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1  |  INTRODUC TION

Repeated classroom studies have demonstrated increasing rates 
of psychological and psychosomatic symptoms in school children 
in Sweden over time since the 1980s, with the most pronounced 
increase in female adolescent pupils.1 This trend has been accom-
panied by a considerable increase in the use of child and adoles-
cent psychiatric care, particularly with diagnoses of anxiety and 

depression,2 and a less favourable trend in youth suicides than other 
countries in northern Europe.1 These worrying trends have made 
mental health a top priority for child public health in Sweden.1

The well- baby clinics are the main actors in health promotion and 
illness prevention for children before school age in Sweden. These 
clinics reach more than 99% of all Swedish families with new- borns 
with a median of more than ten encounters with health profession-
als during the first 18 months after birth.3 Primary prevention of 
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Abstract
Aim: The aim of this study was to describe sociodemographic and family predictors 
for behavioural and emotional problems in pre- schoolers.
Methods: This was a cross- sectional study including 30,795 children in the Stockholm 
region whose parents had completed the Strength and Difficulties Questionnaire 
(SDQ) prior to a routine visit to a well- baby clinic at age 3 years. Multivariate logis-
tic regression was used to analyse predictors for having a high total SDQ difficulties 
score.
Results: Young parental age and a low level of parental education predicted high total 
SDQ score in a stepwise pattern. Being a first- born child was associated with a high 
SDQ score with an adjusted odds ratio of 2.10 (95% C.I. 1.84– 2.41), compared with 
having older siblings. A sole physical custody arrangement predicted a high total SDQ 
score after parental separation. The percentage of children with a high total SDQ 
score increased with the Care Need Index (CNI) of the well- baby clinic.
Conclusions: This study identified socioeconomic disadvantage and being the first- 
born child as the main predictors of poor mental health at age 3 years. Well- baby clin-
ics with socioeconomically disadvantaged catchment areas should be provided with 
adequate resources and methods for equitable prevention.
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mental health problems during infancy has evolved as one of the 
major challenges of these services during recent decades with the 
introduction of screening for maternal depression4 and other forms 
of parent support.5 Traditionally, the Swedish well- baby clinics have 
offered all families the same child health programme, in a schedule 
guided by the age of the child. In the most recent national guide-
lines for the Swedish well- baby clinics,5 this was changed into a 
programme guided by the principle of proportionate universalism, 
where the programme offered to families should be modified in re-
sponse to their individual needs.6 These guidelines suggest that the 
national programme should be provided in three levels of intensity 
depending on the needs of the child and the family; one universal 
level and two reinforced levels with more intensive support or re-
ferral to other caregivers. The criteria for provision of reinforced 
support can be sociodemographic circumstances as well as overt 
clinical issues. In the Stockholm region, the well- baby clinics have 
implemented a new content in the routine visit at age three years, to 
improve the psychosocial support for families in need. This includes 
a parent questionnaire to be filled in online before the visit that in-
cludes the Strength and Difficulties Questionnaire (SDQ) about be-
havioural problems and emotional symptoms in the child. During the 
visit, the response on this questionnaire is used for a conversation 
with the parents about such symptoms. The nurse usually provides 
some manual- based general advice according to the SDQ pattern, 
but can also recommend referral to other services, such as psycho-
logical services within primary care, parent support programmes run 
by the municipalities or, in the most severe cases, child psychiatry.

The aim of this study was to investigate sociodemographic pre-
dictors of behavioural problems and emotional symptoms in children 
at age three in the Stockholm region. Do these symptoms vary by 
socioeconomic indicators of the family and sib order, and how are 
they distributed between well- baby clinics with different socioeco-
nomic profiles?

