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Abstract

Background: Child and adolescent mental health has scarcely been studied in developing countries, though it is
an important aspect of health. Mental health problems in youth often continue into adulthood if not diagnosed or
treated in time.

Methods: The Sistema de Evaluación de Niños y Adolescentes (SENA) [Child and Adolescent Evaluation System] was
used to evaluate mental health indicators in a sample of students in Northern Chile. Two age-appropriate versions of
the assessment were applied to a total sample of 5043 students, which included an elementary education sample of
1953 schoolchildren from fourth grade through sixth grade (ages 8 to 13 years), and a Secondary School sample of
3090 schoolchildren from seventh grade (the last year of elementary school) through the last year of Secondary school
(senior high school) (ages 12 to 19 years). For each group, the version of the assessment used was determined by the
students’ grade level. Both samples included municipal, government-subsidized, and private schools.

Results: In this student population, depression, anxiety, and behavioral disorders were the main mental health problems
identified, and indicators revealed a progressive increase in cases over the years, coinciding with the global
epidemiological scenario. Males showed a greater presence of externalizing behaviors related to mental health problems
associated with aggression and defiant behavior. However, females showed the highest number of mental health issues
overall, especially regarding problems related to internalization. There are significant differences between school types.

Conclusions: Our sample population analysis indicates that early intervention is necessary for the diagnosis and
treatment of youth, with the goal of reducing the probability that psychiatric disorders will be prolonged, evolving, and
worsening in adulthood.
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Background
Mental health problems during infancy, childhood, or
adolescence affect the processes of adaptation and func-
tionality in adulthood so mental health issues in the
youth population should be considered a priority for the
management of public health [1–3].

The prevalence of mental health problems in young
children is estimated to be between 17 and 20% globally,
with the first symptomatic manifestations observed be-
fore age 14 on average. In addition, it has been found
that the highest prevalence rates are in developing coun-
tries [4, 5].
However, intervention is complicated, as findings of

high comorbidity rates of mental health disorders sug-
gest that the complexity of diagnosis and treatment is a
major challenge. Between 24 and 29% of the mental
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health problems usually diagnosed in young children,
such as depression, anxiety, and behavioral disorders,
often contain characteristics that are also present in
other disorders [6, 7]. For example, depression in this
age group is often comorbid with anxiety and/or behav-
ioral disorders. It also often involves somatic symptoms,
such as gastrointestinal discomfort, headaches, muscle
aches, excessive tiredness, and sleep or appetite distur-
bances, together with other internalizing symptoms of
an affective and emotional states associated with hyper-
sensitivity, irritability, aggressiveness, impulsivity, social
withdrawal, demotivation, intolerance to frustration, and
low self-esteem. In addition to symptomatic expression
at the cognitive level, depression in youth usually in-
cludes difficulties in paying attention, concentrating, un-
derstanding, and remembering, thereby negatively
affecting learning processes. It should be noted that in
adolescence, depression may also be accompanied by
problematic substance use, eating disorders, anti-social
behavior, or suicidal ideation [8, 9].
The prevalence of depressive disorders in children and

adolescents is estimated to be increasing, and the aver-
age age at which the first signs or symptoms appear is
decreasing. Globally, the prevalence ranges from 2 to 5%
in children and 4 to 8% in adolescents. Learning and
emotional difficulties are also prevalent, and these have
been shown to contribute to the development of depres-
sive symptoms [10–12]. Thus, depression may have the
most comorbidity with other mental health problems.
On the other hand, the prevalence of anxiety disorders

in children and adolescents significantly surpasses that
of other mental health problems usually diagnosed in
this population (4 to 32% worldwide), not including
those cases in which anxiety manifests itself as a symp-
tom of other clinical conditions. Anxiety also shows co-
morbidity with social phobia and obsessive-compulsive
disorders, and it impacts not only the affective domain
but also cognitive functions.
Behavioral disorders make up another category of

mental health problems that can occur in childhood and
adolescence. Owing to their overt nature, behavioral dis-
orders mainly affect social development such as in
school, social, and family contexts; in addition, they have
a direct correlation with adaptation disorders in adult-
hood. Behavioral disorders have a worldwide prevalence
ranging from 5 to 7% in children and between 2 and 4%
in adolescents [13]. Diagnoses of this type of disorder
are higher in males, with more cases of attention-deficit/
hyperactivity disorder (ADHD), which significantly af-
fects socialization and learning processes reported in
childhood, and more cases of oppositional defiant disor-
ders (ODD) and dissocial personality disorders (DPD, or
anti-social personality disorders) reported in adolescence
[13]. ODD and DPD share in common characteristics

associated with opposition to norms, defiant behavior
vis-á-vis authority figures, irritability, and recurring emo-
tional states of anger, along with difficulties in managing
these emotions and behaviors. Impulsivity and aggres-
sion are also observed with ODD and DPD [14].
In Chile, the prevalence of mental health problems in

children is 38.2%, with behavioral disorders associated
with attentional deficit with hyperactivity being the most
common, followed by anxiety disorders (of which separ-
ation anxiety is the most prevalent), and finally, mood
disorders, of which major depression has the highest
prevalence [15–18].
Several risk factors related to the mental health of young

