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ABSTRACT 

Mental health problems often debut in early childhood and may last 
throughout adulthood, thereby making early detection and intervention 
especially important. The overarching aim of the present thesis was to 
identify patterns of emotional and behavioural problems indicating men-
tal health problems in preschool children. To facilitate the detection of 
such problems early on, one available screening instrument Strengths and 
Difficulties Questionnaire (SDQ), was validated. The development and in-
teraction of externalising problems in preschool children were studied 
over time. Functioning and behaviour and their relations to protective 
and risk indicators in both environmental and personal characteristics 
were explored. The long-term goal was to increase knowledge about early 
identification of emotional and behavioural problems in preschool chil-
dren in order to facilitate early intervention.  
In Study I (n=690), the subscales Hyperactivity and Conduct Problems 
were shown to be valid for children in the age group 1–3 years. A reasona-
ble level of validity was found for the age group 4–5 years when using the 
original SDQ four-factor solution. The preschool teachers considered 
most of the SDQ items relevant and possible to rate. Based on the results 
of Study II (n=815), a score of ≥12 on the SDQ Total Problems Scale is 
recommended as a cut-off for Swedish preschool children. There were sig-
nificant differences between boys and girls on all subscales except for the 
Emotional subscale. The Swedish norms for SDQ are to a large extent 
similar to findings from other European countries. Study III (n=195) 
showed that preschool children’s conduct problems decrease over time. 
Children exhibiting more initial hyperactivity (at year 1) have less reduc-
tion in conduct problems over time, i.e. the more hyperactivity early in 
life, the more conduct problems at year 3. In Study IV (n=197), children 
high in engagement and social interaction function well over time, even in 
the presence of hyperactivity, while children with low engagement and in-
teraction alone or in combination with hyperactivity and conduct prob-
lems continue to have problems. Stability was related to the existence of a 
larger number of protective or risk indicators respectively.  
Taken together, this thesis has shown that the SDQ can be used to identify 
preschool children at risk of developing mental health problems later in 
life. 
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SVENSK SAMMANFATTNING 

Psykisk ohälsa debuterar ofta i tidig barndom och kan kvarstå upp i vuxen 
ålder, därför är tidig upptäckt av psykisk ohälsa viktig för att kunna 
minska mänskligt lidande. 
Övergripande syfte med denna avhandling var att fylla kunskapsluckor 
vad gäller att identifiera mönster av internaliserande och externaliserande 
problem som kunde påvisa psykisk ohälsa hos förskolebarn i Sverige. För 
att möjliggöra tidig upptäckt har screeningsinstrumentet Strengths and 
Difficulties Questionnaire (SDQ) validerats för förskolebarn. SDQ är ett 
välkänt frågeformulär för skolbarn, utvecklat i England och det mäter fö-
rekomst av internaliserande och externaliserande problem. Svaren kan 
delas upp i fem delskalor: Emotionella problem, Beteendeproblem, Hy-
peraktivitet, Kamratproblem och Prosocialt beteende. Det långsiktiga må-
let med avhandlingens delstudier var att utvidga kunskapen om tidig upp-
täckt av psykisk ohälsa bland förskolebarn för att genom tidig upptäckt 
kunna möjliggöra tidig intervention till barn, familj och i förskolan.  
I studie I (n=690) visade sig SDQ delskalorna Beteendeproblem och Hy-
peraktivitet godtagbara (valida) för barnen i åldern 1–3 år. I åldern 4–5 år 
var alla delskalor som mäter problem godtagbara. Förskollärare bedömde 
att de flesta av SDQ frågorna var relevanta och möjliga att svara på även 
för förskolebarn. I studie II (n=815) rekommenderas baserat på fynden en 
svensk cut-off för förskolebarn för SDQ helskala (≥12 problempoäng) 
samt för respektive delskala. Det fanns signifikanta skillnader mellan poj-
kar och flickor i samtliga delskalor utom för Emotionella problem. Den 
svenska normen för SDQ liknar till största del övriga Europa. Utveckl-
ingen av internaliserande och externaliserande problem över tid studera-
des också. I studie III (n=195) visades att förskolebarnens beteendepro-
blem minskade med ökad ålder. Barn som även uppvisade hyperaktivitet 
första året hade inte lika markant minskning av beteendeproblem över 
tid. Mera hyperaktivitet tidigt i livet ökar alltså risken för mer beteende-
problem tre år senare. I Studie IV (n=197) studerades förskolebarnens 
funktion och beteende över tre år i relation till skydds- och riskindikato-
rer.  Förskolebarn med högt engagemang och gott socialt samspel visade 
en god funktion i förskolan, även om de samtidigt uppvisade hyperaktivi-
tet. Förskolebarn som uppvisade lågt engagemang och sämre socialt sam-
spel, enbart eller i kombination med hyperaktivitet och beteendeproblem, 
hade även ökad andel av andra problem. Stabilitet i funktion var relaterat 
till stort antal skydds- eller riskindikatorer i personliga karakteristika eller 
i barnets miljö.  
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Sammantaget har denna avhandling visat att frågeformuläret SDQ kan 
användas för att identifiera förskolebarn med internaliserande och exter-
naliserande problem. Dessa barn är viktiga att upptäcka då de även löper 
högre risk att utveckla psykisk sjukdom senare i livet. 
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PERSONAL PREFACE 

There is a personal background to this dissertation, because in my previ-
ous work both as a District Nurse in Primary Healthcare and as a Child 
Health Nurse (CHN) in Child Healthcare (CHC), I was often struck by 
how many already-known personal and/or environmental risk indicators 
a newborn or small child could have. There were not nearly enough inter-
ventions offered to the children, their parents or their preschools. In my 
experience, all the available actors “saved” on their resources until the 
child showed definite symptoms of mental ill health, and only then were 
they prepared to invest in interventions to reduce the suffering of both 
child and parents. I experienced the positive value of being able to collab-
orate with the child’s parents and preschool in early interventions. Later 
on, as a school nurse in the Swedish schools healthcare system, I had a 
similar experience. These systems have a responsibility to promote, pre-
vent and support the children’s progress towards the school’s goals, but 
they are not responsible for treatment (National Board of Health and 
Welfare, 2016). In practice, this can lead to a long waiting time for school 
children with mental health problems before they receive help from spe-
cialists in healthcare, and meanwhile mental health problems can in-
crease. 
Later, while working at the Child and Adolescent Psychiatry Department 
(CAP), I came into contact with several children whom I had already iden-
tified as exhibiting risk factors during my earlier employment. That made 
me even more interested in investigating the possibility of detection and 
intervention for mental health problems in young children. Having the 
clinical know-how and being aware of the indicators of risk for psycholog-
ical health problems was not sufficient in lieu of the possibility of offering 
the children, families, preschool and school staff enough interventions. 
The question of early detection and early intervention regarding mental 
health problems is a complex matter and ultimately requires unified polit-
ical decisions and community efforts based on science. I wanted to study 
the detection of mental health problems in preschool children using evi-
dence-based, clinical knowledge along with structured screening in order 
to enable interventions for preschool children and their parents. 
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INTRODUCTION 

Background to the Thesis 
The mental health of children has been a focus of attention in society over 
the past few decades. Statistics also show that during this period the num-
ber of children reported as having mental health problems has increased 
in Swedish school children (Gustafsson et al., 2010; National Board of 
Health and Welfare, 2012; OECD, 2013). Mental health problems can be 
described as psychological symptoms that inhibit the individual’s emo-
tional wellbeing, optimal development, positive behaviour and participa-
tion in everyday functioning due to genetics or environmental context 
(European Commission, 2005). One of the central questions in this dis-
sertation is: “What symptoms of mental health problems do preschool 
children exhibit and what can we detect early on?” 
Studies have shown that children with externalising (Kling, Forste, Sun-
dell & Melin, 2010) and / or internalising behavioural problems (Kendler, 
Gatz, Gardner & Pederson, 2006) are at increased risk for future mental 
illness (Caspi, Moffitt, Newman & Silva, 1998). The earlier behavioural 
problems occur in the child's life, the greater the risk (Egger & Angold, 
2006; Kling et al., 2010). Therefore, early interventions for these children 
are important (Kazdin, 2008). Several Swedish reports (Bondestam, 
Hansson, Kadesjö & Zetter-quist, 2013; Gustafsson & Hansson, 2013; 
Petersen et al., 2010; SOU, 1998:31) have highlighted a dire need for 
research into the mental health area, not least concerning children of 
preschool age. There is currently a lack of knowledge as to how many 
Swedish children of preschool age have significant behavioural problems. 
Inherent to this is the question of whether any, or how many, of these 
children have been offered and/or are receiving any kind of behaviour-
related intervention, and how problems begin and continue to develop in 
children who receive or not receive sup-port. It has been established that 
children already displaying clear signs of psychological problems at 
preschool age often develop mental health problems, either corresponding 
to or overlapping the original symptoms, later in life (Gillberg, 2010; 
Hofstra, Van Der Ende & Verhulst, 2002; Wille, Bettge, Wittchen & 
Ravens-Sieberer, 2008). Efforts made to strengthen overall mental health 
in preschool children appear to lead to positive effects later in life 
(Gillberg, 2010; Lavigne et al., 1998). By iden-tifying children showing 
signs of problems at an early stage, there is an in-creased likelihood that 
adequate support can be offered (Dodge et al., 2014; Gillberg, 2010). 
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Epidemiological knowledge, along with studies into the respective risk 
and protective indicators for mental health in preschool children are 
needed. There is a lack of generally-accepted methods to identify mental 
health problems in younger children, and there is a need for a structured, 
reliable screening method for early detection. There is also a need to de-
velop and/or implement methods that could support children experienc-
ing regulatory difficulties or mental health problems to enable them to 
achieve a more positive functioning and development (Bondestam et al., 
2013; Gustafsson & Hansson, 2013; Petersen et al., 2010; SOU, 1998:31). 
One predictor of positive mental health in young children seems to be 
their involvement in everyday activities and engagement (Raspa, 
McWilliam & Maher Ridley, 2001).  
Preschools have been highlighted as an environment in which children’s 
mental health problems can be identified and where good mental health 
can be promoted (Almqvist, 2006). Health promotion and preventive 
work should aim to increase children’s active involvement in their every-
day life by promoting protective factors and reducing risk factors. A pre-
school with adequate resources is suitable for this kind of work. Society as 
a whole also needs to take measures in the form of social policy to ensure 
that it is easier for families to “live a good life”, maintain a satisfactory 
standard of living and feel they are capable of managing their daily lives. 
Nobel prize-winner in economics, Heckman (2006), found evidence to 
suggest that early prevention and interventions for preschool children 
may lead to favourable long-term effects for the children and that such in-
terventions proved to be economically justifiable. The main purpose of 
health-promotion and intervention work with young children is to provide 
learning opportunities and to increase their social, cognitive and adaptive 
skills during the period of maximal brain plasticity (Fox, Levitt & Nelson, 
2010; Futures, 2008).  
In 2012, based on pre-established knowledge gaps, the National Board of 
Health and Welfare took the initiative to start the project, Early Detection 
– Early Intervention (in Swedish Tidig Upptäckt – Tidig Intervention, 
TUTI), this dissertation is a part of that project (Granlund et al., 2016). 
The purposes of the TUTI study were: to evaluate the screening of mental 
health among preschool children, to describe patterns and pathways of 
behavioural problems and to investigate the utility of engagement, social 
interaction and prosocial behaviour as expressions of mental health. Fur-
thermore, there were aims to increase the level of knowledge of as to how 
the development of children's behavioural problems over time is influ-
enced by general risk and protection factors (preschool factors, family fac-
tors and home-to-school collaboration).



Introduction 

 11 

Development and Functioning in Preschool Children 
Since children develop and change considerably during their preschool 
years and therefore attention to signs and symptoms must be guided by 
knowledge of normal development, an overview of child development and 
a brief description of mental health problems in young children are given 
here.  
The behaviour of the child changes with maturity, often described as age-
related developmental changes. Children at any age have central “devel-
opmental tasks to solve”, in motor skills, language, self-esteem and how to 
handle emotional regulation. These tasks also support children’s function-
ing in everyday life, independent of age. Throughout life, there are also 
critical developmental periods related to both changes in maturity and life 
roles that the individual has to manage. All of this occurs with the help of 
adults and under the influence of heritage and environment (Erikson, 
1977; Hensch, 2004; Phillips & Shonkoff, 2000). 
One important issue in the promotion of early intervention is to know 
what is regarded as typical for a particular age in order to detect any de-
velopmental delays or behavioural problems (Berk, 2013). The child’s 
functioning is always contextual and thus varies substantially within a 
typical norm or due to the demands for functioning in the child’s natural 
context. Among preschool children, one aspect of functioning focuses on 
functioning in everyday life activities, e.g. preschool, and the skills used 
by the child (Hebbeler & Rooney, 2009; Kjellmer, Hedvall, Fernell, Gill-
berg & Norrelgen, 2012). Other related definitions of everyday function-
ing include: functional performance, functional skills, functional status, 
and adaptive behaviour (Case-Smith, 1995; Maggi, Magalhães, Campos & 
Bouzada, 2014; Msall & Tremont, 2002).  
In young children, it can prove difficult to distinguish behaviour that is 
simply a typical variation in functioning from something that is a devi-
ance in mental health or development (WHO, 2009). Therefore it is im-
portant to develop tools that can describe a child’s functioning in real life 
as a means of guiding treatment planning (Castro & Pinto, 2013).  
Before beginning preschool, functioning and development in the child is 
primarily dependent on input from parents, other family members and 
the child’s home environment, together with their inherent traits. Attach-
ment has hitherto been primarily between the child and her or his par-
ents. Transition to preschool can be a shift in feelings, behaviours and 
thoughts that younger children can find difficult to handle. New relation-
ships with adults and other children are formed. Here, preschool teachers 
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are added to the child’s sphere of potential attachment figures (Weinfield, 
Sroufe, Egeland & Carlson, 1999).  
A child’s development and functioning can be defined as time-related 
changes brought about as a result of biological, contextual and environ-
mental conditions (Conger & Donnellan, 2007; Rutter, Moffitt & Caspi, 
2006). The core of the developmental process is transformation; some-
thing new appears. Thus, the simple becomes complex or a basic skill be-
comes advanced (Overton, 2006). Development can be normal or abnor-
mal, typical or atypical (Karmiloff Smith, 2007), the division being com-
plex. This in turn can affect the child’s everyday functioning (e.g. getting 
dressed, playing, interacting with peers etc.) (Andersson, Martin, Brodd & 
Almqvist, 2016; Fuhs, Farran & Nesbitt, 2013).  
A key issue in mental health for young children is self-regulation, which is 
a multi-level construct that describes the ability of an individual to opti-
mally manage physiological arousal, emotions, attention, behaviour and 
cognition. Self-regulation guides the activities, increases autonomy and 
helps the child to acquire the behavioural, emotional and cognitive self-
control that is essential for competent functioning, both in childhood and 
throughout the lifespan (Blair & Diamond, 2008; Phillips & Shonkoff, 
2000). Interactions among preschool children are important situations 
for the development of cognitive regulation and coping skills, and play a 
part in handling the demanding experiences in life (Bornstein & Sameroff, 
2009; Korucu, Selcuk & Harma, 2017; Rutter, 2012; Shonkoff et al., 
2015). 
Motor development reflects different aspects of development, including 
perception, planning and motivation. Whilst physical development, along 
with that of perception, motor skills and how (well) the body functions are 
important to this thesis, they are not central to it. The development of mo-
tor skills and bodily functions reflect the child’s level of perception, plan-
ning and motivation and, taken together, these are all important for the 
psychological development of the child (Andersson et al., 2016; Wilson & 
Knoblich, 2005; Von Hofsten, 2004). 
Genes are crucial for human development. This genetic foundation has 
been constantly evolving throughout the history of mankind. In symbiosis 
with the environment, it contributes to physical, perceptual, cognitive, be-
havioural and social development (Rutter et al., 2006). Whilst sex is de-
termined by our genes, gender is influenced by stereotypes, as well as the 
social and cultural environment. Gender differences can be observed in a 
number of different areas of the child’s development (Martin & Ruble, 
2010).  
The brain is the centre of emotion, cognition, learning etc., and much re-
search focuses on how the brain performs these functions (Berk, 2013; 
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Johnson, Halit, Grice & Karmiloff-Smith, 2002; Loye, 2002). The new-
born’s brain is already geared towards learning and development, di-
rected by the genes in interaction with the environment (Casey, Totten-
ham, Liston & Durston, 2005; Lewis, 2005; McCrory, De Brito & Viding, 
2010). The brain is dependent on stimulus in order to develop; children 
subjected to lack of care or early institutionalisation tend to display less 
developed brains compared to those who have experienced normal 
growth conditions (Belsky & de Haan, 2011). The brain is in its most plas-
tic state early in life, due to the overproduction of nerve connections and 
the fact that functional distribution in the brain is not yet organised (Fox 
et al., 2010; Johnson et al., 2002; Taylor & Alden, 1997). This is one major 
reason why early action should be taken in those cases where children dis-
play developmental deviations or where it is possible to detect weaknesses 
in the environment (Cicchetti, 2002; Futures, 2008; Grossman et al., 
2003). 
The human brain is largely adapted for human interaction (Geary, 2005), 
which is practiced by the child in interaction with peers, something that in 
modern Western societies takes place to a great extent in the preschool 
group. The development of mentalisation is an important factor for social 
interaction and has to do with understanding the thoughts, feelings and 
actions of other people (Moll & Tomasello, 2006). Two general character-
istics of well-developed emotion regulation processes are that emotion-
generating/processing regions in the limbic system (amygdala, insula) are 
activated by negative emotional stimuli, and that this neural response is 
dampened/regulated by prefrontal emotion regulatory regions (Wilcox, 
Pommy & Adinoff, 2016).  
Cognitive development describes the child’s mental processes that deal 
with knowledge, thinking, problem-solving and storing information and 
experiences (Goswami & Bryant, 2007). Cognitive development allows for 
thinking to become increasingly complex and abstract and it is possible 
for the child to be at different levels of cognitive development in different 
areas (Piaget, Henriques & Ascher, 2013). As a part of cognition, memory 
develops and changes during growth, affecting functions such as recogni-
tion, communication and learning (Nelson, 2007). In order to attain good 
social functioning, the child’s development in the areas of communication 
and language also plays an important role (Dahlgren, Sandberg & 
Hjelmquist, 2003; Trevarthen, 1979). Early dialogue largely takes place 
during play and in everyday situations, and adults help children to solve 
communicative tasks (Bruner, 1975). Lack of communication skills is very 
closely linked to difficulties in behaviour, self-regulation and tempera-
ment (Prior, Bavin, Cini, Eadie & Reilly, 2011).  
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The child’s emotional development involves expression, understanding, 
experience, bodily reaction, direction, action and regulation of the emo-
tions (joy, sadness, fear, anger, pride, shame, guilty and envy) (Izard, 
2009; Kagan, 2007). Well-developed emotional regulation is important 
for the child’s functioning (Campos, Walle, Dahl & Main, 2011). Emo-
tional regulation problems tend to lead to either over- or under-expres-
sion in the form of internalising problems, resulting in shyness and reluc-
tance, or to externalising problems, with aggression, outbreak and anti-
social behaviour as a result (Mullin & Hinshaw, 2007; Nigg, 2000; Nord-
berg, Rydelius & Zetterström, 1991; Nærde, Ogden, Janson & Zachrisson, 
2014). Within the field of developmental psychology, emotional regula-
tion as well as empathic problems are especially associated with behav-
ioural difficulties. In time, emotional regulation problems can result in 
major negative effects on relationships with both children and adults alike 
(Cecil, McCrory, Barker, Guiney & Viding, 2018; Robins, 1966; Valiente et 
al., 2004). 
A child’s character or temperament affects how they are treated by the 
people in their surroundings. While there are a number of different de-
scriptions, one such classification divides temperament into the catego-
ries of easy, difficult and difficult to warm up (Thomas & Chess, 1977). 
Most research describes temperament as a biological foundation formed 
through differences in nervous-system reactivity and investigates how dif-
ferent areas and networks in the brain provide sensory colouration of in-
coming stimuli. These are developed through environmental impact, alt-
hough siblings often have different temperaments (Saudino, 2009; Zent-
ner & Bates, 2008). Temperament also develops with age, with the great-
est changes taking place between the ages of 3 and 5, after which the 
child’s self-control and ability to adapt are improved, even though there is 
a continuation of development after this point (Asendorpf, Denissen & 
van Aken, 2008). However, similar kinds of temperament still have the 
propensity to result in different developmental processes (Kagan & Snid-
man, 2009) and it is worth noting that different types of temperaments 
are not inherently good or bad; rather, the child’s temperament may fit 
better or worse with those of others, seemingly irrespective of the age of 
the other person (Thomas & Chess, 1977). Parents’ style of caring is in 
turn influenced by the child’s temperament (Belsky, Bakermans-Kranen-
burg & Van IJzendoorn, 2007). 
The child’s attachment to the mother, who is viewed as being the nearest 
associate to the child, provides security, comfort and protection in a situa-
tion of durable and “irreplaceable” proximity, and is the basis for the de-
velopment of personality and mental health. The child’s type of attach-
ment will affect how he or she functions in senior relationships (Bowlby, 
Ainsworth & Fry, 1965). Parent “bonding” serves to provide a safe base 
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from which the child can explore the world, as well as a safe haven when 
experiencing threat (Bowlby, 2012; Marvin, Cooper, Hoffman & Powell, 
2002). The child’s attachment pattern affects relationships in preschool. 
The young preschool child also needs to develop a secure attachment rela-
tionship, preferably with first one and then a few additional preschool 
teachers (Weinfield et al., 1999). As the child’s cognitive ability develops, 
representations of the self and relationships with other people are cre-
ated, a so-called “internal working model” whereby the child develops the 
ability to predict the possible consequences of different actions on their 
part (Bretherton & Munholland, 2008; Craik, 1967).  
Developmental abnormalities could manifest as the child not following 
the expected rate or path of development; i.e. is slower than, or different 
from, other children of a similar age (Thomas, Cotton, Pan & Ratliff-
Schaub, 2012). There are different degrees of overlap between develop-
mental deviations and behavioural problems, emotional problems and 
other signs of mental health issues. In order to identify possible dysfunc-
tion, an investigation that simultaneously addresses several indicators as-
sociated with functioning is needed (Hatakenaka & Hirano, 2015; 
Sameroff, Seifer, Barocas, Zax & Greenspan, 1987; Wille, Bettge, Ravens-
Sieberer & BELLA Study Group, 2008). It has been suggested that it may 
indeed be the cumulative impact of several risk and protective indicators 
working together, rather than any single factor, which best predicts func-
tioning and development (Sameroff et al., 1987). Such factors include: the 
child’s gender, developmental delay, emotional regulation, prosocial 
strength, engagement and peer relations, all of which are affected by the 
simultaneous combination of inheritance and environment. Since the 
great majority of Swedish children attend preschool, the processes de-
scribed above take place to a great extent in the preschool environment in 
interaction with peers and preschool staff. Thus, there is a possibility for 
preschools to both identify children with troubling behaviour and offer 
supportive intervention. 

Children’s Mental Health  
In the original definition of 1948, the World Health Organization (WHO) 
declared “Health is a state of complete physical, mental and social wellbeing and not 
merely the absence of disease or infirmity” (WHO, 2018a). 
 
The WHO (2018a) key facts of Mental health: 

Mental health is more than the absence of mental disorders. Mental health 
is an integral part of health; indeed, there is no health without mental 
health. Mental health is determined by a range of socioeconomic, biological 
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and environmental factors … Mental health is a state of wellbeing in which 
an individual realizes his or her own abilities, can cope with the normal 
stresses of life … Mental health is fundamental to our collective and individ-
ual ability as humans to think, emote, interact with each other, earn a living 
and enjoy life. 

Mental health can also be defined as emotional wellbeing in terms of feel-
ing happiness and satisfaction in one’s life. Furthermore, one can focus on 
positive, individual functioning which can manifest itself in engagement 
or in terms of self-realisation, that is, psychological well being. Positive 
societal functioning in terms of being of social value, such as social inter-
actions, are highlighted in the social wellbeing view of mental health (Ay-
dogan, 2012; Westerhof & Keyes, 2010; WHO, 2018a). 
Another way of describing health can be found in the WHO Interactive 
Health Model, which is a system of classification for children, the Interna-
tional Classification of Functioning, Disability and Health: Children and 
Youth Version (ICF-CY) (WHO, 2007). The object of the classification is 
to supply a common understanding of health and human functioning that 
is specific to the development and growth of children in various life situa-
tions. The Interactive Model (Figure 1) illustrates the complex relation-
ships between two parts; firstly, functioning and disability, including body 
functions (i.e., physiological and mental functions of the body system), 
body structures (i.e., anatomical parts of the body), activities (i.e., execu-
tion of tasks), and participation (i.e., involvement in life situations). The 
second part, contextual factors, consists of environmental factors (i.e., 
family, preschool, recreational opportunity, laws, and societal attitudes) 
and personal factors (i.e., personal experience, religion, gender, age and 
coping styles) (WHO, 2001a). This model exemplifies the complex inter-
actions between the different dimensions that affect the health of the 
child, such as environment, the child’s age or stage of development. Un-
derstanding these environmental factors provides the basis for the possi-
ble adaptation of specific factors in order to improve the outcome for the 
preschool child’s functioning.  
Research has also linked psychosocial and mental functioning to the ICF-
CY (Augustine, Lygnegård, Granlund & Adolfsson, 2018) and also the 
standardised assessment of functioning in Attention Deficit Hyperactivity 
Disorder (ADHD) and Autism Spectrum Disorder (ASD) on the ICF-CY 
Core sets (Bölte et al., 2018a; Bölte et al., 2018b). Under these diagnoses, 
functional problems are often the reason for the initial referral to mental 
health specialist services and an important focus for the diagnostic set-
ting, identifying real-life challenges and guiding treatment planning (Cas-
tro & Pinto, 2013). In this thesis, the ICF-CY is partially used as a set of 
variables to describe developmental delay in terms of health predictors.  



Introduction 

 17 

Health is thus viewed as a concept which is essentially positive and a re-
source which is abundant in everyday life. The emphasis here is on the 
abilities and capacities of the individual at the social, personal resources 
and physical levels. Mental health is a complex condition that is influ-
enced by many factors. In this thesis, mental health among young chil-
dren is described in terms of health predictors, such as the child’s level of 
engagement, social interaction and everyday functioning.  

       

Figure 1. Interactions Between Components of Children’s Health in the ICF-CY 
Model (WHO, 2007). 

Engagement and Social Interaction as Indicators of Mental 
Health 
Engagement can be described in terms of the extent to which the pre-
school child is actively involved in daily activities, such as playing and 
learning activities, either by themselves or in social interaction with adults 
or other children (McWilliam, Bailey, Bailey & Wolery, 1992). Engage-
ment can be described multidimensionally in terms of the child’s behav-
iour, emotions and cognitive functioning (Fredricks, Blumenfeld & Paris, 
2004; Skinner, Kindermann & Furrer, 2009). There are different grades 
of engagement; low engagement is seen in a child who is not interested in 
anything specific, whereas a highly engaged child is completing an activity 
or is involved in engaged symbolic play (Aguiar & McWilliam, 2013). For 
older children, engagement in school activities may actually represent a 
possible antidote to declining academic achievement and motivation as it 
is thought to be something which can be easily shaped according to con-
text and which nevertheless adapts to shifts in the current environment. 
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The concept of engagement describes behavioural, emotional and cogni-
tive engagement as a multifaceted construct (Fredricks et al., 2004; Gus-
tafsson et al., 2010; Skinner & Pitzer, 2012). 
Among preschool children, engagement is a strong predictor of learning, 
sociability and mental health (Aydogan, 2012; Raspa et al., 2001), as well 
as self-regulation and academic success (Fuhs et al., 2013). Children in a 
preschool context have been reported to say that they feel better when en-
gaged in different activities (Almqvist, 2006). Engagement also affects 
learning new skills, athletic activities, play and performing complex tasks 
suitable to the child and their age (Bronfenbrenner & Ceci, 1994; Fried-
man & Wachs, 1999). Engagement is closely related to proximal processes 
such as interpersonal interaction, including parent–child, teacher–child 
and child–child activities, and is associated with more enduring and 
higher quality interactions (Bronfenbrenner & Evans, 2000; Buhs, Ladd & 
Herald, 2006; Cadima, Verschueren, Leal & Guedes, 2016; Williford, 
Maier, Downer, Pianta & Howes, 2013). Interactions with others require 
an ability to persistently pay attention, which is regarded as a hereditary 
ability (Casey, McWilliam & Sims, 2012; Pierce-Jordan & Lifter, 2005). 
The child’s interaction with peers of approximately the same age is also 
important for socialisation and learning (Coolahan, Fantuzzo, Mendez & 
McDermott, 2000; Luttropp & Granlund, 2010). In this thesis, the en-
gagement and social interaction that take place in preschool are seen as 
important factors in promoting mental health, learning and development.  

Mental Health Problems  
The European Commission (2005) states:  

Mental ill health includes mental health problems and strain, impaired 
functioning associated with distress, symptoms, and diagnosable mental 
disorders … The mental condition of people is determined by a multiplicity 
of factors, including biological (genetics, gender), individual (personal ex-
periences), family and social (social support) and economic and environ-
mental (social status and living conditions).  

The term mental disorder refers to a condition that constitutes serious 
impairment in a person’s behaviour or cognition. Behavioural problems, 
certainly in children, may in fact be normal reactions to a stressful life sit-
uation. It is important not to attach a diagnosis to something that is nor-
mal in life but, on the other hand, early identification of psychiatric condi-
tions may indeed positively affect the prognosis (Bremberg & Dalman, 
2015). In addition, psychiatric diagnoses/symptoms do not provide a di-
rect indication of the extent of reduced functioning. They also do not usu-



Introduction 

19 

ally claim to be explanations of the causal mechanisms behind the diagno-
sis; indeed, the DSM system explicitly declares diagnoses to be of a strictly 
descriptive nature (American Psychiatric Association, 2013). Several risk 
factors can work together to contribute the development of mental ill 
health, ranging from early relational disturbances, through traumatic ex-
periences and psychosocial stressors to organic injuries in combination 
with genetics and environment (Rutter et al., 2006). In describing the de-
velopment of psychiatric symptoms/ behavioural symptoms, a model of 
multi-finality can be useful. The same genetics, environment and context 
can result in different symptoms. But, on the other hand, there is 
also equi-finality, whereby the same behavioural symptoms may have sev-
eral underlying causes or be triggered by any number of different condi-
tions related to the child’s genetic traits, environment and context (Cic-
chetti & Rogosch, 1996). No distinct criteria exist to aid in distinguishing 
what should be perceived as normal or adequate responses vis-à-vis men-
tal health problems. Rather, there appears to be a continuum between the 
normal and the abnormal (Gillberg, 2018). Different classification sys-
tems exist that set criteria for which subjective and/or objective symp-
toms need to be manifested for different diagnoses (American Psychiatric 
Association, 2013; Egger & Emde, 2011; WHO, 2009). Psychiatric symp-
toms can be described as psychological symptoms that inhibit the individ-
ual’s emotional wellbeing, optimal development, positive behaviour 
and/or participation in everyday functioning. Because a complex set of 
problems is often presented, in young children it is not always rendered 
clinically relevant to group them according to a diagnostic classification 
(Gillberg, 2010). In this dissertation, one central question is: “What 
symptoms of mental health problems do preschool children exhibit and 
what can we detect early on?” 

The Prevalence of Mental Health Problems and Disorders in 
Children 
Mental health problems affect approximately 10–20% of children and ad-
olescents worldwide (Kieling et al., 2011), thereby dominating all chronic 
conditions. One approximation sets the cost of mental health disease and 
related problems of all age groups at 3.5% of the gross domestic product 
(GDP) (WHO, 2018b). The WHO (2018b) has also reported that neuropsy-
chiatric disorders are the leading cause of years lived with disability at a 
global level (36%) and the third leading cause in Europe (15%). Mental 
health disorders, both internalising and externalising, often debut in early 
childhood and last throughout adulthood, thereby making early detection 
and intervention especially important (Bagner, Rodríguez, Blake, Linares 
& Carter, 2012; Kieling et al., 2011; Lavigne et al., 1998). For preschool 
children, the prevalence of emotional and behavioural problems differs 
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somewhat, with studies producing figures ranging from 12% to 26% (Cos-
tello, Egger & Angold, 2005; Earls, 1982; Furniss, Beyer & Guggenmos, 
2006; Keenan, Shaw, Walsh, Delliquadri & Giovannelli, 1997; Lavigne et 
al., 1993). The prevalence of emotional and behavioural problems related 
to gender takes different values in different studies, but a stable finding is 
that boys show more externalising problems (Klein, Otto, Fuchs, Zenger & 
von Klitzing, 2013; Nock, Kazdin, Hiripi & Kessler, 2007; Ravens-Sieberer 
et al., 2008; Smedje, Broman, Hetta & von Knorring, 1999). However, 
whilst prevalence rates in preschool children are varied, they are often 
substantially lower when using set diagnostic criteria, such as: ADHD: 2–
8%, Oppositional Defiant Disorder (ODD): 2–7%, Conduct Disorder (CD): 
1–3%, Depressive Disorder: 2–3%, Separation Anxiety Disorder (SAD): 
2.5% or Generalized Anxiety Disorder (GAD): 2–7%, according to DSM-
IV. It is worth noting that few preschool children receive help even when 
it is recognised that they do indeed have a mental health problem (Egger 
& Angold, 2006; Gadow, Sprafkin & Nolan, 2001; Thomas, Sanders, 
Doust, Beller & Glasziou, 2015; Wichstrøm et al., 2012).  

Early Symptomatic Syndromes Eliciting Neurodevelopmental 
Clinical Examinations (ESSENCE) 
Gillberg (2010) describes the childhood problems found in neuropsychol-
ogy and developmental neurology as overlapping and concurrent, in con-
trast to separate and of an “either/or” nature. The ESSENCE concept as-
sumes comorbidity as an integral feature and states that, among young 
children, symptoms of different diagnostic criteria appear to be essentially 
the same (Gillberg et al., 2004). For example, signs indicative of ASD may 
be recognisable in a 3-year-old child who shows ADHD symptoms at the 
age of 10. Throughout the child’s development, symptoms can vary and 
the diagnosis can differ in clarity (Gillberg, 2018). Within the ESSENCE 
concept, symptoms are used as guidelines, rather than forming the basis 
for definitive diagnoses. That said, there are certain types of diagnosis 
which are indeed used under the umbrella of ESSENCE, these being: 
ADHD, ODD, CD, ASD, Intellectual Disability, Language Disability and 
Developmental Coordination Disorder. At least 10% of schoolchildren are 
or have been affected by major ESSENCE symptoms (13% of boys, 7% of 
girls) (Gillberg, 2018). In girls, these signs are usually not recognised until 
adolescence or even adulthood (Kopp, Kelly & Gillberg, 2010). However, 
the fact remains that approximately half of all children included in the 
ESSENCE category will have been discovered by the age of six, and more 
than half of this group will have persistent problems in adult life (Gillberg, 
2018). At least half of all “chronic” adult psychiatric patients have exhib-
ited ESSENCE symptoms in early childhood (Nylander, Holmqvist, Gus-
tafson & Gillberg, 2009). Young preschool children who show clear signs 
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of mental health problems often develop symptoms within the same or 
overlapping areas later in life (Gillberg, 2010). Based on the current state 
of knowledge, prevention interventions in young children with symptoms 
included in ESSENCE are needed and preschool would be an appropriate 
site for this.   

Behavioural Problems in Childhood 
Behaviour such as social interaction, self-regulation, concentration and 
speech development among children usually develops positively over 
time. Therefore, it is difficult to foresee the stability of behavioural prob-
lems over time (Larsson, Anckarsater, Råstam, Chang & Lichtenstein, 
2012). Behavioural problems are indicators of mental health problems in 
children, they could be of varying symptom severity, and not necessarily 
diagnosable mental disorders. They manifest as externalising and inter-
nalising problems, influenced by several factors. Important factors when 
making an assessment of behaviour problems over time include taking ac-
count of the quality of parenting as well as the general environment of the 
child (Gardner & Shaw, 2009). Polarisation into internalising or external-
ising problems may take a while to become clear (Achenbach & 
Edelbrock, 1979). There is evidence that prevalence rates of behavioural 
problems at preschool age persist into adulthood (Bayer, Hastings, 
Sanson, Ukoumunne & Rubin, 2010; Egger & Angold, 2006). In this the-
sis, behavioural problems are mostly described as Hyperactivity, Conduct 
Problems and Emotional problems using the SDQ subscales. 