2  |  METHODS

2.1  |  Study population

The population of this study was sampled from the 58,838 children 
in Stockholm County who were invited to a routine visit at the age 
of three years to a well- baby clinic in the region from January 2018 
to December 2019. The well- baby clinics are funded by regional 
taxes, and their services are offered free of charge to all children 
who reside in the county. The invitation letter included a web- link 
to a survey. This survey was available in Swedish during the entire 
study period and also in English and Arabic during 2019. On the web- 
page, parents were informed about the study and that the survey 
would be used to individualise the visit at the well- baby clinic, apart 
from being used for this study after anonymisation. The study was 
approved by the Regional Ethical Review Board in Stockholm (Dnr 
2015– 228631), and parents to children in the well- baby clinics were 
involved in the piloting phase of this study.

In total, 33,727 surveys were submitted, equivalent to a participa-
tion rate of 57.3%. Of these, we included the surveys that included the 
oldest child in the study from each family, excluding twins, 31,733 chil-
dren. Another 938 surveys were excluded because of incomplete data 
on SDQ that did not allow for imputation. Thus, 30,795 children were 
left to be included in the study. Parents were encouraged to complete 
the survey together, which parents to 53.0% of the children did, with 
the mother herself completing 44.5% of the surveys (Table 1).

2.2  |  Outcome measure

The outcome in the study was based on parental report of the 
Swedish version of the Strengths and Difficulties Questionnaire 
(SDQ) which has been successfully validated for parent report of 
pre- school children 3– 5 years in Sweden.7 Since we wanted to iden-
tify gender differences, we used the same cut- off for boys and girls, 
with 13 or more on the total sum of scores from the four symptom 
subscales, the SDQ Total Difficulties score, to define the outcome, 
high total SDQ. In line with recommendations (www.sdqin fo.org), 
total SDQ subscale scores were derived using mean imputation for 
those with one or two SDQ items missing. The Hyperactivity and 
Conduct scales were added together to create an outcome of exter-
nalising behaviours with a cut- off of 10 or more. The Emotional and 
Peer relations scales were added together to create an outcome of 
internalising symptoms with a cut- off of 6 or more.

2.3  |  Sociodemographic predictors

Sociodemographic variables were based on items in the parental 
questionnaire. The following variables were created: child gender 
(girl/boy), responding parent (categorised as mother only/both/
other), maternal age (categorised as 15– 26 years, 27– 30 years, 
31– 34 years and 35+ years), the highest level of education of the 
parents (compulsory/high school/university less than 3 years/uni-
versity 3 years or more/not reported) and living arrangement (nu-
clear family, joint physical custody and sole physical custody). An 

Key Notes

• Evidence- based secondary prevention has been devel-
oped for children with signs of poor mental health at 
pre- school age.

• This study identified socioeconomic disadvantage and 
being the first- born child as predictors of poor mental 
health at 3 years of age.

• Secondary prevention of poor mental health in pre- 
school age should give priority to families in low- status 
neighbourhoods, but also to families with a risk profile 
in more affluent areas.

http://www.sdqinfo.org
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indicator of parental country of origin was created based on a ques-
tion about the responding parent's country of origin during 2018 and 
first language in 2019. This indicator was categorised as Sweden/
other Nordic/other European, North American and Australia ex-
cluding Spain/other Non- European including Spain. Birth order was 
categorised according to the mother's living children as only child, 
first child with younger sibling(s), second, third or more.

The Care Need Index (CNI) was used to categorise the well- baby 
clinics where the 3- year visit was made. This index is produced by 
Statistics Sweden on behalf of the Swedish regions with the pur-
pose of estimating the burden of disease in catchment areas of 
primary care providers. It builds on seven sociodemographic indica-
tors: unemployment, foreign- born, population proportion of elderly 
and children under five years of age, lone parents, educational level 
and population mobility.8 The CNI was used to categorise the well- 
baby clinics into four categories, from low to high.