children have been identified, including low socioeco-
nomic level, family dysfunction, physical or psychological
abuse, traumatic experiences (accidents, natural disasters,
wars, etc.), and insufficient stimulation. Conversely, sensi-
tive upbringing with responsible parenting, including
stimulation for the autonomous development of children
and educational opportunities for development, has been
shown to be a protective factor against mental health dis-
orders [19].
It has been observed that school plans and programs

aimed at safeguarding the well-being of students have
managed to detect, in a timely manner, problems usually
related to depression, anxiety, and behavioral disorders,
in addition to mitigating the negative impact of the in-
sufficient investment of public resources in mental
health and the low use of available services by the gen-
eral population. A low rate of service use has been iden-
tified as a common problem in several countries, and
may be caused by the fear of social stigma associated
with a diagnosis, lack of information, or the uncertainty
of parents or caregivers regarding whether the changes
in behavior or mood observed in their children require
treatment [20].
These statistics clearly suggest that the need to detect

symptoms of mental health problems and intervene in a
timely manner presents a relevant challenge for educa-
tional systems, as strategies that facilitate teaching and
learning processes also safeguard the psychological well-
being of students [20]. In order to meet this challenge and
accurately assess psychopathologies that affect optimal
growth and development in children and adolescents, the
use of valid and reliable instruments for comprehensive
psychological assessment is key.
It is essential to study the frequency of mental disorders

in children and adolescents in scarcely studied contexts,
such as in Latin America and especially in Chile, which is
currently experiencing a severe social and economic crisis
marked by significant social inequality and classism.
One such reliable instrument of assessment available

is the Sistema de Evaluación de Niños y Adolescentes
(SENA) [Child and Adolescent Evaluation System] [21],
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which facilitates the estimation of mental health prob-
lems common in the youth population as well as provid-
ing an assessment of personal resources and risk factors
related to modes of interaction in family, social, and
school contexts. The SENA also evaluates for specific
problems, such as substance abuse, eating disorders,
learning problems, developmental delay, and unusual or
disruptive behavior.
The aim of this study was to conduct a descriptive

analysis of mental health indicators in a sample of Elem-
entary and Secondary School students in Northern Chile
using the SENA.

Methods
This was a non-experimental study since variables were
not manipulated. The design was cross-sectional correl-
ational, because all measured variables were collected at
the same time [21].

Participants
The total sample included 5043 students. Two samples
were assessed, and different versions of the SENA were
applied according to the students’ grade levels. Both
samples included municipal, government-subsidized and
private schools.
The Elementary School sample was 1953 students be-

tween the 4th and 6th grades. Of the participants, 48.6%
were male and 51.4% were female. The range of age was
from 8 to 19 years old. The mean age was 10.3 years and
the standard deviation was 0.9 years. Additionally, 40.8%
attended municipal schools, 53.7% attended establishments
subsidized by the government, and 5.5% attended private
schools. Regarding participants’ nationalities, the population
sample was 88.9% Chilean, 5.3% Bolivian, 3.4% Peruvian,
0.5% Colombian, 0.5% Venezuelan, 0.3% Argentinean, 0.1%
Ecuadorian, and 0.9% did not specify their nationality.
The Secondary School sample consisted of 3090 students

between 7th grade and the fourth year of High School. Of
the participants, 48% were male and 52% were female. The
mean age was 14.6 years and the standard deviation was
1.8 years. Additionally, 42% attended municipal establish-
ments, 53% attended establishments subsidized by the gov-
ernment, and 4.7% attended private schools. Regarding
nationality, the population sample was 93% Chilean, 3.1%
Bolivian, 2.3% Peruvian, 0.6% Colombian, 0.2% Venezuelan,
0.2% Ecuadorian, and 0.3% did not specify their nationality.

Instrument
The Sistema de Evaluación de Niños y Adolescentes
(SENA) [22] was developed by specialists in psychopath-
ology and psychological evaluation. Its purpose is to help
in the detection of a wide range of emotional and behav-
ioral problems in individuals between 3 to 18 years of
age. It is worth noting that it has been constructed and

validated entirely in the Spanish language. Among the
problems it assesses for are the following:
Internalized problems: depression, anxiety, social anx-

iety, somatic complaints, post-traumatic symptomatol-
ogy, and obsession-compulsion.
Externalized problems: attention problems, hyperactivity-

impulsivity, anger control problems, aggression, defiant be-
havior, and anti-social behavior.
Contextual problems: problems with family, problems

with school, and problems with peers.
Specific problems: substance use, eating behavior prob-

lems, schizotype, or unusual behavior.
Other areas we assessed using the SENA included

problems of emotional regulation and search for sensa-
tions. These are all associated with the onset or mainten-
ance of more serious disorders.
The elementary school version (8–12 years old) has 16

scales, 11 of which measure mental health, 3 contextual
problems and 2 personal resources. The Secondary School
version has 23 scales, 17 of which measure mental health,
3 contextual problems and 3 personal resources.
Each of the dimensions varies between 3 and 14 items,

