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■ Abstract Objective The aim of
this study was to evaluate the Ger-
man self-reported Strengths and
Difficulties Questionnaire (SDQ) in
a clinical setting. We also investi-
gated whether this additional in-
formation gathered directly from
older children and adolescents im-
proves the prediction of clinical
status when external ratings from
their parents and/or teachers are
already available. Methods SDQ
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self-reports were collected from
214 in- and outpatients (81 girls
and 133 boys) aged 11 to 17 years
who were seen at the department
of child and adolescent psychiatry
of the University of Göttingen. Re-
sults obtained with the self-rated
questionnaire were compared with
the parent and teacher SDQs, cor-
responding CBCL/YSR scores, and
the clinical diagnostic classifica-
tion. Finally, the additional diag-
nostic benefits of the self-reports
were examined. Results The scales
of the SDQ self-report proved to be
sufficiently homogeneous, and ac-
ceptable correlations were found
with the equivalent parent and
teacher ratings. The self-rated ver-
sion of the SDQ demonstrated
good validity with respect to the
differentiation between clinically

defined cases and non-cases and in
detecting various subcategories of
psychiatric disorders within the
clinic sample. SDQ self-reports sig-
nificantly contributed to the pre-
diction of diagnostic status, specifi-
cally if only parent or teacher
ratings were available. Conclusions
The self-rated version of the SDQ
was shown to be a reliable and
valid method for the assessment of
behavioural problems in children
and adolescents. In the absence of
adult informant reports from par-
ents and teachers, the diagnostic
value of self-ratings was also
demonstrated.
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Evaluation of the self-reported SDQ 
in a clinical setting: Do self-reports tell us
more than ratings by adult informants?

Introduction

Various studies have shown that a considerable percen-
tage of children and adolescents meet the criteria for
emotional or behavioural disorders [9, 26]. Although
their problems can create much distress for daily life and
well-being, many adolescents with psychiatric disorders
receive no professional help, even though early inter-
vention could prevent persistence of the disorder into
adult life [16].

Evaluation of child psychiatric disturbances is
mainly based on clinical interviews with parents and
teachers, assessment of problem behaviour with various
questionnaires, and on observations of behaviour in a

diagnostic setting. For a comprehensive evaluation of
such disturbances it is necessary to draw on information
from the child or adolescent him/herself as a valuable
source for describing the patient’s feelings, moods, and
subjective experiences [32].

For this purpose, structured interviews such as the
Diagnostic Interview of Psychological Disorders in chil-
dren and adolescents (German child DIPS [29]), the Kid-
die-SADS interview [18] or the NIMH Diagnostic Inter-
view Schedule for Children (DISC [7]) can be employed.
In these assessment instruments, the interview ques-
tions are standardised to reduce variance of both ap-
plied criteria and collected information, thus increasing
reliability and allowing a better comparison between
patients or studies. However, these methods are mainly
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applied in the framework of scientific investigations.
Due to the considerable amount of time required as well
as the necessary degree of clinical expertise of the inter-
viewer, structured interviews are of limited importance
for primary health care in a clinical setting [17]. Given
these problems and limitations, child and adolescent
psychiatry has benefited from the development and ap-
plication of screening questionnaires which are shorter,
less costly, and easier to apply [10]. Using such tools for
gathering information, the clinician can quickly obtain
an impression of the most relevant psychopathological
symptoms in children or adolescents.

Since younger children only have a limited ability for
introspection and are often unable to judge and report
on their emotions or behaviour, their direct assessment
is considered to be only of limited diagnostic value [3].
Children under the age of 11 years are also often unable
to transfer their daily experiences onto a questionnaire
made up of only a few items. Thus, it seems reasonable
to only utilise the information from self-reports of chil-
dren aged about 11 years or older.

Several studies have shown that the act of seeking
clinical assistance has considerable influence on the val-
idity of the characteristics being assessed. For example,
a distinct answer tendency in a non-clinical random
sample showed that children and adolescents described
themselves as having more behavioural problems than
were reported by their parents and teachers [27]. The
opposite effect was demonstrated in a clinical sample
[14], where dissimulation tendencies made children and
adolescents under-report their behavioural problems.