2.4  |  Statistical analyses

A high total SDQ score was analysed in a multivariate logistic re-
gression with calculation of odds ratios (ORs) and 95% confidence 
intervals (CIs). In a crude model, all variables were analysed indepen-
dently of each other, while all variables were included in the adjusted 
model. Interaction analyses were made with gender for all other co-
variates and for high parental education, dichotomised with three or 
more years as yes and all others as no, for sib order.

The mean prevalence of high total SDQ score, with 95% CI, by 
quartiles of CNI score of the catchment area was calculated for the 
112 well- baby clinics in the Stockholm region during 2019, excluding 
the 1247 children who had made their 3- year visit at a well- baby 
clinic in 2018 that no longer existed by the end of 2019. All analyses 
were made using SPSS 25.0 (IBM).

3  |  RESULTS

Cross tabulations of the sociodemographic characteristics of the 
study population by high total SDQ score are presented in Table 1. 

TA B L E  1  Cross tabulation of sociodemographic indicators and a 
high total SDQ score

Variables

All
High total score 
(13+)

N % N %

Gender

Girl 14,810 48.1 1448 9.8

Boy 15,985 51.9 2266 14.2

Year of birth

2015 14,698 47.7 1803 12.3

2016 16,067 52.3 1911 11.9

Responding parent

Both parents 16,319 53.0 2037 12.5

Mother 13,677 44.4 1576 11.5

Father/Other/
Unknown

799 2.6 101 12.6

Living arrangement

With both 
parents

28,733 93.3 3371 11.7

Joint physical 
custody

818 2.7 108 13.2

Sole physical 
custody

1244 4.0 235 18.9

Parental age

15– 26 years 959 3.1 187 22.6

27– 30 years 3908 12.6 217 16.1

31– 34 years 8515 27.3 629 12.7

35 + years 16,334 53.0 1078 9.9

Missing 1 079 3.5 187 17.3

Birth order

Only child 8632 28.0 1246 14.4

1 6764 22.0 1060 15.7

2 11,005 35.7 1049 9.5

3 3494 11.3 275 7.9

4 714 2.3 70 9.8

5 186 0.6 14 7.5

Parental education

No more than 
9 years

205 0.7 69 33.7

Upper secondary 5527 17.8 915 16.6

1– 2 years post- 
secondary

3012 9.7 395 13.1

3+ post- 
secondary

20,977 67.1 2151 10.3

Missing 1074 4.7 184 17.1

Parental origin

Sweden 23,688 76.7 2766 13.3

Other Nordic 
country

1280 4.2 166 13.0

(Continues)

Variables

All
High total score 
(13+)

N % N %

Other European 
or Western 
countrya 

1602 5.2 188 14.3

Non- Europeanb  3 66 12.9 557 14.6

Missing 279 1.0 38 13.8

Total 30,795 100 3 714 12.1

aExcluding Spain.
bIncluding Spain.

TA B L E  1  (Continued)
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The overall prevalence rate of a high total SDQ score was 12.1%, 
with boys having a higher prevalence rate than girls, 14.2% vs 9.8%. 
The highest percentage of a high total SDQ score was found in chil-
dren of mothers with an age below 26 years of age, 22.6%, and chil-
dren in families where the highest educational level was no more 
than 9 years of education, 33.7%.

In the adjusted logistic regression model presented in Table 2, 
being a first- born with younger siblings or an only child was associ-
ated with high total SDQ score with adjusted odds ratios of 2.10 (95% 
C.I. 1.84– 2.41) and 1.82 (95% CI 1.84– 2.41) respectively, compared 
with having at least two older siblings. There was a stepwise gradient 
for parental education, ranging from OR 3.91 (95% CI 2.88– 5.32) for 
no more than 9 years of education to OR 1.28 (95% CI 1.14– 1.44) 
for a short university education compared with at least three years 
of education on the university level. A similar stepwise gradient was 
found for maternal age with an OR of 1.51 (95% CI 1.26– 1.80) for age 
26 years or lower, to OR 1.12 (95% CI 1.03– 1.22) for age 31– 34 years 
compared with 35 years or more. Among children with separated or 
divorced parents, living in a sole physical custody arrangement was 
associated with a higher OR of 1.36 (95% CI 1.17– 1.59), compared 
with children in a nuclear family arrangement and joint physical cus-
tody. Among children with foreign- born parents, only those with an 
origin in a European or Western country had a slightly higher OR 1.20 
(95% CI 1.09– 1.32), compared with children of Swedish- born parents.