with an average of 8 items per scale. Some examples of the
content are: “I feel that no one cares what I do” (Depres-
sion), “I get anxious or overwhelmed by my problems”
(Anxiety), “I get nervous when there are many people
around” (Social Anxiety). “I get unpleasant images of things
that have happened to me” (Post-Traumatic Stress), “I get
attention in class because I can’t stop moving” (Hyperactiv-
ity-Impulsivity), “When I go out to have fun I take drugs”
(Substance abuse), “I have problems at home” (Family
problems). “I find it exciting to do dangerous things” (sen-
sation seeking). “I have trouble controlling my emotions
(emotional regulation), I threaten others to get what I want
(aggression).
Additionally, the SENA evaluates for the presence of

certain personal resources, such as self-esteem, integra-
tion, social competence, and problem awareness. These
may be considered protective and/or supportive factors
of clinical intervention. Control scales include positive
print, negative print, and inconsistency.
The SENA employs a Likert scale that ranges from 1

to 5 in the answer options for each item, from “never or
almost never” (1) to “always or almost always” (5). The
total of each dimension is the average of the total of the
answers that constitute it, ranging from 1 to 5.
Recently, Sánchez-Sánchez, Fernández-Pinto, Santa-

maría, Carrasco, and del Barrio (2016) [22] found that
the reliability of the subscales is greater than .7 in Spain.
These results are consistent with the reliability of the di-
mensions in this study.
This research used the self-report versions of SENA for

both Elementary (8 to 12 years) and Secondary School (12
to 18 years). The Secondary School version has several
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dimensions not present in the elementary school version,
namely obsessive-compulsive, antisocial behavior, schizo-
type, substance use, sensation seeking, eating behavior
problems, and problem awareness.

Procedure and ethical considerations
We applied the following four steps to complete the
study:

1. We gained the approval of the Ethics Committee of
the University of Tarapacá. This study is part of a
larger Educational Justice Centre project.

2. Forty-two educational establishments in the city of
Arica were invited to participate in the study, with
69% agreeing to participate, for a total of 29
establishments.

3. Consent was requested from the parents of all
participating students, after the purpose and scope
of the study was explained to them; then, the assent
of the students themselves was requested.

4. Assessments were conducted in groups at each
grade level. Along with the grade-level teacher, at
least two trained interviewers were present at each
assessment to answer questions about the meaning
of the items or how to respond. The duration of
each group’s assessment was approximately 45 min.

Data analysis
The demographics of each sample, followed by basic sta-
tistics on the dimensions, as well as the correlations be-
tween them, are presented in Tables 1, 2, and 3. The
graphs for the internalized and externalized problems,
contextual problems, vulnerability, others problems and
personal resources of both samples are shown in Figs. 1
through 6. The values for both age groups were classi-
fied according to the criteria in the SENA manual. In the
scales depicting problems and vulnerability, it is import-
ant to differentiate the highest scores, and we considered
a standard score > 60 to fall within the “caution” zone, a
score > 70 to fall within the “clinically significant” zone,

and a score > 80 to fall within the “extreme” zone. In the
scales depicting personal resources, it is important to
differentiate the lowest scores, and it is considered that a
standard score < 39 falls within the “precautionary” zone,
< 29 falls within the “clinically significant” zone, and < 19
falls within the “extreme” zone.
Finally, a multivariate analysis of variance (MANOVA) is

presented, which includes as independent variables sex and
educational level, and as dependent variables all scales of
problems and vulnerability, as well as personal resources.
SPSS version 22 was used for the statistical analyses.

Results
The means, standard deviations, and possible range of
the global indices of the SENA results in the Elementary
and Secondary School sample are shown in Tables 1 and
2.
Percentages for internalized problems and externalized

problems in the Elementary School sample are shown in
Fig. 1 and Fig. 2, respectively. This data shows that per-
centages were higher in the precautionary area, the clinical
significance zone, and the extreme area for internalized
problems.
Figure 3 shows the percentage of levels in dimensions

of contextual problems in the total sample. As is shown
in these figures, percentages were higher in the precau-
tionary area, the clinical significance zone, and the ex-
treme area for internalized problems.
Table 3 summarizes the marginal means by sex (male

and female) and educational level (Elementary or Second-
ary School), as well as the significant results for MAN-
OVA. The assumption of multivariate homoscedasticity in
the BOX test was not met; however, this would not signifi-
cantly impact the analysis, especially if the groups in-
cluded more than 30 participants [23, 24]. This suggests
that it is appropriate to select Pillai’s Trace as the most ro-
bust test statistic.
A significant effect of sex was found, Pillai’s Trace =

.131(16,5024) = 47.239, p = .000, η2 = .131. We found a

Table 1 Means, Standard Deviations and possible range in
global indices of the Elementary School SENA in a sample of
1953 Chilean students from 4th and 6th grades

M SD

Global index 52,5 8,43

Index of Emotional problems 53,7 9,5

Index of Behavioral problems 51,0 10,1

Index of Executive functions 52,3 9,3

Index of Contextual problems 52,7 10,3

Index of Personal resources 43,1 10,9

Score < 39 is considered low, between 40 and 59 is considered medium,
and > 60 is considered high