Internalising Problems 
Internalising problems are defined as anxiety and depression, or psycho-
somatic symptoms such as headaches and stomach pain. These are symp-
toms that children themselves experience as troublesome but are not al-
ways able to convey to the adults in their context; they are “internal”. 
Among preschool children, they are detected as sadness, worry and anxi-
ety and are labelled as emotional problems (American Psychiatric Associ-
ation, 2013). In this thesis, it has indeed been arduous to identify inter-
nalising problems among preschool children because such young children 
have not yet developed the appropriate verbalisation or cognition skills 
needed in order to effectively voice their emotions (El-Radhi, 2015). For 
reasons related to lack of time on the part of preschool teachers, these 
emotional, silent children can easily be “forgotten” and consequently do 
not receive the attention they need in order to support their potential in 
terms of positive development and health (Howes & Ritchie, 2002). Be-
cause preschool children with emotional problems do not disturb the day-
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to-day workings of the preschool class, their problems tend not to be dis-
covered until later in childhood (Almqvist, Sjöman, Golsäter & Granlund, 
2018). Early detection of different emotional disorders and Post-Trau-
matic Stress Disorder (PTSD) poses inherent and specific challenges (El-
Radhi, 2015). There is, however, a body of research that describes pre-
school children who have been identified and received treatment address-
ing emotional problems (DeBar, Lynch, Powell & Gale, 2003). 

Externalising Problems 
This thesis specifically focuses on externalising behaviour issues, such as 
hyperactivity and conduct problems. Among preschool children, these are 
rarely serious enough to warrant a diagnosis in accordance with the ICD-
10 (WHO, 2007) or DSM-5 (American Psychiatric Association, 2013) clas-
sification systems, but it does not necessarily follow that these children do 
not experience problems in their everyday lives.  
Conduct problems among preschool children are most commonly seen 
when they practise social skills and/or test limits. Such acts of defiance 
and non-compliance put the child at risk of being rejected by peers and 
adults. There are a number of indicators signalling an emerging disorder: 
behaviours are recurrent, become more severe over time or are inappro-
priate for the child’s age. In such a situation, further investigation may be 
warranted (Buhs et al., 2006; Campbell, Shaw & Gilliom, 2000). Whilst 
CD/ODD and ADHD in preschool children are associated with a failure to 
perform well in academic work, this is not yet the case for preschool chil-
dren who exhibit conduct problems (Metcalfe, Harvey & Laws, 2013; 
Sonuga-Barke, Lamparelli, Stevenson, Thompson & Henry, 1994). Re-
searchers have argued that conduct problems among preschool children 
are the result of both the child’s characteristics and the environment. Hy-
peractivity is more often seen as a functional impairment (Friedman-Wei-
eneth, Harvey, Youngwirth & Goldstein, 2007; Metcalfe et al., 2013). 
ADHD, ODD and CD often have a strong impact on the child’s environ-
ment and context (WHO, 2001b). In this thesis I have chosen to refer to 
preschool children with externalising symptoms as children with “prob-
lems”, not “disorders”. 

ADHD - Hyperactivity 
ADHD is a neurodevelopmental disorder characterised by behaviour in-
congruent with the developmental stage of the individual preschool child, 
and it manifests as inattention, impulsivity and hyperactivity, combined 
with impaired functioning (Daley, Jones, Hutchings & Thompson, 2009). 
Three subtypes of the disorder are distinguished in the DSM-5 criteria, 
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these being predominantly hyperactive/impulsive, predominantly inat-
tentive or a combination of the two (ADHD Institute, 2018; American 
Psychiatric Association, 2013).  
The first symptoms to appear are often the hyperactive/impulsive type, 
and usually manifest themselves at some point between the ages of three 
and four. Although ADHD symptoms can be difficult to handle, both at 
home and in preschool, children are usually not introduced to mental 
health care providers until they begin formal school. Between the ages of 
five and eight, problems with inattention often escalate, leading to a diag-
nosis of ADHD (Willcutt et al., 2012). However, this scenario has changed 
over the past few years. Preschool children have also been increasingly di-
agnosed with ADHD. A consequence of this has been the more frequent 
prescription of psychotropic medication (DeBar et al., 2003; Rappley et 
al., 2002), despite the fact that parenting interventions are recommended 
as first treatment (Daley et al., 2009; Pelham Jr, Wheeler & Chronis, 
1998). Studies have generally suggested that preschool children with 
symptoms of ADHD experience associated impairment with peer prob-
lems, social skills deficits, cognitive problems and motor coordination 
problems (Gadow & Nolan, 2002; Sonuga-Barke, Auerbach, Campbell, 
Daley & Thompson, 2005), similar to their school-aged counterparts who 
have been diagnosed with ADHD. Nolan, Gadow and Sprafkin (2001) 
point outs that different prevalence can be observed between the respec-
tive subtypes of ADHD depending upon whether the child is of preschool, 
elementary school or secondary school age. In their preschool sample, the 
prevalence of the hyperactive type and combined types of ADHD was 
found to be almost equally common (6.3% and 7.7% respectively), whilst 
the inattentive type was less common (prevalence rate = 3.9%). However, 
the opposite was found to be true in school-age children; i.e. the preva-
lence of the hyperactive and combined types decreased, while the inatten-
tive type was seen more often. The above corresponds well with other 
bodies of research as hyperactivity remains the most typical symptom in 
the ADHD cluster of symptoms detected at preschool age, whilst inatten-
tion is often detected later on (Milich, Balentine & Lynam, 2001; Willcutt 
et al., 2012). Hyperactivity in preschool-age children may not indicate an-
ything more than a minor pathological tendency, but it still serves as a re-
minder that it may in fact be an early sign of developing mental health 
problems (Sonuga-Barke et al., 2005).  
An extensive spectrum of differential diagnoses related to ADHD can be 
found, many of these being of a neurological or neuro-developmental na-
ture. Here, we have conditions such as learning disabilities, seizure disor-
ders, ASD, emotional disorder, anxiety disorder, mood disorder and con-
duct disorder; thyroid abnormalities are also included here. Identical, or 
at least comparable, symptoms to those found in ADHD may occur as a 
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result of psychosocial and/or environmental factors and may exist con-
currently with an ADHD diagnosis. These comorbid symptoms may be re-
lated to circumstances such as a stressful home life, trauma or childhood 
neglect, for example, and are thus classified as being either primary or 
secondary to the ADHD diagnosis (Krull, 2016). Certain symptoms of 
ADHD tend to decline with age. However, up to 65% of children with 
ADHD symptoms in the age bracket 4–12 years are expected to continue 
experiencing impairment related to this in adulthood (Faraone, Bieder-
man & Mick, 2006). In other words, ADHD can be a chronic and often 
lifelong disorder. 
Gender plays a part in ADHD, with more boys than girls receiving a diag-
nosis (Boat & Wu, 2015). It is worth noting, how-ever, that within the 
diagnosis groups, inattentive type ADHD is more fre-quently diagnosed in 
girls (Kopp et al., 2010). This may serve to partly ex-plain why fewer girls 
receive a diagnosis in the first place: the inattentive type equals less 
disruption to the immediate surroundings, drawing less attention to the 
behavioural problems and eventual difficulties that girls experience 
(Rucklidge, 2010). To date, there has been no clear indication that the 
incidence of ADHD in school children is variable in relation to ethnic 
differences. And while it has been stated in US studies that ADHD would 
appear to be higher among Caucasians compared with African Americans 
or Hispanic Americans, this may be explained by a lack of clin-ical 
identification of non-white children with ADHD (Morgan, Staff, Hille-
meier, Farkas & Maczuga, 2013).  

Oppositional Defiant Disorder (ODD) 
One of the most common behavioural problems among preschoolers is 
disruptive behaviour (emotional outbursts, physical aggression, excessive 
argumentativeness, anger, defiance), and this can be seen more intensely 
and more frequently in ODD than in “typical children”. Boys are more of-
ten afflicted (Nock et al., 2007). Other psychiatric conditions, such as 
emotional and externalising disorders, are associated with ODD in youth 
(Whelan, Stringaris, Maughan & Barker, 2013). ODD is often expressed in 
the form of the child being irritable, defiant, openly hostile, negativistic 
and uncooperative. Due to the pattern of behaviour associated with ODD, 
these oppositional actions may negatively impact upon relationships at 
home, in school and in the wider society (Ogundele, 2018). There is an 
ongoing discussion about whether ODD and CD are different entities or 
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whether ODD is a forerunner of CD, which in turn may lead to Antisocial 
Personality Disorder.  

Conduct Disorder (CD) 
Characteristic behaviours which are inherent to CD are the breaking of 
rules in a way which is inappropriate for the physical age of the individ-
ual, often coupled with a blatant disregard for the fundamental rights of 
others in the vicinity. Further symptoms are: contentious behaviour, acts 
of malice against persons, deceitfulness, a disproportionate amount of 
conflict, even physical, or bullying, and intentional physical harm (Camp-
bell et al., 2000). Children with CD tend to experience a range of negative 
emotions such as frustration, sadness and anxiety as part of their difficul-
ties with language and in relationships. Their ability to understand other 
people’s thoughts, feelings and actions, and not least empathy, is often 
somewhat diminished. The degree to which the exhibited behaviour can 
be classified as antisocial is the major distinction between ODD and CD 
(Ogundele, 2018). Young children diagnosed with CD are more likely to 
have significantly increased mental health problems in adulthood (NICE, 
2018). Should the individual not receive treatment for CD, the likelihood 
of disorder-related difficulties in adulthood in the form of Substance Use 
Disorder, Depression and a criminal career is greatly increased (Better 
Health Channel, 2018; Dretzke et al., 2005). 

Comorbidity 
Preschool children with behavioural problems are usually not covered by 
one diagnostic label. They usually show a range of symptoms that belong 
to different disorders or problems and can meets criteria for more than 
one diagnostic category. The symptoms also differ at different times dur-
ing life (Gillberg, 2010; Gillberg et al., 2004).  
Comorbidity is often found in children who have received an ADHD diag-
nosis. Up to 50% of children diagnosed with ADHD could be diagnosed 
with one comorbid disorder, 33% with two other disorders and 10% with 
three disorders (Szatmari, Offord & Boyle, 1989). The most common of 
these comorbidities is disruptive behaviour problems, with a prevalence 
of 30–70% (Biederman & Newcorn, 1991). Worse outcomes are more 
common in children with comorbid disruptive/aggressive disorders, a 
group which also experiences a greater level of overall impairment 
(Hinshaw & Melnick, 1995). A number of these comorbid disorders 
change from childhood to adulthood; for example, mood and anxiety dis-
orders, with nicotine and substance use developing later (Cecil et al., 
2018; Wilens & Spencer, 2010). 
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Turning to Conduct Disorder, 50% of all children receiving a diagnosis 
also meet the criteria for at least one other disorder, such as anxiety, 
PTSD or learning problems (Ogundele, 2018). ODD and ADHD show a 
similar, high level (≤50%) of comorbidity, as do CD and ADHD (≤33%). 
This comorbidity is more often seen in the combined and hyperactive/im-
pulsive subtypes of ADHD and is significantly lower in the mainly inatten-
tive subtype (Burke, Loeber, Lahey & Rathouz, 2005; Gillberg et al., 
2004; Posner et al., 2007). Gadow and Nolan (2002) showed that pre-
school children with comorbid symptoms of ODD and ADHD exhibited 
more symptoms of other disorders, peer problems and developmental 
deficits compared to children who only had either ADHD symptoms or 
ODD symptoms. 
Taylor, Chadwick, Heptinstall & Danckaerts (1996) have shown that hy-
peractivity in childhood may eventually lead to conduct problems in ado-
lescence. Burns & Walsh (2002) found that ADHD symptoms influenced 
the development of ODD behaviour among schoolchildren. Harvey, 
Breaux, and Lugo-Candelas (2016) found support for the notion that 
ADHD in preschool children may be causally related to ODD, but not vice 
versa.  

Theoretical framework 

The Bioecological Model of Human Development 
The theoretical framework of this thesis builds upon Bronfenbrenner’s 
(1979) Bioecological Model, in which children are viewed as being nested 
within different microsystems, such as the family, preschool and peer 
group (see Figure 2).  
These microsystems interact with one another, and how well they work 
together influences the child’s behaviour as well as developmental and 
health outcomes. The inter-relations between these systems are defined as 
the mesosystem. According to this model, individuals are affected by their 
exosystems; one such example is external support for parents but also the 
extended family and community. The term macrosystem is used to denote 
the social environment, cultures, social structures, laws and policy (Bron-
fenbrenner & Morris, 1998).   
A further development of Bronfenbrenner’s Bioecological Model (Tudge 
et al., 2016) is the Person-Process-Context-Time (PPCT) Model (Bron-
fenbrenner & Evans, 2000). Proximal processes can be said to involve re-
ciprocal interactions with other people, objects and symbols in the imme-
diate surroundings; i.e. in the micro systems the child attends (Bron-
fenbrenner, 1999). 
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Figure 2. The Bioecological Model with the preschool child (person) in interac-
tion (proximal process) with the family, preschool teacher and peers in the mi-
cro and mesosystem (context), in transaction; microtime (specific activity) and 
mesotime (regular behaviour).   
 
The proximal processes involve different forms of personal interactions 
and the context, such as interactions between the child and parents or 
preschool teacher or objects in the external setting, and are central to the 
PPTC model. Play, for example, probably needs to become increasingly 
complex over time to support good development and everyday function-
ing. Whilst the biological and genetic aspects of a person are relevant, as 
Bronfenbrenner indeed acknowledges in the PPTC model, attention is 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 28 

also paid to the personal characteristics the person brings into social situ-
ations, such as their demand(s), resource(s) and force(es) (Bronfenbren-
ner & Morris, 2006). These characteristics may enhance opportunities for 
exploration, elaboration and imagination. Interaction and engagement in 
play offer a snapshot of the proximal process in action. Hyperactivity 
could affect the proximal process by interfering with the child’s ability to 
remain engaged in an activity for a sustained period of time. Time is im-
portant in the PPTC model, as time spent in proximal processes affects 
development. Three time-frames are presented: micro, meso and macro 
time. Microtime is the term given to what occurs during a specific activity 
or interaction. Engagement can be seen as a snapshot of a micro time-
framed proximal process. Mesotime is the extent to which proximal pro-
cesses, such as social interactions or play, are regular features in the per-
son’s environment. Macrotime relates to historical events in the child’s or 
parent’s life (Bronfenbrenner & Morris, 1998). Children’s understanding 
of the environment and how they process information is dependent upon 
their earlier experiences, and this in turn influences the solutions they 
employ in subsequent situations (Wachs, 1996). Thus, proximal processes 
can be seen as an example of transactional processes. When exploring 
children’s everyday functioning and development, it is important to iden-
tify transactional processes between the child and their environment 
(Bornstein & Sameroff, 2009). In transactional processes, continuous in-
teraction between the individual and their current context work together 
in self-reinforcing spirals, thus furthering development. Hence, both the 
child’s personal characteristics and factors in the environment constantly 
provide new information to be processed during the developmental pro-
cess (Sameroff, 2010). It is likely that engagement can be seen as an ex-
pression of a functioning proximal process. The preschool child’s engage-
ment in activities and social interaction with teachers and peers influence 
the preschool teacher’s responses and peers’ desire to interact with the 
target child, which in turn affects the child. The child’s engagement in ac-
tivities and social interaction in relationships with parents, other children 
and teachers is part of the proximal processes. Thus, transactions are de-
pendent upon how different individuals’ behaviour changes and interacts 
over time (Kuczynski & Parkin, 2009; Ployhart & Vandenberg, 2010). To 
conclude, children are also active in creating their own development 
(Bronfenbrenner, 2005) and personal characteristics by acting on the en-
vironment based on these characteristics. Biological conditions, along 
with mental health and behaviour, all affect the child’s environment and 
their whole life (Bergman, Cairns, Nilsson & Nystedt, 2000; Bronfenbren-
ner & Morris, 2006). In a 20-year follow-up study, Champion, Goodall, 
and Rutter (1995) found that experiences such as the occurrence of seri-
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ously adverse experiences specifically, and the number of problems expe-
rienced in adulthood generally, correlated with disturbances of affect or 
behaviour in earlier life. Exploring the combined effects of both positive 
and negative variables on children’s development in daily functioning 
over time may provide a more holistic picture. By studying these com-
bined effects on developmental lines over time, knowledge may be gained 
as to how best to support positive development. In the current thesis, a 
longitudinal, three time-point study has been used to highlight the trans-
actional process. 

Protective and Risk Factors   
There are a number of key concepts inherent to this thesis, some of which 
are referred to in Figure 3. These are; The preschool child’s development 
and functioning, involving several protective and risk indicators; The bio-
logical prerequisites, including genetic inheritance, personal characteris-
tics, temperament and cognition; The environment and context (family 
and preschool, micro and macrosystem), which can include psychological 
stress; The outcome in mental health.  
 

 
Figure 3. The Preschool child’s development and function with several protec-
tive and risk factors. 
 
By studying mental health and behavioural problems over time, and ex-
amining possible relationships between mental health and different envi-
ronmental and personal protective and risk factors, knowledge may be 
generated about how to best support child development and functioning. 
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While the exact cause of behavioural problems and disorders in preschool 
children remains unclear, the present consensus states that these prob-
lems are best explained in relation to a gene-environmental interaction 
(Ogundele, 2018). Protective and risk factors respectively increase or de-
crease the probability of certain outcomes. These factors occur in pat-
terns, for example, of characteristics, relationships, behaviours and cir-
cumstances, and are linked to the individual, family, peers, pre-schools, 
residential areas and other environmental factors (see Table 1) (Bergman, 
Magnusson & El Khouri, 2003; Rutter, 1994; Rutter, 2003). Currently, 
more risk factors have been identified for externalising rather than inter-
nalising problems in preschool children. However, this may simply be due 
to the fact that more research has focused upon the former (Andershed & 
Andershed, 2015). Despite the nature of the underlying problems being 
dissimilar, the actual risk factors associated with these problems probably 
overlap, as externalising and internalising problems appear to interact in 
adolescence (Costello, Mustillo, Erkanli, Keeler & Angold, 2003; Lead-
beater, Thompson & Gruppuso, 2012). When several risk factors concur, 
the prevalence of mental health problems among children increases 
markedly. Conversely, a smaller number of risk factors often results in the 
reduced occurrence of mental health problems (Wille, Bettge, Wittchen & 
Ravens-Sieberer, 2008). The presence of one or more protective factors 
can in essence increase levels of resilience despite contingent risk factors, 
enabling the child to subse-quently function and develop well despite the 
presence of the aforemen-tioned risks (Wlodarczyk et al., 2017).   
There are several ways in which protective and risk factors can be catego-
rised. One alternative, which has clear practical consequences, is to divide 
them into the categories of dynamic, changeable factors, and those that 
cannot be changed, static factors. Dynamic factors include such things as 
the child’s behaviour or the relationship between the parent(s) and child, 
and have the advantage of being malleable, meaning that they can in fact 
be affected by support efforts. Static factors, such as gender, ethnicity or 
prior events in the individual’s life, cannot be affected by means of addi-
tional support. In other words, when making efforts to improve develop-
ment for individual children, the focus should primarily be on dynamic 
risk factors. Another form of categorisation is to look at either proximal 
(direct) factors causally related to the outcome or distal (indirect) factors, 
which are related to the outcome through their association with the afore-
mentioned proximal factors. A third method of categorisation with the 
purpose of intervention is to categorise factors into initiating (what 
caused the problem to begin with) or maintaining (what is causing the 
problem to continue) (Andershed & Andershed, 2015). As previously 
mentioned, risk factors for emotional and behavioural problems in early 
childhood may depend upon the interplay between genetic factors and the 
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child’s present (or previous) environment. NICE (2009) shows in a sys-
tematic research overview (longitudinal follow-up 18–32 years) that there 
are a number of risk factors in the development of Antisocial Personality 
Disorder, these being behavioural problems during early childhood or fac-
tors inherent to the family, such as insecure attachment, living in a single-
parent household and having parents who are separated. The age at which 
these factors are most potentially detrimental ranges from the prenatal 
stage up to five years of age. Mohr-Jensen and Steinhausen (2016) con-
ducted a systematic review of childhood ADHD (4–15 years) and found 
significant associations with antisocial involvement and an increased risk 
of criminal convictions in adolescence and adulthood. 
There are a number of protective factors, and these can be divided into 
two different types. Promotors have a “direct effect” as they almost always 
result in a positive effect, whereas the protective type exerts its effect only 
when risk factors for the child are also present (acting as a “buffer”) (Wille, 
Bettge, Wittchen & Ravens-Sieberer, 2008). Protective factors decrease 
the risk of behavioural problems and can be specific to the family, the 
preschool, the child or to the child’s broader social environment 
(Andershed & Andershed, 2015; Wille, Bettge, Wittchen & Ravens-
Sieberer, 2008). Guardians/parents are the single most important factor 
in ensur-ing good mental health. A warm and positive atmosphere in a 
home char-acterised by involvement from two well-functioning parents 
and a few sib-lings, together with a favourable level of insight into 
behavioural prob-lems on the part of the parents, as well as a good social 
network, provides children with a solid base, facilitating a lesser risk of 
behavioural dysfunc-tion (Campbell, 1995; Lamborn, Mounts, Steinberg 
& Dornbusch, 1991; Petrenko, 2013).  
Parto (2011) found that high self-efficacy and/or a strong sense of self can 
function as a child-specific protective factor, ultimately leading to fewer 
mental health problems among adolescents. The preschool child’s 
engage-ment, for example in play, is in itself a protective factor for mental 
health (Aydogan, 2012; Raspa et al., 2001). Social skills in the form of 
positive interactions and relationships with friends and teachers are also 
a protec-tive factor (Cederblad, Dahlin, Hagnell & Hansson, 1994; Hoza, 
2007; Hughes, Bullock & Coplan, 2014). Social environmental factors, 
such as positive teacher responsiveness, with a warm, caring climate, 
together with peer group interaction, are also reported to be protective 
factors for the child (Lippard, La Paro, Rouse & Crosby, 2017; Sjöman, 
Granlund & Almqvist, 2016). 
In terms of risk, several researchers highlight problems in the family as 
the main risk factor for subsequent behavioural problems in children. A 
number of negative family circumstances can come into play here, includ-
ing traumatic experiences, poverty, low maternal education, troublesome 
pregnancies or premature birth (Conger & Donnellan, 2007; Murray et 
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al., 2016; Owens & Hinshaw, 2013), as well as parental factors such as an-
tisocial behaviour, abuse and family stress (Campbell et al., 2000; Côté, 
Vaillancourt, LeBlanc, Nagin & Tremblay, 2006; Huijbregts, Séguin, 
Zoccolillo, Boivin & Tremblay, 2007; Tremblay et al., 2004). 
Maternal depression during the first year of life has been extensively re-
searched, together with the subsequent effects on the child’s emotional 
and behaviour problems. This is especially true in relation to the co-mor-
bid psychopathology that is believed to be associated with less-than-opti-
mal mother-child interaction (Carter, Garrity-Rokous, Chazan-Cohen, 
Little & Briggs-Gowan, 2001; Korja et al., 2008; Madigan, Moran, 
Schuengel, Pederson & Otten, 2007; Trapolini, Ungerer & McMahon, 
2007).  
Smeekens, Riksen-Walraven, and van Bakel (2007) have shown that poor 
child-parent relationships are often characterised by rejection of the child 
by the mother, often in conjunction with low parental involvement in the 
child’s activities during the age span of 15 to 28 months, and this was 
found to be a predictor of externalising behaviour at age five. 
McKinney and Renk (2007) found a number of child-specific risk factors, 
such as the child’s temperament, including lability, negativism, restless-
ness and a short attention span. Researchers have also shown that there 
may be ensuing problems with language and cognition, developmental de-
lay, fewer positive interactions, less play and more speechless activities as 
risk factors (Campbell, 1995; Petrenko, 2013).  
Several researchers have highlighted psychological stress as a risk factor 
and this especially applies to stressors which exceed the child’s capabili-
ties, as well as their ability to handle things such as negative emotions or 
relationships and fear (Gunnar, Talge & Herrera, 2009). On the other 
hand, coping can be seen as a health promotion factor in situations where 
cognitive and behavioural strategies are needed in order to help the child 
to handle the specific internal or external requirements being expected of 
them (Folkman, Lazarus, Pimley & Novacek, 1987). Gunnar, Kryzer, Van 
Ryzin, and Phillips (2010) have shown that higher levels of cortisol are 
found in pre-schoolers during the afternoon compared to those who do 
not attend preschool. This higher level of cortisol is associated with intru-
sive, over-controlling care on the part of the preschool teacher. In boys es-
pecially, this increased cortisol was coupled with aggressive behaviour, 
while for girls it was more often observed together with anxious, vigilant 
behaviour. It has been suggested that an outdoor environment may in-
deed function as a protective factor counteracting the impact of negative 
stress (Söderström et al., 2013).  
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Table 1. Respective risk and protective factors for future externalised and inter-
nalised problems in preschool children. For a complete list of references, please 
see chapter entitled “Protective and Risk Factors” (page 30-32). 

Risk Factors Protective Factors 

Child Factors 
Static 

Dynamic 

Premature birth 
Developmental delay  
……………………… 
Language and cognition problems 
Behavioural problems 
Difficult temperament, such as  
aggressiveness  
Labile, short attention span 
Impulsivity and inhibition disorders 
Resentment and tension applicant  
behaviour 
Sleeping, eating problems 

“Genetic health” 
High IQ 
Easy temperament 
Effective emotional regulation 
Engagement 
Social Interaction 
Somatic health  
High self-efficacy / Sense of 
self 

Environmental 
Parental 
Factors 
Static 

Dynamic 

Difficult pregnancy or premature birth 
Low IQ 
Low level of education 
Single parenthood 
Young motherhood 
………………………………….. 
Insecure attachment parent/child 
Mental health problems such as  
depression 
Crime 
Low socioeconomic status  
Big family/Overcrowding 
Family stress 
Marriage problems, Separations  
Conflicts 
Violence in the family 
Child witnessing violence 
Physical, mental punishment of  
children 
Neglect, Abuse 
Foster care placement 
Low commitment 
Low affection 
Parents’ negative control 

Secure attachment  
parent/child 
Parents’ ability to meet the 
child’s need for security and 
stimulation 
Minimised parental childhood 
separations 
Positive parental/child  
relationships 
Parents’ responsiveness 
Parents’ acceptance 
Stable social network  
Stable work and economy  

Preschool 
Factors 
Dynamic 

Peer problems 
Low teacher responsiveness 
Less play and positive interaction 
Stress 

Other children’s positive  
interaction 
Teacher responsiveness 
Warm, caring climate 
Peer group interaction 
Outdoor environment 
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Risk factors can be seen as “causes” of mental health problems, examples 
of these being inheritance, family stress, a depressed mother etc. In Study 
IV of this thesis, those protective or risk indicators that it is possible to es-
timate at an early stage among preschool children are measured (for ex-
ample: developmental delay, emotional problems, prosocial behaviour, 
collaboration with parents, peer problems, teacher’s responsiveness). 

Promotion and Prevention in Mental Health 
According to the WHO, mental health promotion:  

Aims to protect, support and sustain emotional and social wellbeing and 
create individual, social and environmental conditions that enable optimal 
psychological and psychophysiological development and improve the cop-
ing capacity of individuals. Mental health promotion refers to positive men-
tal health rather than mental ill health. (WHO, 2008)  

Health promotion is thus a process through which people are enabled in 
increasing their control over, and improving, their own health. In order to 
attain a state of complete physical, mental and social wellbeing, a person 
or group must be enabled in first identifying, and then realising, their as-
pirations to satisfy their needs, and to change, or at least be able to cope 
with, the environment in which they find themselves. Therefore, health 
promotion is not merely the responsibility of the health sector alone, but 
rather goes beyond the concept of healthy lifestyles to that of wellbeing 
(WHO, 2008; WHO, 1986). 
Thus, prevention as discussed here entails using a number of different 
measures to prevent mental health problems. Prevention is usually di-
vided into three different types. Universal prevention targets a whole pop-
ulation, such as a whole preschool group, and thus is included in the aims 
of the preschool. Selective prevention is aimed at subgroups for whom the 
risk of developing mental ill health is greater than in other groups; for ex-
ample, families and preschools in vulnerable social areas. Indicated pre-
vention is aimed at high-risk individuals, such as children in families 
where the parents are in the early stages of substance abuse problems, but 
also for children with identified/diagnosed psychiatric problems (Public 
Health Agency of Sweden, 2016; WHO, 2008). Preschool itself can be 
seen as both promotion and prevention for young children. A systematic 
review from Sweden found that attending preschool can improve chil-
dren’s mental health (Bremberg, 2001). Bohlin and Hagekull (2009) also 
found positive psychological health effects in children who had attended 
preschool. 
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Early Detection 
Mental health disorders often debut in early childhood and manifest in 
the form of behavioural problems, which later spill over into adulthood. 
In order to provide early intervention, early detection is important 
(Bagner et al., 2012; Caspi et al., 1998; Kieling et al., 2011; Lavigne et al., 
1998). Such early detection of developmental delays and abnormal/devi-
ant behaviour aids in the elimination of eventual obstacles and thus pro-
motes positive development, stimulating the child’s inherent resources 
whilst simultaneously acting as a buffer to the prevention of further prob-
lems appearing (Futures, 2008; Zachrisson & Dearing, 2015). One arena 
most suitable for early detection is preschool. This is because preschool 
teachers have experience of many children; thus, they see the child inter-
acting and can compare her or him with other children of the same age in 
the preschool group. 

Screening  
The ultimate goal of screening is to detect potential problems early 
enough for appropriate interventions to be made. In screening, it is im-
portant to use instruments with high sensitivity (a high percentage of chil-
dren who are correctly identified as having behavioural problems) and 
high specificity (a high percentage of children who are correctly identified 
as not having behavioural problems). If children screen positive for a 
problem, a more extensive evaluation can subsequently be performed 
(Public Health England, 2013).  
Screening can be performed as a general process; for example, in pre-
school or CHC, surveying all the children in a particular age group or pop-
ulation. But it can also be conducted as a selective or targeted screening, 
thus screening those who most are at risk; for example, preschools in so-
cially vulnerable areas. If children screen positive for a problem, a more 
extensive evaluation will subsequently be performed, in which specificity 
is given more weight (Public Health England, 2013).  
In order to reach a larger population, general screening in preschool or 
CHC is especially useful. Screening performed in preschool can pose spe-
cific challenges because families do not necessarily accept interventions, 
or the services subsequently offered if problems are detected. Research 
has shown that the screening of preschool children is successful in rela-
tion to the emotional and behavioural problems most commonly found in 
primary-care settings (Karabekiroglu, Briggs-Gowan, Carter, Rodopman-
Arman & Akbas, 2010; J. O. Larsson, Aurelius, Nordberg, Rydelius & Zet-
terström, 1994; Weitzman & Leventhal, 2006). Research indicates that 
screening for language and psychiatric disorders in early childhood is 
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beneficial, given the range of effective interventions available for early 
neurodevelopmental and communication problems (Baron-Cohen, Allen 
& Gillberg, 1992; Law, Rush, Anandan, Cox & Wood, 2012; Nygren et al., 
2012) and because problems persist into adulthood and interventions in 
preschool children can be effective both directly and in the long run (Bill-
stedt, Gillberg & Gillberg, 2005; Caspi et al.1998; Gillberg, 2010; Odgers 
et al., 2007).  

The Swedish Preschool Context  
The Swedish preschool context is presented in order to give a picture of 
where and how early identification and intervention could take place. 
In 2017, almost 84% of children between the ages of 1 and 5 attended pre-
school in Sweden, and 94% in the age group 4–5. Children spend an aver-
age of four to eight hours a day in preschool. On average, there are 5.1 
children per preschool staff member, with an average of 12.4 children per 
preschool group in the younger age group and 15.4 for those aged 4–5 
years old. Of the 1–5-year-olds with foreign backgrounds in both parents, 
79% attend preschool; the corresponding number for children with a Swe-
dish background is 84%. Only 40% of preschool staff are graduate pre-
school teachers, as many as 30% lack a specific education to work with 
children and only 4% are male (Samuelsson, Williams & Sheridan, 2015; 
Swedish National Agency for Education, 2018a).  
In 2002, a reform was implemented in Sweden which reduced parents’ 
fees for preschool, and this led to a 10% increase in the number of chil-
dren attending. Positive development and psychological conditions were 
noted, mainly in the 6–7-year-old age group (Van den Berg, 2016). Chil-
dren in Sweden have the right to keep their place at preschool for at least 
15 hours a week when siblings are born, or if the parents are unemployed 
(Swedish National Agency for Education, 2010).  
Ninety-five percent of Swedish 6-year-olds attend preschool class (Swe-
dish National Agency for Education, 2017), and as of autumn of 2018 at-
tendance is mandatory (Swedish National Agency for Education, 2018b). 
Children in Sweden begin first grade at the age of 7 (SFS:2010:800).  
According to the Swedish National Agency for Education (1998/2010), 
the preschool teacher is responsible for learning and the continuous de-
velopment of the child, but it is the preschool activities themselves and 
not the individual child that are targeted here. Preschool teachers should 
also aim to cooperate well with parents and offer developmental assess-
ment meetings at least once a year. Inequalities in society are also to be 
compensated for by safe care and education, and these should also be in-
clusive. This means that every child should be afforded the support and 
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care that they need from the preschool teacher. Preschool teachers’ care 
offers the child an emotional relationship, security, consolation and pro-
tection. Early detection consists both of identifying children who need ad-
ditional support on top of what is provided to all children, and of teachers 
reporting to external specialists when children in need are detected. De-
tection is primarily discussed as reporting children at risk to external ex-
perts. Children need to feel safe in order to be able to engage in both play 
and education and incorporated into this is the idea of receiving a good 
standard of care. Since the revision of the curriculum in 2010, the pre-
school assignments of conveying knowledge and learning have become 
somewhat clearer. The Swedish preschool curriculum stresses that each 
and every child’s engagement should be considered when it comes to daily 
activities (Swedish National Agency for Education, 1998/2010). Swedish 
preschools are somewhat unique in relation to other countries outside 
Northern Europe as time spent there consists more of free play rather 
than instructed learning tasks, and the children often spend more time in 
free play outdoors (Engdahl, 2011; Montie, Xiang & Schweinhart, 2006). 
In summary, Swedish preschool is designed to create a safe environment 
and to improve children’s mental stimulation as well as their interaction 
with peers and teachers and their general socialisation outside the family 
unit. It has been found that, compared to others, children attending pre-
school were privy to better health and life chances, and better social, emo-
tional and cognitive development, including intellectual abilities such as 
information processing, problem solving, language development, memory 
and the ability to experience, regulate and express emotions and explore 
their world (Bohlin & Hagekull, 2009; Bremberg, 2001; Gustafsson et al., 
2010). The early start in preschool, combined with the relatively low num-
ber of children per teacher, makes preschool a suitable site for early de-
tection.  

