
Goodman’s norms database (http:/www.sdginfo.
com/UKNorm.html).

The data were collected in December 2007
and February-March 2008. The aims and pro-
cedures of the study were explained to the parents
and school teachers, and subsequently students
were invited to participate. The teachers enabled
testing to take place in the school settings and
often helped by explaining the meaning of specific
words or items in the questionnaires. The first step
in data collection was to seek consent from parents
as well as children. Information sheets with
details of the study and researchers’ contacts were
distributed and once consent was given the ques-
tionnaires were distributed. The SDQ Gujarati
self-report version was translated following a
rigorous translation-back-translation procedure
and establishment of semantic equivalence. The
SDQ self-report versions in English and the newly
translated Gujarati version were administered to
children mostly at various schools and occasionally
at homes.

The research was approved by the research
ethics committee at University College London
(UCL) and was part of the first author’s doctoral
work conducted at UCL (2005-10).

Results and discussion

Rates of adjustment difficulties in Gujarati
children

In this Gujarati sample, the SDQ indicated that
17.4% of the children had clinically significant
emotional distress or behavioural problems, that is,
were categorised as ‘abnormal’ on the TDS, while
none of the children fell within the ‘borderline’

Table 1

Gender, age and religious affiliation of children in the
study samples

Gujarati Non-poverty | Poverty
sample subsample subsample | %t
(n=351) | (n=103) (n=248)
Gender
Boys 180 56 (51.4) 124 (49.8) 0075
Girls 178 53 (48.6) 125 (50.2) )
Age
8-9 10 2(1.8) 8(3.2)
10-11 71 27 (24.8) 44(17.7) | 9119+
12-13 158 55(50.5) 103 (41.4)
14-16 119 25(22.9) 94 (37.8)
Religion
Hindu 335 104 (95.4) 231(92.8) 0.880
Muslim 23 5(4.6) 18(7.2) )
1., P<0.05.

band and the other 82.6% of the sample recorded
scores in the normal range (Table 2). On the Emo-
tional, Conduct, Hyperactivity, Peer and Prosocial
subscales less than 10% of the sample were in the
‘abnormal’ band.

In the TDS, Conduct, Hyperactivity and Peer
subscale scores there were differences between the
poverty and non-poverty groups. The data also
pointed towards general adjustment problems and
emotional turbulence experienced by adolescents
in the Indian context. Unfortunately, the influ-
ence of age on adjustment difficulties (which in
fact had not been a primary area of investigation
for the study) could not be retrospectively ana-
lysed because too many of the children from rural
Gujarat were not aware of their exact age.

The frequency of ‘borderline’ scores for con-
duct problems and peer relations points towards
interesting cultural dynamics. In Indian culture,
deference and obedience (Shweder et al, 1987) are
generally demanded from children and young
people. Many children during the assessment
discussed how their parents and teachers had an
authoritarian stance and moralistic social ethos.
It could be that the higher borderline range of
distress points to a dual awareness of cultural
demands and the adolescent need to resist the
imposition of norms and authority. Peer relations
become critical at this stage, and it is interesting
that the children seemed aware of their struggle
to build friendships and bonds with people their
age. It could be that there is tension between the
two domains of peer relations and conduct (mainly
played out within the familial domain), where
energies may be diverted towards one at the cost
of the other.

Poverty and non-poverty group differences

The poverty group had a significantly lower
proportion of children in the abnormal band
(13.3% v. 27.2%) than the non-poverty group (*
(1, 351)=9.762, P =0.002); both groups reported
higher levels of distress than the suggested 10%
band for extreme scores. None of the groups
had participants in the borderline range and the
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Table 2

SDQ subscales and corresponding frequencies and percentages (across normal, borderline and abnormal SDQ score categories) for the Gujarati sample
and t-test results of poverty and non-poverty groups

SDQsubscales | ol hmdings (Goodmen, 1987 T ) S : | F s corelation)
Normal Borderline | Abnormal glr%rllj-g(()r\;ir?éB) Z?Zezrz}é;grow

Emotional 302(86.0) | 29(8.3) 20(5.7) 3.23(2.02) 3.26 (2.02) -0.123 | NS -0.49t0 0.44 NS

Conduct 277 (78.9) | 42(12.0) 32(9.1) 2.52(1.97) 2.02(1.59) 2.300 | 0.023 0.07 t0 0.94 0.12*

Hyperactivity 306 (87.2) | 28(8.0) 17 (4.8) 4.01(1.76) 3.48 (1.48) 2.662 | 0.009 0.14t0 0.92 0.14*

Peer 274(78.1) | 56(16.0) 21 (6.0) 2.74(2.07) 2.22(1.55) 2.300 | 0.023 0.07 to 0.97 0.12*

Prosocial 327(93.2) | 18(5.1) 6(1.7) 8.51(1.61) 8.47 (1.64) 0.244 | NS -0.33t00.42 NS

TDS 290(826) | O 61 (17.4) 12.50 (5.65) 10.98 (4.19) 2.466 | 0.015 0.30to 2.74 0.13*

*Small to **medium effect sizes.

remainder belonged to the normal range of scores
(86.7% v. 72.8%).