Table 2 Means, Standard Deviations and Possible Range in
Global Indices of the SENA in a sample of 3090 Chilean
Secondary School Students from 7th grade and the fourth year
of High School

M SD

Global index 52,3 7,9

Index of Emotional problems 54,2 9,8

Index of Behavioral problems 50,6 9,0

Index of Executive functions 51,7 8,8

Index of Contextual problems 51,4 8,6

Index of Personal resources 42,0 10,8

Score < 39 is considered low, between 40 and 59 is considered medium,
and > 60 is considered high
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significant effect of educational level, Pillai trace =
.167(16,5024) = 63,151, p = .000, η2 = .167. The effect of
the interaction of sex and educational level was also sig-
nificant, Pillai trace .027(16,5024) = 8746, p = .000,
η2 = .027.
Six of the fourteen scales depicting problems and vul-

nerability were significantly higher in females, five were
higher in males, and three did not show any difference.

Depression, anxiety, social anxiety, somatic complaints,
post-traumatic symptomatology, and emotional regulation
problems were greater in females, while hyperactivity-
impulsivity, aggressiveness, defiant behavior, problems
with school and problems with peers were greater in
males. Attention problems, anger management problems,
and family problems were not significantly different be-
tween males and females. Females had significantly lower

Table 3 MANOVA analysis of estimated marginal means and significance for Sex and Educational Level in a sample of Chilean youth

VARIABLE Sex (S) Educational Level (EL) Sex (S)a ELb S x ELc

Woman Men Elementary Secondary

M M M M p p p

Depression 2,1 2,0 2,0 2,1 ,000*** ,000*** ,000***

Anxiety 2,5 2,3 2,2 2,5 ,000*** ,000*** ,000***

Social Anxiety 2,5 2,3 2,4 2,4 ,000*** 0,081 ,043*

Somatic Complains 2,3 2,1 2,2 2,3 ,000*** ,000*** ,000***

Post Traumatic 2,2 2,1 2,2 2,1 ,000*** ,000*** ,000***

Attention Problems 2,3 2,3 2,3 2,4 0,109 ,000*** ,005**

Hiperactivity 1,9 2,1 1,9 2,1 ,000*** ,000*** ,000***

Anger Control Problems 2,0 2,0 1,9 2,1 0,528 ,000*** ,000***

Aggressiveness 1,3 1,4 1,3 1,4 ,000*** ,000*** 0,444

Defiant Behaviour 1,5 1,6 1,5 1,6 ,005** ,000*** ,015*

Family Problems 1,7 1,7 1,6 1,8 0,455 ,000*** ,000***

School Problems 1,7 1,9 1,7 1,9 ,000*** ,000*** 0,051

Peer Problems 1,3 1,5 1,5 1,3 ,000*** ,000*** 0,855

Emotional Regulation Problems 2,5 2,2 2,3 2,4 ,000*** ,000*** ,000***

Self-esteem 3,7 3,9 3,9 3,7 ,000*** ,000*** ,000***

Integration and social competence 3,5 3.43 3,5 3,4 ,002** ,000*** 0,172
aMain effect of sex, bMain effect of Educational Level, cInteraction between Sex and Educational Level
*p<,05 **p<,01 ***p<,000

Fig. 1 Percentage of levels in dimensions of internalized problems in a sample of school students in Northern Chile, using standard scores.
Note1: PRIM is Elementary School and SEC is Secondary School. Note 2: Obsessive-compulsive exists only in Secondary School version
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self-esteem than males, and males had less integration and
social competence than females.
Secondary school students presented significantly

higher values in eleven of the fourteen scales for prob-
lems and vulnerability. Specifically, they scored higher
for depression, anxiety, somatic complaints, attention
problems, hyperactivity, anger management problems,
aggressiveness, defiant behavior, family problems, school
problems, and emotional regulation problems. Mean-
while, post-traumatic symptomatology and peer prob-
lems were greater in elementary school students. The
only item that did not differ between the two groups
was social anxiety. In terms of personal resources, self-
esteem and integration and social competence were
lower in Secondary School students.
An interaction effect was found in all variables except

aggressiveness, problems with school, problems with
peers, and social integration and competence.

Figure 4 shows the Vulnerability dimension in both
samples (Emotional Regulation Problems and Sensation
Seeking (Only in Secondary School).
Figure 5 shows the results of Other Problems Dimen-

sion with three dimensions that only exist in Secondary
School version (Substance use, Schizotype and Eating
behaviors problems).
Figure 6 shows the percentage of levels in dimension

of Personal Resources in both samples, using standard
scores (Self-steem, Integration and Social Competence
and Problem awareness that only exist in Secondary
School version).
Finally, the differences in relation to school types were

analyzed separately, because students from private schools
represent less than 10% of the sample. In order to conduct
an appropriate analysis for this variable, random subsam-
ples of municipal (n = 260) and subsidized (n = 258)
schools respectively, equivalent to private schools (n =