Boys had a higher OR for having high total SDQ score, 1.54 
(95% CI 1.43– 1.65), but when sex differences in effects were in-
vestigated, the only significant difference found was for parents 
with university education, where the OR compared with second-
ary education for boys was 1.87 (95% CI 1.61– 2.18) and for girls 
1.40 (95% CI 1.23– 1.59), p < 0.01 (not in tables). The effects of 
sib order were similar over educational levels of the parents in an 
interaction analysis.

Adjusted logistic regression analyses for high total scores of ex-
ternalising and internalising items in the SDQ questionnaire, anal-
ysed separately, are presented in Table 3. The ORs were generally 
higher for high externalising SDQ score compared with high inter-
nalising SDQ score, with particularly pronounced differences for 
gender, young maternal age and short parental education. However, 
for being an only child and/or having a non- European origin, the pat-
tern was reversed, with higher ORs for high internalising SDQ score.

Table 4 presents the percentage of children with a high total 
SDQ score by the level of Care Need Index of the well- baby clinic. 
The percentage of children with a high total SDQ score was 10.7% at 
the well- baby clinics with the lowest Care Need Index (CNI), and in-
creased stepwise to 20.1% at the clinics with the highest index. The 
participation rate of the invited families followed the CNI gradient 
with 40.4% participating in the highest CNI category and 68.1% in 
the lowest CNI category.

4  |  DISCUSSION

This was a cross- sectional population- based study of more than 
30,000 three- year- olds in the Stockholm region. The study identified 

young parents, short parental education, living in a sole custody liv-
ing arrangement after parental separation and being the first- born 
child as the main predictors of a high total SDQ score. Children with 
a high level of total SDQ score were twice as common in socially 
disadvantaged catchment areas of well- baby clinics compared with 
more affluent areas.

This study clearly demonstrates that socioeconomic disparities 
in mental health are present in Sweden already during the pre- school 

TA B L E  2  Logistic regression of sociodemographic indicators and 
high total SDQ score (13+)

Crude Modela 
Adjusted 
Modelb 

OR (95% C.I) OR (95% C.I)

Gender

Girl 1 1

Boy 1.52 (1.42– 1.67) 1.54 (1.43– 1.65)

Living arrangement

With both parents 1 1

Joint physical 
custody

1.14 (0.93– 1.41) 1.08 (0.88– 1.34)

Sole physical custody 1.75 (1.51– 2.03) 1.36 (1.17– 1.59)

Parental age

15– 26 years 2.69 (2.29– 3.15) 1.51 (1.26– 1.80)

27– 30 years 1.76 (1.60– 1.95) 1.24 (1.11– 1.38)

31– 34 years 1.33 (1.23– 1.45) 1.12 (1.03– 1.22)

35 + years 1 1

Missing 1.93 (1.63– 2.27) 1.45 (0.92– 2.30)

Birth order

Only child 1.90 (1.68– 2.15) 1.82 (1.60– 2.06)

First with sibling(s) 2.09 (1.84– 2.37) 2.10 (1.84– 2.41)

2 1.18 (1.05– 1.34) 1.23 (1.08– 1.40)

3+ 1 1

Parental education

No more than 9 years 4.44 (3.31– 5.95) 3.91 (2.88– 5.32)

Upper secondary 1.74 (1.60– 1.89) 1.61 (1.47– 1.77)

1– 2 years 
post- secondary

1.32 (1.18– 1.48) 1.28 (1.14– 1.44)