Small to medium effect sizes were seen in the
TDS and on the Conduct, Peer and Hyperactiv-
ity subscales, with children in the poverty group
scoring low or showing a tendency to under-
report (it could be that they did not sufficiently
understand items or got confused about the most
appropriate response). In contrast, the non-poverty
sample, even though their mean scores were well
within the normal range, tended to report and
share their difficulties actively. Of course, the two
samples might differ in terms of functional literacy
and socio-cognitive skills. It could be that children
in the poverty group fare better despite economic
constraints due to greater resilience in the face of
adversity. Yet another explanation could be that
psychological appraisal of one’s difficulties and
mental makeup might be possible only if one has
some socioeconomic stability. Therefore, despite
facing more difficulties, the poverty group re-
ported fewer problems because they could not
conceptualise the enormity of their struggles,
whereas the non-poverty children engaged more
with psychological turmoil and stress. The fact
that the poverty sample consistently reported
fewer difficulties could reflect a ‘dismissing’ style
of response.

Comparison with the normative British sample

Comparing the Gujarati and British samples
(Table 3), the difficulties reported on the TDS and
the Emotional subscale suggest that differences

between the two samples could be attributable to
socioeconomic disparities or gaps in educational
exposure, given Goodman’s prediction for the
percentage spread of psychopathology in any
population (Goodman, 1997, 2002). The biggest
difference can be seen on the Peer subscale, where
a large effect size is reported.

The results suggest certain differences between
the two national samples. The mean TDS of the
Gujarati sample was higher and the small effect
size conveys that, overall, the Gujarati children had
experienced greater problems than their British
counterparts. A significant difference between the
two mean scores was seen in the Emotional sub-
scale, where an effect size of 0.19 was found, with
the Indian sample reporting higher mean difficul-
ties than the British sample; a similar trend was
seen on the Prosocial subscale, where an effect size
of 0.30 was reported and the mean of the Gujarati
sample was higher than that of the British sample.
The higher the score on the Prosocial subscale, the
lesser the difficulties and the greater the resilience,
and a better mean score indicates that the Indian
sample might have greater family or social support,
which added to their resilience. In the case of the
Peer subscale, a large effect size (0.58) was found,
with the Indian sample reporting more difficulties
than the British sample. The reasons for this effect
have been discussed above.

Limitations and concluding comments

The study was able to compare poverty and non-
poverty samples from Gujarat, and to highlight

Table 3
Effect size of difference in SDQ scores between Gujarati sample of 351 children and the British normative sample of 4228
children
SDQ subscales Gujarati sample British sample Cohen’s d r % of non-overlap
Emotional 3.2(2.0) 2.8(2.1) 0.19* 0.09 14.7
Conduct 22(1.7) 22(1.7) - - 0
Hyperactivity 3.6 (1.6) 3.8(2.2) -0.10 -0.05 -
Peer 2.4(1.7) 1.5(1.4) 0.58" 0.28 38.2
Prosocial 8.5(1.6) 8.0(1.7) 0.30™ 0.15 213
TDS 11.4 (4.7) 10.3(5.2) 0.22* 0.11 14.7

“**large effect size, ** medium effect size and * small effect size.

INTERNATIONAL PSYCHIATRY

https://doi.org/10.1192/51749367600003763 Published online by Cambridge University Press

VOLUME 10 NUMBER 2 MAY 2013


https://doi.org/10.1192/S1749367600003763

SPECIAL

PAPER

psychosocial and cultural differences between
Indian and British samples. A recent study by
Goodman et al (2012) showed that the relationship
between SDQ ‘caseness’ indicators and disorder
rates varied substantially between populations.
Cross-national differences in SDQ indicators do
not necessarily reflect comparable differences in
disorder rates. Therefore the results of the present
study need to be interpreted with caution. What
can be concluded more reliably is that, in the
Indian sample, the poverty subsample faced ad-
ditional challenges to the non-poverty subsample.
For the Gujarati sample as a whole, the clinically
significant difference found on peer relations indi-
cates that they faced challenges in domains outside
the family. A traditional family structure might
help children to cope with some of these compet-
ing demands as low-income countries undergo
social and economic changes.

The SDQ as a tool provides interesting and
meaningful differentiations between the Indian
and British and poverty/non-poverty subsamples
that aid the overall purpose of this study.
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Understanding the way in which people

seek care for mental disorders is important

for planning services, training and referral
mechanisms. Pathways to care fall broadly into
three categories: via primary care physicians; via
native healers; and via patient choice (patients
can have direct access to mental health
professionals). The pattern and nature of access
to service in low-income countries are different
from those in high-income countries. In many
societies, deep-seated cultural beliefs on the
part of patients and families about the causes
of mental disorders are a major barrier to the
receipt of modern psychiatric care.

Pathways to care can be defined as the contacts
made during the period between onset of illness
and the initiation of treatment (Rogler & Cortes,
1993). Pathway studies have been used to investi-
gate how people use services (including time on
the pathway) and the role of carers. These studies
can provide information regarding the way health
services perform in relation to mental healthcare
(Gater et al, 2005): how primary and general

healthcare services are used; whether people with
mental disorders seek help outside the formal
healthcare services; where and when they get treat-
ment, and what treatment they get; whether care is
delayed; the variation in and duration of pathways;
and who initiates the care seeking (Gater & Gold-
berg, 1991; Gater et al, 1991).

Pathway studies can also be used to help
monitor the effects of service developments and to
compare different services. If repeated, they can
allow a comparison of service functioning to be
made over time. The pathways method provides
detailed service utilisation data, which can map
the dynamic consequences of changes in service
organisation and provision. It may be used to
operationalise the measurement of service accessi-
bility (Amaddeo et al, 2001). Moreover, the pattern
of patient care-seeking is important for psychiatric
service and policy (Giasuddin et al, 2012).

Pathways to psychiatric care

Pathway studies have demonstrated that pathways
to psychiatric care follow three patterns (Fujisawa
et al, 2008).
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