Fig. 2 Percentage of levels in dimensions of externalized problems in a sample of school students in Northern Chile, using standard scores. Note
1: PRIM is Elementary School and SEC is Secondary School. Note 2: Antisocial Behaviour exist only in Secondary School version

Fig. 3 Percentage of levels in dimensions of contextual problems in a sample of school students in Northern Chile, using standard scores. Note 1:
PRIM is Elementary School and SEC is Secondary School
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254), were selected. In this new sample of 772, the possible
differences between the educational establishments were
analyzed, obtaining only two significant variables: prob-
lems with the family and social integration and
competence.
A significant effect of educational dependence was

found, Pillai’s trace = .124 (32, 1492) = 3073, p = .000,
η2 = .124. This was significant only in problems with
family (p < .01), and in social integration and compe-
tence (p < .001). Post-hoc analyses showed that munici-
pal schools differed significantly from subsidized
(p < .01) and private schools (p < .01), but not between
subsidized and private. Students from municipal schools
present greater problems with the family (M = 1.77) than
those subsidized (M = 1.62) and private (M = 1.59). Re-
garding integration and social competence, post-hoc
analyses showed that students from private schools
(M = 3.73) obtained greater integration and social

competence than municipal (M = 3.34) and subsidized
(M = 3.46) students. The latter two schools were not sig-
nificantly different from each other.
A significant effect of interaction between school types

and educational level was also found, Pillai’s trace = .066
(32, 1492) = 1.594, p = .019, η2 = .066. Specifically for de-
pression (p <,01), social anxiety (p <,05), peer problems
(p <,05), self-esteem (p <,01) and social integration and
competence (p <,05).
Private school students have the lowest scores for de-

pression in Elementary School (M = 1.8), but the highest
scores in Secondary School (M = 2.2).
Social anxiety of students in subsidized schools de-

creases from Elementary (M = 2.6) to Secondary School
(M = 2.3). In municipal schools, it remained the same
from Elementary (M = 2.4) to Secondary School (M =
2.4) and in private schools it increased slightly from
Elementary (M = 2.3) to Secondary School (M = 2.4).

Fig. 4 Percentage of levels in dimensions of Vulnerability in a sample of school students in Northern Chile, using standard scores. Note 1: PRIM is
Elementary school and SEC is Secondary School. Note 2: Sensation seeking only exist in Secondary School version

Fig. 5 Percentage of levels in dimensions of Other problems in a sample of school students in Northern Chile, using standard scores. Note 1:
These three dimensions only exist in Secondary School version
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Students in municipal schools decrease their problems
with their classmates from Elementary (M = 1.5) to Sec-
ondary School (M = 1.3), while those in subsidized and
private schools increase them.
Private school students have the highest self-esteem

scores in Elementary School (M = 4.2), but the lowest in
Secondary School (M = 3.6).
With respect to social integration and competence, the

most important change is observed in private schools,
which decrease from Elementary (M = 4) to Secondary
School (M = 3.6), while in municipal schools it remains
from Elementary (M = 3.3) to Secondary School (M =
3.3), and in subsidized schools it decreases slightly from
Elementary (M = 3.5) to Secondary School (M = 3.4).

Discussion
The aim of this study was to describe the mental health
of students in an under-developed nation using indica-
tors measured by the SENA in a sample of Elementary
and Secondary School students in Northern Chile.
The results showed that in this youth population, depres-

sive, anxious, and behavioral disorders continue to be the
main mental health problems in Elementary and Secondary
School students. Furthermore, indicators revealed progres-
sive increases in prevalence during recent years, a finding
that coincides with the world epidemiological scenario [25].
Pharmacological and psychotherapeutic treatments are
called for, together with educational interventions and
other services that not only ensure coverage and quality,
but also a timely diagnosis, considering the evolutionary
characteristics of development existing between childhood
and adolescence [26–28].
Additionally, males showed a higher prevalence of ex-

ternalizing mental health problems related to aggression
and defiant behavior; however, it was females who had
the highest rates of mental health problems overall, es-
pecially internalized problems. For females, low self-

esteem was the main depressive symptom, parallel to
somatic complaints, anxiety, and social anxiety. It has
been shown that the closer a person gets to adulthood,
the greater the probability is that these problems will in-
crease over time. This finding corresponds to results
from other studies indicating that anxiety and mood dis-
orders tend to worsen and extend into adulthood to a
greater degree than behavioral disorders [29, 30], with
different incidence rates according to gender. The high-
est frequency of psychopathologies of an emotional or
affective nature is found in the female population [31].
Among the areas of vulnerability that predispose stu-

dents to present more severe mental health problems,
greater difficulties were found in regulating emotions by
attending to, perceiving, and clearly expressing their own
emotional states, as well as managing the intensity and
duration in an appropriate way, and moderating impulses
or frustrations, especially in situations of conflict. This is a
finding which, according to other studies, is usually related
to anxiety disorders, in which the existence of recurrent
and intense fears of the negative evaluation of others
makes probable the appearance of insecurities that affect
cognitive and especially emotional processes. This behav-
ior can lead to students becoming increasingly evasive and
resistant to contact with others. Since the emotionally de-
stabilizing situations are all those where they are exposed
to judgement or criticism [32–36].
Another important finding related to vulnerability was

the search for sensation in the adolescent population,
whereby the need to try varied, complex and intense ex-
periences, the desire to take risks, and the susceptibility
to boredom increased the probability of exposing oneself
to dangers. The search for sensation is characteristic of
adolescence, together with susceptibility to influence,
fantasy of immunity or invulnerability, and the search
for or reaffirmation of identity, autonomy, and group in-
tegration where the adoption of risk behaviors is