Methods and results when examining the utility of
self-reports and their contribution to clinical diagnos-
tics were found to be very heterogeneous. One approach
to assess the quality of the information obtained with
the self-rated version of the SDQ involves comparisons
with the well-evaluated Youth Self-Report (YSR; [2]).
The YSR is the self-report derivative of the Child Behav-
ior Checklist (CBCL; [1]), and has been widely imple-
mented to describe relevant problems in children and
adolescents [6]. Initial reports on the internal consis-
tency of composite scales of the YSR [2] were later repli-
cated in Switzerland [28], Norway [22], and Germany
[25]. Cross-informant agreement between CBCL parent
reports and YSR self-ratings usually yielded only mod-
erate correlations (e. g., [19, 30]). Nevertheless, Morgan
and coworkers [23] successfully predicted clinical
(DSM-III R) diagnosis on the basis of YSR subscales.

However, it must be noted that the scale structure of
the YSR was empirically determined, and only some of
its problem scales correspond to specific diagnostic cat-
egories. For example, although several symptoms of at-
tention-deficit and hyperactivity disorders are included
in the attention problems subscale of the YSR, the items
on this scale do not cover the entire range of criteria
specified for the corresponding clinical definitions ac-

cording to DSM-IV or ICD-10.As a consequence, the val-
idity of this YSR subscale assessing attention disorders
was only partly confirmed in a clinical sample [8].

On the other hand, the Strengths and Difficulties
Questionnaire (SDQ) was designed by Goodman [11] on
the basis of nosological criteria (ICD-10). Like its par-
ent- and teacher-rated counterparts, the self-report ver-
sion of the SDQ only comprises 25 items and addresses
a well-balanced number of positive and negative behav-
ioural aspects, in contrast to the considerably longer
YSR. In Germany, normative data have only been estab-
lished for the parent-rated version of the SDQ ([31]; see
also Woerner et al., in this supplement volume).

Although the SDQ has been used as a diagnostic in-
strument only since 1997, studies from several countries
have already reported psychometric properties of its
self-rated version. Results on the internal consistency
(Cronbach’s α) demonstrate the homogeneous scale
structure, with reliabilities for the total difficulties score
ranging between 0.82 (England: [13]), 0.78 (Netherlands
[24]),and 0.71 (Finland: [20]). In spite of their shortness,
good respective results were also obtained for the five
self-rated subscales.

Analyses of cross-informant agreement yielded a
similar correspondence between the self-rated SDQ and
the parent version as had been found for the YSR: Cor-
relations for the total difficulties score of the SDQ ob-
tained in clinical or community-based sample in the
Netherlands, in Finland, and in the UK ranged from 0.40
to 0.46.

A review of studies with structured diagnostic inter-
views [17] demonstrated that the level of agreement be-
tween self-reports and parent ratings depends on the
type of disorder. Similar findings were noted with the
SDQ in a clinical random sample [13], with a higher de-
gree of correspondence between parent and self-rating
for externalising disorders and lower cross-informant
agreement for internalising disorders. However, the op-
posite tendency was observed in community samples
[12, 24].

Heterogeneous results were also reported with re-
spect to mean scale scores of adult informants and self-
reports. In an English clinical sample, Goodman and
colleagues [13] found that older children and adoles-
cents often rated themselves in the normal or borderline
range of the total difficulties score,while their parents or
teachers usually reported a higher degree of impair-
ment. In contrast, Finnish children and adolescents de-
scribed themselves as having considerably more behav-
ioural problems than their parents did [20].

Consistent gender differences in self-rated SDQ
scores were documented in a large number of reports.
For example, Dutch girls had significantly higher values
on the emotional symptoms and prosocial behaviour
subscale, while boys scored higher on the conduct prob-
lems scale [24].Similar findings were reported from Fin-



A. Becker et al. II/19
Evaluation of the self-reported SDQ

land [21],where girls in their 7th or 9th school year scored
much higher than boys on emotional symptoms and
prosocial behaviour, but also had a higher total difficul-
ties score. In this Finnish sample, boys again reported
more conduct problems than girls.

To evaluate the validity of the self-rated SDQ, it was
compared with the corresponding YSR scores. In Fin-
land, this yielded correlations of 0.71 for the total diffi-
culties score and between 0.43 and 0.68 for the subscales.
In a German non-clinical random sample, Bettge and
coworkers [5] obtained a somewhat lower correlation of
0.58 for the total difficulties score.