Preschool Impact on the Child – Other Countries 
Several researchers from different parts of the world have shown that at-
tending preschool has a positive effect on how children manage later 
schooling (Feinstein, Sabates, Anderson, Sorhaindo & Hammond, 2006; 
Irwin, 2007; Montie et al., 2006; Sammons et al., 2004). These positive 
effects appear to be stable throughout the school years and beyond, ex-
tending into early working life (Barnett & Belfield, 2006; Belsky, Vandell, 
et al., 2007; James & Pollard, 2008; Sylva, Melhuish, Sammons, Siraj-
Blatchford & Taggart, 2011). 
Various studies of preschool children in the Nordic countries have shown 
that, when the children subsequently attended school, those who had 
started preschool earlier showed higher cognitive scores at school entry, 
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and did much better at maths, languages, reading and other subjects in 
school; this was also reflected in higher grades (Drange & Havnes, 2015; 
Esping-Andersen et al., 2012; Gupta & Simonsen, 2016). Children who 
had attended preschool also showed a more positive attitude towards 
school later on (Gupta & Simonsen, 2012; Havnes & Mogstad, 2015). At-
tending preschool also seems to be linked to higher income in adulthood 
(Havnes & Mogstad, 2015). The teacher’s responsiveness, involvement, 
structure and autonomic support to the child, as well as the overall emo-
tional context in preschool, have a direct influence on the child’s learning 
and wellbeing (Lippard et al., 2017; Skinner & Belmont, 1993).   
The question of whether the parent–child attachment bond may be ad-
versely affected by preschool has been debated, but the findings indicate 
that the preschool teacher has taken on the role of a complementary at-
tachment figure (Caldwell, Wright, Honig & Tannenbaum, 1970; Hag-
ström, 2010; Lamb, Sternberg & Prodromidis, 1992). Preschool teachers 
may also compensate for the possible weaknesses found in some parents 
and be of support to the family in helping their child. In cases where par-
ents do not give the child sufficient mental or/and physical care on a daily 
basis, preschool teachers can often also detect neglect among children 
(Lundén, 2004). Attending preschool appears to have an even larger ef-
fect on children from socioeconomically vulnerable families. Studies in 
the USA have shown that children’s experience of preschool can reduce 
behavioural health risk factors by improving educational attainment and 
family environments as well as affecting factors such as health insurance 
and income in adulthood (Jones et al., 2010; Muennig, Schweinhart, 
Montie & Neidell, 2009). After a reform in 1975, access to preschool in-
creased markedly in Norway, especially favouring families who were soci-
oeconomically vulnerable. This led to increased access to preschool and 
the children in turn secured a longer period of education and higher in-
come as adults when compared to children in socially vulnerable families 
some 30–40 years earlier (Havnes & Mogstad, 2015).  
Higher levels of education in preschool teachers seem to have positive ef-
fects on interactions between the teachers and children as well as the cog-
nitive and social development of the children (Coplan, Wichmann, La-
gace-Seguin, Rachlis & McVey, 1999; Early et al., 2007). One possible ex-
planation for these effects may be that many of the children included in 
studies come from low-income and poorly educated families (Desimone & 
Long, 2010). Increasing formal competence by way of structured activities 
in order to promote the professional knowledge and approaches taken by 
preschool teachers has also proven to have a positive effect on children’s 
cognitive and social development, as well as their mental health (Jensen, 
Jensen & Rasmussen, 2015; McCutchen et al., 2002; Piasta, Logan, Pe-
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latti, Capps & Petrill, 2015). These studies were heterogeneous with re-
gard to the type and extent of the resulting increase in competence. No or 
little connection was found between child-teacher ratio and child develop-
ment (Anders et al., 2012; Bremberg, 2001).  
Research has also shown that an early start in preschool most often pro-
gresses into a more socially well-adapted life, with less crime at school age 
and in adult life (Schweinhart, 2004). Attending preschool has shown 
positive effects in several different research studies for those with parents 
in socio-economically stressed situations (Bjurek, Gustafsson, Kjulin & 
Kärrby, 1996; Esping-Andersen et al., 2012; Havnes & Mogstad, 2015; 
Magnuson & Waldfogel, 2005). A study by Bohlin and Hagekull (2009), 
which included follow-ups up to the age of 21, found positive effects for 
children who had attended preschool in relation to those who had not. 
Overall, participation in preschool from a young age appears to be im-
portant for children’s learning and mental health. 

Early Intervention with Children in Need of Special 
Support in Preschool 
Every preschool child should be given the chance to develop their identity, 
satisfy their curiosity, experience enjoyment, explore self-autonomy and 
actively participate regardless of special needs in the form of mental, 
physical, socio-economic or other needs (SFS:2010:800; Swedish Na-
tional Agency for Education, 1998/2010). If the preschool teacher is wor-
ried about a child’s health, they may with consent from, parents or to-
gether with parents, contact CHC in order to work together in matters 
concerning the child. Swedish children in need of special support are enti-
tled to attend an ordinary preschool, and preschools are obliged to pro-
vide support which is to be adapted to the group as well as the specific 
needs of the child themselves, i.e. preschool should be inclusive (Swedish 
National Agency for Education, 1998/2010). Around 4–5% of preschool 
children in Sweden are formally identified as needing special support due 
to a diagnosis or disability. However, if preschool staff themselves are al-
lowed to assess the child’s need for special support, based on behavioural 
problems and in relation to everyday functioning, then this figure rises to 
between 11 and 17% (Lillvist & Granlund, 2010; Lutz, 2009). Children in 
Swedish preschools are entitled to either indirect or direct special sup-
port. This can take the form of general activities among all the children in 
the group (indirect special support) or specific interventions to meet spe-
cific needs of a child (direct special support) (Sandberg, Lillvist, Eriksson, 
Björck-Åkesson & Granlund, 2010). No exact information can be found in 
the curriculum as to how to design special support; rather, this is left to 
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the discretion of the teacher at each preschool along with heads of staff, 
who have knowledge of the curriculum, didactic skills and children’s de-
velopment and learning (Sheridan, Williams, Sandberg & Vuorinen, 
2011). 
In special education research, special support is categorised as necessary 
based on the child’s characteristics and development or from a relational 
perspective, based on the environment–child fit (Nilholm, Almqvist, 
Göransson & Lindqvist, 2013). Preschool children receive special support 
more often in preschool if they have an identified disability (intellectual 
disability, motor disability, hearing or visual impairment, or language de-
lay) and/or if they have been given a diagnosis (Lutz, 2009; Simeonsson, 
2006). The child’s right to special support is influenced by the preschool 
teacher’s expectations of the “system” as well as by the child’s ability to 
meet the requirements of the preschool environment (Emanuelsson, 
Persson & Rosenqvist, 2001). When assessing children’s special needs, a 
functional approach can be used to define the difficulties encountered in 
relation to the everyday environment and how well a day at preschool 
functions (Lillvist, 2010; Lillvist & Granlund, 2010; Simeonsson, 2006). 
The child’s potential need for special support is often assessed by pre-
school staff and is based on the child’s potential behavioural or peer prob-
lems (Lillvist & Granlund, 2010). Based on the child’s individual charac-
teristics and everyday level of functioning, as well as in relation to envi-
ronmental resources, the most common reason for being given help is 
peer problems and hyperactivity (Sandberg et al., 2010).  
Interventions in preschool often have the goal of supporting group func-
tion by, for example, reducing the impact of individual children’s behav-
ioural problems. However, this does not primarily help in supporting how 
well the individual child with behavioural problems functions (Drugli & 
Hjemdal, 2013).  
It has been found that preschools with many children in need of special 
support incorporate these children into their daily activities to a greater 
degree than those with few special support children; the latter tend to 
provide support outside the framework of the regular routines of the pre-
school (Sandberg et al., 2009). Interventions that include the child, par-
ents, preschool and the whole environment improve the outcome, and the 
most important inclusion for best prognosis is seen when the parents are 
included (Jones et al., 2010; Petrenko, 2013). The prioritisation of pre-
school as a support system for families and children with special needs is 
an initiative that has a long tradition in Sweden (Zoritch, Roberts & Oak-
ley, 1998). CHC is the preschool’s first port of call in healthcare when 
mental health problems are suspected or detected, and preschool have the 
choice of contacting CHC after consultation with the child’s parents or 
vice-versa.  
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Early Detection in Healthcare 
Within the field of healthcare, it is the Child Healthcare System (CHC) 
that is responsible for the early detection and prevention of mental health 
problems among preschool children. The CHC has a well-established 
screening programme which reaches 95% of all preschool children in Swe-
den (Wallby, Modin & Hjern, 2013). There are nine health visits during a 
child’s first year of life and then at 18 months, 30 months, 3, 4 and 5 years 
of age, and the Child Health Nurse (CHN) is the coherent link in the con-
tacts. The CHC is intended primarily to promote health and prevent dif-
ferent health problems. This means promoting physical and mental health 
and good social relationships and conditions, preventing diseases and in-
juries and giving advice about good lifestyle choices (National Board of 
Health and Welfare, 2014; Sweden County Councils and Regions, 2018). 
Another important undertaking for the CHN is to pay attention to prob-
lems, illnesses and injuries and to quickly initiate various activities, either 
directly within the profession or by referral to a CHC psychologist or spe-
cialist care so that those in need are quickly offered well-adjusted care. 
Meyer and Lavin (2005) describe how vigilant nursing, with a theoretical 
and clinical gaze, may help in identifying behavioural problems in a child 
and predicting how this may adversely affect the child’s mental health 
both now and in the future. Health monitoring provides an opportunity to 
highlight conditions that should be subjected to further investigation in 
order for the child and their family to be given the necessary support and 
treatment. Supporting teachers in the detection of different types of prob-
lems can therefore be formatted into standardised assessment methods 
(questionnaires, scales and observations) with proven reliability. A central 
task for the CHC is to keep an eye out for children who show signs of be-
havioural or developmental problems through health monitoring (Na-
tional Board of Health and Welfare, 2014).  
A knowledge evaluation by the National Board of Health and Welfare 
(Gustafsson & Hansson, 2013) found that there was a need for updated 
systematic reviews evaluating the assessment methods of good quality for 
the early detection of mental health issues relevant to CHC. Instruments 
that indicate ASD among children (Checklist for ASD in Toddlers, M-
CHAT) and depression among mothers (the Edinburgh Postnatal Depres-
sion Scale, EPDS) are already in use (National Board of Health and Wel-
fare, 2014; Sweden County Councils and Regions, 2018; Wickberg, 2016). 
It was noted that CHC staff prefer to follow basic routines and become ac-
quainted with children’s development and health status through health 
interviews rather than by the child’s guardian simply filling out question-
naires (National Board of Health and Welfare, 2008). Early detection of 
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mental health problems opens up an opportunity to provide interventions 
that allow the child to develop optimally despite these difficulties.  

Early Interventions in Healthcare 
CHC efforts can consist of preventive measures in a child’s life, such as 
general support programmes aimed at all parents, but they can also take 
the form of early action where there are signs of problems in develop-
ment, such as adapted parental support programmes which target specific 
problem areas (Marklund et al., 2012; Oldrup & Vitus, 2011; Petrenko, 
2013), similar to the parenting and home visiting programme to prevent 
children from being subjected to violence, abuse or neglect (Mikton & 
Butchart, 2009). Several studies have shown that group-based parent 
support programmes can improve emotional and behavioural problems in 
preschool children. However, the long-term efficacy of these programmes 
is uncertain, as are their primary prevention effects (Barlow, Bergman, 
Kornør, Wei & Bennett, 2016; O’Brien & Daley, 2011).  
There is no homogeneous system of mental healthcare for young children 
in Sweden. There are several different kinds of clinics for babies and 
young children, some of which fall under the jurisdiction of Child and Ad-
olescent Psychiatry (CAP), while others are run by the respective munici-
palities, CHC, or as a collaboration between these actors (Furmark & Ne-
ander, 2018). These units work with interactive treatment and psycho-ed-
ucation using methods such as Marte Meo (Aarts, 2008), Circle of Secu-
rity Parenting (COS-I) (Hoffman, Marvin, Cooper & Powell, 2006) and 
the Marschak Interaction Method (MIM) (Martin, Snow & Sullivan, 
2008).  
The specialist level, such as Child and Youth Habilitation services or CAP, 
receive referrals from CHC in cases of suspected ASD, ADHD, Intellectual 
Disability or ESSENCE concept symptoms (Gillberg, 2010; Spjut Jansson 
et al., 2016). After investigation, the specialist-level intervention usually 
starts with pa-rental psycho-education and counselling in communication 
skills and be-haviour modification (Ferm, 2011). Parental contributions 
focusing on communicating with the child, implemented at an early age 
and contin-ued over a long period of time, together with the preschool 
teacher, seems to be the most effective intervention (Carr et al., 1994; 
Devescovi et al., 2016; Hejlskov Elvén, 2009; Jones et al, 2010; Spjut 
Jansson et al., 2016).  
In some parts of Sweden and the other Nordic countries, there are sepa-
rate psychiatric teams/units for small children (0–5 years) within which a 
number of clinics sometimes collaborate either at the consultation level or 
in investigation and treatment itself (Furmark & Neander, 2018; Gillberg, 
2010; Marklund et al., 2012). In such a collaboration investigated by 
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Sourander et al. (2016), parents with 4-year-old children exhibiting dis-
ruptive behaviour were given an Internet-based parent training pro-
gramme, with positive results. 

Collaboration for early detection and intervention 
Fält, Sarkadi, and Fabian (2017) included preschool and CHN in their 
study, and reported that the quality of CHC health check-ups for 3–5-
year-olds improved when they received SDQ ratings from the preschool 
teacher as well as from the parents. However, successful implementations 
of this kind require considerable work at several levels; for example, in-
formation sharing, privacy issues, the participation of all parents and nor-
mative thinking. There are both laws and guidelines which support such 
cross-agency work, as long as it is protecting the child’s best interests and 
the parents give consent for such contact (National Board of Health and 
Welfare, 2014). Zoritch et al. (1998) point to evidence suggesting that 
CHN and preschool, in combination with other quality efforts at an early 
age, have a positive effect on selected groups of children who are at high 
risk of developing mental health problems. Significant positive effects on 
children’s intellectual and health development, as well as on the wellbeing 
of their parents, together with long-term effects such as improved learn-
ing and reduced criminal behaviour, have been found. However, the evi-
dence for generalisation of either the positive or negative effects of these 
interventions to children from the general population is considered to be 
limited since all studies except one have been conducted in the USA, and 
most of these focused on families and children in underprivileged envi-
ronments.  
This type of collaboration should preferably take place within the frame-
work of the many care and social service contacts that the parents of chil-
dren with special needs often have. For example, improved collaboration 
between maternal healthcare and CHC provides an opportunity for the 
development of parent support on several levels (individually, directed 
and generally), thus creating a clearer chain of support for both parent 
and child (Bondestam et al., 2013; Kling et al., 2010). 
In Sweden, Family Centres are designed to work towards health promo-
tion as well as offering family support and general early prevention. The 
range of services offered by Family Centres, at a minimum, are: CHC, ma-
ternal healthcare, preventive social services and open preschool (Parent 
and Baby groups). A fundamental function of the Family Centre is the col-
laboration which exists between the different professions housed under 
one roof (The Swedish Association to Promote Family Centres, 2014). 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 44 

Lack of Knowledge 
Several Swedish reports has shown that current knowledge about chil-
dren’s mental health status is weak and that this subject area needs fur-
ther research. Although professionals’ knowledge of psychiatric disorders 
in school-aged children is vast, our understanding of preschool children’s 
mental health problems still lags far behind (Bondestam et al,. 2013; Gus-
tafsson et al., 2010; Gustafsson & Hansson, 2013; Petersen et al., 2010). 
This report serves to highlight this particular area of research; that is, pre-
school children and diagnosable mental health problems and behaviour 
problems, including differing degrees of impairment, and to validate 
structured methods like screening questionnaires for preschool children 
rated by preschool teachers. It is also important to extend our knowledge 
about preschool as an environment where mental health problems can be 
identified and where preschool teachers can provide support for the child 
in addition to the support given by parents (Almqvist et al., 2018). An-
other area that needs to be prioritised by the application of an interdisci-
plinary research approach is that of respective risk and protection factors 
regarding mental health problems in children. It is a fact that mental 
health is also affected by demographic, ethnicity and social variables, and 
it has been suggested that this should be considered in future research 
(Bondestam et al., 2013; Gustafsson & Hansson, 2013; Petersen et al., 
2010).   
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THE EMPIRICAL STUDIES 

Overall Aims  
The overarching aim of the present thesis was to identify patterns of emo-
tional and behavioural problems indicating mental health problems in 
preschool children. To facilitate the early detection of such problems, one 
available screening instrument was validated. The development and inter-
action of externalising problems in preschool children were studied over a 
period of time. Functioning and behaviour and their relations to protec-
tive and risk indicators in the environment and personal characteristics 
were explored. The long-term goal was to increase our knowledge about 
the early identification of emotional and behavioural problems in pre-
school children in order to facilitate early intervention. 

Aims  
Study I 
To investigate whether SDQ is a reliable and valid instrument for identify-
ing behavioural problems in children aged 1–3 years and 4–5 years in a 
Swedish population, as rated by preschool teachers. 
 
Study II 
To investigate the frequency of emotional and behavioural problems, as 
rated by preschool teachers using SDQ, for children between 1 and 5 years 
of age in Sweden, and to establish Swedish norms for SDQ in preschool 
children.  
 
Study III 
To investigate the development of externalising problems in preschool 
children over time, and the way in which conduct problems are linked 
with hyperactivity problems. 
 
Study IV 
To describe typical longitudinal pathways between clusters based on en-
gagement, social interaction, hyperactivity and conduct problems in pre-
school children and how these pathways are related to dynamic and static 
risk and protective indicators.  
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METHOD 

All empirical studies outlined in this thesis were part of the longitudinal re-
search project “Early Detection – Early Intervention in Preschools” (TUTI) 
(Granlund et al., 2016). These studies were conducted between 2012 and 2014 
and were initiated by the National Board of Sweden in an effort to investigate 
the mental health status of preschool children in Sweden, and to determine 
which interventions were currently in use in preschools. The project group con-
sisted of four senior researchers and two doctoral students in the fields of medi-
cine, psychology, disability science, special education and nursing care. The doc-
toral students collected data by visiting preschools in three study waves. An 
overview of the four studies in the thesis in terms of settings, populations, ques-
tionnaires and statistics appears in Table 2. 
 
 Table 2. Summary of the thesis studies I–IV; study settings, populations, ques-
tionnaires and statistical methods 

Study Settings Population Questionnaires Statistical analyses 
  

I Cross sectional 
waves 1–2 

690 children, mean age 
44 months (SD =15) 
(668 “normal” sample, 
22 clinical sample) 

SDQ with supple-
ment, C-TRF, CEQ 

Cronbach’s alpha, Split half, 
Spearman rho, Mann-Whit-
ney U-test, Principal com-
ponent analysis (PCA) 

II Cross sectional-
waves 1–2, each 
child once. Longi-
tudinal stability 
waves 1–3 

815 children, mean age 42 
months (SD=16) at wave 1 
Longitudinal, 195 children 

SDQ with 
supplement 

Pearson r, Mann-Whitney 
U-test, Boxplots  

III Longitudinal 
waves 1–3 

195 children all 3 years. 
Mean age 32 months 
(SD=9) at wave 1 

SDQ Latent Growth Modelling 
(LGM) within a Structural 
Equation Modelling Frame-
work 

IV Longitudinal 
waves 1–3 

197 children all 3 years. 
Mean age 32 months 
(SD=9) at wave 1  

SDQ, CEQ, Social 
interaction, ICF-CY, 
Collaboration with 
parents, Preschool 
Manager’s ques-
tionnaire 

Person r, Pattern-oriented 
cluster analyses with 
SLEIPNER, EXACON mod-
ule in SLEIPNER, Fisher’s 
Exact test, Tukey’s B Post 
Hoc Test 

Note; explanation of the names of the questionnaires: Strengths and Difficulties Questionnaire (SDQ), Child-
Teacher Report Form (C-TRF), Children’s Engagement Questionnaire (CEQ), Social interaction skills in pre-
school, International Classification of Functioning Disability and Health: Children and Youth Version (ICF-
CY). 
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Participants 

The Whole Study 
In the first data collection set, 1615 children were invited to participate. 
The parents of 663 of these children (41%) subsequently gave their con-
sent. During the second year of the study, the parents of a further 91 chil-
dren participated, and in the third year a further 73 children were incor-
porated into the study (Figure 4). In total, 827 children participated: 425 
boys and 394 girls (8 missing gender) with a mean age of three and a half 
years, or 42 months (SD=16, range 13–71). There was no significant mean 
age difference between genders.  

Figure 4. Flowchart of participants included and drop-out in the four empirical 
studies in this thesis.  



Method 

49 

At the time of investigation, a total of 91% of the children lived with both 
their biological parents, 3% lived alternately with each parent and 5% 
lived with only their mother. Altogether, 28% of the children had a 
mother tongue other than Swedish (i.e. were second- generation immi-
grants) and, according to preschool teachers’ estimation, 4.5% received 
special support in preschool. These figures correspond quite well with 
Statistics Sweden (SCB) (Statistics Sweden, 2013; Swedish National 
Agency for Education, 2017) estimates for this age group.  
The preschool group mean size was 22 (range 8–50) children, with a 
mean of 4 preschool teachers (range 1–7) in the group. The child to 
teacher ratio averaged 5.5 children/teacher. For demographic data and in-
formation about the preschools, see Table 3. Over the three years that the 
study was conducted, 31 preschools participated, with 92 preschool clas-
ses. They were drawn from a stratified sample of six differently sized Swe-
dish municipalities, representing large, medium and smaller municipali-
ties. Approximately 47% of the children lived in small municipalities 
(<50,000), 45% in medium-sized municipalities (50,000–200,000) and 
8% in large municipalities (>200,000). In Sweden as a whole, 43% live in 
small municipalities, 16% in medium ones and 41% in large; thus, large 
municipalities are under-represented and medium-sized ones are over-
represented in our sample.  

Study I 
In all, 690 children (352 boys and 338 girls) with a mean age of 44 
months (SD=15, range 15–71) took part in Study I. Of these, all 663 chil-
dren from the wave 1 data collection group were included, as well as 5 
children from wave 2 and 22 children from a clinical sample.  
The clinical sample included 22 children (10 boys and 12 girls) with a 
mean age of nearly four years/47 months (SD=11, range 26–71). The latter 
participants were recruited from CHC, CAP, and Child and Youth Habili-
tation services. ESSENCE inclusion criteria were employed (i.e. suspected 
neurodevelopmental and/or behavioural problems) (Gillberg, 2010), and 
consequently a formal diagnosis was not required. The children in the 
clinical sample came from 18 different preschools in Jönköping and Lin-
köping County, both regarded as medium-sized municipalities.  

Study II 
This sample involved 815 children in total (424 boys and 391 girls) with a 
mean age of three and a half years/42 months (SD=16, range 13–71). 
There was no significant mean age difference between genders. The chil-
dren were included the first time they participated in the study, using all 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

three annual waves of data collection with complete SDQ forms (internal 
dropout of 12 children).  

Table 3. Demographic data including gender, age and preschool information. 

Frequency 
% 

Mean 
(SD, range) 

Girls 49 

Boys 51 
Age in months 42 (16, 13–71) 

Living with 

    Both parents 91 

    Shared living 3 

    Mother 5 

Mother tongue other than Swedish 28 

Need for special support 4.5 

Preschool class size 22 (11, 8–50) 
Preschool teachers in group 4 (1–7) 

Child to teacher ratio 5.5 

Studies II-III-IV, Longitudinal Data  
Preschool teachers completed the SDQ for 651 of the 663 children in-
cluded from wave 1 satisfactorily enough for the results to be used in the 
analyses in Studies II, III and IV (internal dropout of 12 children). Of 
these, 197 children (30%) participated in all three data collections (110 
boys and 87 girls) with a mean age at wave 1 of two years and eight 
months (32 months, SD=9, range 15–57). The participation rates and gen-
der distribution were similar for children of different ages. All 197 chil-
dren were included in the longitudinal analysis of Study IV, whilst 195 
were included in Studies II and III (in study IV ratings for two more 
children had been collected, individual handling of outliers in cluster 
analyses).  
Of the 454 children who did not participate in all three years, 280 of 
these were in the older age group (48–72 months), who had now finished 
vol-untary preschool and continued on to compulsory preschool, within 
an-other unit. However, 174 children were in the age group 15–48 months 
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and could have participated in all three years, but they could not be fol-
lowed up due to the child changing preschool or the preschool teachers 
being unable to answer the questionnaires due to their work situation in 
year 2 and/or year 3. Out of these 174 younger children who did not par-
ticipate in all three years, significantly more had a mother tongue other 
than Swedish (34%), than among the participants in all three years. 

Procedure 
All preschool managements in the various municipalities were contacted, 
informed and asked for their consent to participate. Preschool managers 
and teachers were initially invited to an information meeting. Written and 
video information was also provided by internet link to management, 
teachers and parents. For a preschool class to be included, at least one 
preschool teacher had to consent to participate. 
The preschool teacher contacted all parents to ask for individual consent, 
and both parents had to provide written consent for their child’s partici-
pation. The parents answered the questionnaire during the first year that 
they participated and preschool managers and teachers filled in the ques-
tionnaires in each of the three annual waves. Preschool teachers were re-
quired to have known the child for at least six months, and were asked to 
base their ratings on the two preceding weeks.  

Instruments 

Strengths and Difficulties Questionnaire (SDQ) 
The SDQ is a well-known questionnaire in Europe, consisting of 25 items 
that measure child behaviours, and can be rated by parents, teachers or 
self-rated (from 11 years), see Table 4. The SDQ for ages 4–18 years dis-
plays good construct and concurrent validity, as well as some evidence of 
predictive validity (Borg, Kaukonen, Salmelin, Joukamaa, & Tamminen, 
2012; Goodman, Ford, Simmons, Gatward & Meltzer, 2000; He, Burstein, 
Schmitz & Merikangas, 2013; Stone, Otten, Engels, Vermulst & Janssens, 
2010). In this study, the SDQ teacher version for children aged 2–4 was 
used (Goodman, 2016). The SDQ has been translated into Swedish and 
validated for parental and teacher use for children between 5 and 17 years 
of age, and the self-rated version has been validated for children aged 11–
16 years; it has demonstrated good psychometric properties (Hagquist, 
2007; Malmberg, Rydell & Smedje, 2003; Smedje et al., 1999). Recently, 
the SDQ for parents has been used in a normative sample of children aged 
2–5 years in Sweden, and here risk groups are reported as percentiles in 
order to identify them (Ghaderi, Kadesjö, Kadesjö & Enebrink, 2014). The 
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SDQ has been confirmed as having satisfactory psychometric properties 
in identifying 3- and 4-year-olds with emotional and behavioural difficul-
ties (Croft, Stride, Maughan & Rowe, 2015) (see Table 4).  

Table 4. The SDQ for different age groups, in Swedish. 

The SDQ Age Raters 

SDQ without impact supplement 2–4 Parents/Teachers 
SDQ and impact supplement  2–4 Parents 

SDQ and impact supplement * 2–4 Teachers 
Follow-up SDQ and impact supple-
ment 

2–4 Parents 

Follow-up SDQ and impact supple-
ment 

2–4 Teachers 

SDQ without impact supplement 4–17 Parents/Teachers 

SDQ and impact supplement  4–17 Parents 
SDQ and impact supplement 4–17 Teachers 

Follow-up SDQ and impact supple-
ment 

4–17 Teachers 

Follow-up SDQ and impact supple-
ment 

4–17 Parents 

SDQ without impact supplement 11–17 Self-rated 

SDQ and impact supplement  11–17 Self-rated 
Follow-up SDQ and impact supple-
ment 

11–17 Self-rated 

*Included in this thesis 

The items are divided into 5 subscales of 5 items each, generating scores 
for 4 problem subscales: Conduct problems, Hyperactivity, Emotional 
problems and Peer problems, and 1 strength subscale: Prosocial behav-
iours. Responses are given on a 3-point Likert scale: (0) “not true” (1) 
“somewhat true” (2) “certainly true”. The total scores for the behavioural 
difficulties scale can be divided into 3 subgroups (normal, abnormal and 
borderline) by the use of cut-off scores (Goodman, 2016). 
The impairment supplement questions, which describe how behavioural 
problems affect the child’s level of functioning, are subsequently included 
in the impact score. Ratings for these 8 impairment supplement questions 
are: (0) “not at all” and (0) “only a little” (1) “quite a lot” and (2) “a great 
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deal” (Goodman, 2016). For the question “Do the difficulties interfere 
with the child’s everyday life in the following areas?” the specification 
“Peer relationship and Learning” is substituted in this study with the situ-
ations: “Free play, Organised situations and Routine situations”. This is 
an adaption to the structure of the Swedish preschool environment, which 
is not as “classroom-like” as in many other countries. 
Before commencement of the study, a consensus discussion was held 
whereby an expert panel consisting of five well-experienced preschool 
teachers evaluated how relevant each of the 25 SDQ questions were 
deemed in relation to the children they meet in the course of their profes-
sion. Based on these results and since the sample included different devel-
opmental-ages, a question about relevance (yes/no) was included after 
each SDQ item. Four supplementary questions were also included in year 
1 in order to validate the SDQ for use with children aged 1-3 years. 
In this thesis, the Strength and Difficulties Questionnaire (SDQ) (Good-
man, 1997) is validated for two age groups with Cronbach alphas for the 
total scale of .86 for ages 1–3 years and .83 for ages 4–5 years, and it is 
also used as a screening instrument for child behavioural problems in pre-
school. In addition to this validation, preschool teachers also estimated 
the SDQ supplement. 

The Children’s Engagement Questionnaire (CEQ) 
Preschool teachers used the Child Engagement Questionnaire 
(McWilliam, 1991) in order to measure engagement. Designed in the USA, 
the original 32-item instrument was used to rate how children typically 
spend their time when in preschool, this being identified as a measure-
ment of engagement. The Swedish rating scale was adapted for a previous 
study by Björck Åkesson (1994) with the intention of clarifying what “typi-
cal” means, compared with the following alternatives: (1) almost never 
happens (2) sometimes happens (3) happens quite often or (4) happens 
very often; this version was the one used in the present study. Minor ad-
aptations were employed in the translation of CEQ into Swedish, which 
resulted in the use of 29 of the original 32 items (Almqvist, 2006). With 
feedback from an expert panel consisting of preschool teachers and spe-
cial preschool educationalists in this study, it was found that three items 
did not quite fit in with the Swedish preschool context and consequently 
only 29 of the original 32 items were used in this study. In the present 
Study IV, the Cronbach alpha for the total scale was .94.  

Child-Teacher Report Form (C-TRF) 
C-TRF is the preschool teacher version of the Child Behaviour Check List
(CBCL), and is regarded as the golden standard for screening children’s
mental health problems (Höök & Cederblad, 2008; Achenbach &
Rescorla, 2000). Each item is scored on a 3-point scale: (0) “not true” (1)
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“somewhat true” (2) and “certainly true”. The full C-TRF, which includes 
98 statements, is not suitable as a screening instrument in a preschool 
setting since the sheer number of items is too large for the preschool 
teacher’s workload. In an earlier study, Almqvist reduced the items to 25 
statements after consulting with preschool teachers, and found a high 
Cronbach alpha of 0.85 (Almqvist, 2006). In this study I, this shortened 
version was used and showed a Cronbach alpha of 0.91. 

Social Interaction Skills in Preschool 
Experiences of different sorts of social interactions and responsiveness in 
preschool were rated by preschool teachers in questionnaire form 
(Granlund & Olsson, 1998). The instrument consists of 36 items and re-
sponses are based on a 5-point Likert scale: (1) “seldom” (2) “quite often” 
(3) “50% of the time” (4) “fairly often” and (5) “often”. It covers: social in-
teraction skills between the child and the teacher (10 items), the child and
other children (11 items), teachers’ responsiveness towards the child (10
items) and other children’s interaction/responsiveness with the child (5
items). In this study IV, Cronbach’s alpha coefficient for internal con-
sistency was between .73 and .92 for the different question areas.

Collaboration with parents 
The Collaboration with Parents Questionnaire was used as an environ-
mental measure in this study. This instrument was developed for use in 
the PEGS project (Educational Efforts in Preschool – Generally and Spe-
cifically) (Lillvist & Granlund, 2010), and concerns how preschool teach-
ers judge collaboration with the parents of the child. It consists of 5-item, 
scored as: (1) “not true at all” (2) “disagree somewhat” (3) “partly true” 
and (4) “completely true”. In this study IV, Cronbach’s alpha was .70. 

International Classification of Functioning, Disability and 
Health: Children and Youth Version (ICF-CY Code sets)  
In this study, 7 items were used to assess developmental delay, regarding 
bodily function and cognition (3 questions each) and language (1 ques-
tion) using the ICF-CY Code Sets (Ellingsen, 2011). These were responded 
to on a scale of: (1) “not true at all” (2) “partly true” and (3) “completely 
true”. In this study, the Cronbach’s alpha was .76. In this thesis, the re-
sults from the ICF-CY Developmental Code set are referred to as “devel-
opmental delay”. 
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Table 5. The questionnaire with a total of 13 questions to preschool manage-
ment, 13 questions to parents/closest relatives and 193 questions to preschool 
teachers. 

Preschool environment 
This instrument consists of 17 items, scored as: (1) “not true at all” (2) 
“disagree somewhat” (3) “partly true” (4) “completely true”. The instru-

 Questionnaires  Quest-
ions 

Partici-
pants 

Socio-demographic measurement Studies 1,2,4 5 Pre-
school 

Environmental measurement Studies 1,2,4 8 manage-
ment 

The child’s gender Studies 1,2,3,4 
The child’s age in months Studies 1,2,3,4 

2 Parents  

Disabkids-Smiley, year 1* 5 

Self-rated parental ability year 1* 6 

Additional questions: 
- Questionnaire answered by preschool teacher or other 
staff* 
- The child’s age in months Studies 1,2,3,4 
- The child’s gender Studies 1,2,3,4 
- The child lives with mother, father, etc. 
- Has the child mother tongue other than Swedish? Studies 1,2,3,4 
- The child in need of special support Studies 1,2,3 
- Special support for the child, without supervision, describe* 
- Special support for the child with supervision, describe *

8 Pre-
school 
teacher 

Children’s Engagement Questionnaire (CEQ) Studies 1,4 29 
Child-Teacher Report Form (C-TRF), year 1 Study 1 25 

Social interaction skills in preschool Study 4 36 

ICF-CY Code sets Study 4 7 

Preschool environment* 17 

Collaboration with parents Study 4 5 

Strengths and Difficulties Questionnaire (SDQ) Studies 1,2,3,4 25 

SDQ question relevance for preschool children, year 1Study 1 25 

SDQ impairment supplement, impact score (if the child has 
difficulties) Studies 1,2 

8 

Supplementary questions for validation of SDQ, for children 
aged 1–3 years, and question relevance, year 1 Study 1 

8 

Note: * = Question analysed but not included because of non-significant values. 
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ment aims to measure different aspects of the physical and social pre-
school environment. It is based on an instrument developed by Sime-
onsson, Carlsson, Huntington, McMillen, and Brent (1999) and has previ-
ously been used in the project “Young Children’s Health” (Almqvist, 
2006), when it showed internal consistency, Cronbach’s alpha between 
.78 and .84. These questions were analysed in Studies II and IV, but the 
results are not presented because of non-significant findings. 

Additional questions about the child 
The preschool teachers also answered questions about the child’s gender, 
age in months and the following: “The child lives with mother, father, 
etc.”, “Does the child have a mother tongue other than Swedish?”, “Is the 
child in need of special support?”, “Is the child given special support with 
supervision from an external expert?”, “Is the child given special support 
without supervision from an external expert?” and “The questionnaire an-
swered by preschool teacher or other staff?”   

Preschool Manager’s Questionnaire 
The preschool manager answered 13 questions about socio-demographics 
and the preschool environment. Of these, the following were analysed in 
this thesis: “Number of children in the preschool class entitled to support 
in their mother tongue?”, “How many children are eligible for special sup-
port in the preschool class?”, “How many preschool teachers work in the 
preschool class?”, “How many children are placed in the preschool 
class?”, “The number of boys and girls in the preschool class?” and Mu-
nicipality size. 

Disabkids-Smiley instrument, parent-rated (year 1) 
The Disabkids-Smiley measure is designed for children aged 4–7 years, 
and in this study 5 items about the child’s quality of life from Disabkids -
Smiley were answered by parents (Disabkids Group, 2018). Disabkids-
Smiley is scored on a 5-point smileys scale: (1) “very happy”, (2) “happy”, 
(3) “okay”, (4) “unhappy”, (5) “very unhappy”. These questions were ana-
lysed in Studies II and IV, but the results are not presented because of
non-significant findings.

Self-rated parental ability (year 1) 
Six items were measured on an 11-point scale, from: (0) “Do not agree”, 
through (5) “Agree partially”, to (10) “Completely agree”. The items are: “I 
know I’m good enough as a parent”, “I handle parenting stress as well as 
other parents”, “I have not managed well as a parent” (turned question), 
“As a parent, I can handle most things without losing self-control”, “I can 
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be there for my child” and “My child feels safe when I’m with her/him” 
(Kendall & Bloomfield, 2005). These questions were analysed in Studies 
II and IV, but the results are not presented because of non-significant  
findings. 

Data Analysis 

Study I 
Demographic data are presented with means and standard deviations 
(SD). Internal consistency was estimated by Cronbach’s alpha and split 
half. Since the data were skewed, correlation estimates were made using 
the Spearman correlation coefficient (Spearman rho), and group compari-
sons were analysed using non-parametric methods (Mann-Whitney, two-
sided). A principal component analysis (PCA) with oblique rotation was 
made to investigate factor structure, since theory predicted that there 
would be a correlation between the factors. The PCA was conducted on 
two age groups, 1–3 years and 4–5 years, since the SDQ had previously 
been validated primarily for the 4–15 years age group. The positive and 
negative predictive values were calculated along with specificity and sen-
sitivity for SDQ and C-TRF. The data were analysed in SPSS version 22.  

Study II 
Demographic data are presented with means and standard deviations 
(SD). Median and cut-offs for the 90th and 10th percentiles of the SDQ 
are presented with respect to gender. Correlation estimates were made us-
ing the Pearson correlation coefficient (r). The Mann Whitney U-test 
(two-tailed) was used for comparisons between boys and girls. For the 
graphic longitudinal presentation of SDQ subscales, we used boxplots 
over three years for the first and third quartiles, medians and means, split 
by gender. The data were analysed in SPSS version 23. 