Fig. 6 Percentage of levels in dimensions of Personal Resources in a sample of school students in Northern Chile, using standard scores. Note 1:
PRIM is Elementary School and SEC is Secondary School. Note 2: Problem awareness only exist in Secondary School version
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expected [37]. Some studies suggest a relationship be-
tween sensation-seeking and exposure to risks, with the
existence of behavioral disorders linked to hyperactivity
as well as defiant and anti-social behavior [38, 39].
We found that the risk factors that do not allow stu-

dents to face situations perceived as problematic or threat-
ening are due to the lack of social competence, that is, a
lack of ability to establish and maintain positive relation-
ships with classmates, and to communicate and behave in
an assertive manner while respecting individual or group
differences. The degree to which a student has difficulty
resolving interpersonal conflicts is based on their aware-
ness and level of self-esteem, as a negative evaluation of
self-concept contributes to a reduced capacity for conflict
resolution. These findings corresponded with those of
other studies in which the excessive use of technology was
recognized as one of the primary risk factors negatively
impacting not only healthy interpersonal development but
also the construction of coherent identities. Expectations
and ideals can be a source of stress and anxiety in children
and adolescents, as can dysfunctionality and poor familial
relationships, experiences of mistreatment, harassment
and discrimination, and experiencing poverty and/or hu-
manitarian crises, among others [4, 5].
Finally, the findings of this study reveal the existence

of differences in the magnitude and types of emotional
or behavioral problems between students belonging to
municipal schools and those studying at subsidized or
private institutions. Children and adolescents who study
in municipal schools have higher scores in the report of
contextual conflicts with the family where they perceive
tension, communication problems, misunderstanding,
loneliness or rejection. Likewise, lower scores are ob-
served in the report of personal resources associated
with integration and social competence, where students
tend to evaluate negatively their own capacity or ability
to initiate and maintain friendship relationships or inte-
grate into groups.
These results reveal the difficulties faced by children

and adolescents from vulnerable families, where the lack
of resources makes it difficult for parents to adequately
raise their children and meet affection, learning, protec-
tion or health needs, since they must play the role of pro-
vider and work several hours a day neglecting their
parenting responsibilities; As a result, their children may
perceive an absence of sources of support and this experi-
ence may mean that their parents have become helpless
or abandoned and that they have become disengaged from
their own family [40–42]. Some studies indicate that fam-
ilies with fewer resources are those who face more domes-
tic violence due to setbacks or economic crises, exposing
their children to experiences of victimization or poly-
victimization that compromise an endemic state of
defenselessness where the child or adolescent assumes as

permanently probable the aggression or harm of others
[43, 44]. The latter may explain the finding of this study
related to the difficulties students report in feeling able to
relate to others or integrate into groups, since experiences
of neglect, abandonment, mistreatment or abuse in their
family trigger fears that condition their interpersonal de-
velopment, tending to adopt a defensive attitude that leads
them to isolate themselves in order to reduce the likeli-
hood of harm from their peers [45].
On the other hand, students who belong to private

schools tend to present higher scores in internalizing
problems during the period of Secondary School associ-
ated with both depression, where there are feelings of
sadness, frustration, irritability, constant tiredness or fa-
tigue, difficulties in focusing attention, remembering or
understanding in addition to isolation or withdrawal, as
well as social anxiety whose greatest fear is negative
evaluation or rejection by their own peers. This last find-
ing is consistent with the high scores registered in con-
textual problems related to their own peers where
students perceive being constantly rejected or isolated
by their peers, the same scenario that is observed in stu-
dents from subsidized schools. Finally, low scores are
observed in relation to the personal resource of self-
esteem revealing in students dissatisfaction with them-
selves and negative evaluations of their self-concept.
The findings described show the difficulties that ado-

lescents enrolled in private or subsidized educational es-
tablishments tend to face, whose interpersonal problems
and the presence of social anxiety can be explained by
the need for acceptance and group membership, For
even when they are studying in private schools, their
peers tend to make social distinctions that reveal eco-
nomic inequalities and promote segregation or discrim-
ination, presenting those students who are segregated or
discriminated against with feelings of inadequacy and
maladjustment, as well as fears and a strong appreciation
of the criticism or opinion of others [46]. On the other
hand, it has been estimated that families with greater
economic resources tend to have high expectations
about the educational development and growth of their
children, which makes the presence of demands, pres-
sures, criticism, comparisons, disapproval and the ab-
sence of recognition of the school performance they
observe in them probable; those who tend to present
symptoms of depression, such as insecurities, excessive
self-criticism, guilt, stress, feelings of inferiority or frus-
tration, low self-esteem and lack of motivation [47].
It is important to mention that Chile is the ninth most

unequal OECD country in the world, where the 10% of
the population with the most resources has an income
27 times higher than the 10% most vulnerable in the
country, as a result of public policies that allow for a
high degree of privatization of basic services, observing