Based on these previous results gathered for the self-
rated SDQ, the present study comprehensively evaluates
the German version in a clinical setting. We examined
how well the information from children and adolescents
matches with the judgements by their parents and teach-
ers. To further analyse the psychometric properties of
the SDQ self-report scales, these were compared with the
corresponding YSR scores and with the clinical diagno-
sis as determined according to ICD-10 criteria. Here, it
was examined how accurately the self-report version of
the SDQ is able to discriminate between older children
with or without any diagnosis of a child psychiatric dis-
order. At a more detailed level, SDQ scores were used to
detect more specific diagnostic subgroups. Finally, an-
other question of particular interest was whether the
self-ratings gathered from children and adolescents ad-
ditionally improve the prediction of their clinical diag-
nosis when external ratings from parents and/or teach-
ers are also available.

Methods

■ Clinical sample and diagnostic subgroups

In the present study, data were collected from in- and
outpatients of the Child and Adolescent Psychiatry De-
partment of the University of Göttingen and from their
parents and teachers. At the time of their assessment
(August 1998 until July 2000) all patients were between
11 and 17 years old. SDQ self-reports and parent-rated
SDQs were available for all participants, as well as self-
and parent-rated YSR/CBCL scores. Independently de-
termined clinical diagnoses by board-certified child and
adolescent psychiatrists were based on ICD-10 criteria.
The present analysis sample with complete self-report
and parent data numbers 214 older children and adoles-
cents, including 133 boys (62 %) with a mean age of 13.8
years (SD: 1.9) and 81 girls (38 %) with a mean age of
14.8 years (SD: 1.6).

As shown in Table 1, 194 patients (90.7 % of the entire
analysis sample) received at least one clinical diagnosis
of a child psychiatric disorder (any diagnosis on axis I
except F70 to F79, F80 to F83.99, F85 to F89, and F98).

Subdividing into broad-band diagnostic subgroups, 100
children and adolescents (46.7 %) showed an emotional
disorder; 69 (32.2 %) had an oppositional/conduct dis-
order, and 43 patients (20.1 %) were found in the sub-
category of hyperactivity/attention-deficit disorders
(see [4] for a more detailed definition of diagnostic sub-
groups).

In order to compare the self-report results with those
obtained with parent and teacher ratings, some of the
analyses were carried out for a subsample of 124 patients
who had complete sets of SDQ data from all three infor-
mants (i. e. parent, teacher, and self-reports).

■ Statistical analysis

For all three versions of the SDQ, means and reliabilities
(Cronbach’s α) were calculated for the total difficulties
score and each of the five subscales. Spearman rank cor-
relations between the patients’ age and SDQ scores were
also determined. To examine the factor structure of the
SDQ self-report, a principal component analysis with
varimax rotation was carried out. Rank correlations be-
tween the self-reports and adult-rated scores were cal-
culated for the entire analysis sample and separately for
each gender subgroup.

Since normative data for the German SDQ self-report
were not available at the time of writing, evaluation in
this study was performed without applying predefined
cut-off values. Hence, cut-off-independent Receiver Op-
erating Characteristics (ROC) analyses were chosen to
quantify and compare the discriminative validity of the
SDQ.ROC analyses yield a cut-off-independent measure
called AUC (area under the curve), which summarises
the sensitivity and specificity of all possible cut-off po-
sitions with respect to a known external criterion (e. g.
clinical diagnosis of hyperactivity/attention-deficit dis-
order: yes vs. no). The obtained AUC values reflect the
discriminative validity, and allow direct comparisons

Table 1 Clinical sample with completed self-report and parent SDQ. Distribution
of diagnostic categories and mean age (N = 214)

Diagnostic categories Boys Girls Total
N = 133 N = 81 N = 214

Any diagnosis on axis I N = 121 N = 73 N = 194
(91 %) (90.1 %) (90.7 %)

Emotional disorders N = 55 N = 45 N = 100
(41.4 %) (55.6 %) (46.7 %)

Conduct/oppositional disorders N = 49 N = 20 N = 69
(36.8 %) (24.7 %) (32.2 %)

Hyperactivity/ N = 40 N = 3 N = 43
attention-deficit disorders (30.1 %) (3.7 %) (20.1 %)