Study III 
Data were analysed using Latent Growth Modelling (LGM) within a Struc-
tural Equation Modelling framework using the software IBM SPSS AMOS 
23. LGM is mainly applicable because it can model changes in the growth
of variables over time, using longitudinal data. LGM models are devel-
oped in two steps. The first step (the unconditional model) estimates the
growth curve of the measured variable repeated at several time points.
More specifically, a baseline value for the first time point (the intercept) is
estimated together with the rate of development (the slope). In the second
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step (the conditional model), the unconditional model is expanded by in-
troducing time-invariant predictors that can influence the intercept and 
slope obtained in the first step (Blunch, 2012; Byrne, 2013).  
In LGM, the intercept is a constant for each individual across time; hence, 
the paths from the repeated measures to intercept have fixed values of 1. 
The slope represents the linear growth, and therefore the paths to slope 
were fixed at 0, 0.5, and 1 respectively for each repeated measure. Addi-
tional model constraints are: equal variance for conduct at all time points 
and allowing covariance between slope and intercept. 
For the missing variables in SDQ subscales, conduct problems (5-item) at 
3 time points and hyperactivity (5-item) year one, the AMOS Module for 
Data Imputation was used with the Regression Imputation Method. The 
imputation was constrained so that, if any of the 5 items constituting the 
conduct problems or hyperactivity scale were missing, the imputation was 
only based on other variables at the same time point. There is no agreed 
set of fit indices when reporting LGM results, but recommendations sug-
gest using a variety of indices (Jackson, Gillaspy & Purc-Stephenson, 
2009).  

Study IV  
For cluster analyses at each time point, and for the linking of clusters be-
tween time points, the statistical package for person-oriented analyses, 
SLEIPNER 2.1, was used. The cluster solutions were chosen using the fol-
lowing criteria: a maximum number of 15 clusters, a minimum percentage 
of explained variance (ESS) over 67% before a sharp increase in explained 
error sums of squares (EESS), an approved homogeneity in the clusters, 
and a theoretically meaningful and interpretable solution (Bergman, 
1998).  
Structural stability is obtained when clusters from the different time 
points are at least partially identical. This means that some clusters re-
main stable, whereas others dissolve over time and a few new clusters 
may be formed. Structural stability was assessed by comparing the cen-
troids (= cluster means) between cluster solutions at the three time points 
(T1–T2, T2–T3). The similarity of the cluster centroids was calculated us-
ing the ASED between cluster centroids, and a case was considered a resi-
due, i.e. an outlier, if ASED was > 0.5. The homogeneity between cluster 
centroids should preferably be < 1.00.  
For determining individual stability, we followed the LICUR process, as 
suggested by Bergman et al. (2003), linking clusters after the removal of 
residue cases. Individual stability denotes the tendency for individuals in 
a specific cluster to show a similar pattern over time. This was done by us-
ing the EXACON module in SLEIPNER (Bergman & El-Khouri, 2002), for 
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single-cell contingency analysis. The probability of individual stability is 
higher between highly matched clusters, i.e. when the structural stability 
is high. However, it is not certain that all children will follow a pathway 
with high structural stability. Pathways that included significantly more 
individuals than expected by chance are considered a typical pathway 
(Bergman et al., 2003) and form the basis for comparative analyses in this 
study. The typical pathways were compared concerning both categorical 
and continuous risk and protective factors. For categorical variables, we 
used cross-tabulation with Fisher’s Exact Test to compare types regarding 
the children’s gender. For continuous variables, we used one-way analysis 
of variance followed by Tukey’s B Post Hoc Test to investigate typical 
pathways regarding the children’s personal characteristics: age, develop-
mental delay, emotional problems, peer problems and prosocial behav-
iour, as well as the preschool environmental variables: collaboration with 
parents, percentage of children with other mother tongue in the group, 
number of children/teachers, how well the teachers responded to the 
child and how other children interacted with the child.  

Ethical Issues 
This study is one of several sub-studies in the longitudinal project TUTI 
(Granlund et al., 2016). All the sub-studies were planned in advance and 
were approved by the Regional Ethical Review Board in Linköping (Dnr 
2012/199-31). Preschool management, preschool teachers and both par-
ents of all the children provided written informed consent. Both preschool 
teachers and parents were informed that it was voluntary to participate in 
the study, that it was possible to withdraw their informed consent at any 
time during the course of the study and that they could do so without stat-
ing a reason for their decision to withdraw. Following the Ethics Commit-
tee’s recommendations, the letter of formal notice sent to parents con-
tained information explaining that the preschool teachers would be an-
swering a number of sets of questionnaires covering different subject ar-
eas. All questionnaires were duly coded with the coding key, separated 
and kept in a different location after data collection. A potential ethical di-
lemma which could arise would be if the preschool teachers, through us-
ing the project instruments, were able to identify or detect difficulties in 
individual children which had previously gone undetected. Should this oc-
cur during the course of the study, the preschools were instructed to fol-
low standard norms and procedures for children of this age who are 
deemed in need of special support, as well as referring them to Child 
Healthcare for support.  
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The Ethics Committee initially questioned the possible dual role of the 
preschool teachers involved; that is, as ordinary educators and caregivers 
who within the framework of the project would be assessing the child 
based on the included questionnaires in much the same way as a “psychi-
atric diagnostician”. According to the Swedish National Agency for Educa-
tion (1998/2010), preschool teachers should aim towards a holistic view 
of the child as well as providing a good level of care in order to benefit 
both development and learning. The physical and mental development of 
individual children should also be given attention and extra care should 
be provided for those children who require a greater amount of support or 
have special needs. In order to do this, knowledge regarding each child 
was needed, such as their capabilities and experiences. However, this was 
not carried out simply in order to judge the child’s performance in any 
way. No diagnosis was forthcoming either and there were no expectations 
regarding the child’s level of knowledge or adherence to norm values. No 
behavioural comparisons with other children were made either. Thus, an-
swering the questionnaires provided in the study did not deviate substan-
tially from the duty of preschool teachers in general as per the Preschool 
Act; that is, as set down in law. The questionnaires were seen as tools 
which allowed the strengths and difficulties of each individual child to be 
captured structurally. They also facilitated the planning of an activity 
through which the school is instrumental in providing the children with 
all the conditions required to succeed. 
Work methodology for staff requires that they can clearly state how they 
proceed in capturing the strengths and difficulties of the individual child, 
and they are also expected to develop the level of quality in preschools 
(Swedish National Agency for Education, 1998/2010). The outcome of 
this project can therefore provide a clear structure for how to address 
strengths and weaknesses, thus reducing the likelihood that children will 
be judged in an arbitrary way or that diagnosed children will be stigma-
tised. The Ethics Committee thus accepted our arguments and approved 
the study protocol. 
According to the Swedish National Agency for Education (2010) §4, the 
parents of children in preschool should continuously be given progress re-
ports about their child’s development. Parents who took part in the stud-
ies included in this thesis felt that the teacher responded in a more sys-
tematic way to their child’s strengths and difficulties and discussed them 
with the parents. The teachers likewise commented on the way in which 
the questions that were answered in the project supported them in their 
cooperation with the parents. Here, it should be emphasised that no ques-
tionnaires from the project were actually used in the conversations with 
parents, but they did ensure that the staff felt that they had a structure 
around which to build the conversation. 
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RESULTS 

Study I 
Almost all of the 25 SDQ items were considered relevant and easy to use 
with preschool children: in the age range 1–3 years 94%, and in the range 
4–5 years 97%. The items that were judged least relevant included ques-
tions requiring that the child’s language was adequately developed and 
that they possessed the ability to see and understand others’ need for sup-
port. Internal consistency and validity of the SDQ were found to be satis-
factory. An acceptable level of sensitivity was found for all the included 
scales for both age groups. Specificity on the other hand was low, which 
indicates that the SDQ cannot be viewed as a diagnostic instrument in it-
self. 

Younger preschool children, 1–3 years of age 
For the younger children (aged 1–3 years), only the subscales Hyperactiv-
ity and Conduct Problems were deemed valid by the PCA, and preschool 
teachers were able to reliably code them: the reliability of these subscales 
was thus found to be good. The Emotional and Peer Problem subscales, 
however, did not aggregate into two distinct subscales.  
Both the total and subscale scores of Hyperactivity and Conduct Problems 
correlated well with the additional questions in the supplement (C-TRF) 
and negatively with the Prosocial Scale and CEQ. This in itself can be seen 
as an argument for the validity of the SDQ as a screening instrument in 
this setting.  
The subscales Hyperactivity and Conduct Problems, together with the 
Peer Problems subscale, also differentiated between the normal sample 
and those children previously identified as having problems. This, how-
ever, was not the case for the subscale Emotional Problems. 

Older preschool children, 4–5 years of age 
Reasonable results were found for the four original SDQ subscales in the 
older age group (4–5 years). For this age group, the version of the SDQ for 
teachers and parents has been previously validated. A decision was there-
fore made to do a PCA with four factors, as in the original work by Good-
man (2016). The result was not fully conclusive. The Hyperactivity and 
Conduct Problem subscales showed a pattern similar to the original vali-
dation. However, the results loaded in a mixed way on factors 3 and 4 for 
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the items included in the original subscales Emotional and Peer Prob-
lems. That said, the total score correlated well with the supplementary 
questions in the C-TRF and CEQ.  
The total score and the scores for the subscales Conduct Problems, Hyper-
activity, Peer Problems and Prosocial scale were also successful in differ-
entiating the children identified as having problems from the “normal” 
sample. This, however, was not the case for the subscale Emotional Prob-
lems.  

Study II 
Medians, ranges and cut-offs for the 90th percentile (10th percentile on 
the Prosocial scale) are presented in Table 6.  

Based on the results of this study, when teachers scored children in Swe-
dish preschools, a rating of 12 on the SDQ Total Problems Scale is recom-
mended as a cut-off.  

Table 6. Medians, ranges and cut-offs in accordance with 90th percentiles (10th 
percentile on the prosocial scale), on subscales and the total difficulties scale. 
There are different numbers of participants (1–5 years of age) for boys (n=420–
424) and girls (n=386–391) on the different subscales. The Mann Whitney U-
test (two-tailed) was used for comparisons between boys and girls.

Boys 
N=420-

424 

Girls 
N=386

-391

Gender 
diff. 

p 

Median Range Median Range Cut-off 
Sweden 

Cut-off 
UK 

Prosocial 6 0–10 7 0–10 3 4 <.001 

Emotional 
Problems 

0 0–7 0 0–6 3 3 .153 

Conduct 
Problems 

1 0–10 1 0–9 4 3 .017 

Hyper- 

activity 

2 0–10 2 0–10 5 5–6 <.001 

Peer 
problems 

1 0–8 1 0–8 4 3–4 .013 

Total Pro-
blems Scale  

6 0–25 5 0–24 12 11–14 .003 
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Boys were reported to have significantly more problems than girls on the 
entire scale, and on all subscales except for the Emotional subscale. Boys 
were also considered to have significantly lower Prosocial skills than girls 
(see Table 6).  
Children with first languages other than Swedish, i.e. born to immigrant 
parents, scored lower on the Prosocial scale, whereas they had higher rat-
ings on the Peer problems subscale.  
Children viewed by teachers as problematic in the preschool group, and 
therefore considered to be in need of special support, had significantly 
higher ratings on the whole scale, as well as on all the SDQ subscales, with 
the exception of the Emotional scale.  
 

Endorsement Rates on the SDQ Impact Supplement  
Preschool teachers answered yes in 139 cases (17%) in answer to the ques-
tion: “Overall, do you think that this child has difficulties in one or more 
of the following areas: emotions, concentration, behaviour or being able 
to get on with other people?” This indicates that these children had diffi-
culties that were apparent in everyday life (Goodman, 2016). Children 
with high scores on the SDQ Total Problem Scale also had higher scores 
on the Impact Supplement Scale. 
 

Longitudinal analysis of the SDQ Subscales 
Prosocial behaviour increased over time (Figure 5). Girls were consist-
ently estimated as having fewer problems than boys. Conduct Problems 
increased with age. By time point 3, however, both Hyperactivity and 
Conduct Problems had dropped quite markedly. Emotional problems 
were consistently rated low, not showing any particular developmental 
pattern over time.  
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Figure 5. Box plots of the SDQ subscales as shown longitudinally over three 
years for 195 children, split by gender (boys in red). The boxes mark the 25th 
and 75th percentile and the whiskers mark the highest/lowest value within 1.5 
of the interquartile range from the box. The mean is marked with a rhombus, 
the median with a horizontal line and the 90th percentile cut-offs with a solid 
black line. 
 

Study III 
Conduct problems decreased over time. Hyperactivity at time point 1 was linked 
to both the intercept and the slope (β = −0.37) of Conduct problems. More Hy-
peractivity at time point 1 was linked to both a smaller decline in Conduct prob-
lems and a higher initial level of Conduct problems.  
Gender was a significant predictor for the slope of Conduct problems (β = 
−0.25), with boys having less decline than girls (see Figure 6).   
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Figure 6. Conditional model for Conduct problems over three years with Hyper-
activity and gender at year one as time-invariant predictors showing that Hyper-
activity affects both intercept and slope, and gender affects the slope. 
 

Study IV 
Several clusters had high structural stability over time, i.e. similar cluster pat-
terns emerged at each time point. Longitudinal trajectories between cluster pat-
terns of engagement, social interaction, hyperactivity and conduct problems 
were analysed for typical pathways, defined as those occurring more frequently 
than by chance. Significant typical pathways were primarily seen at the extreme 
ends of the continuum, i.e. pathways between clusters of children with good 
functioning and pathways between clusters of children with large difficulties in 
functioning (Figure 7).  
Individual and environmental protective and risk indicators in the typical path-
ways are presented in Figure 8. Stability was related to the existence of a larger 
number of protective or risk indicators respectively. Children not following spe-
cific pathways tended to have moderate levels of protective and risk indicators. 
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Figure 7. Significant typical pathways (à) between clusters years 1-2 and be-
tween years 2-3. (For larger image of Figure 7-8, please see end of thesis). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8. Number of protective and risk indicators for each typical pathway. 
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GENERAL DISCUSSION 

Summary of Findings 
The purpose of this thesis was to evaluate the screening of mental health 
among preschool children and to describe patterns and pathways of be-
havioural problems. The results reveal that hyperactivity and conduct 
problems, i.e. behavioural problems, were the most apparent, while emo-
tional problems were more difficult to detect in the preschool setting.  
The SDQ Hyperactivity and Conduct Problems subscales were considered 
to be valid for children aged 1–3 years. For the age group 4–5 years, the 
whole original SDQ scale showed validity. A Swedish cut-off for the SDQ 
for preschool children, as rated by preschool teachers, was presented. 
Children with more initial hyperactivity exhibit less reduction in conduct 
problems over time, i.e. the more hyperactivity early in life, the more con-
duct problems later on. Children high in engagement and social interac-
tion function well, even in the presence of hyperactivity, while children 
with low engagement and interaction, alone or in combination with exhib-
iting hyperactivity and conduct problems, continue to have problems. In 
summary, the SDQ can be used by preschool teachers to identify pre-
school children at risk of mental health problems later in life. 

Findings 

Preschool Teachers Can Identify Behavioural Problems among 
Preschool Children 
The findings of this thesis indicate that the teacher version of the SDQ is a 
reliable and valid instrument for identifying early signs of behavioural 
and emotional problems in young children and is therefore suitable for 
preschool teachers to use with 1–5-year-olds. 
The preschool teachers commented that using the SDQ enabled them to 
be aware of and understand the child’s behaviour at an earlier stage. They 
also found it easier to communicate their concerns to parents, something 
that may potentially contribute to earlier detection and help for children 
who need special support. 
The preschool teachers regarded the SDQ questions as mostly relevant, 
indicating that the items concerned behaviours in preschool children with 
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which they were familiar. Questions about language and empathetic abil-
ity were considered least relevant, which may have to do with the fact that 
the SDQ was originally designed for children 4 years of age and upwards, 
when development has come further in these areas and can therefore be 
more easily assessed (Berk, 2013; Goodman, 1997). 
Looking at the different SDQ items in Study I, more prosocial behaviour 
and fewer behavioural problems are reported as the child grows older and 
becomes more mature, with the exception of the period between 2 and 3 
years of age, which is probably related to normal developmental steps, in-
cluding an obstinate age (Berk, 2013). At all ages, children received low 
ratings on items describing emotional problems. There is a problem in de-
fining typical and normal development and mental health: we all have 
some traits or characteristics that can also feature as “part of a diagnosis”, 
this is an inherent part of the human condition. Rather, there appears to 
be a continuum between the normal and the abnormal. It may be a di-
lemma at the preschool stage to distinguish what can pass as normal and 
what to respond to as mental health problems. Context and environment 
affect behaviour and in research we can describe normality at a group 
level. At the individual level, normality depends on the requirements set, 
and deviation occurs when the requirements become too great. 
In Study II, in terms of the total scale, the proposed cut-off in this thesis is 
similar to the 11–14 rating score proposed by Goodman (2016). The cut-
offs on the various subscales in our sample generally match well with UK 
norms. Based on the sample studied here, the proposed Swedish SDQ 90 
percentile norms are also similar to those employed in other European 
countries. The only exception is the Prosocial subscale in which the cut-
off was lower, and the Conduct Problem subscale, where it was higher, 
with Swedish children being estimated to have more problems. There ap-
pear to be some cultural differences in behaviour, or in how preschool 
teachers already estimate behaviour at preschool age. According to work 
conducted by Ortuño-Sierra et al. (2015), various modifications of the 
present SDQ scales could be required if emotional and behavioural prob-
lems are to be screened in different European countries. It is difficult to 
comment upon differences around the world in general as the SDQ has 
been mostly studied and used in Europe and Australia (Borg et al., 2012; 
Warnick, Bracken & Kasl, 2008).  
Parents’ and teachers’ ratings of child behaviours often show discrepan-
cies. In general, Swedish, Finnish and Norwegian parents seem to esti-
mate children’s behavioural problems as lower than parents in other (An-
glo-Saxon) countries. The difference could lie in the parents’ frame of ref-
erence rather than in actual differences in the behaviour of the children 
themselves. It may be the case that some Nordic parents are more tolerant 
and place fewer demands on their children, as a cultural factor 
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(Achenbach & Rescorla, 2007; Borg, Kaukonen, Joukamaa & Tamminen, 
2014; Heiervang et al., 2008). As a comparison, Swiss parents score a to-
tal SDQ that is lower for their 2–6-year-olds than the Swedish preschool 
teachers in this study (Stülb et al., 2018). A study in Taiwan with both 
clinical and community samples shows that discrepancies between par-
ents’ and preschool teachers’ ratings can be correlated with parenting 
stress. Scores reported by parents were higher for each of the inattention, 
hyperactivity/impulsivity, ODD, and internalising behaviour symptoms 
examined than those reported by teachers (Chen et al., 2017). This rein-
forces the idea that it is good to combine teacher and parent estimations 
for children with both internalising and externalising problems. 
In a study by Warnick et al. (2008), the SDQ showed a good ability to 
properly classify children aged 5–18 years who did not have general men-
tal health problems, yielding a specificity of 93%. The sensitivity and spec-
ificity of assessment methods were the same in both clinical populations 
and general populations. In Study I, the total scales showed a high level of 
sensitivity, which indicates good accuracy for a screening instrument. 
However, specificity was low, which means that the SDQ in its present 
form cannot be regarded as a diagnostic instrument. Still, the clinical 
sample could be differentiated from the general sample with significantly 
higher scores on the total SDQ and the subscales for Conduct Problems, 
Hyperactivity and Peer Problems scores, but not on the subscale for Emo-
tional Problems. The Prosocial scale showed significantly lower scores in 
the clinical sample compared to the general sample in the age group 4–5 
years. Also, children who were considered to be in need of special support, 
i.e. who were seen as problematic in the preschool group, had signifi-
cantly higher ratings on the whole scale and on all the SDQ subscales, ex-
cept for the Emotional subscale. Thus, the SDQ can be used for screening 
and identifying children with psychiatric symptoms early in life. This may 
also indicate that children identified with problems are identified mostly 
as a result of externalising behavioural problems and peer problems that 
disturb the preschool class.  
Boys were reported to have significantly more problems than girls across 
the entire scale, and this applied even to all the subscales, with the excep-
tion of the Emotional subscale. Boys were also considered to have signifi-
cantly lower prosocial skills than girls. Thus, gender differences reflected 
in older children appear to be already present at preschool age. Gender 
differences such as these have also been found in other studies (Klein et 
al., 2013; Nock et al., 2007; Ravens-Sieberer et al., 2008; Smedje et al., 
1999). This may be an indication that different cut-off limits should be 
used for each gender. The question arises: at what age do children learn 
their “gender” roles? Gender differences can be observed in a number of 
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different areas of child development (Martin & Ruble, 2010; Swedish Na-
tional Agency for Education, 2018a). In this thesis, both the terms gender 
and sex are used in the study, although gender is a justified aspect even in 
1–5-year-olds. Also, from a gender perspective, one may ask how the scor-
ing of children is affected. Øvergaard et al. (2018) show that the SDQ Hy-
peractivity subscale scored by preschool teachers was useful only in 
screening girls. A large proportion of preschool teachers are women 
(96%), and here the question is how a predominantly female corps of pre-
school teachers may influence functioning and behaviour differently in 
girls and boys. For example, what do female as opposed to male teachers 
think about activity versus hyperactivity, what is “normal” and what is 
scored as being “different” for a girl and for a boy? It may be the case that 
different types of games and/or activities may be encouraged to a greater 
or lesser extent by male and female teachers. This could potentially affect 
how well children react and adapt to these activities. Furthermore, girls 
and boys may in turn indeed react to the activities themselves in different 
ways. Also, in other areas outside the preschool environment, such as 
healthcare, where the child is “assessed”, they usually come into contact 
with women. This too is an issue which warrants further investigation. 

Externalising Problems in Preschool Children 
Children of preschool age can be recognised as having early symptoms of 
ADHD, ODD or CD if they frequently exhibit inattention, hyperactivity, 
impulsivity or aggression (Spira & Fischel, 2005), although they might 
not have been given a formal diagnosis. In this thesis, I have therefore 
chosen to refer to these symptoms as “problems” in the SDQ subscales for 
Hyperactivity and Conduct Problems, rather than “disorders” of external-
ising behaviours.  
Hyperactivity is to a large degree a functional impairment, while conduct 
problems develop over time as a result of the interaction between predis-
posing characteristics such as hyperactivity and contextual influences 
(Harvey et al., 2016; Nijmeijer et al., 2008). In Study II, we can see longi-
tudinally that conduct problems decrease in preschool children over time. 
However, the results of Study III show that a higher score on hyperactiv-
ity at time point one is linked to both a higher initial level of conduct 
problems and a smaller decline in the extent of conduct problems over 
time, with boys generally showing a lesser decline in conduct problems 
than girls. This is consistent with other studies, where older children with 
ADHD and comorbid disorders have been found to have greater difficul-
ties with functioning, as well as exhibiting more impairments compared 
to those who have no comorbid disorders related to their diagnosis of 
ADHD (Hinshaw & Melnick, 1995). A more recent study examining a 
large population-based sample of 3 ½-year-old children with ADHD 
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symptoms found that this population had concurrent ODD more often 
than CD. At the same time, having ADHD symptoms increased the risk of 
CD by a factor of more than two compared to the likelihood of comorbid 
ODD (Bendiksen et al., 2017). This is consistent with other studies, indi-
cating that hyperactivity is linked to additional conduct problems later on, 
and that CD is a disorder with later childhood onset compared to ODD 
(Taylor et al., 1996). Meta-analysis results from Moreland and Dumas 
(2008) demonstrate that disruptive behavioural problems can be identi-
fied as early as age 3, and that disruptiveness is stable over time. It ap-
pears that these children need support early on in order to reduce suffer-
ing later in life. This thesis shows that preschool teachers can adequately 
screen out children with hyperactivity and/or conduct problems by means 
of the SDQ. 
In Study IV, children high in engagement and interaction function well, 
even in the presence of hyperactivity, while children with low engagement 
and interaction alone or in combination with exhibiting hyperactivity and 
conduct problems continue to have problems over time.  Hyperactivity 
may be a strength unless you have impulsiveness at the same time. This 
also seems to depend on whether the child is frequently engaged in social 
interaction with peers, and gets the right adult response. On the other 
hand, early identification of preschool children with hyperactivity in com-
bination with impulsiveness may make it possible to identify children who 
may later be diagnosed with ADHD (Lahey, Pelham, Loney, Lee & Will-
cutt, 2005), thus locating children who need early support, such as social 
skills support, in order to reduce the negative development of disruptive 
behaviour later on. Lavigne et al. (1998) showed that as many as 50% of 
2- to 3-year-old preschool children with disruptive behavioural symptoms 
receive a diagnosis 42–48 months later. 
In this thesis, the scores of Hyperactivity and Conduct Problems de-
creased at a constant pace over time in preschool children, at least accord-
ing to the preschool teachers’ reports. It is sometimes assumed that in-
creased demands from the environment in the school-age group com-
pared to preschool are the reason for the greater prevalence of diagnoses 
in older, school-aged children. The connection between hyperactivity and 
conduct problems has been studied in previous research, with special em-
phasis placed on symptoms in a clinical sample which may be experienced 
in both childhood and adolescence (Burke et al., 2005). It is worthy of 
note that those younger than 10 years of age more frequently receive an 
ODD diagnosis, whilst those who are 11 or older are more likely to be di-
agnosed with CD (NICE, 2018). Diamantopoulou, Verhulst, and Van der 
Ende (2011) claim that there is no connection between ODD and CD. 
However, this is not an uncontroversial claim: some believe instead that 
ODD as exhibited in preschool children is a forerunner to CD, leading in 
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adult life to Antisocial Personality Disorder. This risk of suffering for 
some young people, adults and their families indicates that early detection 
of conduct problems and also in combination with hyperactivity in pre-
school children is important (National Collaborating Centre for Mental 
Health, 2013; Rhodes, Park, Seth & Coghill, 2012; Scott, 2007; Vostanis, 
Meltzer, Goodman & Ford, 2003).  
In Study IV, the children in pathways with high behavioural problems 
showed more developmental delay than the total sample. Preschool chil-
dren with disruptive behaviour also have a higher probability of develop-
mental delay than the overall population, suggesting that developmental 
screening is important for these children (Szczepaniak, McHenry, Nu-
takki, Bauer & Downs, 2013). When looking into the issue of the child’s 
temperament, it has been observed that a “difficult” temperament in 
small children can later manifest as frustration or aggressiveness. Diffi-
culties with impulse control at preschool age constitute an inherent vul-
nerability to the development of later behavioural problems, such as hy-
peractivity and attention disturbances (Kerner auch Koerner, Gust & Pe-
termann, 2018). Congenital temperamental traits affect continued devel-
opment differently, depending on how well the context succeeds in re-
sponding to the child in the microsystem (Guerin, Gottfried & Thomas, 
1997; Shiner & Masten, 2012).  

Internalising problems 
The subscale Emotional Problems in the SDQ describes the child’s reac-
tions in terms of psychosomatic symptoms as well as emotions, such as 
stomach aches, worries, unhappiness, nervousness and fears. All of these 
can be difficult for the teacher to detect in a young child. The SDQ Emo-
tional items were not found to aggregate into a distinct subscale in Study I 
for those children aged 1–3 years. It might be that emotional problems in 
young children manifest in other ways than those listed in the SDQ Emo-
tional Subscale, or present a more diverse picture, or that emotional be-
haviours such as being worried, unhappy or nervous, plus a number of 
fears are still regarded as being “normal” in young children. Since a num-
ber of the children in this age group have presumably only just started 
preschool, as newcomers they are quite likely to feel sad and at a loss. 
Since young children’s verbal skills are not particularly well developed, it 
might be difficult to understand the child’s nervousness or fears, which 
may manifest together with complaints of headaches and stomach ache. 
The items on the Emotional Scale are rated low, not showing any develop-
mental pattern over time. There is probably also strong cultural condi-
tioning determining how feelings are expressed in both children and 
adults. The problem of detecting emotional problems persists even up to 



Discussion 

 73 

school age and beyond, where for example sad teens, often girls, are dis-
covered at a later stage, at least when compared to those schoolchildren 
who exhibit externalising behaviour (Brody, 1985). It has also proved dif-
ficult to find evidence of depression in children and adolescents (5–18 
years) using screening instruments such as the SDQ (Williams, O’Connor, 
Eder & Whitlock, 2009). On the other hand, Blom, Larsson, Serlachius, 
and Ingvar (2010) argue that the SDQ Emotional Scale can screen out de-
pression in schoolchildren. And there are also researchers who have de-
tected emotional problems with a prevalence of 12–18% in European chil-
dren aged 0–6 years, (Furniss et al., 2006; Skovgaard et al., 2008; 
Wichstrøm et al., 2012). This may illustrate that sufficient knowledge 
about emotional symptoms related to maturity exists to find emotional 
problems among preschool children. 
In Study IV, the children in pathways with the highest SDQ scores for 
Emotional Problems also showed most developmental delay, peer prob-
lems and low prosocial strength engagement and social interaction. They 
also had the lowest response from teachers and lowest interaction from 
other children. This was a pathway with many risk indicators and a great 
need for support in social skills, bodily functioning, cognition and lan-
guage. This suggests that emotional problems may be easier to detect if 
other problems are also detected. 
There may be one more way to detect those children who exhibit emo-
tional problems early on, based on their temperament and observation of 
those children falling into the “slow to warm up” category. Here, a link ex-
ists between scared infants becoming shy, and furthermore it has been 
shown that extremely shy preschool children are at an increased risk of 
developing anxiety disorders and phobias during school age (Kagan, Rez-
nick & Snidman, 1988). These shy children may be difficult to detect in 
this study from the results of the SDQ Emotional subscale. It is important 
to note that far from all children who are shy and cautious at preschool 
age subsequently go on to develop mental health problems. Help and sup-
port in learning to regulate feelings is important during the preschool 
years in order for continued positive development to take place (Howes & 
Ritchie, 2002). The interplay between the child’s character, context and 
environment give rise to the development of the child’s mental health 
(Figure 3). The better the child’s context succeeds in adapting to the 
child’s characteristics, age-related needs, and providing safe attachment, 
the less the child’s temperament affects their development (Thomas & 
Chess, 1977). Research on temperament suggests that negative emotional-
ity is a vulnerability factor for the subsequent development of both inter-
nalising and externalising problems in the child. If negative emotions are 
present in a child who is also shy or inhibited, the risk of subsequent in-
ward-facing problems increases (Rhee, Lahey & Waldman, 2015).  
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Depressive moods and emotional problems in children can also be ex-
pressed through externalised problems (temper tantrums, disobedience), 
and the comorbidity of internalised and externalised problems is high. 
Depression in preadolescence often exists in comorbidity with ADHD and 
conduct problems, and in adolescence with oppositional-defiant problems 
and substance abuse. Even anxiety is found to be comorbid with disrup-
tive behavioural problems and substance abuse in adolescence (Cecil et 
al., 2018; Lewis & Rudolph, 2014). This comorbidity of internalised and 
externalised problems is worth investigating even among preschool chil-
dren. However, it might be that children with internalising problems be-
come frustrated with time and develop externalising behaviour in later 
childhood. If so, it is important to discover them at preschool age before 
they “disturb” the day-to-day workings of the preschool class (Almqvist et 
al., 2018). 

Everyday Functioning among Preschool Children 
Everyday functioning is defined as the ability to participate in activities in 
everyday life, to fulfil expected social roles and to interact with people and 
objects in the different microsystems. Everyday functioning also refers to 
individual characteristics and adapting to environmental challenges 
(Bronfenbrenner, 1979; Case-Smith, 1995; Hebbeler & Rooney, 2009; 
Kielhofner, 2009; Kjellmer et al., 2012). In preschool environments, chil-
dren have experiences regarding objects, people, places and activities, re-
ferred to as “the social context” (Batorowicz, King, Mishra & Missiuna, 
2016). 
In this thesis, the SDQ Peer Problems subscale was found to be difficult to 
use with younger children (1–3 years of age). Playing with other children 
and the development of interpersonal relations are skills that emerge in 
this age range. Some of these questions, for example: “Generally liked by 
other children” or “Picked on or bullied by other children”, might also be 
seen as an indicator of group forces or problems rather than as a charac-
teristic inherent to the child in question. It is probably natural that proso-
cial capacity has not yet developed in children aged 1–3 in terms of play-
ing with same-age peers and having a best friend. In the child group, it is 
not clear who is popular and who is not. Children need to master the art 
of navigating through their social context, characterised by changeability, 
negotiations and ambiguity, in order to build up and retain a friendship 
with other children (Berk, 2013; Frønes, 1995; Howes, 2009; Nærde, 
2014). Preschool children, especially those with different types of special 
needs, require “assistance in navigation” from adults in their microsys-
tems. In Study IV, there is one cluster containing children younger than 
the overall sample with average engagement, social interaction and hyper-
activity, and there was no significant typical pathway from this cluster. 
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These younger children may more commonly move to different clusters, 
since personal characteristics and the environment affect their develop-
ment. The child’s construct of the self includes the development of both 
cognitive and social components. In the case of safe attachment, the child 
feels safe and has the ability to explore the world and interact in context 
with peers and teachers under safe conditions (Goldberg, 1997; Harter, 
2015).  
In Study IV, stability in children’s developmental paths was quite high 
with regard to social functioning and behavioural problems during their 
preschool period. Children who are engaged and regularly interacting 
with others continue to function well, even in the presence of hyperactiv-
ity. Engagement and positive social interaction may thus serve as positive 
indicators, decreasing the influence of hyperactivity on functioning. The 
most frequently occurring typical pathway was characterised by children 
with high levels of engagement and social interaction without behavioural 
problems, indicating good mental health in most preschool children. En-
gagement is known to be a strong predictor of both learning (Fuhs et al., 
2013) and wellbeing (Aydogan, 2012), and works through enhancing self-
regulation.  
In Study IV, children with comorbid difficulties, both hyperactivity and 
conduct problems, have lower engagement, social interaction and proso-
cial skills and more peer problems that affect everyday functioning. These 
children’s engagement also decreased over time and children with behav-
ioural problems frequently sustain only low-complexity social interactions 
and do not develop in their engagement (Rimm-Kaufman, Pianta, & Cox, 
2000). Other studies show that not being able to take turns or wait for a 
response before moving on to another activity causes irritation, and hy-
peractive children tend to be left out of peer activities and receive less at-
tention from preschool teachers (except for when they disturb group ac-
tivities) (Buhs et al., 2006; Bulotsky-Shearer & Fantuzzo, 2011). Over 
time, such negative interactions may express themselves as problems with 
following instructions and staying in positive play interactions with peers. 
Children who receive more negative attention from teachers tend to have 
more problems with emotional regulation, concentration and disruptive 
behaviours in general (Reinke, Herman, & Newcomer, 2016). This may 
indeed be one pathway whereby children with hyperactivity develop a 
greater number of conduct problems later on (Nijmeijer et al., 2008). On 
the other hand, it was shown in another analysis of the TUTI data set that 
functional interaction with peers and preschool teachers indicates that the 
negative relationship between hyperactivity and engagement can be mod-
ified by enhancing interaction with others in preschool (Granlund et al., 
2016; Sjöman et al., 2016). 
Children with first languages other than Swedish, i.e. born to immigrant 
parents, showed tendencies, in Study IV’s analysis of the SDQ, towards 
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lower Prosocial ratings and higher ratings on the subscale Peer problems. 
It might be that these children have an underlying problem with interper-
sonal communication which needs to be overcome, and is reflected in 
these specific subscales. Children with Swedish as their first language may 
also communicate less with “immigrant children”. Children may choose to 
communicate with peers who are easier and stronger communicators. The 
children need active educators who give them support and attention to 
develop their language (Berk, 2013; Howes, Sanders, & Lee, 2008). The 
scores for Peer Problems and Conduct Problems developed in a similar 
pattern over time, indicating a connection between these two problem ar-
eas. This highlights the importance of supporting the child’s peer interac-
tions and prosocial skills in both promotion and prevention work, at the 
universal, selective and indicated levels. However, the proportion of chil-
dren with other mother tounge than Swedish in the group may also affect 
how children’s behaviour problems are perceived and dealt with. Maybe 
behaviour problems and functioning are primarily explained by teachers 
in these groups as being caused by language problems and therefore no 
support is needed and that the situation will improve with time. The sta-
bility in behaviour problems seen in the present study dispute this reason-
ing. Other explanations might be related to differences in socioeconomic 
status between groups, differences in children’s mental health and 
parenthood in different ethnic groups (Williams & Collins, 1995) as well 
as differences in what is considered to be a special need in relation to 
other children in the same group (Sandberg et al., 2010).  
In Study II, the prevalence of prosocial behaviour was rated lower than in 
other European countries. Heiervang et al. (2008) showed that, when 
comparing Norwegian to European children, less prosocial behaviour was 
found in Nordic school-age children. A greater level of disruptive behav-
iour in Swedish compared to British preschools may reflect a setting 
which allows more free play, and has a smaller number of organised situa-
tions. Swedish children in general also spend more time in free play out-
doors than in other European countries. This opportunity for free play, 
both indoors and outdoors, can be good for children with hyperactivity, 
who have difficulty sitting still. Being in a free-play environment for a 
long time, however, places more demands on children who are not good 
at organising their time and activities. Children with conduct problems 
can also end up in trouble with peers during free play, and the teacher 
needs to be close to the child in order to monitor and endorse behaviour. 
On the other hand, talking about demands from the environment in other 
countries, more structured environments are suggested in order to place 
more demands on children, such as sitting still for long periods, focusing 
on certain tasks and developing academic skills. This can lead to more 
disruptive behaviours being noticed by teachers when these demands are 