Caqueo-Urízar et al. BMC Psychiatry          (2020) 20:104 Page 9 of 12



important socio-economic gaps that impact the quality
of life, these being more visible in the public and private
provision of health services, housing, work, security and
education [48].
With regard to the differences between private and

public education, it has been noted that the country’s
most vulnerable student population tends to begin and
complete their studies in public educational establish-
ments, whose quality is not comparable to that received
by students enrolled in private schools, given the differ-
ences in the investment of resources for stimulating
learning. Consequently, the socio-economic capacity of
families tends to determine the quality of education that
their children will receive, in addition to the learning
challenges and the magnitude or types of psychosocial
problems that they must address [49].
Chile belongs to the 10% of nations worldwide that do

not constitutionally recognize education as a universal
right, empowering the market to arbitrate the distribu-
tion of resources and the quality of educational training
for Chilean children and adolescents according to their
social and economic realities, delegating to the most vul-
nerable families the responsibility of providing quality
learning to their children, given that public educational
establishments do not have sufficient and necessary re-
sources to do so, promoting profound inequalities that
in the long term impede social mobility and determine
as permanently probable the condition of vulnerability
in families and the low expectations of educational
growth or development in their children [50].
Among the main limitations of this study is the fact

that the students’ reading comprehension levels turned
out to be a difficulty for the execution of practical indi-
cations and instructions regarding the questionnaires.
Further, the resistance of educational institutions to col-
laborate with the study precluded the attainment of a
larger sample.
It is important to consider that this research used only

self-reports as a means of collecting information regard-
ing students’ emotional and behavioral problems, as well
as other studies aimed at exploring or analyzing psycho-
logical problems in childhood or adolescence and their
relationship with family climate, attachment, stress from
traumatic experiences and learning difficulties, among
others [51–53], this being a limitation that makes it im-
possible to know the impressions of parents or teachers
about the mental health of their children or students.
Consequently, this study cannot compare which charac-
teristics, dynamics or modalities should be considered in
an intervention or training plan to address mental health
problems in children and adolescents that includes both
actions in educational and family contexts.
Future studies should consider the design and evalu-

ation of psychosocial interventions aimed at strengthening

emotional regulation and self-esteem in school settings,
along with exploring and analyzing potential differences
between subgroups, especially the most vulnerable (such
as immigrants, indigenous peoples, and all those within
each educational establishment who present some type of
symptomatology), in an attempt to ensure plans of action
are available to assist in the care of these children and
adolescents.

Conclusion
The findings of this study showed that the main mental
health problems of children and adolescents in northern
Chile are anxiety, depression, and behavioral disorders.
Differences by sex were observed, as the female popula-
tion is the most affected, and there is a high probability
that these problems will extend into adulthood. In
addition, areas of vulnerability included students’ diffi-
culties with regulating their emotions, and, in adoles-
cents, the search for sensations and the risk factors of
low self-esteem, difficulty in becoming aware of prob-
lems, and low social competence. The results suggested
the importance of timely intervention for the diagnosis
and treatment of children and adolescents with their
families, with the aim of reducing the likelihood these
psychiatric disorders will persist and even worsen in
adulthood.

Abbreviations
ADHD: Attention Deficit Hyperactivity Disorder; DPD: Dissocial Personality
Disorder; ODD: Oppositional Defiant Disorder; SENA: Sistema de Evaluación de
Niños y Adolescentes

Acknowledgements
We kindly acknowledge all the children and adolescents, parents, teachers
and schools that participated in this study.

Authors’ contributions
Conception and design: AC-U, AU, and MI. Data collection and analysis of
data: AC-U, JF and CE. Interpretation of data: AC-U, JF, CE, AU, and MI. Draft-
ing and writing the manuscript: AC-U, JF, CE, AU, and MI. The author(s) read
and approved the final manuscript.

Funding
This research was funded by ANID PIA CIE160007. The funders did not
participate in any stage of this study.

Availability of data and materials
The datasets generated and/or analysed during the current study are not
publicly available due Government policy but are available from the
corresponding author on reasonable request.

Ethics approval and consent to participate
Before the start of the study, written informed consent was requested and
received from the parents of the children. Also an informed consent was
requested from all students. The objectives of the study were explained as
well as the voluntary nature of participation. No compensation was offered
for participating in the study. The study was approved by the Ethics
Committee of the University of Tarapacá.

Consent for publication
Not Applicable.

Caqueo-Urízar et al. BMC Psychiatry          (2020) 20:104 Page 10 of 12



Competing interests
The Authors have declared that they have no competing interest.