3+ post- secondary 1 1

Missing 1.81 (1.53– 2.13) 1.38 (0.87– 2.18)

Parental origin

Sweden 1 1

Other Nordic 
country

1.00 (0.85– 1.17) 1.01 (0.86– 1.17)

Other European or 
Western countryc 

1.23 (1.12– 1.36) 1.20 (1.09– 1.32)

Non- Europeand  1.19 (0.84– 1.68) 1.09 (0.77– 1.55)

Missing 1.04 (0.87– 1.23) 1.07 (0.77– 1.55)

aModel presents each variable analysed separately.
bModel includes all variables.
cExcluding Spain.
dIncluding Spain.
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years, as indicated by the gradients of high total SDQ score by pa-
rental education and Care Need Index by catchment areas. Similar 
findings have been found in Australia9 and the UK.10 The gradient 
was stronger for externalising than for internalising symptoms, a 
finding that has also been found for school children in Denmark11 
and adolescents in Canada.12 The main indicator of socioeconomic 
status in this study was parental education, but other studies have 
suggested that it is the presence of chronic economic hardship that 
is the main driver behind the socioeconomic disparities in mental 

health in children.12,13 Further studies with data on the material re-
sources of the family are needed to corroborate this in a Swedish 
context.

We found increased risks for high total SDQ score in 3- year- olds 
who were the only child in the family or first- borns with younger 
siblings. This result contrasts with earlier studies pointing at mental 
health disadvantages among later- born children with older siblings, 
both during adolescence and in adulthood.14 These disadvantages 
have been discussed in terms of parents having less attention, time 

High externalising score (>=10)
N = 30,795

High internalising score (>=6)
N = 30,795

% OR (95% C.I) % OR (95% C.I)

Gender

Girl 7.7 1 7.7 1

Boy 11.5 1.56 (1.44– 1.69) 9.9 1.31 (1.21– 1.42)

Living arrangement

With both parents 9.4 1 8.7 1

Joint physical custody 10.5 1.08 (0.86– 1.36) 7.9 1.07 (0.88– 1.30)

Sole physical custody 15.1 1.26 (1.07– 1.48) 12.4 1.19 (1.03– 1.39)

Parental age

15– 26 years 18.8 1.67 (1.38– 2.02) 15.1 1.43 (1.16– 1.75)

27– 30 years 13.1 1.33 (1.18– 1.50) 10.5 1.11 (0.98– 1.26)

31– 34 years 10.4 1.21 (1.10– 1.32) 9.6 1.11 (1.00– 1.22)

35 + years 7.7 1 7.4 1

Missing 12.5 1.14 (0.68– 1.90) 13.3 1.25 (0.75– 2.09)

Birth order

Only child 10.4 1.50 (1.30– 1.72) 19.2 2.12 (1.83– 2.46)

First with sibling(s) 12.5 1.94 (1.68– 2.24) 19.3 2.05 (1.76– 2.38)

2 8.6 1.35 (1.18– 1.55) 9.9 0.99 (0.86– 1.16)

3+ 6.7 1 9.6 1

Parental education

No more than 9 years 26.8 3.58 (2.58– 4.97) 24.4 3.23 (2.30– 4.53)

Upper secondary 13.9 1.64 (1.48– 1.81) 9.6 1.12 (1.00– 1.23)

1– 2 years 
post- secondary

10.2 1.23 (1.08– 1.40) 8.9 1.06 (0.93– 1.22)

3+ post- secondary 8.3 1 8.3 1

Missing 12.7 1.60 (0.96– 2.67) 13.3 1.49 (0.89– 2.49)

Parental origin

Sweden 9.5 1 8.5 1

Other Nordic country 10.4 1.13 (0.94– 1.36) 8.8 1.06 (0.87– 1.29)

Other European or 
Western countrya 

10.3 0.99 (0.83– 1.18) 9.4 1.13 (0.94– 1.34)

Non- Europeanb  10.4 1.05 (0.94– 1.18) 10.6 1.24 (1.11– 1.39)

Missing 9.5 1.04 (0.70– 1.53) 12.2 1.38 (0.96– 2.00)

All 9.7 8.9

aExcluding Spain.
bIncluding Spain.