Mean age (years) 13.8 14.8 14.2
(SD) (1.9) (1.6) (1.9)



II/20 European Child & Adolescent Psychiatry, Vol. 13, Supplement 2 (2004)
© Steinkopff Verlag 2004

between the predictive value of two different instru-
ments. An AUC of 1.0 would mean that the instrument
discriminates perfectly between children with and with-
out a certain diagnosis; an AUC of 0.5 is obtained when
a measure merely discriminates at chance level. For the
present study, ROC analyses were used to compare dif-
ferences between both self-reports (self-rated SDQ vs.
YSR), between the two parent questionnaires (parent
SDQ vs. CBCL), and between self-reports and parent re-
ports using the same instrument (self-rated vs. parent
SDQ; YSR vs. CBCL). The algorithm used for statistical
comparisons between two obtained AUC values has
been described in detail by Hanley & McNeil [15].

Furthermore, adjusted R2 values obtained in block-
wise multiple regression analyses were examined, to
show the effects of different combinations of SDQ infor-
mants on the explained variance of the dependent target
variable (i. e. presence of any psychiatric disorder or a
specific clinical diagnosis).

Results

■ Scale means, scale homogeneity and 
correlations with age

For each of the SDQ versions, Table 2 reports mean scale
scores, the homogeneity coefficient of each scale, and
the correlations between the patients’ age and their SDQ
scores.

Examination of the pattern of scale means shows that
the children and adolescents in this clinical sample de-
scribed themselves as having fewer problems and show-
ing more prosocial behaviour than according to their
parents’ reports. In contrast, teacher ratings of their
pupils mentioned fewer emotional symptoms and less
prosocial behaviour.

Analysis of the reliabilities (Cronbach’s α) of the SDQ

scales yielded satisfactory results (total difficulties score
in self-reports: α = 0.78; compared to α = 0.82 for parent
and teacher ratings, respectively). Although only con-
taining five items each, subscales of the self-reported
SDQ were also shown to be acceptably homogeneous
(e. g. emotional symptoms: α = 0.77). Only the internal
consistency of the conduct problems subscale fell below
0.60. Subscales measuring conduct problems, hyperac-
tivity-inattention, and peer problems were clearly more
homogeneous in parent and teacher ratings than in the
self-reports (Table 2).

For all three informants,correlations between the pa-
tients’ age and SDQ scores showed a significant negative
age effect on the conduct problems subscale (self-report:
–0.19).While parents as well as teachers reported signif-
icantly fewer total difficulties and less hyperactive/inat-
tentive behaviour with increasing age of the children,
neither of these two scores was strongly related to age
when obtained from the patients themselves. Con-
versely, older patients scored higher on self-reported
emotional symptoms and prosocial behaviour than
younger ones, whereas the same scores taken from par-
ent and teacher ratings reflected either much weaker age
effects or none at all.

■ Evaluation of the factorial structure

The factor structure of the self-rated SDQ within this
clinic sample was examined by carrying out a principal
component analysis with varimax rotation. The five ex-
tracted factors explained 51.4 % of the total variance,
and the resulting pattern of loadings showed a high con-
formance with the original SDQ scales.

Table 2 Scale evaluation of the German parent, teacher, and self-report SDQ in a clinical sample (11- to 17-year-old Göttingen in- and outpatients, N = 124 with complete
data from all three informants)

Scale properties

self-report parent rating teacher rating

SDQ scale scale reliability1 r scale reliability1 r scale reliability1 r
mean α with age mean α with age mean α with age

Total Difficulties Score 15.0 0.78 0.01 17.0 0.82 –0.16* 14.7 0.82 –0.20*

Emotional Symptoms 3.8 0.77 0.31*** 4.4 0.73 0.12 3.0 0.77 0.15*

Conduct Problems 3.0 0.58 –0.19* 4.0 0.79 –0.21* 2.8 0.76 –0.28***

Hyperactivity/Inattention 4.9 0.65 –0.14 5.8 0.82 –0.28*** 5.3 0.87 –0.25**

Peer Problems 3.2 0.65 –0.01 3.4 0.76 –0.09 3.6 0.75 –0.08

Prosocial Behaviour 6.9 0.78 0.24** 6.0 0.76 0.07 4.5 0.82 0.18*

* p ≤ 0.05; ** p ≤ 0.01; *** p ≤ 0.001 (Spearman rank correlations, one-tailed)
1 homogeneity coefficient (Cronbach’s α)
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■ Evaluation of cross-informant agreement