Discussion 

77 

high and it becomes hard for children to follow high expectations and 
many rules (Engdahl, 2011; Montie et al., 2006). Here, the Swedish cur-
riculum supports the child through individual, adapted, safe care and an 
inclusive approach (Swedish National Agency for Education, 1998/2010).  
In Study IV, the children in pathways with most developmental delay also 
attracted the highest scores in emotional and peer problems and low pro-
social behaviour. They also received the lowest response from teachers 
and lowest interaction from other children. This is a surprising finding 
since developmental delay in bodily functioning, cognition and language 
are often highlighted in special support. These problems together may 
also affect children’s functioning across an array of everyday activities 
(Andersson et al., 2016; Lewis, 2011; Prior et al., 2011). These pathways 
may also include children with symptoms of ASD. In this study, we have 
not screened for ASD, since our questionnaires were not appropriate for 
doing so. It is important to identify ASD early in order to facilitate the 
right interventions for interaction and communication skills in time, both 
in preschool and at home (Billstedt et al., 2005; Carr et al., 1994; 
Devescovi et al., 2016; Spjut Jansson et al., 2016). In this thesis, I have 
also not investigated the mental health aspects of reduced physical func-
tioning, or the physical health of the child, such as pain, healthcare visits, 
medicine intake and situations in which the child may feel different 
and/or not be able to function in the same way as their peers (Timmons et 
al., 2012). However, there is a need for greater focus on functioning and 
behavioural problems when identifying young children’s mental health 
problems, in relation to primarily focusing on a diagnosis (Augustine et 
al., 2018; WHO, 2007). Children’s absence of engagement in preschool 
cannot be explained by diagnoses or disability (Simeonsson, 2006). The 
ICF-CY Core Sets can be used to highlight functioning and the activities of 
daily living in assessment of such aspects as ADHD symptoms (Bölte et 
al., 2018b), both across the lifespan and in different environments, in-
cluding preschool, clinical and research settings. 
Phillips and Shonkoff (2000) show several different perspectives on func-
tioning and development as overarching themes. Society is changing, and 
thus the demands on the children’s functioning are also changing. Early 
childhood science, policy and practice do not always address the needs of 
young children, and demand dramatic rethinking. The preschool child has 
several “developmental tasks to solve”, such as attaching “basic trust” to 
one or more carers, communication/language, spending time with peers, 
maintaining self-esteem, being able to follow rules and handle emotional 
regulation. In this, there are also critical developmental periods that the 
child will go through. All of this occurs with the help of adults and under 
the influence of heritage and environment (Bowlby, 2012; Erikson, 1977; 
Hensch, 2004; Rhee et al., 2015).  
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Risk and Protective Factors 
In this thesis, children’s mental health, development and functioning are 
conceptualised as related to both protective and risk indicators in the bio-
logical prerequisites and the environment (Figure 3). In Study IV, chil-
dren with high levels of engagement and social interaction with teachers 
and peers, and with low levels of behavioural problems, were associated 
with several protective indicators and few risk indicators, something that 
has also been reported by Wille, Bettge, Wittchen & Ravens-Sieberer, 
2008. It is likely that children with high engagement develop good social 
interaction with peers and teachers and this in turn is a protective factor, 
generating positive spirals of good mental health (Aydogan, 2012; Hughes 
et al., 2014).  
The children in Study IV who show low engagement and low social inter-
action alone, or in combination with behavioural problems, have fewer 
protective indicators and several risk indicators. This pattern has also 
emerged in other studies, where few protective and several risk indicators 
in both the environment and personal characteristics covary with less 
positive prognoses for mental health (Aguiar & McWilliam, 2013; Galéra 
et al., 2011; Wille, Bettge, Wittchen & Ravens-Sieberer, 2008; Willoughby, 
Pek, Greenberg & Investiga-tors, 2012). At preschool age, an interplay 
between genes and environ-mental factors can be identified as both 
protective and risk factors for be-havioural problems (Ogundele, 2018). 
Due to the fact that children are potentially constantly changing, it is also 
clear that it is possible to con-sider many factors in practical work with 
children, which means that it is possible to influence or do something 
about the dynamic/changeable fac-tors. In clinical work with individual 
children, it is possible to influence especially malleable factors, such as 
interaction patterns and play skills. On the other hand, static factors, like 
mother’s educational level, are more difficult to influence. Children with 
both high hyperactivity and conduct problems in Study IV show less 
positive change in prosocial behaviour over time. This may indicate an 
increased risk of receiving more negative attention from teachers and 
experiencing more conflicts in relationships with both adults and children. 
In the long run, social exclusion in pre-school activities may appear 
(Barkley, 2014; Dodge et al., 2003; Nurmi, 2012; Tremblay, 2010). Early 
intervention could hinder or reverse this negative trend. However, how 
and what support is provided is a key issue in interventions for children 
with behavioural problems. Thus, when mak-ing efforts to improve child 
development, the focus should primarily be on dynamic risk factors. But 
these efforts also need to be provided with tools and/or strategies for 
living with good functioning in the context of, for ex-ample, 
developmental delay or ADHD. In one of the pathways in Study IV, the 
level of hyperactivity increased over time, while the level of con-duct 
problems decreased. These children had moderate levels of both pro-
tective and risk indicators, and the level of social interaction increased 
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over time. Engagement and positive social interaction may thus serve as 
protective factors, decreasing the influence of hyperactivity on function-
ing. It might be that good social interaction sustains positive spirals by 
mutually reinforcing interaction between the child, peers and adults. This 
highlights the importance of promoting social interaction in preschool, es-
pecially for children with high-risk patterns of behaviour. 
There is a larger number of risk factors described than protective ones, 
simply because the main focus of clinical work and research in general has 
been to identify risk factors. When we define protective factors as some-
thing that decreases the probability of a certain negative outcome in the 
presence of risk, it is clear that the opposite end of the continuum, i.e. ab-
sence of risk factors, is not always the same thing as being protective. This 
means that we cannot simply regard the antonym of risk factors as protec-
tive factors. Research often considers positive development in general as 
the outcome of positive factors, especially when presented as complica-
tions in reviews (Andershed & Andershed, 2015). 
The child is nested within different microsystems (Bronfenbrenner, 1979), 
although the family context is not investigated in this thesis. The family 
emerges as the main protective and risk factor for behavioural problems 
and mental health problems in preschool children (see Table 1) (Stülb et 
al., 2018). Numerous elements of risk are, by definition, likely to be expe-
rienced by children being raised in sub-optimal circumstances, such as 
parent trauma in macrotime. It is therefore an important task for well-ed-
ucated professionals working together with children and parents in the 
meso and exosystems to strengthen and maximise the protective factors 
around children, together with targeted evidence-based interventions (see 
Figure 2). It is important to detect behavioural problems early on. For the 
children with a high number of risk indicators, more complex interven-
tions are needed to reduce behavioural problems and to provide increased 
opportunities for positive functioning and development. 
Another highlighted risk factor not directly measured in this thesis is psy-
chosocial stress, particularly applying to stressors which exceed the child’s 
capabilities, as well as their ability to handle things such as negative emo-
tions or relationships, fear and being overcrowded (Gunnar, Talge & Her-
rera, 2009). Stress is related to both the child’s vulnerability and environ-
ment factors. The environmental factors are dynamic and manageable, 
and stress can be a maintaining risk factor, causing problems to persist. 
In preschool, it is worth considering protective factors such as the child 
feeling safe with the teachers with as few staff changes as possible, small 
groups, low noise levels and also outdoor play (Gunnar et al., 2010). Pre-
school provides several protective factors for the child in everyday life. 
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Early Identification and Intervention 
In this thesis, the stability in children’s pathways was found to be quite 
high, both for well-functioning children and for those with more severe 
behavioural problems. The fact that symptoms and behavioural problems 
seem to be stable, and have the potential to escalate towards worse mental 
health problems later in adulthood, indicates the importance of identify-
ing such behaviours in preschool-age children (Caspi et al., 1998; Gill-
berg, 2010; Skovgaard et al., 2008; Wille, Bettge, Ravens-Sieberer & 
BELLA study Group, 2008). Early detection re-quires adequate knowledge 
about children’s development, diagnoses and symptomatology, in order to 
understand the “warning signals” displayed by young children with 
symptoms and behavioural problems (Egger & Emde, 2011). 
Many have doubted whether it is possible, or even desirable, to classify 
psychiatric disorders in such young children. There are several reasons for 
this. First of all, when children are so young, their physical, behavioural 
and emotional development is rapid, so it can be hard to truly measure 
and subsequently analyse valid symptoms or clusters of symptoms. Sec-
ondly, researchers are apprehensive about the possibility that personal 
differences in the child’s natural development will be incorrectly classified 
as psychiatric symptoms or disorders and that young children will be in-
correctly labelled with a disorder that might shape the child’s perception 
of him/herself, not to mention that of the parents. It is also likely that the 
problematic behaviour seen in preschool children stems from the child’s 
“normal reactions to abnormal situations” in the environment (Egger & 
Angold, 2006). There are several factors constituting the aforementioned 
mechanisms, ranging from innate vulnerability and early relational dis-
turbances, through traumatic experiences and psychosocial stressors, to 
organic injuries, as well as a combination of causal factors, such as the 
above in combination with inheritance, context and environment (Cecil et 
al., 2018; McCrory et al., 2010). This does not reduce the need for detec-
tion and intervention; quite the opposite, if there is something wrong in 
the child’s environment, it should be acted upon.  
In this case, it is better to screen earlier than to “miss” preschool children 
with the kind of problems highlighted here. An improved level of 
knowledge and routines relating to how to proceed in such cases are 
needed in order to give every child an equal chance of their eventual diffi-
culties being discovered. Children need the kind of universal prevention 
that targets the whole population, or the whole preschool group. In addi-
tion to this, some children also need selective prevention for subgroups in 
which the risk of developing mental ill health is greater than in the whole 
population and, in some cases, even indicated prevention aimed specifi-
cally at high-risk individuals (Public Health Agency of Sweden, 2016; 
WHO, 2008). 
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The SDQ has proven to be an effective tool for screening and can thus be 
employed when aiming to identify children with mental health problems 
early in life. Symptoms seem to be stable over time (Skovgaard et al., 
2008). Therefore, it is not recommended to “wait and see”. Early inter-
vention is more effective and reduces human suffering (Emde & Wise, 
2003). There is also an economic benefit to early detection and interven-
tion into mental health problems in young children (Heckman, 2006; 
Leach, 2017). A cost-benefit analysis by Heckman (2012), looking at tar-
geted early efforts, showed an economic return of 7–10%, and the earlier 
the effort, the greater the return. Early detection and intervention for a 
child with negative biological and/or environmental risk factors will hope-
fully avoid subjection to experiences which force the child too far towards 
the negative development line. This child, by means of the opportunity 
given by early intervention, is also offered increased opportunities to ex-
perience new positive events, which may in turn steer the child’s personal 
growth back towards a more “normal” line of development (Broberg, 
Almqvist, Risholm Mothander & Tjus, 2015). 

Detection, Identification and Intervention in Preschool  
In this thesis, it has been shown that preschool teachers can detect behav-
ioural problems using the SDQ. Preschool teachers have experience of 
many children, they see the interactions between the children and can 
compare an individual child with other children of the same age in the 
preschool group. However, most children remain unidentified in terms of 
a formal diagnosis until school age. Preschool can give children the expe-
riences they need at a relevant developmental level. Swedish preschool 
seems to be an environment that promotes mental health because of the 
generally high quality, good teacher education, structured activities and 
social interactions (Bremberg, 2001). In this thesis, the number of chil-
dren with high engagement and social interaction increased over time, in-
dicating that children tend to function better in preschool as they get 
older. Few studies have evaluated interventions in the educational envi-
ronment focusing on engagement for children (Adair, Ullenhag, Keen, 
Granlund & Imms, 2015). Engagement is important in both identification 
and intervention, to see and facilitate how the child in preschool is ac-
tively involved in playing, in learning activities by themselves or in the 
context of social interaction (McWilliam et al., 1992). In applying the 
PPCT Model to the preschool educational system, the child’s development 
and learning journey take place over time (Bronfenbrenner & Morris, 
2006; Wilder & Lillvist, 2018) with learning, continuity and change being 
key issues. It requires that parents, preschool staff and professionals col-
laborate to provide children exhibiting behavioural problems with a func-
tional preschool environment. Every preschool child should be given the 
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opportunity to develop in preschool, regardless of special needs due to 
mental, physical, socio-economic or other needs (SFS:2010:800). The 
current Swedish School Curriculum states that safe care and education 
should aim to compensate for inequalities at home and in society and be 
inclusive. This means that the preschool teacher is obliged to give every 
child the support and safe care required in order to achieve their specific 
needs (Swedish National Agency for Education, 1998/2010). Van Laere 
and Vandenbroeck (2018) go one step further and join education and care 
into a single inseparable concept for pedagogues, so-called “educare”. Safe 
care is particularly important for children who need extra support and/
or are experiencing deficiencies at home. Preschool can compensate by 
providing the child with a safe pattern of attachment, support in everyday 
functioning and the ability to trust adults (Meyer & Lavin, 2005). This 
leads to a safe attachment relating to the child’s construction of the self, in 
terms of both cognitive and social components. Self-esteem develops 
posi-tively during childhood; the child feels safe and has the ability to 
explore the world under safe conditions (Goldberg, 1997). Positive 
responsiveness from teachers with a climate which is warm and caring, is 
an excellent form of universal prevention for all children, irrespective of 
eventual spe-cial needs. 
In Study IV, preschool teachers tried extensively to find strategies for 
adapting the preschool environment in order to facilitate individualised 
support for children with behavioural problems. For example, child to 
teacher ratios were lower in preschool groups having many children with 
special needs. In situations where children exhibit behavioural problems 
and disrupt the group, the most common initiatives in preschool are the 
teacher staying close to the child, giving individual support (e.g. in play 
and language), attending to the negative behaviour, and adjusting the pre-
school environment (Almqvist et al., 2018; Granlund et al., 2016). This 
type of collaboration requires the preschool teacher to formally identify a 
child as evoking worry as well as engaging in emotionally demanding dis-
cussions with the child’s parents. When diffuse problems are detected by 
the preschool teacher, it may pose a dilemma about whether or not to in-
form the parents of children who have a habit of quickly changing their 
behaviour, or where the underlying cause is unclear, despite the fact that 
the curriculum states that they should indeed report it (Swedish National 
Agency for Education, 1998/2010). In Study IV, children with low levels of 
engagement and social interaction were related to low ratings for col-
laboration with parents. It would probably be better to engage the parents 
before the child is formally identified and allowed to receive special sup-
port. A Swedish study by Fält et al. (2017) found that preschool teachers 
wished to identify children with difficulties, and at the same time parents 
viewed preschool teachers as being competent in their ability to estimate 
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this type of behaviour in children. However, both preschool teachers and 
parents wished that there was a more reliable way to assess children’s be-
haviour. Discussing the matter with parents and facilitating early detec-
tion could be made easier if, preschool teachers had access to screening 
questionnaires like the SDQ and the CEQ, in order to conduct a structured 
assessment of the child’s emotional and behavioural problems and mental 
health in terms of engagement and social interaction. It is not ethical to 
detect problems, tell the parents about their child’s behavioural problems 
and then wait and see if the child “does well”. The reason for early detec-
tion is to be able to make an early intervention as in preschool or in the 
family by means of appropriate healthcare. The teachers can contact the 
CHC together with the parents, or after consent from the parents, if they 
notice problems or needs relating to a particular child. 
In Study IV, analyses were made of special support with and without su-
pervision, in the different pathways. These analyses did not reveal signifi-
cant results, maybe because of the small number of preschool children 
identified as in need of special support. There is no exact information in 
the curriculum about how to design special support in preschool, it de-
pends on each preschool teacher, the whole preschool’s knowledge about 
the curriculum and the individual child’s needs for good development 
and learning (Sheridan et al., 2011; Swedish National Agency for 
Education, 1998/2010). Indirect support can take place in the whole 
preschool group and direct support can be given to the specific child. This 
direct support can be in collaboration with external support from 
healthcare services. The in-clusion of children with special needs in 
preschool is also an important task. Group processes and leadership in 
preschool may ultimately lead to either the inclusion or exclusion of 
children in need of special support, whilst a process of exclusion may, in 
the long run at least, negatively influ-ence the child’s development and 
mental health (Fischbein & Österberg, 2003).  
In these studies, preschool teachers generally scored children low on the 
SDQ Emotional subscale, at ages 1–3 years old, even if they were able to 
identify emotional problems in combination with disruptive behaviour. It 
seems that teachers react more to externalising behavioural problems 
that have an impact on the functioning of the whole group (Almqvist et al., 
2018). Coplan and Prakash (2003) found that there are primarily two dif-
ferent groups of children who receive more social interaction from the 
preschool teacher. One is the retired, shy, anxious, non-social children 
who play alone, and the second is the social, physically active, aggressive 
children who themselves seek support from the teacher in situations of 
conflict with peers. Furthermore, experiences of positive social interaction 
in preschool are a protective factor and therefore instrumental in securing 
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a child’s future well-adapted functioning and development (Sylva, 
Melhuish, Sammons, Siraj-Blatchford & Taggart, 2010). 
In this thesis, there are some children who exhibit persistent and in-
creased hyperactivity and conduct problems over time. Children with ex-
ternalising problems, a “difficult temperament”, frustration and/or ag-
gression need to be understood. Their actions are dependent on environ-
mental factors such as positive “low affective” responses from teachers 
and parents. They need to succeed at preschool and school, otherwise fail-
ure leads to low self-esteem and even more aggression. The actors in the 
child’s context thus need to have this competence so that the child can 
channel his or her energy into positive and constructive action (Elvén, 
2014; SFS:2010:800; Tremblay, 2010).  
Interventions included the child, parents, preschool and the whole envi-
ronment in order to improve the outcome for young children with behav-
ioural problems, and the parents are an important inclusion for the best 
prognosis (Jones et al., 2010; Petrenko, 2013). In addition, targeted inter-
ventions in school and at home for children with both externalising and 
internalising behavioural problems have proven to be effective in protect-
ing against later abuse, diagnoses and the need for mental health services. 
A number of interventions with desirable outcomes were staged in the 
form of, for example, a partnership between family and school, whereby it 
was hoped that the dialogue between parents and teachers would increase 
in quality at the same time as the behaviour management strategies used 
by children would become better, in parallel with parental teaching 
(Ialongo, Poduska, Werthamer & Kellam, 2001; Ialongo et al., 1999). 

Cooperation with Healthcare Services for Early Detection and 
Intervention 
In this thesis, the intention was also to study cooperative factors such as 
interactions between preschools and health and medical care. However, 
there were too few answers to be included in the analysis. This may be re-
lated to both preschool and healthcare staff feeling that it was very diffi-
cult to answer questions about collaboration. However, based on the re-
searcher’s conversations with participants, it seems likely that collabora-
tion is so rare, and therefore the questions so abstract, that the question-
naires became difficult to apply to reality. Preschool teachers emphasised 
the importance of having good cooperation with the CHC in order to han-
dle the situation if children show mental health problems, behavioural 
problems or special needs. CHC is the first level of healthcare for the pre-
school child and the CHN works in vigilance nursing to identify possible 
behavioural problems in the child and in order to predict how this may 
adversely affect the child’s mental health, both now and in the future. The 
CHN then has the responsibility and opportunity to intervene as long as 
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they fully understand the potential consequences for the child’s and fam-
ily’s future. Health monitoring provides an excellent opportunity to high-
light conditions that warrant further investigation in order for the child 
and their family to be given the necessary support and treatment (Futures 
& American Academy of Pediatrics, 2008; Meyer & Lavin, 2005). Pre-
school teachers see the child in their daily life, and meet the parents al-
most every day, whereas the CHN meets children on a limited number of 
occasions, and even then seldom alone, as the children attend the clinic 
together with their parents. That said, the CHN already has an established 
contact with families, often with a home visit during the first week after 
childbirth onwards, together with a number of regular contacts made dur-
ing the child’s first year of life (National Board of Health and Welfare, 
2014). 
 Fält et al. (2017) reported that the quality of health check-ups for 3–5-
year-olds in CHC improved when they had SDQ ratings from the pre-
school teacher and parents. However, successful implementations of this 
kind require considerable work at several levels; for example, information 
sharing, privacy issues, the participation of all parents, and the strain be-
tween normative thinking and the notion of preschool teachers helping 
children who already have developmental problems. There are both laws 
and guidelines supporting such cross-border work, as long as it protects 
the child’s best interests and the parents give consent for such contact 
(Sweden County Councils and Regions, 2018). At the same time, this may 
require education as to the respective functions of each institution in 
order for the various parties to gain some semblance of understanding 
about each other’s mission. Support for vulnerable families’ interactions 
with social services is also necessary at an early stage (Kling et al., 2010). 
The Swedish version of the Family Centre may function as a helpful col-
laborator, especially since many activities are already represented by the 
institution. An additional advantage of the Family Centre as collaborator 
is that contact with maternal healthcare has already been established 
with the parents. One barrier that needs to be surmounted is that the 
child’s preschool is not usually represented at the Family Centre (The 
Swedish Association to Promote Family Centres, 2014).  
Both preschools and CHC need to cooperate with specialist healthcare 
services for some children with special needs. A specialist consultation in 
which a team of cooperating professionals from different areas of exper-
tise confer is recommended when ESSENCE symptoms from one or more 
of the following domains is present for more than six months: general de-
velopment, motor coordination, perception, communication, activity, im-
pulsivity, attention, social interaction, stereotypical behaviour, emotional 
regulation, sleep and feeding problems (Gillberg, 2010; Gillberg, 2018). 
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In summary, preschools and CHC need to cooperate for broad interven-
tions if the child exhibits mental health problems, particularly when so 
much research highlights the importance of including parents in the in-
tervention (Barlow et al., 2016; Daley et al., 2009; Holland, Malmberg & 
Peacock 2017; Marklund et al., 2012; O’Brien & Daley, 2011; Oldrup & Vi-
tus, 2011; Petrenko, 2013).   

Limitations and Methodological Considerations 
The strengths of the study are: a rather large number of children who are 
representative for Sweden, and who were followed over three years, using 
well-established rating instruments. There are, however, still a number of 
limitations: A large number of preschool teachers participated and an-
swered the SDQ in the study but it was not possible to make an evaluation 
of inter-rater reliability. The descriptive nature of the rating method does 
not allow for causal interpretations and depends more upon the person’s 
recall and memories of the past. Also, a rather high proportion of parents 
(59% in year 1) did not give consent for participation, and it is possible 
that their children had a different symptomatology compared to those 
who were included. 
The initial sample is quite large, but in the longitudinal design a number 
of children did not participate during all three years. There are several 
reasons for this: some children left the participating preschool because 
they were moved to another preschool (the family had moved), and the 
older children had reached the age of 6 in waves 2 or 3. Some of the de-
partments that initially agreed to take part in the study later withdrew. If 
the number of children for whom data were available had been greater, it 
would probably have been possible to investigate a larger number of im-
pact factors in the AMOS model, such as interactions with other children 
and preschool teachers in Study III. The age spread of the children might 
also have affected the results; that is, if the number of children included 
was higher, an analysis could have been performed at the different ages, 
meaning that the results may ultimately have revealed more significant 
differences in the analyses. In Study IV, with a larger sample, the percent-
age of children included in significant typical pathways might have been 
larger and more protective and risk indicators may have been significant. 
This study followed the children’s behaviour longitudinally, and if any in-
terventions were carried out on the preschools, this was something out-
side our control and knowledge. The teachers’ behaviour may have 
changed during the period when the researchers were visiting the pre-
school: measurements were made on several rating variables on a regular 
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basis for three years. Preschool teachers spread the word about the re-
search at parents’ meetings, which may in turn have increased parents’ 
expectations, but in all probability there was a large variation between 
preschools. 
The questionnaires that were used pertained to the teachers’ education, 
experience and how long they had known each particular child, and the 
answers here were incomplete. This is a limitation since we know that 
30% of preschool staff lack specialist education to work with children 
(Swedish National Agency for Education, 2018a). The aim was to study 
preschool teachers’ screening and understanding of children’s mental 
health. Because of this, we have no knowledge about how staff without 
preschool professional education would answer the questions. 
This probably plays a part in the quality of the answers given to the ques-
tionnaires about the children’s behaviour. If there had been an oppor-
tunity to interview the teachers about the above and, for example, care 
and support in preschool, then this may have given us an opportunity to 
highlight a number of dimensions not contained here, plus a deeper in-
sight into those already included. 
Another limitation is that only preschool teachers rated the children, in-
stead of also including the parents. The entire study is based on preschool 
teachers’ perceptions of the child in the preschool environment. The use 
of proxy informants when assessing children is a well-known problem, es-
pecially when it comes to emotional problems. Teachers often miss these 
symptoms even in school-age children (Smedje et al., 1999). It can also be 
difficult for the preschool teacher to screen a child’s developmental age in 
mixed age groups, and when children with different problems are present 
together in the preschool group. Teachers themselves also assessed their 
own interactions and interventions with the children. Here, a comparison 
with ratings made by parents could have been helpful (Ezpeleta, Granero, 
de la Osa, Penelo & Domènech, 2013).  
Direct observation of the children by a researcher present at the preschool 
could also have been of value. Possibilities for including the children’s 
opinions and answers should also be considered; an interview with image 
support, for example, could have shed light on the child’s behaviour in a 
valuable way. In this study, teachers assessed engagement and what they 
believe it is important to engage in, such as learning. Still, it is not easy to 
get reliable information directly from a young child, and thus to a large 
extent we have to rely on proxy reporters.  
There are also some limitations in the SDQ with 25 questions that it takes 
3–10 minutes to answer. Each question has only three answer options, 
but five questions in each subscale are weighed together into one “contin-
uum” or subscale. The Hyperactivity subscale contains three questions 
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about hyperactivity and two about ability to concentrate. In the Peer 
Problems subscale, two items of the five examine the peers, rather than 
the child under observation: if they bullied the child or liked the child. 
The SDQ can also invite teachers to think about problems rather than 
strengths within the child. This is suggested by the fact that it is important 
to identify children with problems early. In relation to this, it may be use-
ful to screen using the SDQ together with some more “strength-oriented” 
questionnaires, such as the CEQ to measure engagement. 
Another limitation is that family factors and socio-economic status are 
not included in this study, even though they are the most important risk 
or protective factors for behavioural problems (Stülb et al., 2018). This 
was discussed in the research group during the design of the project. A 
balance was then struck between how much data could be collected, and 
how many and how sensitive the questions could be when asked of par-
ents before the number participating would decrease. Parents responded 
to six questions about their parenting (Kendall & Bloomfield, 2005) and 
five questions about the child’s quality of life (Disabkids Group, 2018). 
These variables were analysed but were not used in this thesis due to the 
lack of significant results. Qualitative interviews with parents could have 
been a good complement. 
Family factors, such as the parents’ attachment style patterns, were asked 
about in the clinical sample. A shortcoming here is that the number of 
children became so few in the end that this material could not be accu-
rately analysed. In the clinical sample, environmental and cooperation 
factors such as interactions between preschool and healthcare and medi-
cal care were also included, but the answers were too few to be analysed.  

Clinical Implications  
Some clinical implications and recommendations can be extracted based 
on the results of this thesis. The SDQ can be used by the preschool teacher 
to identify preschool children with emotional and behavioural problems, 
and it can also be used in clinical health practice, but then the focus is 
more on mental health problems. The frequencies of emotional and be-
havioural problems in preschool children (aged 1–3 years) and the cut-off 
for the total SDQ and respective subscales have now also been estab-
lished. 
Based on this thesis, it is indeed possible to detect behavioural problems 
in preschool children early on, thus allowing for early intervention and 
prevention. Early detection thus offers this specific group of children a 
much greater opportunity to succeed compared to children for whom 
treatment are introduced later on. Therefore, a vision is to dispense with 
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the “wait and see” mentality among preschool children. A reduction in 
personal suffering for both the child and their family is imminent and at 
the macro level.  
This study also highlights the importance of not waiting for a full diagno-
sis but looking at early behavioural problems when planning for interven-
tions. It may prove more fruitful to shift the focus more towards the 
child’s functioning and to offer support in preschool and the family based 
on the child’s symptoms and strengths. It is also crucial to highlight the 
importance of good cooperation between preschool and healthcare for 
children with special needs in order to provide the correct type of support 
in adequate amounts, and deliver this within the child’s daily environ-
ment.  
An important addition to the current body of knowledge within healthcare 
is that it is possible to screen for mental health even in children of pre-
school age by observing their engagement and social interaction. Using 
the SDQ together with the CEQ gives a holistic picture of the child’s func-
tioning. 
Woods, Wilcox, Friedman, and Murch (2011) see a need for the focus of 
intervention work to be moved from the clinic into the child’s natural en-
vironment, whilst simultaneously adapting it to suit the specific condi-
tions and wishes of the family. More health issues need to be attended to 
at the primary level, taking a natural place in the individual’s everyday 
milieu. For this reason, the outcome of this thesis is that it is possible to 
detect mental health problems that are exhibited as behavioural problems 
at preschool level. 
This thesis also highlights the importance of investigating the role of hy-
peractivity when considering interventions and treatment for conduct 
problems, both at a preschool level and also at a specialist clinical level. 
Coexisting problems (hyperactivity and conduct problems) may develop, 
with increasing problems in other areas, such as social interaction and 
peer problems, and this may lead to variations in the level of functioning.  
Based on the current work, we now have more knowledge about how we 
can identify protective and risk indicators for mental health problems in 
preschool children at an early stage in life. This knowledge could play an 
important role in identifying areas for intervention and reduce the dy-
namic risk factors in a child’s life.  
In further work to improve development and reduce mental health prob-
lems in children, both society as a whole and politicians as policymakers 
may need to invest in more research as well as providing more resources 
for preschools and CHC. 
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Future Research 
Studies investigating indicators for protection and risk factors regarding 
mental health in preschool children are needed. This requires the devel-
opment of generally-accepted, structured and reliable screening methods 
for early detection. A prerequisite would be the formation and implemen-
tation of methods designed to help in those cases where mental health is-
sues such as emotional distress or behavioural problems have been ascer-
tained. The goal is to facilitate positive development in the child by means 
of early promotion, prevention and intervention (Bondestam et al., 2013; 
Ezpeleta et al., 2013; Gustafsson & Hansson, 2013; SOU, 1998:31). 
It has been demonstrated here that preschool teachers can indeed effec-
tively screen for behavioural problems using the SDQ among preschool 
children. The next research step would include intervention studies in 
preschools and in the family. Collaborations between preschools, CHC, 
specialist healthcare and social services should be studied, this being es-
pecially important because it is a fairly unexplored area of research.  
Further studies on a larger population of preschool children using the 
SDQ with a cut-off level based on gender perspectives and cultural differ-
ences should be undertaken, in order to address the issue of the signifi-
cance of employing different cut-off levels. The factor structure of the 
SDQ should also be examined using confirmatory factor analysis. 
Further research needs to be conducted to explore how young children’s 
internalising problems can be identified as observable behaviours in pre-
school children.  
More resources looking into how conduct problems develop and what part 
hyperactivity plays in their development are important. 
It is also important to discover the role of engagement in ADHD. Children 
with ADHD have difficulties in focusing and need support to be able to 
engage in order to learn and play.  
A follow-up study investigating preschool children who have participated 
in the TUTI study as they reach school-age would provide further 
knowledge about the development of mental health problems. 
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CONCLUSIONS 

It is possible for preschool teachers to use the SDQ to identify early signs 
of emotional and behavioural problems in young children. In children 1–3 
years of age, the subscales for hyperactivity and conduct worked well. In 
the age group 4–5 years, the four original SDQ subscales produced rea-
sonable results. Swedish norms for the SDQ are mainly like those found in 
other European countries. 
Preschool children’s conduct problems decrease over time. Children with 
more initial hyperactivity have more conduct problems later on.  
Children high in engagement and social interaction function well, even in 
the presence of hyperactivity, while children exhibiting low engagement 
and interaction, alone or in combination with hyperactivity and conduct 
problems, continue to have problems. Stability was related to the exist-
ence of a larger number of protective or risk indicators respectively. Chil-
dren not following specific pathways tended to have moderate levels of 
protective and risk factors. 
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Tack till alla mina släktingar och vänner som stöttat mej och hejat på i 
forskningsarbetet. 
Tack till mina fina föräldrar och bröder med familj, ni finns alltid till för 
mig och ni hjälper mig att minnas mina rötter i Sörgårdens mylla. 
Sist men inte minst, tack till min älskade familj, tack Kjell för allt tålamod 
med allt mitt arbete, du har stöttat, peppat och fixat. Tack till mina under-
bara barn Rebecka, Lovisa och Viktor som hjälper mig att inse vad som är 
viktigast i livet och till Gillis som sätter guldkant på tillvaron.  
 
 
 

 



     References 
 

 95 

REFERENCES 
Aarts, M. (2008). Marte Meo Basic manual (2 ed.). Eindhoven, Netherlands: 

Aarts Productions. 
Achenbach, T. M. & Edelbrock, C. S. (1979). The Child Behavior Profile: II. Boys 

aged 12–16 and girls aged 6–11 and 12–16. Journal of Consulting and 
Clinical Psychology, 47(2), 223.  

Achenbach, T. M. & Rescorla, L. (2007). Multicultural understanding of child 
and adolescent psychopathology: Implications for mental health assess-
ment. New York, NY: Guilford Press. 

Achenbach, T. M. & Rescorla, L. A. (2000). Manual for the ASEBA preschool 
forms & profiles: An integrated system of multi-informant assessment; 
Child Behavior Checklist for Ages 1 1/2–5; Language Development Sur-
vey; Caregiver-Teacher Report Form: University of Vermont, Burlington. 

Adair, B., Ullenhag, A., Keen, D., Granlund, M. & Imms, C. (2015). The effect of 
interventions aimed at improving participation outcomes for children with 
disabilities: a systematic review. Developmental Medicine & Child Neurol-
ogy, 57(12), 1093–1104.  

ADHD Institute. (2018). Diagnosis of ADHD using DSM-5TM | ADHD Institute 
2018.   Retrieved from http://adhd-institute.com/assessment-diagno-
sis/diagnosis/dsm-5/ 

Aguiar, C. & McWilliam, R. A. (2013). Consistency of toddler engagement across 
two settings. Early Childhood Research Quarterly, 28(1), 102–110.  

Almqvist, L. (2006). Patterns of engagement in young children with and without 
developmental delay. Journal of Policy and Practice in Intellectual Disa-
bilities, 3(1), 65–75.  

Almqvist, L., Sjöman, M., Golsäter, M. & Granlund, M. (2018). Special support 
for behavior difficulties and engagement in Swedish preschools. Frontiers 
in Education, 3, 35. doi:10.3389/feduc.2018.00035 

American Psychiatric Association. (2013). Diagnostic and statistical manual of 
mental disorders: DSM-5. Arlington, VA: American Psychiatric Associa-
tion. 

Anders, Y., Rossbach, H.-G., Weinert, S., Ebert, S., Kuger, S., Lehrl, S. & von 
Maurice, J. (2012). Home and preschool learning environments and their 
relations to the development of early numeracy skills. Early Childhood Re-
search Quarterly, 27(2), 231–244.  

Andershed, A.-K. & Andershed, H. (2015). Risk and protective factors among 
preschool children: Integrating research and practice. Journal of Evi-
dence-Informed Social Work, 12(4), 412–424.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 96 

Andersson, A. K., Martin, L., Brodd, K. S. & Almqvist, L. (2016). Predictors for 
everyday functioning in preschool children born preterm and at term. 
Early Human Development, 103, 147–153.  

Asendorpf, J. B., Denissen, J. J. & van Aken, M. A. (2008). Inhibited and ag-
gressive preschool children at 23 years of age: Personality and social tran-
sitions into adulthood. Developmental Psychology, 44(4), 997.  

Augustine, L., Lygnegård, F., Granlund, M. & Adolfsson, M. (2018). Linking 
youths’ mental, psychosocial, and emotional functioning to ICF-CY: Les-
sons learned. Disability and Rehabilitation, 40(19), 2293–2299.  