TA B L E  3  Logistic regression of high 
externalising and high internalising SDQ 
score, analysed separately
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and energy to invest in the care of later- born children, especially if 
there are many siblings, according to the resource dilution theory.15 
However, the literature on birth order effects is not consistent. 
Regarding social development in particular, later- born children have 
been shown to have advantages. Sibling relationships contribute to 
children's social, cognitive and emotional development with better 
cooperative abilities (and more positive peer relations)16 as well as 
stronger social and interpersonal skills in early childhood.15

Our finding on disadvantages in first- borns’ mental health is also 
confirmed in two other large- scale studies, using the Strengths and 
Difficulties Questionnaire as outcome measure. With data from the 
British the Avon Longitudinal Study of Parents and Children, British 
researchers found higher levels of total SDQ score in first- born chil-
dren between child age 3 and 9 years.17 Similarly, a recent Japanese 
study identified children without siblings to have the highest prev-
alence of total SDQ score, with last- born children with older sib-
lings having the lowest prevalence of high total SDQ score at age 
9 years.18 There are several possible explanations for these associa-
tions. Firstly, the family context may contribute to explain the higher 
problem scores for first- borns. Having a second child brings along 
higher demands on the older child as well as a shift in parenting prac-
tices.19 This transition may influence parents’ perceptions of the older 
child. For a 3- year- old, a new sibling also imposes a major change to 
family life and parental attention. Reactions to these new conditions 
may present as more problematic behaviour and emotional regula-
tion. It is also possible that parents’ ratings of their children's be-
havioural and emotional problems change between their first child 
and children born later. Child defiance and emotional symptoms may 
be more overwhelming to new parents than to more experienced 
parents. However, a Spanish register study confirms the higher risk 
for emotional disorder when diagnosed by psychiatrists or psychol-
ogists.20 Another possible explanation is that the presence of older 
siblings mitigates the risk for emotional and behavioural problems. 
Siblings provide opportunities for play and social interaction that 
may be beneficial for mental health. The impact of siblings is pro-
found in young children's everyday lives since children on average 
spend more time with siblings than with their parents.21

This study showed considerable differences between boys and 
girls in the proportion of children displaying high total SDQ score. 
These findings duplicate the sex disparities found in the Swedish 
validation study.7 However, stratified analyses showed that the ef-
fects of the predictors on high total SDQ score were quite similar 

between boys and girls, with the exception of parental education, 
where the difference between boys and girls increased with higher 
educational level. To some extent, this is probably a mathemati-
cal consequence of the lower prevalence of high total SDQ score 
in these families and should not be overstated. The difference at 
age 3 years between boys and girls in total SDQ score could re-
flect sex- specific differences in development or effects of diverse 
parent- child interaction patterns, where boys show more regula-
tion difficulties in pre- school age, and girls report more emotional 
problems in adolescence.22 Despite this pattern, there are reasons 
to offer support for boys who display negative behaviours at an 
early age, since aggressive behaviour in boys has been shown to 
predict poor educational outcomes more strongly for boys than 
for girls.23

The findings in this study show that the OR of high total SDQ 
score for children in joint physical custody after parental separation 
is similar to those living with both their parents, confirming previ-
ous Swedish studies of mental health in pre- schoolers after parental 
separation.24,25 In this study, children in a sole physical custody ar-
rangement were found to have a higher adjusted OR for high total 
SDQ score than children in other living arrangements, indicating that 
early parental support should be prioritised to these families.