Agreement between self-reports and adult informant-
rated scores was determined by calculating rank corre-
lations between corresponding scales (Table 3). Al-
though all coefficients attained statistical significance, it
was noted that the total difficulties score and the emo-
tional symptoms subscale showed a much weaker cross-
informant agreement than the other SDQ scores, partic-
ularly when compared to the conduct problems and peer
problems subscales. Overall, self-ratings were more
closely associated with their parents’ reports than with
those by their teachers.

When cross-informant agreement was regarded sep-
arately in male and female subsamples, correlations be-
tween self-reports and parent ratings were found to be
much higher for girls than for boys. Girls’ self-ratings
showed significantly higher agreement with their par-
ents’ judgements in the total difficulties score (boys:
0.29; girls: 0.61) and with respect to hyperactivity/inat-
tention, conduct problems, and peer problems. The sub-
scales assessing emotional symptoms and prosocial be-
haviour did not show such gender-dependent effects,

nor did any of the correlations between self-reports and
teacher ratings (Table 3).

■ Evaluation of discriminative validity

ROC analyses were carried out to evaluate the discrimi-
native properties of the self-rated SDQ in comparison to
the YSR. The predictive power of the self-report mea-
sures was also compared to parent reports (parent SDQ
and CBCL). Both the ability to distinguish between pa-
tients with and without any psychiatric diagnosis and
detection of diagnostic subgroups were examined in
these analyses (Table 4).

Using either their total problem scores or their spe-
cific subscales,both SDQ versions (self-report or parent-
rated) were similarly effective in predicting the respec-
tive clinical categories as the YSR or CBCL. Thus, the
total difficulties score of the SDQ self-report was just as
able to distinguish between patients with vs.without any
psychiatric diagnosis (AUC = 0.835) as was the YSR total
problems score (AUC = 0.810), as shown in the left col-
umn of Table 4. Moreover, it was seen that the subscales

Table 3 Correlations between SDQ scales from different informants (11- to 17-year-old Göttingen in- and outpatients with available parent, teacher, and self-report SDQs,
N = 124)

SDQ scale self x parent1 male1 female1 p2 self x teacher1 male1 female1 p2

report (N = 83) (N = 41) report (N = 83) (N = 41)

Total Difficulties 0.39 0.29 0.61 * 0.27 0.21 0.42 ns

Emotional Symptoms 0.30 0.31 0.27 ns 0.29 0.20 0.30 ns

Conduct Problems 0.51 0.42 0.66 * 0.50 0.48 0.59 ns

Hyperactivity/Inattention 0.44 0.33 0.62 * 0.38 0.31 0.47 ns

Peer Problems 0.57 0.49 0.70 * 0.46 0.48 0.39 ns

Prosocial Behaviour 0.46 0.37 0.60 ns 0.32 0.21 0.41 ns

1 all correlation coefficients significant at p ≤ 0.05 (one-tailed Spearman rank correlations)
2 * p ≤ 0.05; ns not significant (one-tailed z-test comparing correlation coefficients obtained for male vs. female subgroups)

Table 4 Prediction of clinical diagnosis by parent- and self-rated SDQ or CBCL/YSR scales (AUC: Area under the curve = cut-off-independent area under the ROC curve;
N = 214 Göttingen in- and outpatients with parent reports and self-ratings, including N = 20 without any diagnosis on axis I)

Predicted clinical target group Considered questionnaire scale Self-report Parent

AUC p1 AUC p1 p2

Any diagnosis on axis I SDQ – Total Difficulties Score 0.835
ns

0.738
ns

*
yes: N = 194 vs. no: N = 20 YSR/CBCL – Total Problems Score 0.810 0.746 ns

Emotional disorders SDQ – Emotional Symptoms 0.690
ns

0.712
ns

ns
yes: N = 100 vs. no: N = 114 YSR/CBCL – Internalising Problems 0.698 0.728 ns

Oppositional/conduct disorders SDQ – Conduct Problems 0.773
ns

0.824
ns

ns
yes: N = 69 vs. no: N = 145 YSR/CBCL – Externalising Problems 0.742 0.832 **

Hyperactivity/attention-deficit disorders SDQ – Hyperactivity/Inattention 0.684
ns