Aydogan, C. (2012). Influences of instructional and emotional classroom envi-
ronments and learning engagement on low-income children’s achieve-
ment in the prekindergarten year. (Diss.) Vanderbilt University, Nash-
ville, Tennessee. 

Bagner, D. M., Rodríguez, G. M., Blake, C. A., Linares, D. & Carter, A. S. (2012). 
Assessment of behavioral and emotional problems in infancy: A systematic 
review. Clinical Child and Family Psychology Review, 15(2), 113–128.  

Barkley, R. A. (2014). Attention-deficit hyperactivity disorder: A handbook for 
diagnosis and treatment. New York, NY: Guilford Press. 

Barlow, J., Bergman, H., Kornør, H., Wei, Y. & Bennett, C. (2016). Group-based 
parent training programmes for improving emotional and behavioural ad-
justment in young children. Cochrane Database of Systematic Reviews 
(8). doi:10.1002/14651858.CD003680.pub3 

Barnett, W. S. & Belfield, C. R. (2006). Early childhood development and social 
mobility. The Future of Children, 16(2), 73–98.  

Baron-Cohen, S., Allen, J. & Gillberg, C. (1992). Can autism be detected at 18 
months? The needle, the haystack, and the CHAT. The British Journal of 
Psychiatry, 161(6), 839–843.  

Batorowicz, B., King, G., Mishra, L. & Missiuna, C. (2016). An integrated model 
of social environment and social context for pediatric rehabilitation. Disa-
bility and Rehabilitation, 38(12), 1204–1215.  

Bayer, J. K., Hastings, P. D., Sanson, A. V., Ukoumunne, O. C. & Rubin, K. H. 
(2010). Predicting mid-childhood internalising symptoms: A longitudinal 
community study. International Journal of Mental Health Promotion, 
12(1), 5–17.  

Belsky, J., Bakermans-Kranenburg, M. J. & Van IJzendoorn, M. H. (2007). For 
better and for worse: Differential susceptibility to environmental influ-
ences. Current Directions in Psychological Science, 16(6), 300–304.  

Belsky, J. & de Haan, M. (2011). Annual research review: Parenting and chil-
dren’s brain development: The end of the beginning. Journal of Child Psy-
chology and Psychiatry, 52(4), 409–428.  

Belsky, J., Vandell, D. L., Burchinal, M., Clarke-Stewart, K. A., McCartney, K. & 
Owen, M. T. (2007). Are there long-term effects of early child care? Child 
Development, 78(2), 681–701.  



     References 
 

 97 

Bendiksen, B., Svensson, E., Aase, H., Reichborn-Kjennerud, T., Friis, S., 
Myhre, A. M. & Zeiner, P. (2017). Co-occurrence of ODD and CD in pre-
school children with symptoms of ADHD. Journal of Attention Disorders, 
21(9), 741–752.  

Bergman, L. & El-Khouri, B. (2002). SLEIPNER: A statistical package for pat-
tern-oriented data (Vol. Version 2.1.). Stockholm: Stockholm University. 

Bergman, L. R. (1998). A pattern-oriented approach to studying individual de-
velopment: Snapshots and processes. In R. B. Cairns, L. R. Bergman, & J. 
Kagan (Eds.), Methods and models for studying the individual (pp. 83–
122). Thousand Oaks, CA: Sage. 

Bergman, L. R., Cairns, R. B., Nilsson, L.-G. & Nystedt, L. (Eds.) (2000). Devel-
opmental science and the holistic approach: Mahwah, New Jersey. 

Bergman, L. R., Magnusson, D. & El Khouri, B. M. (2003). Studying individual 
development in an interindividual context: A person-oriented approach 
(Vol. 4). New York, NY: Psychology Press. 

Berk, L. E. (2013). Child development. Boston, MA: Pearson. 
Better Health Channel. (2018). Conduct disorder. Retrieved from 

https://www.betterhealth.vic.gov.au/health/conditionsandtreat-
ments/conduct-disorder 

Biederman, J., Newcorn, J. & Sprich, S. (1991). Comorbidity of attention deficit 
hyperactivity disorder with conduct, depressive, anxiety, and other disor-
ders. American Journal of Psychiatry, 148(5), 564-577. doi: 
10.1176/ajp.148.5.564 

Billstedt, E., Gillberg, C. & Gillberg, C. (2005). Autism after adolescence: Popu-
lation-based 13- to 22-year follow-up study of 120 individuals with autism 
diagnosed in childhood. Journal of Autism and Developmental Disorders, 
35(3), 351–360.  

Bjurek, H., Gustafsson, B., Kjulin, U. & Kärrby, G. (1996). Efficiency and quality 
when providing public child care in Sweden. Scandinavian Journal of Ed-
ucational Research, 40(3), 217–238.  

Björck Åkesson, E. (1994, 14 November 2018). [Child Engagement Question-
naire and ”typical”]. 

Blair, C. & Diamond, A. (2008). Biological processes in prevention and inter-
vention: The promotion of self-regulation as a means of preventing school 
failure. Development and Psychopathology, 20(3), 899–911.  

Blom, E. H., Larsson, J.-O., Serlachius, E. & Ingvar, M. (2010). The differentia-
tion between depressive and anxious adolescent females and controls by 
behavioural self-rating scales. Journal of Affective Disorders, 122(3), 232–
240.  

Blunch, N. (2012). Introduction to structural equation modelling using IBM 
SPSS statistics and AMOS. London: Sage. 

Boat, T. F. & Wu, J. T. (2015). Mental disorders and disabilities among low-in-
come children (Eds.). Electronic: National Academies Press. The National 
Academies of Sciences 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 98 

Bohlin, G. & Hagekull, B. (2009). Socio-emotional development: From infancy 
to young adulthood. Scandinavian Journal of Psychology, 50(6), 592–
601.  

Bondestam, M., Hansson, L., Kadesjö, B. & Zetterquist, S. (2013). Utvecklings-
områden för mödra- och barnhälsovård samt elevhälsa. Retrieved from 
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&
ved=2ahUKEwjwztjS7YDfAhXo-
posKHd0wB4IQFjAAegQICRAC&url=https%3A%2F%2Fkfsk.se%2Flaran-
deocharbetsliv%2Fwp-content%2Fuploads%2Fsi-
tes%2F8%2F2014%2F12%2FUtvecklingsomraden-for-modra-och-barn-
halsovard-samt-elevhalsa-%25E2%2580%2593-en-kartlaggning-av-pro-
fessionernas-onskemal-om-riktlinjer-eller-annan-vagled-
ning.pdf&usg=AOvVaw3Kf4DMNoEMxz0TLoLnPmZY 

Borg, A. M., Kaukonen, P., Salmelin, R., Joukamaa, M. & Tamminen, T. (2012). 
Reliability of the Strengths and Difficulties Questionnaire among Finnish 
4–9-year-old children. Nordic Journal of Psychiatry, 66(6), 403-413 

Borg, A. M., Kaukonen, P., Joukamaa, M. & Tamminen, T. (2014). Finnish 
norms for young children on the Strengths and Difficulties Questionnaire. 
Nordic Journal of Psychiatry, 68(7), 433-442. 

Bornstein, M. & Sameroff, A. (2009). The transactional model of development: 
How children and contexts shape each other. Washington, DC American 
Psychological Association. 

Bowlby, J. (2012). A secure base. London: Routledge. 
Bowlby, J., Ainsworth, M. D. S. & Fry, M. (1965). Child care and the growth of 

love (Vol. 1973). Harmondsworth: Penguin Books. 
Bremberg, S. (2001). Hur kan förskolan förbättra barns psykiska hälsa, en 

kunskapsöversikt. Stockholm: Folkhälsoinstitutet. 
Bremberg, S. & Dalman, C. (2015). Begrepp, mätmetoder och förekomst av psy-

kisk hälsa, psykisk ohälsa och psykiatriska tillstånd: en kunskapsöver-
sikt. Stockholm: Forte. 

Bretherton, I., & Munholland, K. A. (2008). Internal working models in attach-
ment relationships: Elaborating a central construct in attachment theory. 
In J. Cassidy & P. R. Shaver (Eds.), Handbook of attachment: Theory, re-
search, and clinical applications (pp. 102–127). New York, NY: Guilford 
Press. 

Broberg, A., Almqvist, K., Risholm Mothander, P. & Tjus, T. (2015). Klinisk 
barnpsykologi: utveckling på avvägar. Stockholm: Natur & kultur. 

Brody, L. R. (1985). Gender differences in emotional development: A review of 
theories and research. Journal of Personality, 53(2), 102–149.  

Bronfenbrenner, U. (1979). The ecology of human development: Experiments 
by design and nature. Cambridge, MA: Harvard University Press. 

Bronfenbrenner, U. (1999). Environments in developmental perspective: Theo-
retical and operational models. In S. L. Friedman & T. D. Wachs (Eds.), 



     References 
 

 99 

Measuring environment across the life span: Emerging methods and con-
cepts (pp. 3–28). Washington, DC: American Psychological Association. 

Bronfenbrenner, U. (2005). Making human beings human: Bioecological per-
spectives on human development. Thousand Oaks, CA: Sage. 

Bronfenbrenner, U. & Ceci, S. J. (1994). Nature-nuture reconceptualized in de-
velopmental perspective: A bioecological model. Psychological Review, 
101(4), 568.  

Bronfenbrenner, U. & Evans, G. W. (2000). Developmental science in the 21st 
century: Emerging questions, theoretical models, research designs and 
empirical findings. Social Development, 9(1), 115–125.  

Bronfenbrenner, U. & Morris, P. A. (1998). The ecology of developmental pro-
cesses. In: Damon, W./Lerner, R.M. Handbook of Child Psychology: Vol. 
1: Theoretical Models of Human Development. New York: Wiley. 

Bronfenbrenner, U. & Morris, P. A. (2006). The bioecological model of human 
development. In W. Damon, R. M. Lerner, K. A. Renninger, & I. E. Sigel 
(Eds.), Handbook of child psychology. Vol 4, Child psychology in practice 
(6 ed.). Hoboken, NJ: Wiley. 

Bruner, J. S. (1975). The ontogenesis of speech acts. Journal of Child Language, 
2(1), 1–19.  

Buhs, E. S., Ladd, G. W. & Herald, S. L. (2006). Peer exclusion and victimiza-
tion: Processes that mediate the relation between peer group rejection and 
children’s classroom engagement and achievement? Journal of Educa-
tional Psychology, 98(1), 1.  

Bulotsky-Shearer, R. J. & Fantuzzo, J. W. (2011). Preschool behavior problems 
in classroom learning situations and literacy outcomes in kindergarten and 
first grade. Early Childhood Research Quarterly, 26(1), 61–73.  

Burke, J. D., Loeber, R., Lahey, B. B. & Rathouz, P. J. (2005). Developmental 
transitions among affective and behavioral disorders in adolescent boys. 
Journal of Child Psychology and Psychiatry, 46(11), 1200–1210.  

Burns, G. L. & Walsh, J. A. (2002). The influence of ADHD–hyperactivity/im-
pulsivity symptoms on the development of oppositional defiant disorder 
symptoms in a 2-year longitudinal study. Journal of Abnormal Child Psy-
chology, 30(3), 245–256.  

Byrne, B. M. (2013). Structural equation modeling with AMOS: Basic concepts, 
applications, and programming. New York, NY: Routledge. 

Bölte, S., Mahdi, S., de Vries, P. J., Granlund, M., Robison, J. E., Shulman, C., . . 
. Selb, M. (2018a). The Gestalt of functioning in autism spectrum disorder: 
Results of the international conference to develop final consensus Interna-
tional Classification of Functioning, Disability and Health core sets. Au-
tism. doi: 10.1177/1362361318755522 

Bölte, S., Mahdi, S., Coghill, D., Gau, S. S., Granlund, M., Holtmann, M., . . . 
Selb, M. (2018b). Standardised assessment of functioning in ADHD: con-
sensus on the ICF Core Sets for ADHD. European Child and Adolescent 
Psychiatry, 27(10), 1261-1281. doi:10.1007/s00787-018-1119-y 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 100 

Cadima, J., Verschueren, K., Leal, T. & Guedes, C. (2016). Classroom interac-
tions, dyadic teacher–child relationships, and self-regulation in socially 
disadvantaged young children. Journal of Abnormal Child Psychology, 
44(1), 7–17.  

Caldwell, B. M., Wright, C. M., Honig, A. S. & Tannenbaum, J. (1970). Infant 
day care and attachment. American Journal of Orthopsychiatry, 40(3), 
397.  

Campbell, S. B. (1995). Behavior problems in preschool children: A review of re-
cent research. Journal of Child Psychology and Psychiatry, 36(1), 113–
149.  

Campbell, S. B., Shaw, D. S. & Gilliom, M. (2000). Early externalizing behavior 
problems: Toddlers and preschoolers at risk for later maladjustment. De-
velopment and Psychopathology, 12(3), 467–488.  

Campos, J. J., Walle, E. A., Dahl, A. & Main, A. (2011). Reconceptualizing emo-
tion regulation. Emotion Review, 3(1), 26–35.  

Carr, E. G., Levin, L., McConnachie, G., Carlson, J. I., Kemp, D. C. & Smith, C. 
E. (1994). Communication-based intervention for problem behavior: A 
user’s guide for producing positive change. Baltimore, MD: Paul H. 
Brookes Publishing. 

Carter, A. S., Garrity-Rokous, F. E., Chazan-Cohen, R., Little, C. & Briggs-
Gowan, M. J. (2001). Maternal depression and comorbidity: Predicting 
early parenting, attachment security, and toddler social-emotional prob-
lems and competencies. Journal of the American Academy of Child and 
Adolescent Psychiatry, 40(1), 18–26.  

Case-Smith, J. (1995). The relationships among sensorimotor components, fine 
motor skill, and functional performance in preschool children. American 
Journal of Occupational Therapy, 49(7), 645–652.  

Casey, A. M., McWilliam, R. & Sims, J. (2012). Contributions of incidental 
teaching, developmental quotient, and peer interactions to child engage-
ment. Infants & Young Children, 25(2), 122–135.  

Casey, B., Tottenham, N., Liston, C. & Durston, S. (2005). Imaging the develop-
ing brain: What have we learned about cognitive development? Trends in 
Cognitive Sciences, 9(3), 104–110.  

Caspi, A., Moffitt, T. E. & Newman, D. L. (1998). Behavioral observations at age 
3 years predict adult psychiatric disorders: Longitudinal. Annual Progress 
in Child Psychiatry and Child Development 1997, 319.  

Castro, S. & Pinto, A. I. (2013). Identification of core functioning features for as-
sessment and intervention in autism spectrum disorders. Disability and 
Rehabilitation, 35(2), 125–133.  

Cecil, C. A., McCrory, E. J., Barker, E. D., Guiney, J. & Viding, E. (2018). Char-
acterising youth with callous–unemotional traits and concurrent anxiety: 
evidence for a high-risk clinical group. European child & adolescent psy-
chiatry, 27, 885–898. doi.org/10.1007/s00787-017-1086-8	 



     References 
 

 101 

Cederblad, M., Dahlin, L., Hagnell, O. & Hansson, K. (1994). Salutogenic child-
hood factors reported by middle-aged individuals. European Archives of 
Psychiatry and Clinical Neuroscience, 244(1), 1–11.  

Champion, L., Goodall, G. & Rutter, M. (1995). Behaviour problems in child-
hood and stressors in early adult life. I: A 20-year follow-up of London 
school children. Psychological Medicine, 25(2), 231–246.  

Chen, Y.-C., Hwang-Gu, S.-L., Ni, H.-C., Liang, S. H.-Y., Lin, H.-Y., Lin, C.-F., . . 
. Gau, S. S.-F. (2017). Relationship between parenting stress and informant 
discrepancies on symptoms of ADHD/ODD and internalizing behaviors in 
preschool children. PLoS One, 12(10), e0183467. doi:10.1371/jour-
nal.pone.0183467 

Cicchetti, D. (2002). The impact of social experience on neurobiological sys-
tems: Illustration from a constructivist view of child maltreatment. Cogni-
tive Development, 17(3–4), 1407–1428.  

Cicchetti, D. & Rogosch, F. A. (1996). Equifinality and multifinality in develop-
mental psychopathology. Development and Psychopathology, 8, 597–600.  

Conger, R. D. & Donnellan, M. B. (2007). An interactionist perspective on the 
socioeconomic context of human development. Annual Review of Psychol-
ogy, 58, 175–199.  

Coolahan, K., Fantuzzo, J., Mendez, J. & McDermott, P. (2000). Preschool peer 
interactions and readiness to learn: Relationships between classroom peer 
play and learning behaviors and conduct. Journal of Educational Psychol-
ogy, 92(3), 458.  

Coplan, R. J. & Prakash, K. (2003). Spending time with teacher: Characteristics 
of preschoolers who frequently elicit versus initiate interactions with 
teachers. Early Childhood Research Quarterly, 18(1), 143–158.  

Coplan, R. J., Wichmann, C., Lagace-Seguin, D. G., Rachlis, L. M. & McVey, M. 
K. (1999). The “degree” of instructor education and child outcomes in jun-
ior kindergarten: A comparison of certificated teachers and early child-
hood educators. Journal of Research in Childhood Education, 14(1), 78–
90.  

Costello, E. J., Egger, H. & Angold, A. (2005). 10-year research update review: 
The epidemiology of child and adolescent psychiatric disorders: I. Methods 
and public health burden. Journal of the American Academy of Child and 
Adolescent Psychiatry, 44(10), 972–986.  

Costello, E. J., Mustillo, S., Erkanli, A., Keeler, G. & Angold, A. (2003). Preva-
lence and development of psychiatric disorders in childhood and adoles-
cence. Archives of General Psychiatry, 60(8), 837–844.  

Craik, K. J. W. (1967). The nature of explanation (Vol. 445). Cambridge: Cam-
bridge University Press Archive. 

Croft, S., Stride, C., Maughan, B. & Rowe, R. (2015). Validity of the Strengths 
and Difficulties Questionnaire in preschool-aged children. Pediatrics, 
135(5), e1210–e1219. doi:10.1542/peds.2014-2920 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 102 

Côté, S., Vaillancourt, T., LeBlanc, J. C., Nagin, D. S. & Tremblay, R. E. (2006). 
The development of physical aggression from toddlerhood to pre-adoles-
cence: A nation wide longitudinal study of Canadian children. Journal of 
Abnormal Child Psychology, 34(1), 68–82.  

Dahlgren, S., Sandberg, A. D. & Hjelmquist, E. (2003). The non-specificity of 
theory of mind deficits: Evidence from children with communicative disa-
bilities. European Journal of Cognitive Psychology, 15(1), 129–155.  

Daley, D., Jones, K., Hutchings, J. & Thompson, M. (2009). Attention deficit hy-
peractivity disorder in pre-school children: Current findings, recom-
mended interventions and future directions. Child: Care, Health and De-
velopment, 35(6), 754–766.  

DeBar, L. L., Lynch, F., Powell, J. & Gale, J. (2003). Use of psychotropic agents 
in preschool children: Associated symptoms, diagnoses, and health care 
services in a health maintenance organization. Archives of Pediatrics & 
Adolescent Medicine, 157(2), 150–157.  

Desimone, L. M. & Long, D. (2010). Teacher effects and the achievement gap: 
Do teacher and teaching quality influence the achievement gap between 
Black and White and high-and low-SES students in the early grades. 
Teachers College Record, 112(12), 3024–3073.  

Devescovi, R., Monasta, L., Mancini, A., Bin, M., Vellante, Carrozzi, M. & Co-
lombi, C. (2016). Early diagnosis and Early Start Denver Model interven-
tion in autism spectrum disorders delivered in an Italian public health sys-
tem service. Neuropsychiatric Disease and Treatment, 12, 1379–1384. 
doi:10.2147/NDT.S106850 

Diamantopoulou, S., Verhulst, F. C. & Van der Ende, J. (2011). The parallel de-
velopment of ODD and CD symptoms from early childhood to adolescence. 
European Child & Adolescent Psychiatry, 20(6), 301–309.  

Disabkids Group. (2018, 01/01/2012). Disabkids Smileys. Retrieved from 
https://www.disabkids.org/questionnaire/disabkids-core-instru-
ments/disabkids-smileys/ 

Dodge, K. A., Bierman, K. L., Coie, J. D., Greenberg, M. T., Lochman, J. E., 
McMahon, R. J., . . . Group, C. P. P. R. (2014). Impact of early intervention 
on psychopathology, crime, and well-being at age 25. American Journal of 
Psychiatry, 172(1), 59–70.  

Dodge, K. A., Lansford, J. E., Burks, V. S., Bates, J. E., Pettit, G. S., Fontaine, R. 
& Price, J. M. (2003). Peer rejection and social information-processing fac-
tors in the development of aggressive behavior problems in children. Child 
Development, 74(2), 374–393.  

Drange, N. & Havnes, T. (2015). Child care before age two and the development 
of language and numeracy: Evidence from a lottery. Retrieved from 
https://www.ssb.no/en/forskning/discussion-papers/_attach-
ment/227634  

Dretzke, J., Frew, E., Davenport, C., Barlow, J., Stewart-Brown, S., Sandercock, 
J., . . . Taylor, R. (2005). The effectiveness and cost-effectiveness of parent 
training/education programmes for the treatment of conduct disorder, 



     References 
 

 103 

including oppositional defiant disorder, in children. In: NIHR Health 
Technology Assessment programme: Executive Summaries. Retrieved 
from https://www.ncbi.nlm.nih.gov/books/NBK62292/ 

Drugli, M. B. & Hjemdal, O. (2013). Factor structure of the student–teacher re-
lationship scale for Norwegian school-age children explored with confirm-
atory factor analysis. Scandinavian Journal of Educational Research, 
57(5), 457–466.  

Earls, F. (1982). Cultural and national differences in the epidemiology of behav-
ior problems of preschool children. Culture, Medicine and Psychiatry, 
6(1), 45–56.  

Early, D. M., Maxwell, K. L., Burchinal, M., Alva, S., Bender, R. H., Bryant, D., . . 
. Griffin, J. A. (2007). Teachers’ education, classroom quality, and young 
children’s academic skills: Results from seven studies of preschool pro-
grams. Child Development, 78(2), 558–580.  

Egger, H. L. & Angold, A. (2006). Common emotional and behavioral disorders 
in preschool children: Presentation, nosology, and epidemiology. Journal 
of Child Psychology and Psychiatry, 47(3–4), 313–337.  

Egger, H. L. & Emde, R. N. (2011). Developmentally sensitive diagnostic criteria 
for mental health disorders in early childhood: The diagnostic and statisti-
cal manual of mental disorders – IV, the research diagnostic criteria – pre-
school age, and the Diagnostic Classification of Mental Health and Devel-
opmental Disorders of Infancy and Early Childhood – Revised. American 
Psychologist, 66(2), 95.  

El-Radhi, A. S. (2015). Management of common behaviour and mental health 
problems. British Journal of Nursing, 24(11), 586–590.  

Ellingsen, K. (2011). Deriving developmental code sets from the International 
Classification of Functioning, Disability and Health, for Children and 
Youth (ICF-CY). University of North Carolina, Chapel Hill. 

Elvén, B. H. (2014). Beteendeproblem i skolan. Stockholm: Natur & Kultur. 
Emanuelsson, I., Persson, B. & Rosenqvist, J. (2001). Forskning inom det speci-

alpedagogiska området. En kunskapsöversikt. Skolverkets monografise-
rie. Kalmar: Lenanders Tryckeri AB  

Emde, R. N. & Wise, B. K. (2003). The cup is half full: Initial clinical trials of 
DC: 0–3 and a recommendation for revision. Infant Mental Health Jour-
nal: Official Publication of The World Association for Infant Mental 
Health, 24(4), 437–446.  

Engdahl, I. (2011). Toddlers as social actors in the Swedish preschool. Depart-
ment of Child and Youth Studies, Stockholm University.    

Erikson, E. H. (1977). Toys and reasons: Stages in the ritualization of experi-
ence. New York, NY: WW Norton & Company. 

Esping-Andersen, G., Garfinkel, I., Han, W.-J., Magnuson, K., Wagner, S. & 
Waldfogel, J. (2012). Child care and school performance in Denmark and 
the United States. Children and Youth Services Review, 34(3), 576–589.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 104 

European Commission. (2005). Green paper. Improving the mental health of 
the population: Towards a strategy on mental health for the European 
Union. Retrieved from https://ec.europa.eu/health/ph_determi-
nants/life_style/mental/green_paper/mental_gp_en.pdf 

Ezpeleta, L., Granero, R., de la Osa, N., Penelo, E. & Domènech, J. M. (2013). 
Psychometric properties of the Strengths and Difficulties Questionnaire 3–
4 in 3-year-old preschoolers. Comprehensive Psychiatry, 54(3), 282–291.  

Faraone, S. V., Biederman, J. & Mick, E. (2006). The age-dependent decline of 
attention deficit hyperactivity disorder: A meta-analysis of follow-up stud-
ies. Psychological Medicine, 36(2), 159–165. 
doi:10.1017/S003329170500471X 

Feinstein, L., Sabates, R., Anderson, T. M., Sorhaindo, A. & Hammond, C. 
(2006). What are the effects of education on health? Paper presented at 
the Paper presented at the Proceedings of the Copenhagen Symposium, 
Copenhagen. 

Ferm, U., Andersson, M., Broberg, M., Liljegren, T. & Thunberg, G. (2011). Par-
ents and course leaders’ experiences of the ComAlong augmentative and 
alternative communication early intervention course. Disability Studies 
Quarterly, 31(4). Retrieved from http://dsq-sds.org/arti-
cle/view/1718/1768 

Fischbein, S. & Österberg, O. (2003). Mötet med alla barn: ett specialpedago-
giskt perspektiv. Stockholm: Gothia. 

Folkman, S., Lazarus, R. S., Pimley, S. & Novacek, J. (1987). Age differences in 
stress and coping processes. Psychology and Aging, 2(2), 171.  

Fox, S. E., Levitt, P., & Nelson III, C. A. (2010). How the timing and quality of 
early experiences influence the development of brain architecture. Child 
Development, 81(1), 28–40.  

Fredricks, J. A., Blumenfeld, P. C. & Paris, A. H. (2004). School engagement: 
Potential of the concept, state of the evidence. Review of Educational Re-
search, 74(1), 59–109.  

Friedman, S. L. & Wachs, T. D. (1999). Measuring environment across the life 
span: Emerging Methods and Concepts. Washington: American Psycho-
logical Association. 

Friedman-Weieneth, J. L., Harvey, E. A., Youngwirth, S. D. & Goldstein, L. H. 
(2007). The relation between 3-year-old children’s skills and their hyper-
activity, inattention, and aggression. Journal of Educational Psychology, 
99(3), 671.  

Frønes, I. (1995). Among peers: On the meaning of peers in the process of so-
cialization. Oslo: Scandinavian University Press. 

Fuhs, M. W., Farran, D. C. & Nesbitt, K. T. (2013). Preschool classroom pro-
cesses as predictors of children’s cognitive self-regulation skills develop-
ment. School Psychology Quarterly, 28(4), 347.  

Furmark, C., Neander, K. (2018). Infants and young children's activities / team 
in Sweden – a survey (Späd- och småbarnsverksamheter/team i Sverige 



     References 
 

 105 

– en kartläggning). Retrieved from http://www.anhoriga.se/anhori-
gomraden/barn-som-anhoriga/spad-och-smabarnsverksamheterteam-i-
sverige-en-kartlaggning/ 

Furniss, T., Beyer, T. & Guggenmos, J. (2006). Prevalence of behavioural and 
emotional problems among six-years-old preschool children. Social Psy-
chiatry and Psychiatric Epidemiology, 41(5), 394–399.  

Futures, B. (2008). Guidelines for Health Supervision of Infants. Children, and 
Adolescents. Retrieved from https://brightfutures.aap.org/Bright%20Fu-
tures%20Documents/BF4_Introduction.pdf 

Futures, B. & American Academy of Pediatrics. (2008). Recommendations for 
preventive pediatric health care. Elk Grove, IL: American Academy of Pe-
diatrics.  

Fält, E., Sarkadi, A. & Fabian, H. (2017). Exploring nurses’, preschool teachers’ 
and parents’ perspectives on information sharing using SDQ in a Swedish 
setting: A qualitative study using grounded theory. PLoS One, 12(1), 
e0168388.  

Gadow, K. D. & Nolan, E. E. (2002). Differences between preschool children 
with ODD, ADHD, and ODD+ ADHD symptoms. Journal of Child Psy-
chology and Psychiatry, 43(2), 191–201.  

Gadow, K. D., Sprafkin, J. & Nolan, E. E. (2001). DSM-IV symptoms in commu-
nity and clinic preschool children. Journal of the American Academy of 
Child and Adolescent Psychiatry, 40(12), 1383–1392.  

Galéra, C., Côté, S. M., Bouvard, M. P., Pingault, J.-B., Melchior, M., Michel, G., 
. . . Tremblay, R. E. (2011). Early risk factors for hyperactivity-impulsivity 
and inattention trajectories from age 17 months to 8 years. Archives of 
General Psychiatry, 68(12), 1267–1275.  

Gardner, F. & Shaw, D. S. (2009). Behavioral problems of infancy and preschool 
children (0–5). In M. Rutter, D. Bishop, D. Pine, S. Scott, J. Stevenson, E. 
Taylor, & A. Thapar (Eds.), Rutter’s child and adolescent psychiatry, fifth 
edition (5 ed., pp. 882–893). Malden, MA: Blackwell. 

Geary, D. C. (2005). The origin of mind: Evolution of brain, cognition, and 
general intelligence. Washington, DC: American Psychological Associa-
tion. 

Ghaderi, A., Kadesjö, C., Kadesjö, B. & Enebrink, P. (2014). Föräldrastödspro-
grammet Glädje och utmaningar. Retrieved from http://www.folkhals-
omyndigheten.se/documents/livsvillkor-levnadsvanor/barn-
unga/foraldrastod/Forskarrapport-Angered-2014.pdf 

Gillberg, C. (2010). The ESSENCE in child psychiatry: Early Symptomatic Syn-
dromes Eliciting Neurodevelopmental Clinical Examinations. Research in 
Developmental Disabilities, 31(6), 1543–1551. 
doi:10.1016/j.ridd.2010.06.002 

Gillberg, C. (2018). Essence: om autism, adhd och andra utvecklingsavvikelser. 
Stockholm: Natur & Kultur. 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 106 

Gillberg, C., Gillberg, I. C., Rasmussen, P., Kadesjö, B., Söderström, H., Råstam, 
M., . . . Niklasson, L. (2004). Co–existing disorders in ADHD: Implications 
for diagnosis and intervention. European Child & Adolescent Psychiatry, 
13(1), 80–92.  

Goldberg, S. (1997). Attachment and childhood behavior problems in normal, 
at-risk and clinical samples. In I. L. A. K. J. Zucker (Ed.), Attachment and 
Psychopathology (pp. 171–195). New York, NY: Guilford Press. 

Goodman, R. (1997). The Strengths and Difficulties Questionnaire: A research 
note. Journal of Child Psychology and Psychiatry, 38(5), 581–586.  

Goodman, R. (2016, 01/09/2016). SDQ Information. Retrieved from 
http://www.sdqinfo.org 

Goodman, R., Ford, T., Simmons, H., Gatward, R. & Meltzer, H. (2000). Using 
the Strengths and Difficulties Questionnaire (SDQ) to screen for child psy-
chiatric disorders in a community sample. The British Journal of Psychia-
try, 177, 534–539.  

Goswami, U. & Bryant, P. (2007). Children’s cognitive development and learn-
ing (Primary Review Research Survey 2/1a). Cambridge: University of 
Cambridge, Faculty of Education. 

Granlund, M., Almqvist, L., Gustafsson, P., Gustafsson, B. M., Golsäter, M., Ma-
rie, P. & Sjöman, M. (2016). Slutrapport Tidig upptäckt – tidiga insatser 
(TUTI). Stockholm: National Board of Health  and Welfare. 

Granlund, M. & Olsson, C. (1998). Familjen och habiliteringen. Stockholm: Ala. 
Grossman, A. W., Churchill, J. D., McKinney, B. C., Kodish, I. M., Otte, S. L. & 

Greenough, W. T. (2003). Experience effects on brain development: Possi-
ble contributions to psychopathology. Journal of Child Psychology and 
Psychiatry, 44(1), 33–63.  

Guerin, D. W., Gottfried, A. W. & Thomas, C. W. (1997). Difficult temperament 
and behaviour problems: A longitudinal study from 1.5 to 12 years. Inter-
national Journal of Behavioral Development, 21(1), 71–90.  

Gunnar, M. R., Kryzer, E., Van Ryzin, M. J. & Phillips, D. A. (2010). The rise in 
cortisol in family day care: Associations with aspects of care quality, child 
behavior, and child sex. Child Development, 81(3), 851–869.  

Gunnar, M. R., Talge, N. M. & Herrera, A. (2009). Stressor paradigms in devel-
opmental studies: What does and does not work to produce mean in-
creases in salivary cortisol. Psychoneuroendocrinology, 34(7), 953–
doi.org/10.1016/j.psyneuen.2009.02.010 

Gupta, N. D. & Simonsen, M. (2012). The effects of type of non-parental child 
care on pre-teen skills and risky behavior. Economics Letters, 116(3), 622–
625.  

Gupta, N. D. & Simonsen, M. (2016). Academic performance and type of early 
childhood care. Economics of Education Review, 53, 217–229.  

Gustafsson, J.-E., Allodi Westling, M., Åkerman, A., Eriksson, C., Eriksson, L., 
Fischbein, S., . . . Ogden, T. (2010). School, learning and mental health: A 
systematic review. Stockholm: Kungl. Vetenskapsakademien. 



     References 
 

 107 

Gustafsson, P. & Hansson, L. (2013). Discovering mental illness. Retrieved from 
http://www.socialstyrelsen.se/publikationer2013/2013-1-8 

Hagquist, C. (2007). The psychometric properties of the self-reported SDQ: An 
analysis of Swedish data based on the Rasch model. Personality and Indi-
vidual Differences, 43, 1289–1301. doi:10.1016/j.paid.2007.03.022 

Hagström, B. (2010). Kompletterande anknytningsperson på förskola: Malmö 
högskola, Lärarutbildningen. 

Harter, S. (2015). The construction of the self: Developmental and sociocultural 
foundations. New York: Guilford Publications. 

Harvey, E. A., Breaux, R. P. & Lugo-Candelas, C. I. (2016). Early development of 
comorbidity between symptoms of attention-deficit/hyperactivity disorder 
(ADHD) and oppositional defiant disorder (ODD). Journal of Abnormal 
Psychology, 125(2), 154.  

Hatakenaka, Y. & Hirano, S. (2015). Training health professionals engaging in 
18-month checkup for early detection and early intervention of autism 
spectrum disorder. Journal of Social Policy and Social Work, 19, 45–57.  

Havnes, T. & Mogstad, M. (2015). Is universal child care leveling the playing 
field? Journal of Public Economics, 127, 100–114.  

He, J.-P., Burstein, M., Schmitz, A. & Merikangas, K. R. (2013). The Strengths 
and Difficulties Questionnaire (SDQ): The factor structure and scale vali-
dation in US adolescents. Journal of Abnormal Child Psychology, 41(4), 
583–595.  

Hebbeler, K. & Rooney, R. (2009). Accountability for services for young chil-
dren with disabilities and the assessment of meaningful outcomes: The 
role of the speech-language pathologist. Language, Speech, and Hearing 
Services in Schools, 40(4), 446–456.  

Heckman, J. J. (2006). Skill formation and the economics of investing in disad-
vantaged children. Science, 312(5782), 1900–1902.  

Heckman, J. J. (2012). The developmental origins of health. Health Economics, 
21(1), 24–29.  

Heiervang, E., Goodman, A. & Goodman, R. (2008). The Nordic advantage in 
child mental health: Separating health differences from reporting style in a 
cross-cultural comparison of psychopathology. Journal of Child Psycho-
logy and Psychiatry, 49(6), 678–685.  

Hejlskov Elvén, B. (2009). Problemskapande beteende vid utvecklingsmässiga 
funktionshinder. Lund: Studentlitteratur. 

Hensch, T. K. (2004). Critical period regulation. Annual Review of Neurosci-
ence, 27, 549–579.  

Hinshaw, S. P. & Melnick, S. M. (1995). Peer relationships in boys with atten-
tion-deficit hyperactivity disorder with and without comorbid aggression. 
Development and Psychopathology, 7(4), 627–647.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 108 

Holland ML, Malmberg J, Peacock GG. (2017) Emotional and Behavioral Prob-
lems of Young Children: Effective Interventions in the Preschool and Kin-
dergarten Years, 2nd Ed. New York, NY: Guilford Press. 