In this study, pre- school children with parents born in non- 
European countries had similar patterns of mental health com-
pared with children with Swedish- born. This might be somewhat 
unexpected, considering their socioeconomic disadvantage in the 
Swedish society and the higher risks for psychiatric disorders and 
suicide attempts found in youth with a non- European origin in 
Sweden in previous studies.26 However, it is congruent with the 
comparatively good psychological well- being found in Swedish- born 
children with a non- European heritage in the national survey of 
15- year- olds in 2009.27

5  |  STRENGTHS AND LIMITATIONS

The main strength of this study is the large study population that 
allowed us to investigate multiple predictors of high total SDQ 
score. The main limitation is the selective attrition. As Table 4 
demonstrates, the participation rate was lower in catchment areas 
with a higher CNI, indicating that the attrition was higher in socio-
economically disadvantaged catchment areas. It thus seems likely 

TA B L E  4  Percentage of children (N = 29,548) with high total SDQ score by mean Care Need Index (CNI) of the well- baby clinic (N = 112) 
in the Stockholm region

Care Need Index 2019 of 
well- baby clinic N (Children)

Participation rate in 2018
%

First- born child of mother
%

High SDQ
% (95% C.I.)

Low 0.41– 0.90 20,792 68.2 50.5 10.7 (10.2– 11.2)

0.91– 1.40 5309 57.8 49.6 13.7 (12.8– 14.6)

1.41– 1.90 1794 53.3 41.0 15.8 (14.1– 17.5)

High 1.91– 2.88 1261 40.4 49.7 20.1 (17.8– 22.3)

All 29,548 62.1 50.1 11.9 (11.5– 12.4)
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that the prevalence rates presented are underestimated. Many of 
the socioeconomically disadvantaged catchment areas have a high 
percentage of families with a non- European heritage, and it seems 
probable that language barriers contributed to the high attrition in 
these catchment areas. This may have caused an underestimation of 
the prevalence of high total SDQ score in children with foreign- born 
parents, considering that language barriers can be expected to be 
more frequent in the recently settled, including asylum seekers and 
undocumented migrants, where the burden of poor mental health 
has been shown to be high.26

Although this study included children from the Stockholm re-
gion only, we believe that the family and catchment area predic-
tors of high total SDQ found in this study are relevant also for 
well- baby clinics in other urban parts of Sweden, since the Care 
Need Index is produced in a national context and the socioeco-
nomic and demographic indicators used are relevant also in other 
urban settings. It is possible that the pattern of predictors is dif-
ferent in rural areas, since a childhood in rural areas of Sweden has 
been associated with a lower risk for severe mental health prob-
lems in adulthood.28

6  |  IMPLIC ATIONS

The pattern of predictors for high total SDQ score found in this study 
indicates that there are risk factors for poor mental health that are 
relevant in all socioeconomic environments, such as the higher risk 
in the first- born child. However, the study also showed that there are 
predictors that tend to cluster in socioeconomic disadvantaged fam-
ilies, such as young parenthood, short parental education and sole 
physical custody living arrangements after divorce. Thus, the strate-
gies to prevent mental problems in young children need to use both 
universal interventions accessible for all families and secondary pre-
ventive interventions for socioeconomically disadvantaged families 
and catchment areas. Nurses in well- baby clinics often provide more 
intense support during infancy to families who are having their first 
child, well aware of the relative lack of experience of baby care of 
these parents. This study demonstrates that the increased focus on 
the first child is relevant also for mental health in the pre- school age. 
This universal strategy needs to be complimented with the alloca-
tion of sufficient resources to clinics in socioeconomically disadvan-
taged catchment areas, according to the principles of proportionate 
universalism,6 to enable the nurses there to provide parent support 
on equal terms with clinics in more affluent areas. Well- designed 
home visitation programmes29 and intensified collaboration with the 
social services30 are other secondary preventive interventions that 
can be used in secondary preventive strategies for mental health in 
pre- schoolers in these areas.
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