0.759
*

*
yes: N = 43 vs. no: N = 171 YSR/CBCL – Attention Problems 0.623 0.707 *

** p ≤ 0.01; * p ≤ 0.10; ns not significant
1 two-tailed z-test comparing AUC differences between instruments (parent SDQ vs. CBCL; self-rated SDQ vs. YSR)
2 two-tailed z-test comparing AUC differences between informants (parent- vs. self-rated SDQ; CBCL vs. YSR)



II/22 European Child & Adolescent Psychiatry, Vol. 13, Supplement 2 (2004)
© Steinkopff Verlag 2004

of the self-rated SDQ could effectively detect clinical
subgroups of patients, particularly those with opposi-
tional/conduct disorders. Again, there were only very
small differences between the AUC measures obtained
with the two self-report instruments, demonstrating a
similar diagnostic efficiency.

Comparison between the predictive values of self-re-
ports and parent ratings revealed a slight superiority of
the self-rated SDQ, since its total difficulties score was
marginally better at predicting the presence of any psy-
chiatric disorders than the corresponding overall total
score obtained from parent reports. Parent ratings, on
the other hand,seemed to be slightly better predictors of
more specifically defined diagnostic subgroups than
self-reports, particularly concerning patients with clini-
cally diagnosed hyperactivity and inattention disorders.
This tendency was observed for both SDQ and
YSR/CBCL instruments (right column of Table 4).

■ Predictive value of different combinations 
of SDQ informants

A different methodological approach, used to evaluate
the relative contribution of individual SDQ informants
to the overall prediction of clinical diagnoses, involved
comparisons of adjusted R2 values derived from regres-
sion analyses. Each adjusted R2 shown in Table 5 reflects
the proportion of variance of the dependent variable
(i. e. subsamples with or without the indicated clinical
diagnosis) that can be predicted using SDQ information
from one or more sources.

As shown in Table 5, information from parents and
teachers as well as from the children and adolescents
themselves were all helpful in predicting a patient’s clin-
ical status, although the overall accuracy of predicting
presence vs. absence of any or a more specific clinical di-
agnosis was rather low within this clinical sample of
older children and adolescents. When considering only

ratings from one single source, SDQ self-reports proved
to be as good as the parent-rated version at predicting
the overall presence of a psychiatric diagnosis. However,
using only parent or teacher information to detect spe-
cific diagnostic subgroups, each of these sources yielded
better results than self-ratings alone – the exception be-
ing the emotional disorder subcategory, which was best
predicted by the parent-rated emotional symptoms sub-
scale and less well detected by teachers.

When, in addition to parent reports, SDQ self-ratings
were added as predictor, the proportion of explained
variance increased significantly (e. g. for conduct/oppo-
sitional disorders: parent-only = 24 %, parent + self-re-
port = 28 %).Similar results were found when adding the
self-report to teacher ratings (emotional symptoms:
teacher-only = 7 %, teacher + self-report = 12 %). How-
ever, using information from parent and teacher ratings
as predictors (i. e. combining data from both adult
informants), the percentage of explained variance was
generally higher than combining self-reported informa-
tion with either parent or teacher ratings (e. g. for
conduct/oppositional disorders: parent + self-re-
port = 28 %, teacher + self-report = 32 %, and parent +
teacher = 35 %). While the combination of all three
sources (i. e. using self-ratings in addition to informa-
tion from both teacher- and parent-rated SDQs) yielded
an additional slight increase in adjusted R2, none of
these observed increments reached statistical signifi-
cance.

Thus, it was demonstrated that the ability to predict
the indicated diagnostic subgroups was significantly
improved when the self-report version was added to ei-
ther parent or teacher ratings. If information from both
adult sources (i. e. parents and teachers) was already
available, the additional inclusion of self-ratings did not
provide any improvement in predictive power.