Hoffman, K. T., Marvin, R. S., Cooper, G. & Powell, B. (2006). Changing tod-
dlers’ and preschoolers’ attachment classifications: The Circle of Security 
intervention. Journal of Consulting and Clinical Psychology, 74(6), 1017.  

Hofstra, M. B., Van Der Ende, J. & Verhulst, F. C. (2002). Child and adolescent 
problems predict DSM-IV disorders in adulthood: A 14-year follow-up of a 
Dutch epidemiological sample. Journal of the American Academy of Child 
& Adolescent Psychiatry, 41(2), 182–189.  

Howes, C. (2009). Friendship in early childhood. New York, NY: The Guilford 
Press. 

Howes, C. & Ritchie, S. (2002). A matter of trust: Connecting teachers and 
learners in the early childhood classroom (Vol. 84). New York: Teachers 
College Press. 

Howes, C., Sanders, K. & Lee, L. (2008). Entering a new peer group in ethnically 
and linguistically diverse childcare classrooms. Social Development, 17(4), 
922–940.  

Hoza, B. (2007). Peer functioning in children with ADHD. Journal of Pediatric 
Psychology, 32(6), 655–663.  

Hu, L. & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance struc-
ture analysis: Conventional criteria versus new alternatives. Structural 
Equation Modeling: a multidisciplinary journal, 6(1), 1-55.  

Hughes, K., Bullock, A. & Coplan, R. J. (2014). A person-centred analysis of 
teacher–child relationships in early childhood. British Journal of Educa-
tional Psychology, 84(2), 253–267.  

Huijbregts, S. C., Séguin, J. R., Zoccolillo, M., Boivin, M. & Tremblay, R. E. 
(2007). Associations of maternal prenatal smoking with early childhood 
physical aggression, hyperactivity-impulsivity, and their co-occurrence. 
Journal of Abnormal Child Psychology, 35(2), 203–215.  

Höök, B. & Cederblad, M. (2008). Child Behavior Check List for preschoolers 
(ASEBA). (Prövning av CBCL för förskolebarn). Rapport nr.4. Enheten för 
barn- och ungdomspsykiatri. Retrieved from http://www.clin-
sci.umu.se/enheter/psychild/forskning/egna-rapporter/  

Ialongo, N., Poduska, J., Werthamer, L. & Kellam, S. (2001). The distal impact 
of two first-grade preventive interventions on conduct problems and disor-
der in early adolescence. Journal of Emotional and Behavioral Disorders, 
9(3), 146–160.  

Ialongo, N. S., Werthamer, L., Kellam, S. G., Brown, C. H., Wang, S. & Lin, Y. 
(1999). Proximal impact of two first-grade preventive interventions on the 
early risk behaviors for later substance abuse, depression, and antisocial 
behavior. American Journal of Community Psychology, 27(5), 599–641.  



     References 
 

 109 

Irwin, L. (2007). Early child development: A powerful equalizer. Final report 
for the World Health Organization’s Commission on the social determi-
nants of health. Retrieved from http://www. who. int/social_determi-
nants/resources/ecd_kn_report_07_2007. pdf.  

Izard, C. E. (2009). Emotion theory and research: Highlights, unanswered ques-
tions, and emerging issues. Annual Review of Psychology, 60, 1–25.  

Jackson DL., Gillaspy JA. & Purch-Stephenson R. (2009) Reporting practices in 
confirmatory factor analysis: an overview and some recommendations. 
Psychological Methods, 14(1): 6-23. 

James, M. & Pollard, A. (2008). Primary Review Research Survey: 2/4 Learn-
ing and teaching in primary schools: Insights from TLRP. Cambridge: 
Cambridge University Press.  

Jensen, B., Jensen, P. & Rasmussen, A. W. (2015). Does professional develop-
ment of preschool teachers improve child socio-emotional outcomes? Re-
trieved from http://hdl.handle.net/10419/110683 

Johnson, M. H., Halit, H., Grice, S. J. & Karmiloff-Smith, A. (2002). Neuroim-
aging of typical and atypical development: A perspective from multiple lev-
els of analysis. Development and Psychopathology, 14(3), 521–536.  

Jones, D., Godwin, J., Dodge, K. A., Bierman, K. L., Coie, J. D., Greenberg, M. 
T., . . . Pinderhughes, E. E. (2010). Impact of the fast track prevention pro-
gram on health services use by conduct-problem youth. Pediatrics, 125(1), 
e130–e136.  

Kagan, J. (2007). What is emotion? History, measures, and meanings. New 
Haven, CT: Yale University Press. 

Kagan, J., Reznick, J. S. & Snidman, N. (1988). Biological bases of childhood 
shyness. Science, 240(4849), 167–171.  

Kagan, J. & Snidman, N. (2009). The long shadow of temperament. London: 
Harvard University Press. 

Karabekiroglu, K., Briggs-Gowan, M. J., Carter, A. S., Rodopman-Arman, A. & 
Akbas, S. (2010). The clinical validity and reliability of the Brief Infant-
Toddler Social and Emotional Assessment (BITSEA). Infant Behavior & 
Development, 33(4), 503–509. doi:10.1016/j.infbeh.2010.07.001 

Karmiloff Smith, A. (2007). Atypical epigenesis. Developmental Science, 10(1), 
84–88.  

Kazdin, A. E. (2008). Evidence-based treatments and delivery of psychological 
services: Shifting our emphases to increase impact. Psychological Ser-
vices, 5(3), 201. 

Keenan, K., Shaw, D. S., Walsh, B., Delliquadri, E. & Giovannelli, J. (1997). 
DSM-III-R disorders in preschool children from low-income families. 
Journal of American Academy of Child & Adolescent Psychiatry, 36(5), 
620–627.  

Kendall, S. & Bloomfield, L. (2005). Developing and validating a tool to measure 
parenting self-efficacy. Journal of Advanced Nursing, 51, 174–181 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 110 

Kendler, K. S., Gatz, M., Gardner, C. O., & Pederson, N. L. (2006). Personality 
and major depression. Archives of General Psychiatry, 63, 1113–1120. 

Kerner auch Koerner J, Gust N & Petermann F. (2018) Developing ADHD in 
preschool: Testing the dual pathway model of temperament. Applied Neu-
ropsychology: Child, 7(4):366-373. doi:10.1080/21622965.2017.1347509. 

Kielhofner, G. (2009). Conceptual foundations of occupational therapy prac-
tice. Philadelphia, PA: FA Davis. 

Kieling, C., Baker-Henningham, H., Belfer, M., Conti, G., Ertem, I., Omigbodun, 
O., . . . Rahman, A. (2011). Child and adolescent mental health worldwide: 
Evidence for action. The Lancet, 378(9801), 1515–1525.  

Kjellmer, L., Hedvall, Å., Fernell, E., Gillberg, C. & Norrelgen, F. (2012). Lan-
guage and communication skills in preschool children with autism spec-
trum disorders: Contribution of cognition, severity of autism symptoms, 
and adaptive functioning to the variability. Research in Developmental 
Disabilities, 33(1), 172–180.  

Klein, A. M., Otto, Y., Fuchs, S., Zenger, M. & von Klitzing, K. (2013). Psycho-
metric properties of the parent-rated SDQ in preschoolers. European 
Journal of Psychological Assessment, 29(2), 96–104. doi:10.1027/1015-
5759/a000129 

Kling, Å., Forster, M., Sundell, K. & Melin, L. (2010). A randomized controlled 
effectiveness trial of parent management training with varying degrees of 
therapist support. Behavior Therapy, 41(4), 530-542. 

Kopp, S., Kelly, K. B. & Gillberg, C. (2010). Girls with social and/or attention 
deficits: A descriptive study of 100 clinic attenders. Journal of Attention 
Disorders, 14(2), 167–181.  

Korja, R., Savonlahti, E., Ahlqvist-Björkroth, S., Stolt, S., Haataja, L., 
Lapinleimu, H., . . . Group, P. S. (2008). Maternal depression is associated 
with mother–infant interaction in preterm infants. Acta Paediatrica, 
97(6), 724–730.  

Korucu, I., Selcuk, B. & Harma, M. (2017). Self-regulation: Relations with theory 
of mind and social behaviour. Infant and Child Development, 26(3), 
e1988.  

Krull, K. R. (2016). Attention deficit hyperactivity disorder in children and ad-
olescents: Clinical features and diagnosis. Retrieved from 
https://www.uptodate.com/contents/attention-deficit-hyperactivity-dis-
order-in-children-and-adolescents-clinical-features-and-diagnosis  

Kuczynski, L. & Parkin, M. (2009). Pursuing a dialectical perspective on trans-
action: A social relational theory of micro family processes. In A. Sameroff 
(Ed.), The transactional model of development: How children and con-
texts shape each other (pp. 247–268). Washington, DC: American Psycho-
logical Association. 

Lahey, B. B., Pelham, W. E., Loney, J., Lee, S. S. & Willcutt, E. (2005). Instabil-
ity of the DSM-IV subtypes of ADHD from preschool through elementary 
school. Archives of General Psychiatry, 62(8), 896–902.  



     References 
 

 111 

Lamb, M. E., Sternberg, K. J. & Prodromidis, M. (1992). Nonmaternal care and 
the security of infant-mother attachment: A reanalysis of the data. Infant 
Behavior and Development, 15(1), 71–83.  

Lamborn, S. D., Mounts, N. S., Steinberg, L. & Dornbusch, S. M. (1991). Patterns 
of competence and adjustment among adolescents from authoritative, au-
thoritarian, indulgent, and neglectful families. Child Development, 62(5), 
1049–1065.  

Larsson, H., Anckarsater, H., Råstam, M., Chang, Z. & Lichtenstein, P. (2012). 
Childhood attention-deficit hyperactivity disorder as an extreme of a con-
tinuous trait: A quantitative genetic study of 8,500 twin pairs. Journal of 
Child Psychology and Psychiatry, 53(1), 73–80.  

Larsson, J. O., Aurelius, G., Nordberg, L., Rydelius, P. A. & Zetterström, R. 
(1994). Developmental screening at four years of age: Relation to home sit-
uation, perinatal stress, development and behaviour. Acta Paediatrica, 
83(1), 46–53.  

Lavigne, J. V., Arend, R., Rosenbaum, D., Binns, H. J., Christoffel, K. K. & Gib-
bons, R. D. (1998). Psychiatric disorders with onset in the preschool years: 
I. Stability of diagnoses. Journal of the American Academy of Child Ado-
lescent Psychiatry, 37(12), 1246–1254.  

Lavigne, J. V., Binns, H. J., Christoffel, K. K., Rosenbaum, D., Arend, R., Smith, 
K., . . . MCGuire, P. A. (1993). Behavioral and emotional problems among 
preschool children in pediatric primary care: Prevalence and pediatricians’ 
recognition. Pediatrics, 91(3), 649–655.  

Law, J., Rush, R., Anandan, C., Cox, M. & Wood, R. (2012). Predicting language 
change between 3 and 5 years and its implications for early identification. 
Pediatrics, 130(1), 132–137. doi:10.1542/peds.2011-1673 

Leach, P. (2017). Transforming infant wellbeing: Research, policy and practice 
for the first 1001 critical days. Abingdon, UK: Routledge. 

Leadbeater, B., Thompson, K. & Gruppuso, V. (2012). Co-occurring trajectories 
of symptoms of anxiety, depression, and oppositional defiance from ado-
lescence to young adulthood. Journal of Clinical Child & Adolescent Psy-
chology, 41(6), 719–730.  

Lewis, M. (2011). The origins and uses of self-awarenesss or the mental repre-
sentation of me. Consciousness and Cognition: An International Journal, 
20(1), 120–129. doi:10.1016/j.concog.2010.11.002 

Lewis, M. & Rudolph, K. D. (2014). Handbook of developmental psychopathol-
ogy. New York, NY: Springer. 

Lewis, M. D. (2005). Self-organizing individual differences in brain develop-
ment. Developmental Review, 25(3–4), 252–277.  

Lillvist, A. (2010). Observations of social competence of children in need of spe-
cial support based on traditional disability categories versus a functional 
approach. Early Child Development and Care, 180(9), 1129–1142.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 112 

Lillvist, A. & Granlund, M. (2010). Preschool children in need of special sup-
port: Prevalence of traditional disability categories and functional difficul-
ties. Acta Paediatrica, 99(1), 131–134. doi:10.1111/j.1651-
2227.2009.01494.x 

Lippard, C. N., La Paro, K. M., Rouse, H. L. & Crosby, D. A. (2017). A closer look 
at teacher–child relationships and classroom emotional context in pre-
school. Child & Youth Care Forum. doi:10.1007/s10566-017-9414-1 

Loye, D. (2002). The moral brain. Brain and Mind, 3(1), 133–150.  
Lundén, K. (2004). Att identifiera omsorgssvikt hos förskolebarn. Diss. Göte-

borg Universitet: Psykologiska institutionen. 
Luttropp, A. & Granlund, M. (2010). Interaction – it depends – a comparative 

study of interaction in preschools between children with intellectual disa-
bility and children with typical development. Scandinavian Journal of 
Disability Research, 12(3), 151–164.  

Lutz, K. (2009). Kategoriseringar av barn i förskoleåldern-styrning och admi-
nistrativa processer. Malmö: Lärarutbildningen, Malmö högskola. 

Madigan, S., Moran, G., Schuengel, C., Pederson, D. R. & Otten, R. (2007). Un-
resolved maternal attachment representations, disrupted maternal behav-
ior and disorganized attachment in infancy: Links to toddler behavior 
problems. Journal of Child Psychology and Psychiatry, 48(10), 1042–
1050.  

Maggi, E. F., Magalhães, L. C., Campos, A. F. & Bouzada, M. C. F. (2014). Pre-
term children have unfavorable motor, cognitive, and functional perfor-
mance when compared to term children of preschool age. Jornal de Pedi-
atria, 90(4), 377–383.  

Magnuson, K. A. & Waldfogel, J. (2005). Early childhood care and education: 
Effects on ethnic and racial gaps in school readiness. The Future of Chil-
dren, 15(1), 169–196.  

Malmberg, M., Rydell, A. M. & Smedje, H. (2003). Validity of the Swedish ver-
sion of the Strengths and Difficulties Questionnaire (SDQ-Swe). Nordic 
Journal of Psychiatry, 57(5), 357–363. doi:10.1080/08039480310002697 

Marklund, K., Andershed, A.-K., Kalland, M., Kouvonen, M., Ogden, T., Hjorth 
Oldrup, H., . . . Irgens, P. (2012). Nordens Barn-Tidiga insatser för famil-
jer. Stockholm: Nordens Välfärdscenter. 

Martin, C. L. & Ruble, D. N. (2010). Patterns of gender development. Annual 
Review of Psychology, 61, 353–381.  

Martin, E. E., Snow, M. S. & Sullivan, K. (2008). Patterns of relating between 
mothers and preschool-aged children using the Marschak Interaction 
Method Rating System. Early Child Development and Care, 178(3), 305–
314.  

Marvin, R., Cooper, G., Hoffman, K. & Powell, B. (2002). The Circle of Security 
project: Attachment-based intervention with caregiver-pre-school child 
dyads. Attachment & Human Development, 4(1), 107–124.  



     References 
 

 113 

McCrory, E., De Brito, S. A. & Viding, E. (2010). Research review: the neurobiol-
ogy and genetics of maltreatment and adversity. Journal of child psychol-
ogy and psychiatry, 51(10), 1079-1095. 

McCutchen, D., Abbott, R. D., Green, L. B., Beretvas, S. N., Cox, S., Potter, N. S., 
. . . Gray, A. L. (2002). Beginning literacy: Links among teacher 
knowledge, teacher practice, and student learning. Journal of Learning 
Disabilities, 35(1), 69–86.  

McKinney, C. & Renk, K. (2007). Emerging research and theory in the etiology 
of oppositional defiant disorder: Current concerns and future directions. 
International Journal of Behavioral Consultation and Therapy, 3(3), 349.  

McWilliam, R. A. (1991). Children’s engagement questionnaire. Chapel Hill, 
NC: Frank Porter Graham Child Development Center, University of North 
Carolina.  

McWilliam, R. A. & Bailey, D.B. (1992). Teaching infants and toddlers with disa-
bilities. In M. W. D. B. Bailey (Ed.), Promoting engagement and mastery 
(pp. 229-256). New York, NY: Merrill. 

Metcalfe, L. A., Harvey, E. A. & Laws, H. B. (2013). The longitudinal relation be-
tween academic/cognitive skills and externalizing behavior problems in 
preschool children. Journal of Educational Psychology, 105(3), 881.  

Meyer, G. & Lavin, M. A. (2005). Vigilance: The essence of nursing. Online 
Journal of Issues in Nursing, 10(3), 38–51.  

Mikton, C. & Butchart, A. (2009). Child maltreatment prevention: A systematic 
review of reviews. Bulletin of the World Health Organization, 87(5), 353–
361.  

Milich, R., Balentine, A. C. & Lynam, D. R. (2001). ADHD combined type and 
ADHD predominantly inattentive type are distinct and unrelated disor-
ders. Clinical Psychology: Science and Practice, 8(4), 463–488.  

Mohr-Jensen, C. & Steinhausen, H.-C. (2016). A meta-analysis and systematic 
review of the risks associated with childhood attention-deficit hyperactiv-
ity disorder on long-term outcome of arrests, convictions, and incarcera-
tions. Clinical Psychology Review, 48, 32–42. 
doi:https://doi.org/10.1016/j.cpr.2016.05.002 

Moll, H. & Tomasello, M. (2006). Level 1 perspective-taking at 24 months of 
age. British Journal of Developmental Psychology, 24(3), 603–613.  

Montie, J. E., Xiang, Z. & Schweinhart, L. J. (2006). Preschool experience in 10 
countries: Cognitive and language performance at age 7. Early Childhood 
Research Quarterly, 21(3), 313–331.  

Moreland, A. D. & Dumas, J. E. (2008). Categorical and dimensional ap-
proaches to the measurement of disruptive behavior in the preschool 
years: A meta-analysis. Clinical Psychology Review, 28(6), 1059–1070.  

Morgan, P. L., Staff, J., Hillemeier, M. M., Farkas, G. & Maczuga, S. (2013). Ra-
cial and ethnic disparities in ADHD diagnosis from kindergarten to eighth 
grade. Pediatrics, 132(1), 85–93.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 114 

Msall, M. E. & Tremont, M. R. (2002). Measuring functional outcomes after 
prematurity: Developmental impact of very low birth weight and extremely 
low birth weight status on childhood disability. Mental Retardation and 
Developmental Disabilities Research Reviews, 8(4), 258–272.  

Muennig, P., Schweinhart, L., Montie, J. & Neidell, M. (2009). Effects of a pre-
kindergarten educational intervention on adult health: 37-year follow-up 
results of a randomized controlled trial. American Journal of Public 
Health, 99(8), 1431–1437.  

Mullin, B. C. & Hinshaw, S. P. (2007). Emotion regulation and externalizing dis-
orders in children and Adolescents. In J. J. Gross (Ed.), Handbook of emo-
tion regulation (pp. 523–541). New York, NY: Guilford Press. 

Murray, J., Burgess, S., Zuccolo, L., Hickman, M., Gray, R. & Lewis, S. J. (2016). 
Moderate alcohol drinking in pregnancy increases risk for children’s per-
sistent conduct problems: Causal effects in a Mendelian randomisation 
study. Journal of Child Psychology and Psychiatry, 57(5), 575–584.  

National Board of Health and Welfare. (2008). Metoder som används för att fö-
rebygga psykisk ohälsa hos barn: En nationell inventering i kommuner 
och landsting. Retrieved from https://www.socialstyrelsen.se/publika-
tioner2008/2008-126-50 

National Board of Health and Welfare. (2012). Skolans betydelse för barns och 
ungas psykiska hälsa. Retrieved from https://www.socialstyrel-
sen.se/publikationer2012/2012-5-15 

National Board of Health and Welfare. (2014). Guidance for Child Health Care 
(Vägledning för barnhälsovården). Retrieved from https://www.so-
cialstyrelsen.se/publikationer2014/2014-4-5 

National Board of Health and Welfare. (2016). Vägledning för elevhälsan – re-
viderad version 2016. Retrieved from https://www.socialstyrel-
sen.se/publikationer2016/2016-11-4 

National Collaborating Centre for Mental Health (2013). Antisocial behaviour 
and conduct disorders in children and young people: Recognition, inter-
vention and management (Vol. 158). Leicester: Royal College of Psychia-
trists Publications. 

Nelson, K. (2007). Development of extended memory. Journal of Physiology-
Paris, 101(4–6), 223–229.  

NICE. (2009, March 2013). Antisocial personality disorder: Treatment, man-
agement and prevention. Retrieved from http://guid-
ance.nice.org.uk/CG77 

NICE. (2018). Antisocial behaviour and conduct disorders in children and 
young people: Recognition and management, Guidance and guidelines. 
Retrieved from https://www.nice.org.uk/guidance/cg158 

Nigg, J. T. (2000). On inhibition/disinhibition in developmental psychopathol-
ogy: Views from cognitive and personality psychology and a working inhi-
bition taxonomy. Psychological Bulletin, 126(2), 220.  



     References 
 

 115 

Nijmeijer, J. S., Minderaa, R. B., Buitelaar, J. K., Mulligan, A., Hartman, C. A. & 
Hoekstra, P. J. (2008). Attention-deficit/hyperactivity disorder and social 
dysfunctioning. Clinical Psychology Review, 28(4), 692–708.  

Nilholm, C., Almqvist, L., Göransson, K. & Lindqvist, G. (2013). Is it possible to 
get away from disability-based classifications in education? An empirical 
investigation of the Swedish system. Scandinavian Journal of Disability 
Research, 15(4), 379–391.  

Nock, M. K., Kazdin, A. E., Hiripi, E. & Kessler, R. C. (2007). Lifetime preva-
lence, correlates, and persistence of oppositional defiant disorder: Results 
from the National Comorbidity Survey Replication. Journal of Child Psy-
chology and Psychiatry, 48(7), 703–713.  

Nolan, E. E., Gadow, K. D. & Sprafkin, J. (2001). Teacher reports of DSM-IV 
ADHD, ODD, and CD symptoms in schoolchildren. Journal of American 
Academy of Child & Adolescent Psychiatry, 40(2), 241–249.  

Nordberg, L., Rydelius, P. A. & Zetterström, R. (1991). Psychomotor and mental 
development from birth to age of four years: Sex differences and their rela-
tion to home environment children in a new Stockholm suburb results 
from a longitudinal prospective study starting at the beginning of preg-
nancy. Acta Paediatrica, 80, 1–25.  

Nurmi, J.-E. (2012). Students’ characteristics and teacher–child relationships in 
instruction: A meta-analysis. Educational Research Review, 7(3), 177–197.  

Nygren, G., Sandberg, E., Gillstedt, F., Ekeroth, G., Arvidsson, T. & Gillberg, C. 
(2012). A new screening programme for autism in a general population of 
Swedish toddlers. Research in Developmental Disabilities, 33(4), 1200–
1210.  

Nylander, L., Holmqvist, M., Gustafson, L. & Gillberg, C. (2009). ADHD in adult 
psychiatry: Minimum rates and clinical presentation in general psychiatry 
outpatients. Nordic Journal of Psychiatry, 63(1), 64–71.  

Nærde, A., Ogden, T., Janson, H., & Zachrisson, H. D. (2014). Normative devel-
opment of physical aggression from 8 to 26 months. Developmental Psy-
chology, 50(6), 1710. 

O’Brien, M. & Daley, D. (2011). Self-help parenting interventions for childhood 
behaviour disorders: A review of the evidence. Child: Care, Health and 
Development, 37(5), 623–637.  

Odgers, C. L., Caspi, A., Broadbent, J. M., Dickson, N., Hancox, R. J., Harring-
ton, H., . . . Moffitt, T. E. (2007). Prediction of differential adult health 
burden by conduct problem subtypes in males. Archives of General Psy-
chiatry, 64(4), 476–484.  

OECD. (2013). Mental health and work: Sweden. Organisation for Economic 
Co-operation and Development. Paris: OECD. 

Ogundele, M. O. (2018). Behavioural and emotional disorders in childhood: A 
brief overview for paediatricians. World Journal of Clinical Pediatrics, 
7(1), 9.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 116 

Oldrup, H. & Vitus, K. (2011). Interventions for marginalised children aged 0 
to three and their parents, A systematic research review. Köpenhavn: 
SFI-Det Nationale Forskningscenter for Velfærd. 

Ortuño-Sierra, J., Fonseca-Pedrero, E., Aritio-Solana, R., Velasco, A. M., De 
Luis, E. C., Schumann, G., . . . Banaschewski, T. (2015). New evidence of 
factor structure and measurement invariance of the SDQ across five Euro-
pean nations. European Child & Adolescent Psychiatry, 24(12), 1523–
1534.  

Overton, W. F. (2006). Developmental psychology: Philosophy, concepts, and 
methodology. In: W. Damon & R. M. Lerner (Eds.), Handbook of child 
psychology (Vol. 1, pp. 107–188). Hoboken: Wiley. 

Owens, E. B. & Hinshaw, S. P. (2013). Perinatal problems and psychiatric 
comorbidity among children with ADHD. Journal of Clinical Child & Ado-
lescent Psychology, 42(6), 762–768.  

Parto, M. (2011). Problem solving, self-efficacy, and mental health in adoles-
cents: Assessing the mediating role of assertiveness. Procedia-Social and 
Behavioral Sciences, 30, 644–648.  

Pelham Jr, W. E., Wheeler, T. & Chronis, A. (1998). Empirically supported psy-
chosocial treatments for attention deficit hyperactivity disorder. Journal of 
Clinical Child Psychology, 27(2), 190-205.  

Petersen, S., Bergström, E., Cederblad, M., Ivarsson, A., Köhler, L., Rydell, A., . . 
. Hägglöf, B. (2010). Barns och ungdomars psykiska hälsa i Sverige. En 
systematisk litteraturöversikt med tonvikt på förändringar över tid. 
Stockholm: Kungl. Vetenskapsakademien, Hälsoutskottet.  

Petrenko, C. L. (2013). A review of intervention programs to prevent and treat 
behavioral problems in young children with developmental disabilities. 
Journal of Developmental and Physical Disabilities, 25(6), 651–679.  

Phillips, D. A. & Shonkoff, J. P. (2000). From neurons to neighborhoods: The 
science of early childhood development. Washington, DC: National Acade-
mies Press. 

Piaget, J., Henriques, G. & Ascher, E. (2013). Morphisms and categories: Com-
paring and transforming. New York, NY: Psychology Press. 

Piasta, S. B., Logan, J. A., Pelatti, C. Y., Capps, J. L. & Petrill, S. A. (2015). Pro-
fessional development for early childhood educators: Efforts to improve 
math and science learning opportunities in early childhood classrooms. 
Journal of Educational Psychology, 107(2), 407.  

Pierce-Jordan, S. & Lifter, K. (2005). Interaction of social and play behaviors in 
preschoolers with and without pervasive developmental disorder. Topics 
in Early Childhood Special Education, 25(1), 34–47.  

Ployhart, R. E. & Vandenberg, R. J. (2010). Longitudinal research: The theory, 
design, and analysis of change. Journal of Management, 36(1), 94–120.  

Posner, K. Melvin, G. A., Murray, D. W., Gugga, S. S., Fisher, P., Skrobala, A., . . 
. Ghuman, J. K. (2007). Clinical presentation of attention-deficit/hyperac-



     References 
 

 117 

tivity disorder in preschool children: The preschoolers with attention-defi-
cit/hyperactivity treatment study (PATS). Journal of Child and Adolescent 
Psychopharmacology, 17(5), 547–562.  

Prior, M., Bavin, E., Cini, E., Eadie, P. & Reilly, S. (2011). Relationships between 
language impairment, temperament, behavioural adjustment and mater-
nal factors in a community sample of preschool children. International 
Journal of Language & Communication Disorders, 46(4), 489-494. 
doi:10.1111/j.1460-6984.2011.00003.x 

Public Health Agency of Sweden. (2016). What is prevention? Retrieved from 
https://www.folkhalsomyndigheten.se/livsvillkor-levnadsvanor/alkohol-
narkotika-dopning-tobak-och-spel-andts/narkotika-och-halsofarliga-va-
ror/forebyggande-arbete/vad-ar-prevention/  

Public Health England. (2013, 05/02/18). NHS population screening explained.   
Retrieved from http://www.screening.nhs.uk/screening 

Rappley, M. D., Eneli, I. U., Mullan, P. B., Alvarez, F. J., Wang, J., Luo, Z. & 
Gardiner, J. C. (2002). Patterns of psychotropic medication use in very 
young children with attention-deficit hyperactivity disorder. Journal of 
Developmental & Behavioral Pediatrics, 23(1), 23–30.  

Raspa, M. J., McWilliam, R. & Maher Ridley, S. (2001). Child care quality and 
children’s engagement. Early Education and Development, 12(2), 209–
224.  

Ravens-Sieberer, U., Wille, D.-P. N., Erhart, M., Bettge, S., Wittchen, H.-U., 
Rothenberger, A., . . . Bullinger, M. (2008). Prevalence of mental health 
problems among children and adolescents in Germany: results of the 
BELLA study within the National Health Interview and Examination Sur-
vey. European Child & Adolescent Psychiatry, 17(1), 22–33.  

Reinke, W. M., Herman, K. C. & Newcomer, L. (2016). The Brief Student–
Teacher Classroom Interaction Observation Using Dynamic Indicators of 
Behaviors in the Classroom to Predict Outcomes and Inform Practice. As-
sessment for Effective Intervention. doi.org/10.1177/1534508416641605  

Rhee, S. H., Lahey, B. B. & Waldman, I. D. (2015). Comorbidity among dimen-
sions of childhood psychopathology: Converging evidence from behavior 
genetics. Child Development Perspectives, 9(1), 26–31.  

Rhodes, S. M., Park, J., Seth, S. & Coghill, D. R. (2012). A comprehensive inves-
tigation of memory impairment in attention deficit hyperactivity disorder 
and oppositional defiant disorder. Journal of Child Psychology and Psy-
chiatry, 53(2), 128–137.  

Rimm-Kaufman, S. E., Pianta, R. C. & Cox, M. J. (2000). Teachers’ judgments 
of problems in the transition to kindergarten. Early Childhood Research 
Quarterly, 15(2), 147–166.  

Robins, L. N. (1966). Deviant children grown up: A sociological and psychiat-
ric study of sociopathic personality. Baltimore, MD: Williams & Wilkins. 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 118 

Romano, E., Tremblay, R. E., Farhat, A. & Côté, S. (2006). Development and 
prediction of hyperactive symptoms from 2 to 7 years in a population-
based sample. Pediatrics, 117(6), 2101-2110.  

Rucklidge, J. J. (2010). Gender differences in attention-deficit/hyperactivity 
disorder. Psychiatric Clinics, 33(2), 357–373.  

Rutter, M. (1994). Family discord and conduct disorder: Cause, consequence, or 
correlate? Journal of Family Psychology, 8(2), 170.  

Rutter, M. (2003). Crucial paths from risk indicator to causal mechanism. In B. 
B. Lahey, T. E. Moffitt & A. Caspi (Eds.), Causes of conduct disorder and 
juvenile delinguency (pp. 3–24). New York, NJ: Guilford Press. 

Rutter, M. (2012). Resilience as a dynamic concept. Development and Psycho-
pathology, 24(2), 335–344.  

Rutter, M., Moffitt, T. E. & Caspi, A. (2006). Gene–environment interplay and 
psychopathology: Multiple varieties but real effects. Journal of Child Psy-
chology and Psychiatry, 47(3–4), 226–261.  

Sameroff, A. (2010). A unified theory of development: A dialectic integration of 
nature and nurture. Child Development, 81(1), 6–22.  

Sameroff, A. J., Seifer, R., Barocas, R., Zax, M. & Greenspan, S. (1987). Intelli-
gence quotient scores of 4-year-old children: Social-environmental risk 
factors. Journal of Pediatrics, 79(3), 343–350.  

Sammons, P., Elliot, K., Sylva, K., Melhuish, E., Siraj-Blatchford, I. & Taggart, B. 
(2004). The impact of pre-school on young children’s cognitive attain-
ments at entry to reception. British Educational Research Journal, 30, 
691–712.  

Samuelsson, I. P., Williams, P. & Sheridan, S. (2015). Stora barngrupper i för-
skolan relaterat till läroplanens intentioner. Tidsskrift for Nordisk barne-
hageforskning, 9.  

Sandberg, A., Lillvist, A., Eriksson, L., Björck-Åkesson, E. & Granlund, M. 
(2010). “Special support” in preschools in Sweden: Preschool staff’s defini-
tion of the construct. International Journal of Disability, Development 
and Education, 57(1), 43–57.  

Saudino, K. J. (2009). The development of temperament from a behavioral ge-
netics perspective. Advances in Child Development and Behavior, 37, 
201–231.  

Schweinhart, L. J. (2004). The High/Scope Perry Preschool study through age 
40: Summary, conclusions, and frequently asked questions. Retrieved 
from http://nieer.org/wp-content/uploads/2014/09/specialsum-
mary_rev2011_02_2.pdf 

Scott, S. (2007). Conduct disorders in children. 334(7595), 646. BMJ 
doi:10.1136/bmj.39161.370498.BE 

SFS: 2010:800. (2010). The Education Act (Skollagen) Retrieved from 
http://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-for-
fattningssamling/skollag-2010800_sfs-2010-800 



     References 
 

 119 

Sheridan, S., Williams, P., Sandberg, A. & Vuorinen, T. (2011). Preschool teach-
ing in Sweden: A profession in change. Educational Research, 53(4), 415–
437.  

Shiner, R. L. & Masten, A. S. (2012). Childhood personality as a harbinger of 
competence and resilience in adulthood. Development and Psychopathol-
ogy, 24(2), 507–528.  

Shonkoff, J., Levitt, P., Bunge, S., Cameron, J., Duncan, G., Fisher, P. & Fox, N. 
(2015). Supportive relationships and active skill-building strengthen the 
foundations of resilience. pdf. National Scientific Council on the Develop-
ing Child.  

Simeonsson, R., Carlsson, D., Huntington, G., McMillen, J. & Brent, L. (1999). 
Participation of students with disabilities: A national survey of participa-
tion in school activities. Chapel Hill: Frank Porter Graham Child Develop-
ment Center.  

Simeonsson, R. J. (2006). Defining and classifying disability in children. In , A. 
M. J. Field, M. Jette & L. Martin (Eds), Disability in America (pp. 67-86).  
Washington: National Academic Press.  

Sjöman, M., Granlund, M. & Almqvist, L. (2016). Interaction processes as a me-
diating factor between children’s externalized behaviour difficulties and 
engagement in preschool. Early Child Development and Care, 186(10), 
1649-1663. 

Skinner, E. A. & Belmont, M. J. (1993). Motivation in the classroom: Reciprocal 
effects of teacher behavior and student engagement across the school year. 
Journal of Educational Psychology, 85(4), 571.  

Skinner, E. A., Kindermann, T. A. & Furrer, C. J. (2009). A motivational per-
spective on engagement and disaffection: Conceptualization and assess-
ment of children’s behavioral and emotional participation in academic ac-
tivities in the classroom. Educational and Psychological Measurement, 
69(3), 493–525.  

Skinner, E. A. & Pitzer, J. R. (2012). Developmental dynamics of student en-
gagement, coping, and everyday resilience Handbook of research on stu-
dent engagement (pp. 21–44). Boston, MA: Springer. 

Skovgaard, A. M., Olsen, E. M., Christiansen, E., Houmann, T., Landorph, S., 
Jørgensen, T. & Group, C. S. (2008). Predictors (0–10 months) of psycho-
pathology at age 1½ years: A general population study in The Copenhagen 
Child Cohort CCC 2000. Journal of Child Psychology and Psychiatry, 
49(5), 553–562.  

Smedje, H., Broman, J. E., Hetta, J. & von Knorring, A. L. (1999). Psychometric 
properties of a Swedish version of the “Strengths and Difficulties Question-
naire”. European Child & Adolescent Psychiatry, 8(2), 63–70.  

Smeekens, S., Riksen-Walraven, J. M. & van Bakel, H. J. (2007). Multiple deter-
minants of externalizing behavior in 5-year-olds: A longitudinal model. 
Journal of Abnormal Child Psychology, 35(3), 347–361.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 120 

Sonuga-Barke, E. J., Auerbach, J., Campbell, S. B., Daley, D. & Thompson, M. 
(2005). Varieties of preschool hyperactivity: Multiple pathways from risk 
to disorder. Developmental Science, 8(2), 141–150.  

Sonuga-Barke, E. J., Lamparelli, M., Stevenson, J., Thompson, M. & Henry, A. 
(1994). Behaviour problems and pre-school intellectual attainment: The 
associations of hyperactivity and conduct problems. Journal of Child Psy-
chology and Psychiatry, 35(5), 949–960.  