Table 5 Prediction of diagnostic categories using different combinations of SDQ informants (adjusted R2 values representing % of predicted variance of the respective tar-
get category; core sample of 11- to 17-year-old Göttingen in- and outpatients with complete SDQ data from all three informants; N = 124)

Diagnostical categories/scales self parent parent p teacher teacher p parent parent p
(N: yes vs. no) only only + self only + self + teacher + teacher

+ self

Any diagnosis on axis I (N = 112 vs. 12)
predicted by: Total difficulties score 0.10 0.09 0.12 * 0.13 0.17 * 0.15 0.17 ns

Emotional disorders (N = 55 vs. 69)
predicted by: Emotional symptoms scale 0.09 0.17 0.20 * 0.07 0.12 * 0.20 0.21 ns

Conduct/oppositional disorders (N = 46 vs. 78)
predicted by: Conduct problems scale 0.18 0.24 0.28 * 0.30 0.32 * 0.35 0.36 ns

Hyperactivity/attention-deficit disorders (N = 28 vs. 96)
predicted by: Hyperactivity/Inattention scale 0.09 0.12 0.14 * 0.12 0.15 * 0.16 0.17 ns

* p ≤ 0.05; ns not significant (two-tailed z-test of the effect of adding self-report data to parent and/or teacher ratings)
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Discussion

The self-report version of the German SDQ was evalu-
ated in a clinical sample of 214 in- and outpatients, aim-
ing to determine the psychometric properties of this
self-rated questionnaire and to investigate the diagnos-
tic utility of adding self-reported information to exter-
nal ratings by parents and teachers.Evaluation of the ho-
mogeneity of the total score and individual subscales
demonstrated satisfactory reliability. In comparison
with the corresponding scales of the parent version,SDQ
self-ratings showed higher reliability for the emotional
symptoms subscale, while, in contrast, other scales (con-
duct problems, hyperactivity-inattention, and peer
problems) were more homogeneous in parent ratings.

Among the investigated patients, age effects were ob-
served for some subscales of the SDQ self-report, older
adolescents reporting more emotional symptoms and
more prosocial behaviour than younger children. In line
with the results of a previous clinical study [13], patients
in the present clinical sample rated themselves as having
fewer behavioural problems than according to their par-
ents’ reports.

Cross-informant correlations of self-ratings were
found to be higher with parent than with teacher re-
ports, replicating findings from other studies (e. g. [3]).
Compared to boys, self-reports of girls showed consid-
erably stronger agreement with their parents concern-
ing peer relations, hyperactivity, inattention, and con-
duct problems.

The self-rated SDQ also turned out to possess at least
comparable discriminative validity as the well-estab-
lished but much longer YSR, both questionnaires being
equally able to differentiate between patients with and
without child psychiatric diagnoses. Further compa-
risons between the SDQ self-report and the correspond-
ing YSR scales failed to find substantial differences in ef-
fectively detecting specific diagnostic subgroups.

SDQ self-reports were slightly better than the parent
SDQ at identifying subgroups with and without any
clinical diagnosis, while the parent version allowed a
more accurate prediction of hyperactivity and atten-
tion-deficit disorders. Similar results have previously
been reported by Klasen and coworkers [19].

The potential benefits of additionally considering
self-report questionnaires to improve prediction of
clinical status were investigated using a multiple re-
gression approach. Here, SDQ scores as reported by ei-
ther one, two, or all three informants served to predict
presence of any child psychiatric diagnosis at all and, at
a more specific level, broader-band diagnostic subcate-
gories. When self-report information was added to ei-
ther parent or teacher ratings, prediction of the clinical
status improved. If, however, information from both
other sources (i. e. parents and teachers) was already
available, the additional inclusion of self-report data
was unable to provide any further predictive power. It
should be noted that, within this clinical sample, over-
all prediction of presence vs. absence of psychiatric di-
agnoses was rather poor, presumably reflecting an
abundance of behavioural problems even in the fewer
cases who did not fully meet the criteria for any or a
specific clinical diagnosis.

In conclusion, the present results demonstrate that
SDQ self-ratings from children and adolescents repre-
sent a useful contribution to the diagnostic process.
Comparing the described findings obtained for the Ger-
man SDQ self-report with those from other countries,
our results on scale means, internal consistency, cross-
informant correlations, and discriminative validity
agree well with reports from England [13], the Nether-
lands [24], and Finland [20], thus further establishing
the self-rated version of this easily handled and eco-
nomical instrument as a powerful and reliable tool for a
multitude of clinical and research applications.
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