SOU. (1998:31). Government report (Slutbetänkande), Barnpsykiatrikommit-
tén, Statens offentliga utredningar. Stockholm: Fritzes. 

Sourander, A., McGrath, P. J., Ristkari, T., Cunningham, C., Huttunen, J., Ling-
ley-Pottie, P., . . . Sinokki, A. (2016). Internet-assisted parent training in-
tervention for disruptive behavior in 4-year-old children: A randomized 
clinical trial. JAMA Psychiatry, 73(4), 378–387.  

Spira, E. G. & Fischel, J. E. (2005). The impact of preschool inattention, hyper-
activity, and impulsivity on social and academic development: A review. 
Journal of Child Psychology and Psychiatry, 46(7), 755–773.  

Spjut Jansson, B., Miniscalco, C., Westerlund, J., Kantzer, A.-K., Fernell, E. & 
Gillberg, C. (2016). Children who screen positive for autism at 2.5 years 
and receive early intervention: A prospective naturalistic 2-year outcome 
study. Neuropsychiatric Disease and Treatment, 12, 2255.  

Statistics Sweden. (2013, 2013). Children, parent and separations: Trends of 
the 21st century.  SCB Prognosinstitutet. Retrieved from 
www.scb.se/statistik/_publika-
tioner/be0701_2000a10_br_be51br1301.pdf 

Steiger, J. H. (2007). Understanding the limitations of global fit assessment in 
structural equation modeling. Personality and Individual differences, 
42(5), 893-898.  

Stone, L. L., Otten, R., Engels, R. C., Vermulst, A. A. & Janssens, J. M. (2010). 
Psychometric properties of the parent and teacher versions of the 
strengths and difficulties questionnaire for 4-to 12-year-olds: A review. 
Clinical Child and Family Psychology Review, 13(3), 254–274.  

Stülb, K., Messerli-Bürgy, N., Kakebeeke, T. H., Arhab, A., Zysset, A. E., Leeger-
Aschmann, C. S., . . . Jenni, O. G. (2018). Prevalence and predictors of be-
havioral problems in healthy Swiss preschool children over a one year pe-
riod. Child Psychiatry & Human Development, doi: 10.1007/s10578-018-
0849-x 

Sweden County Councils and Regions. (2018). National guidelines in child 
health care (Rikshandboken-BHV). Retrieved from 
http://www.rikshandboken-bhv.se 

Swedish National Agency for Education. (2017). Statistics. Retrieved from 
https://www.skolverket.se/skolutveckling/statistik/sok-statistik-om-for-
skola-skola-och-vuxenutbildning?sok=SokC&verkform=För-
skoleklass&omrade=Elever&lasar=2017/18 



     References 
 

 121 

Swedish National Agency for Education. (1998/2010). Curriculum for the Pre-
school Lpfö 98 Revised 2010. Retrieved from 
http://www.ibe.unesco.org/curricula/sweden/sw_ppfw_2010_eng.pdf  

Swedish National Agency for Education. (2010). Curriculum for the preschool 
chapter 8, § 3–7 and chapter 25, § 5. Stockholm: Skolverket. 

Swedish National Agency for Education. (2018a). Children and staff in pre-
school (Barn och personal i förskolan hösten 2017). Retrieved from 
https://www.skolverket.se/publikationer?id=3949 

Swedish National Agency for Education. (2018b). Compulsory Pre-school class. 
Retrieved from https://www.skolverket.se/regler-och-ansvar/ansvar-i-
skolfragor/obligatorisk-forskoleklass 

Sylva, K., Melhuish, E., Sammons, P., Siraj-Blatchford, I. & Taggart, B. (2010). 
Early childhood matters: Evidence from the effective pre-school and pri-
mary education project. Abingdon, UK: Routledge. 

Sylva, K., Melhuish, E., Sammons, P., Siraj-Blatchford, I. & Taggart, B. (2011). 
Pre-school quality and educational outcomes at age 11: Low quality has lit-
tle benefit. Journal of Early Childhood Research, 9(2), 109–124.  

Szatmari, P., Offord, D. R. & Boyle, M. H. (1989). Ontario Child Health Study: 
prevalence of attention deficit disorder with hyperactivity. Journal of Child 
Psychology and Psychiatry, 30(2), 219-223.  

Szczepaniak, D., McHenry, M. S., Nutakki, K., Bauer, N. S. & Downs, S. M. 
(2013). The prevalence of at-risk development in children 30 to 60 months 
old presenting with disruptive behaviors. Clinical Pediatrics, 52(10), 942–
949.  

Söderström, M., Boldemann, C., Sahlin, U., Mårtensson, F., Raustorp, A. & 
Blennow, M. (2013). The quality of the outdoor environment influences 
children’s health: A cross-sectional study of preschools. Acta Paediatrica, 
102(1), 83–91. doi:10.1111/apa.12047 

Taylor, E., Chadwick, O., Heptinstall, E. & Danckaerts, M. (1996). Hyperactivity 
and conduct problems as risk factors for adolescent development. Journal 
of the American Academy of Child & Adolescent Psychiatry, 35(9), 1213–
1226.  

Taylor, H. G. & Alden, J. (1997). Age-related differences in outcomes following 
childhood brain insults: An introduction and overview. Journal of the In-
ternational Neuropsychological Society, 3(6), 555–567.  

The Swedish Association to promote Family Centres. (2014). What’s the defini-
tion of a Swedish Family Centre. Retrieved from http://familjecen-
traler.se/wp-content/uploads/2014/11/Brochure-Family-Centre-
Familjecentral.pdf 

Thomas, A. & Chess, S. (1977). Temperament and development. Oxford, UK: 
Brunner/Mazel. 

Thomas, R., Sanders, S., Doust, J., Beller, E. & Glasziou, P. (2015). Prevalence of 
attention-deficit/hyperactivity disorder: A systematic review and meta-
analysis. Pediatrics, 135(4), 994–1001. doi:10.1542/peds.2014-3482 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 122 

Thomas, S. A., Cotton, W., Pan, X. & Ratliff-Schaub, K. (2012). Comparison of 
systematic developmental surveillance with standardized developmental 
screening in primary care. Clinical Pediatrics, 51(2), 154–159.  

Timmons, B. W., LeBlanc, A. G., Carson, V., Connor Gorber, S., Dillman, C., 
Janssen, I., . . . Tremblay, M. S. (2012). Systematic review of physical activ-
ity and health in the early years (aged 0–4 years). Applied Physiology, Nu-
trition, and Metabolism, 37(4), 773-792.  

Trapolini, T., Ungerer, J. & McMahon, C. (2007). Maternal depression and chil-
dren’s attachment representations during the preschool years. British 
Journal of Developmental Psychology, 25(2), 247–261.  

Tremblay, R. E., Nagin, D. S., Séguin, J. R., Zoccolillo, M., Zelazo, P. D., Boivin, 
M., . . . Japel, C. (2004). Physical aggression during early childhood: Tra-
jectories and predictors. Pediatrics, 114(1), e43–e50.  

Tremblay, R. E. (2010). Developmental origins of disruptive behaviour prob-
lems: the ‘original sin’hypothesis, epigenetics and their consequences for 
prevention. Journal of Child Psychology and Psychiatry, 51(4), 341–367. 

Trevarthen, C. (1979). Communication and cooperation in early infancy: A de-
scription of primary intersubjectivity. In M. Bullowa (Ed.), Before speech: 
The beginning of interpersonal communication (pp. 530–571). Cam-
bridge, UK: Cambridge University Press. 

Tudge, J. R., Payir, A., Merçon-Vargas, E., Cao, H., Liang, Y., Li, J. & O’Brien, L. 
(2016). Still misused after all these years? A reevaluation of the uses of 
Bronfenbrenner’s bioecological theory of human development. Journal of 
Family Theory & Review, 8(4), 427–445.  

Valiente, C., Eisenberg, N., Fabes, R. A., Shepard, S. A., Cumberland, A. & 
Losoya, S. H. (2004). Prediction of children’s empathy-related responding 
from their effortful control and parents’ expressivity. Developmental Psy-
chology, 40(6), 911.  

Van den Berg, G. & Siflinger, B. (2016). The effects of a universal child care re-
form on child health: Evidence from Sweden. Retrieved from 
https://ideas.repec.org/p/zbw/vfsc16/145765.html 

Van Laere, K. & Vandenbroeck, M. (2018). The (in)convenience of care in pre-
school education: Examining staff views on educare. Early Years, 38(1), 
4–18.  

Von Hofsten, C. (2004). An action perspective on motor development. Trends in 
Cognitive Sciences, 8(6), 266–272.  

Vostanis, P., Meltzer, H., Goodman, R. & Ford, T. (2003). Service utilisation by 
children with conduct disorders. European Child & Adolescent Psychiatry, 
12(5), 231–238.  

Wachs, T. D. (1996). Known and potential processes underlying developmental 
trajectories in childhood and adolescence. Developmental Psychology, 
32(4), 796.  



     References 
 

 123 

Wallby, T., Modin, B. & Hjern, A. (2013). Child health care utilisation in families 
with young or single mothers in a Swedish county. Journal of Child Health 
Care, 17(1), 17–29.  

Warnick, E. M., Bracken, M. B. & Kasl, S. (2008). Screening efficiency of the 
Child Behavior Checklist and Strengths and Difficulties Questionnaire: A 
systematic review. Child and Adolescent Mental Health, 13(3), 140–147.  

Weinfield, N. S., Sroufe, L. A., Egeland, B. & Carlson, E. A. (1999). The nature of 
individual differences in infant–caregiver attachment. In J. Cassidy & P. R. 
Shaver (Eds.), Handbook of attachment: Theory, research, and clinical 
applications (pp. 66–88). New York, NY: Guilford Press. 

Weitzman, C. C. & Leventhal, J. M. (2006). Screening for behavioral health 
problems in primary care. Current Opinion in Pediatrics, 18(6), 641–648. 
doi:10.1097/MOP.0b013e3280108292 

Westerhof, G. J. & Keyes, C. L. (2010). Mental illness and mental health: The 
two continua model across the lifespan. Journal of Adult Development, 
17(2), 110–119.  

Whelan, Y. M., Stringaris, A., Maughan, B. & Barker, E. D. (2013). Developmen-
tal continuity of oppositional defiant disorder subdimensions at ages 8, 10, 
and 13 years and their distinct psychiatric outcomes at age 16 years. Jour-
nal of the American Academy of Child & Adolescent Psychiatry, 52(9), 
961–969.  

WHO. (2001a). International classification of functioning, disability and 
health: ICF. Geneva: World Health Organization. 

WHO. (2001b). The World Health Report 2001: Mental health: new under-
standing, new hope. Geneva: World Health Organization. 

WHO. (2007). International Classification of Functioning, Disability, and 
Health: Children & Youth Version: ICF-CY. Geneva: World Health Organi-
zation. 

WHO. (2009). International statistical classification of diseases and related 
health problems: ICD-10. Geneva: World Health Organization. 

WHO. (2018a). Mental Health. Retrieved from http://www.who.int/news-
room/fact-sheets/detail/mental-health-strengthening-our-response 

WHO. (2018b) Mental Health, Data and resources. Retrieved from 
http://www.euro.who.int/en/health-topics/noncommunicable-dis-
eases/mental-health/data-and-resources 

WHO. (1986). Ottawa Charter for Health Promotion. Retrieved from 
http://www.who.int/healthpromotion/conferences/previous/ottawa/en 

WHO. (2008). Policies and practices for mental health in Europe. Retrieved 
from Policies and practices for mental health in Europe. Meeting the chal-
lenges, WHO/Europe, 2008. Retrieved from 
http://www.euro.who.int/__data/as-
sets/pdf_file/0006/96450/E91732.pdf 



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 124 

Wichstrøm, L., Berg-Nielsen, T. S., Angold, A., Egger, H. L., Solheim, E. & 
Sveen, T. H. (2012). Prevalence of psychiatric disorders in preschoolers. 
Journal of Child Psychology & Psychiatry, 53(6), 695–705.  

Wickberg, B. (2016). Depression hos nyblivna mammor och screening med 
EPDS.   Retrieved from http://www.rikshandboken-bhv.se/Tex-
ter/Metoder-och-riktlinjer/Depression-hos-nyblivna-mammor-och-
screening-med-EPDS/  

Wilcox, C. E., Pommy, J. M. & Adinoff, B. (2016). Neural circuitry of impaired 
emotion regulation in substance use disorders. American Journal of Psy-
chiatry, 173(4), 344–361.  

Wilder, J. & Lillvist, A. (2018). Learning journey: A conceptual framework for 
analyzing children’s learning in educational transitions. European Early 
Childhood Education Research Journal, 26(5) 688-700. 

Wilens, T. E. & Spencer, T. J. (2010). Understanding attention-deficit/hyperac-
tivity disorder from childhood to adulthood. Postgraduate Medicine, 
122(5), 97–109.  

Willcutt, E. G., Nigg, J. T., Pennington, B. F., Solanto, M. V., Rohde, L. A., Tan-
nock, R., . . . Lahey, B. B. (2012). Validity of DSM-IV attention deficit/hy-
peractivity disorder symptom dimensions and subtypes. Journal of Abnor-
mal Psychology, 121(4), 991–1010.  

Wille, Bettge, S., Ravens-Sieberer, U. & BELLA Study Group. (2008). Risk and 
protective factors for children’s and adolescents’ mental health: Results of 
the BELLA study. European Child & Adolescent Psychiatry, 17(1), 133–
147.  

Wille, N., Bettge, S., Wittchen, H. U. & Ravens-Sieberer, U. (2008). How im-
paired are children and adolescents by mental health problems? Results of 
the BELLA study. European Child & Adolescent Psychiatry, 17 Supple-
ment 1, 42–51. doi:10.1007/s00787-008-1005-0 

Williams, D. R. & Collins, C. (1995). US socioeconomic and racial differences in 
health: patterns and explanations. Annual Review of Sociology, 21, 349-
386. 

Williams, S. B., O’Connor, E. A., Eder, M. & Whitlock, E. P. (2009). Screening 
for child and adolescent depression in primary care settings: A systematic 
evidence review for the US Preventive Services Task Force. Pediatrics, 
123(4), e716–e735.  

Williford, A. P., Maier, M. F., Downer, J. T., Pianta, R. C. & Howes, C. (2013). 
Understanding how children’s engagement and teachers’ interactions com-
bine to predict school readiness. Journal of Applied Developmental Psy-
chology, 34(6), 299–309.  

Willoughby, M. T., Pek, J., Greenberg, M. T. & Investigators, F. L. P. (2012). 
Parent-reported attention deficit/hyperactivity symptomatology in pre-
school-aged children: Factor structure, developmental change, and early 
risk factors. Journal of Abnormal Child Psychology, 40(8), 1301–1312.  



     References 
 

 125 

Wilson, M. & Knoblich, G. (2005). The case for motor involvement in perceiving 
conspecifics. Psychological Bulletin, 131(3), 460–463.  

Wlodarczyk, O., Pawils, S., Metzner, F., Kriston, L., Klasen, F. & Ravens-Sie-
berer, U. (2017). Risk and protective factors for mental health problems in 
preschool-aged children: Cross-sectional results of the BELLA preschool 
study. Child and Adolescent Psychiatry and Mental Health, 11(1), 12.  

Woods, J. J., Wilcox, M. J., Friedman, M. & Murch, T. (2011). Collaborative con-
sultation in natural environments: Strategies to enhance family-centered 
supports and services. Language, Speech, and Hearing Services in 
Schools, 42(3), 379–392.  

Zachrisson, H. D. & Dearing, E. (2015). Family income dynamics, early child-
hood education and care, and early child behavior problems in Norway. 
Child Development, 86(2), 425–440.  

Zentner, M. & Bates, J. E. (2008). Child temperament: An integrative review of 
concepts, research programs, and measures. International Journal of De-
velopmental Science, 2(1–2), 7–37.  

Zoritch, B., Roberts, I. & Oakley, A. (1998). The health and welfare effects of 
day-care: A systematic review of randomised controlled trials. Social Sci-
ence & Medicine, 47(3), 317–327.  

Øvergaard, K. R., Oerbeck, B., Friis, S., Pripp, A. H., Biele, G., Aase, H. & Zeiner, 
P. (2018). Attention-deficit/hyperactivity disorder in preschoolers: The ac-
curacy of a short screener. Journal of the American Academy of Child & 
Adolescent Psychiatry, 57(6), 428–435.  



Identifying Patterns of Emotional and Behavioural Problems in Preschool children 

 126 

APPENDIX 



    

 
 
 
 
 
 

 
 
 

 
Tidig upptäckt – tidig insats 

Ett forskningsprojekt i samarbete mellan Högskolan i 

Jönköping och Jönköpings Läns Landsting finansierat av 

Socialstyrelsen 

 
 

 
Formulär till förskolepersonal



 2 

 
Först några bakgrundsfrågor … 
 

 

Ort  ________________________________  

 

Förskola och avdelning  _________________________________________   

 

Formuläret ifyllt av:  �  Förskollärare 

 � Barnskötare 

 � Personal med annan utbildning, ange vilken  

   .............................................................................................  
 
 
Barnets ålder (månader)  ..............  
 
 
Pojke � Flicka � 
 
Barnet bor med  
 

� Båda föräldrarna 

� Mamma 

� Pappa 

� Växelvis mamma/pappa 

� På annat sätt   ...................................  

 

 

Har barnet annat modersmål än svenska? Ja � Nej � 

Är barnet i behov av särskilda stödåtgärder?  Ja � Nej � 

 



 3 

Engagemang (CEQ) 
 

I det här formuläret är vi intresserade av att veta i vilken grad barnet är aktivt engagerat i 

olika situationer som förekommer i förskolan.  

 

Kryssa för det svarsalternativ vid varje påstående som bäst överensstämmer med hur barnet 

brukar göra. Det finns inga svar som är rätt eller fel. Kryssa endast för ett alternativ vid varje 

påstående. 

 

Beteende 
Händer 
nästan  
aldrig 

Händer  
ibland 

Händer 
ganska 

ofta 

Händer 
mycket 

ofta 

1. Tittar eller lyssnar på vuxna 
Exempel: Vid samlingen följer barnet med och verkar förstå 
vad man pratar om 

    

2. Leker med vuxna som tar initiativ till lek 
Exempel: Barnet är med i leken när någon i personalen vill 
leka med barnet 

    

3. Försöker få vuxna att göra saker 
Exempel: Barnet försöker få en personal att hämta ner en bok 
från hyllan 

    

4. Försöker få andra barn att göra saker 
Exempel: Barnet försöker få ett annat barn att vara med och 
gunga 

    

5. Leker med leksaker 
Exempel: När barnet har tillgång till leksaker är det intresserat 
och leker med dem 

    

6. Försöker göra klart saker trots att det tar 
lång tid 
Exempel: Barnet vet hur man lägger enkla pussel, och 
fortsätter tills det är klart 

    

7. Pratar om saker som hänt eller ska hända 
Exempel: Barnet pratar om när man var på biblioteket sist. 
Händelsen ska ha inträffat minst ett dygn tidigare. 

    

8. Prövar nya sätt att leka med saker 
Exempel: Barnet vet redan hur man får en boll att rulla och 
försöker studsa bollen istället 

    

9. Leker på ett sätt som motsvarar barnets 
mognadsnivå 
Exempel: Barnet som gör de flesta andra saker (t ex äter, klär 
sig) på en 2-årings mognadsnivå leker också på ett sätt som 
motsvarar en 2-åringsmognadsnivå 

    



 4 

 

Beteende 
Händer 
nästan  
aldrig 

Händer  
ibland 

Händer 
ganska 

ofta 

Händer 
mycket 

ofta 

10. Försöker få leksaker att fungera 
Exempel: Barnet letar efter startknappen på bilen för att få 
bilen att starta 

    

11. Tittar eller lyssnar på andra barn 
Exempel: När andra barn leker följer barnet deras rörelser 
med blicken 

    

12. Leker med andra barn 
Exempel: Barnet är med och leker med andra barn när tillfälle 
till lek finns 

    

13. Håller sig aktiv 
Exempel: När inget barn eller vuxen finns att leka med hittar 
barnet ändå på något att göra 

    

14. Upprepar ljud 
Exempel: Barnet härmar ljudet från en polisbil när det leker 
med bilar 

    

15. Försöker använda språket på nya sätt 
Exempel: Barnet övar på nya ord som det hört 

    

16. Verkar vara medveten om det som pågår 
runt barnet 
Exempel: Barnet tittar åt det håll ett visst ljud kommer ifrån 
och på människor och saker i rörelse 

    

17. Löser problem fort 
Exempel: Om en leksak ramlar ner bakom soffan, hittar 
barnet ett sätt att komma åt den 

    

18. Leker med vuxna 
Exempel: När vuxna är i närheten pratar barnet med och är 
gärna nära dem 

    

19. Kommer på hur saker fungerar utan att 
be om hjälp 
Exempel: När barnet får tillgång till en ny leksak försöker det 
leka med den utan att be om hjälp 

    

20. Har ett förståeligt sätt att kommunicera  
Exempel: Barnet använder ett sätt att kommunicera som 
andra än barnets föräldrar förstår 

    

21. Låtsats vara saker, djur eller andra 
människor 
Exempel: Barnet kryper på golvet och säger ”mjauu” 

    



 5 

 

Beteende 
Händer 
nästan  
aldrig 

Händer  
ibland 

Händer 
ganska 

ofta 

Händer 
mycket 

ofta 

22. Barnet leker med saker på det sätt som 
det är tänkt 

 Exempel: Barnet bankar med hammaren på klossarna, istället 
för att bita i dem 

    

23. Koncentrerar sig 
 Exempel: Barnet lutar sig över pappret när det ritar och väljer 

noga färger att rita med 

    

24. Väljer att göra svåra saker 
 Exempel: Barnet leker med saker som kräver viss 

ansträngning att hantera 

    

25. Leker med andra barn som tar initiativ till 
lek 

 Exempel: Barnet börjar prata eller leka med ett annat barn 
som visar att det vill leka 

    

26. Gör vad man kan förvänta sig (av barnet) 
i de flesta aktiviteter 

 Exempel: Barnet klär på sig när man ska gå ut, går och tvättar 
händerna före maten och leker med andra barn ute 

    

27. Reagerar på förändringar hos människor 
och saker i miljön 

 Exempel: Barnet säger: ”Var är soffan?”, när den har flyttats 
    

28. Låtsats att leksaker är något annat 
 Exempel: Barnet låtsats att en låda är en bil eller använder en 

avlång kloss som nappflaska till dockan 
    

29. Utforskar saker eller platser 
 Exempel: Barnet vänder upp och ner på en låda för att se vad 

som finns under 
    

 



 6 

 

Beteende (C-TRF) 
 
I detta formulär ställs frågor om hur du uppfattar barnets beteende i förskolan. Fyll i din/er 
egen uppfattning om barnet, även om andra personer kanske inte skulle ha samma åsikt.  

Besvara alla beteenden så noggrant som möjligt, även om en del inte tycks passa barnet. 
Om du inte tycker att frågan är relevant, kryssar du också i denna ruta. 

 

Beteende Stämmer ej 
Stämmer 

någorlunda, 
eller ibland 

Stämmer 
mycket bra, 

eller ofta 
Ej relevant 

1. Kan inte koncentrera sig, låg 
uthållighet 

    

2. Undviker blickkontakt     

3. Kan inte sitta stilla, är rastlös 
eller hyperaktiv 

    

4. Svårt att vänta, vill ha allting 
omedelbart 

    

5. Klänger på vuxna, eller är 
alltför beroende 

    

6. Apatisk eller 
omotiverad/ointresserad 

    

7. Gråter mycket     

8. Trotsig     

9. Krävande och pockande på 
uppmärksamhet 

    

10. Förstör saker som tillhör 
förskolan eller andra barn 

    

11. Blir störd av förändringar i 
dagliga rutiner 

    

12. Äter dåligt     

13. Är rädd för vissa djur, 
situationer eller platser 

    

14. Slår sig ofta, ”olycksfågel”     
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Beteende Stämmer ej 
Stämmer 

någorlunda, 
eller ibland 

Stämmer 
mycket bra, 

eller ofta 
Ej relevant 

15. Blir onormalt upprörd när 
han/hon skiljs från 
föräldrarna 

    

16. Matvägrar     

17. Vägrar leka aktiva lekar     

18. Skriker mycket     

19. Visar lågt intresse för saker 
runt honom/henne 

    

20. Plötsliga förändringar i 
humör eller känslor 

    

21. Får raseriutbrott eller har 
häftigt humör 

    

22. Alltför ängslig eller orolig     

23. Underaktiv, rör sig långsamt 
eller saknar energi 

    

24. Sover mindre än de flesta 
barn på dagen 

    

25. Är trött     
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Förskolepersonalens upplevelse av samspel med barnet 
I det här formuläret kryssar du det alternativ som du tycker stämmer bäst med påståendet 

till vänster, d v s endast ett alternativ per påstående är möjligt. 

 

Påstående Sällan 
Ganska  
sällan 

I 
50% 

Ganska 
ofta 

Oftast 

1. Barnet påbörjar samspelet      

2. Barnet avslutar samspel på lämpligt sätt      

3. Barnet svarar på min kommunikation      

4. Barnet förstår vad jag menar      

5. Barnet kommenterar eller visar intresse för det jag gör      

6. Barnet kan rikta min uppmärksamhet mot ett 
gemensamt innehåll 

     

7. Barnet stannar tillräckligt länge i en aktivitet/situation      

8. Barnet bestämmer innehåll i samspelet       

9. Barnet avgör hur länge vi skall sysselsätta oss med ett 
material, en lek, ett ”ämne” 

     

10. Barnet anpassar sitt tempo i samspelet      

11. Jag svarar på barnets kommunikation      

12. Jag förstår vad barnet menar      

13. Jag använder ett språk som är lämpligt för vårt samspel      

14. Jag kommenterar eller visar intresse för det barnet gör      

15. Jag kan rikta barnets uppmärksamhet mot ett 
gemensamt innehåll 

     

16. Jag vet hur jag skall hålla kvar barnets koncentration på 
det vi sysselsätter oss med tillsammans 

     

17. Jag bestämmer innehåll i samspelet (vad vi 
kommunicerar om) 

     

18. Jag engagerar mig i aktiviteter och anv. material som 
passar för barnets ålder, utvecklingsnivå och intressen  

     

19. Jag anpassar min kommunikation efter barnets tempo      

20. Jag vet vilken situation som lockar barnet till samspel 
och kan vid behov skapa sådana situationer 
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Barnets samspel med andra barn 
 

I det här formuläret kryssar du det alternativ som du tycker stämmer bäst med påståendet 

till vänster, d v s endast ett alternativ per påstående är möjligt. 

 

Påstående 
Sällan Ganska  

sällan 
I  

50% 
Ganska 

ofta 
Oftast 

1. Barnet påbörjar samspel med andra barn      

2. Barnet avslutar samspel med andra barn på 
ett lämpligt sätt 

     

3. Barnet svarar på andra barns kommunikation      

4. Barnet förstår vad andra barn menar      

5. Barnet visar intresse för det andra barn gör      

6. Barnet kan rikta andra barns intresse mot ett 
gemensamt föremål, aktivitet eller person 

     

7. Barnet stannar tillräckligt länge i aktivitet/lek 
tillsammans med andra barn  

     

8. Barnet säger ifrån till andra barn      

9. Barnet förstår när andra barn säger ifrån      

10. Barnet anpassar sitt tempo i samspelet med 
andra barn 

     

11. Barnet fullföljer samspel med andra barn      

12. Andra barn svarar på barnets kommunikation      

13. Andra barn förstår vad barnet menar      

14. Andra barn visar intresse för det barnet gör      

15. Andra barn kan rikta barnets intresse mot ett 
gemensamt föremål, aktivitet eller person 

     

16. Andra barn anpassar sitt tempo i samspelet 
med barnet 
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Barnets fungerande (ICF-CY Core sets) 
 

Dessa frågor avser barnets generella fungerande i vanligt förekommande aktiviteter och 

situationer i förskolan. OBS! endast ett alternativ per påstående är möjligt. 
 

 Stämmer inte 
alls 

Stämmer delvis Stämmer 
helt 

1. Barnet använder sina armar och händer, t ex 
griper och släpper föremål, plockar russin, 
knäpper knappar, kastar och fångar bollar  

   

2. Barnet rör sig på olika sätt, t ex går i trappor, 
springer, hoppar, kryper eller hasar på stjärten 

   

3. Barnet reagerar på smärta, t ex när det ramlar 
och slår sig, har ont i någon kroppsdel eller 
generellt 

   

4. Barnet förstår grundläggande begrepp som 
mängd, längd, samma, olika 

   

5. Barnet kan påbörja, genomföra och avsluta 
en uppgift, t ex sätta på en strumpa, sortera 
grejer, leka kurragömma med kamrater. Också 
att ta emot en instruktion eller följa regler. 

   

6. Barnet klarar övergångar mellan uppgifter, 
som t ex att gå och tvätta händerna efter 
maten 

   

7. Barnet kan konversera, dvs. starta, hålla igång 
och avsluta ett samtal 
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Närmiljö i förskolan 
 
Nedan ställs frågor som handlar om den miljö barnet möter i förskolan. Kryssa 
för det alternativ som du tycker stämmer bäst med påståendet till vänster,  
d v s endast ett alternativ per påstående är möjligt. 
 

Påstående 
Stämmer 
inte alls 

Stämmer 
ganska 
dåligt 

Stämmer 
ganska bra 

Stämmer 
helt 

1. Det är god stämning i gruppen 
 

    

2. Barnen kommer bra överens 
 

    

3. Barnen är glada och trygga  
 

    

4. Det finns god tillgång på varierande 
leksaker  

 

    

5. Det finns god tillgång på lämpligt 
material 

 

    

6. Leksaker och lämpligt material finns 
inom räckhåll för barnen 

    

7. Leksakerna används av barnen     

8. Det finns gott om utrymme för barnen 
att leka fritt och/eller i grupp inomhus 

    

9. Det finns utrymme för barnen att gå 
undan för sig själva en stund om de 
skulle vilja 

    

10. Förskolans lokaler är trevliga att 
arbeta i 

 

    

11. Lokalerna går att anpassa efter olika 
typer av pedagogisk verksamhet 

    

12. Barnen i förskolan respekterar 
varandra trots olikheter 

    

13. Förskolans utemiljö är varierande och 
god   
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Påstående 
Stämmer 
inte alls 

Stämmer 
ganska 
dåligt 

Stämmer 
ganska bra 

Stämmer 
helt 

14. Det finns god tillgång på bra 
uteleksaker 

 

    

15. Föräldrar besöker ofta förskolan, 
utöver att hämta och lämna barnen 

 

    

16. Föräldrar hämtar och/eller lämnar 
barnen på förskolan 

    

17. Föräldrar är aktivt involverade i 
verksamheten (t.ex. föräldraråd, 
medverkar vid utflykter, etc.) 
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Förskolepersonalens uppfattning av samverkan med föräldrar 
 

Här fyller ni i hur ni ser på samverkan med föräldrarna till barnet. 

 

Påstående 
Stämmer 
inte alls 

Stämmer i 
liten 

utsträckning 

Stämmer 
ganska bra 

Stämmer 
helt 

1. Jag/vi får ta del av 
föräldrarnas kunskaper om 
barnet 

    

2. Föräldrarna ger information 
som är tydlig och användbar 

    

3. Jag/ vi deltar aktivt och inte 
bara som lyssnare vid träffar 
med föräldrarna 

    

4. Jag/vi kan påverka när, var 
och hur kontakt med 
föräldrarna sker 

    

5. Jag/vi och föräldrarna 
diskuterar gemensamt 
synsätt, pedagogisk 
verksamhet, mål och 
förväntningar 
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Styrkor och svårigheter (SDQ-Sve) 

Var vänlig kryssa för det alternativ som du tycker passar bäst. Det är värdefullt om du 
besvarar alla frågor, även om du inte är helt säker, tycker att frågan verkar konstig, eller 
inte tycks passa barnet. Om du inte tycker att frågan är relevant, kryssar du också i denna 

ruta. 

 
 Stämmer 

inte 
Stämmer 

delvis 
Stämmer 

helt 
Ej 

relevant 

1. Omtänksam, tar hänsyn till andra människors känslor 
    

2. Rastlös, överaktiv, kan inte vara stilla länge 
    

3. Klagar ofta över huvudvärk, ont i magen eller illamående 
    

4. Delar gärna med sig till andra barn (t ex godis, leksaker, pennor) 
    

5. Har ofta raseriutbrott eller häftigt humör 
    

6. Ganska ensam, leker eller håller sig ofta för sig själv 
    

7. Som regel lydig, följer vanligtvis vuxnas uppmaningar 
    

8. Oroar sig över mycket, verkar ofta bekymrad 
    

9. Hjälpsam om någon är ledsen, upprörd eller känner sig dålig 
    

10. Svårt att sitta stilla, rör och vrider jämt på sig 
    

11. Har minst en god vän (kamrat) 
    

12. Slåss/bråkar ofta med andra barn eller mobbar dem 
    

13. Ofta ledsen, nedstämd eller tårögd 
    

14. Vanligtvis omtyckt av andra barn 
    

15. Lättstörd, tappar lätt koncentrationen 
    

16. Nervös och klängig i nya situationer, blir lätt otrygg 
    

17. Snäll mot yngre barn 
    

18. Säger ofta emot vuxna 
    

19. Blir retad eller mobbad av andra barn 
    

20. Ställer ofta upp och hjälper andra (föräldrar, lärare, barn) 
    

21. Kan stanna upp och tänka sig för innan hon/han gör olika saker 
    

22. Kan vara elak mot andra 
    

23. Kommer bättre överens med vuxna än med andra barn 
    

24. Rädd för mycket, är lättskrämd 
    

25. Fullföljer uppgifter bra, bra koncentrationsförmåga 
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Har du andra kommentarer eller bekymmer du vill ta upp? 
 
 ......................................................................................................................................................  

 ......................................................................................................................................................  

Sammantaget tycker du att detta barn har svårigheter på ett eller flera av följande 
områden: med känslor, koncentration, beteende eller med att komma överens och 
umgås med andra människor? 
 

Nej Ja, små svårigheter Ja, klara svårigheter Ja, allvarliga svårigheter
  

 � � � � 

 
 
Om du svarade ”Ja” på ovanstående fråga, var vänlig besvara följande frågor: 
 
Hur länge har svårigheterna funnits? 
 
Mindre än  1-5 månader 6-12 månader Mer än 1 år  
1 månad 
  

 � � � � 
   
Oroas eller lider barnet av sina svårigheter? 
 
Inte alls Bara lite Ganska mycket Väldigt mycket 
 

 � � � � 

  
 
Stör svårigheterna barnets vardag i barngruppen på något av följande områden? 
 
 Inte alls Bara lite Ganska mycket Väldigt mycket 
 

I FRI LEK � � � � 

 

I ORG. SITUATIONER � � � � 
 

I RUTINER � � � � 
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Är svårigheterna en belastning för dig eller för barngruppen som helhet? 
 
Inte alls Bara lite Ganska mycket Väldigt mycket 
 

 � � � � 

    
  
 

Görs speciella åtgärder för barnet, som ni får handledning för? Ja  � Nej � 
 

 
Om du svarade ”Ja” på ovanstående fråga, var vänlig beskriv dessa åtgärder så noggrant 
du kan, t ex speciellt träningsprogram … 
 
 ......................................................................................................................................................  
 
 ......................................................................................................................................................  
 
 ......................................................................................................................................................  
 
 ......................................................................................................................................................  
 
 

Görs speciella åtgärder för barnet, som ni inte får handledning för? Ja  � Nej � 
 
Om du svarade ”Ja” på ovanstående fråga, var vänlig beskriv dessa åtgärder så noggrant 
du kan, t ex se till att en vuxen är nära barnet, särskilt bemötande … 
 
 ......................................................................................................................................................  
 
 ......................................................................................................................................................  
 
 ......................................................................................................................................................  
 
 ......................................................................................................................................................  
 
 
 

Forts till nästa sida om barnet är mellan 1 – 3 år…
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Tilläggsfrågor SDQ för barn 1-3 år 
 

Dessa frågor besvaras enbart för barn mellan 1-3 år. Det är värdefullt om du besvarar alla 
frågor, även om du inte är helt säker, tycker att frågan verkar konstig, eller inte tycks 
passa barnet. Om du inte tycker att frågan är relevant, kryssar du också i denna ruta. 

 
 Stämmer 

inte 
Stämmer 

delvis 
Stämmer 

helt 
Ej 

relevant 

1. Gnäller ofta 
    

2. Passiv, drar sig undan 
    

3. Kan hålla gemensamt fokus 
    

4. Trotsig 
    

 
 
 

 

TACK! 
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