Author details
1Instituto de Alta Investigación, Universidad de Tarapacá & Centro de Justicia
Educacional, 1520 Antofagasta, Arica, Chile. 2Escuela de Psicología y Filosofía,
Universidad de Tarapacá, Centro de Justicia Educacional, CJE, Arica, Chile.
3Escuela de Psicología, Universidad Católica del Norte, Antofagasta, Chile.
4Departamento de Psiquiatría, Faculta de Medicina, Hospital Clínico,
Universidad de Chile, Santiago, Chile.

Received: 11 September 2019 Accepted: 24 February 2020

References
1. Copeland WE, Wolke D, Shanahan L, Costello EJ. Adult functional outcomes

of common childhood psychiatric problems: A prospective, longitudinal
study. JAMA Psychiatry. 2015;72(9):892–899. doi: https://doi.org/10.1001/
jamapsychiatry.2015.0730 Pubmed:26176785.

2. Goodman A, Joyce R, Smith JP. The long shadow cast by childhood
physical and mental problems on adult life. Proc Natl Acad Sci U S A. 2011;
108(15):6032–6037. doi: https://doi.org/10.1073/pnas.1016970108
Pubmed:21444801.

3. Copeland WE, Adair CE, Smetanin P, Stiff D, Briante C, Colman I et al
Diagnostic transitions from childhood to adolescence to early adulthood. J
Child Psychol Psychiatry. 2013;54(7):791–799. doi: https://doi.org/10.1111/
jcpp.12062 Pubmed:23451804.

4. World Health Organization; 2005. Atlas child and adolescent mental health
resources and global concerns: Implications for the future. https://apps.who.
int/iris/bitstream/handle/10665/43307/9241563044_eng.pdf?sequence=
1&isAllowed=y.

5. World Health Organization; 2011. Mental health atlas. https://apps.who.int/
iris/bitstream/handle/10665/44697/9799241564359_eng.pdf;jsessionid=
79065C892313CA456341C19F5F2B90D8?sequence=1.

6. Merikangas KR, Nakamura EF, Kessler RC. Epidemiology of mental disorders
in children and adolescents. Dial Clin Neurosci. 2009;11(1):7–20 Pubmed:1
9432384.

7. Maj M The aftermath of the concept of ‘psychiatric comorbidity’. Psychother
Psychosom. 2005;74(2):67–68. doi: https://doi.org/10.1159/000083164
Pubmed:15741755.

8. Hankin BL, Young JF, Abela JR, Smolen A, Jenness JL, Gulley LD et al
Depression from childhood into late adolescence: Influence of gender,
development, genetic susceptibility, and peer stress. J Abnorm Psychol.
2015;124(4):803–16. doi: https://doi.org/10.1037/abn0000089 Pubmed:265
95469.

9. Graber JA. Pubertal timing and the development of psychopathology in
adolescence and beyond. Horm Behav. 2013;64(2):262–269. doi: https://doi.
org/10.1016/j.yhbeh.2013.04.003 Pubmed:23998670.

10. Cummings CM, Caporino NE, Kendall PC. Comorbidity of anxiety and
depression in children and adolescents: 20 years after. Psychol Bull. 2014;
140(3):816–845. doi: https://doi.org/10.1037/a0034733 Pubmed:24219155.

11. Cheung A, Mayes T, Levitt A, Schaffer A, Michalak E, Kiss A, Emslie G. Anxiety
as a predictor of treatment outcome in children and adolescents with
depression. J Child Adolesc Psychopharmacol. 2010;20(3):211–216. doi:
https://doi.org/10.1089/cap.2010.0006 Pubmed:20578934.

12. Franić S, Middeldorp CM, Dolan CV, Ligthart L, Boomsma DI. Childhood and
adolescent anxiety and depression: Beyond heritability. J Am Acad Child
Adolesc Psychiatry. 2010;49(8):820–829. doi: https://doi.org/10.1016/j.jaac.
2010.05.013 Pubmed:20643315.

13. Batstra L, Hadders-Algra M, Nieweg E, Van Tol D, Pijl SJ, Frances A.
Childhood emotional and behavioural problems: Reducing overdiagnosis
without risking undertreatment. Dev Med Child Neurol. 2012;54(6):492–494.
doi: https://doi.org/10.1111/j.1469-8749.2011.04176.x Pubmed:22571729.

14. Rowe R, Costello EJ, Angold A, Copeland WE, Maughan B. Developmental
pathways in oppositional defiant disorder and conduct disorder. J Abnorm
Psychol. 2010;119(4):726–738. doi: https://doi.org/10.1037/a0020798
Pubmed:21090876.

15. Vicente B, Saldivia S, Rioseco P, De la Barra F, Valdivia M, Melipillan R, et al.
Epidemiología de trastornos mentales infanto-juveniles en la Provincia de
Cautín [prevalence of mental health disorders among children and

adolescents living in southern Chile]. Rev Med Chile. 2010;138:965–73.
https://doi.org/10.4067/S0034-98872010000800004.

16. Vicente B, de la Barra F, Saldivia S, Kohn R, Rioseco P, Melipillan R.
Prevalence of child and adolescent psychiatric disorders in Santiago, Chile:
A community epidemiological study. Soc Psychiatry Psychiatr Epidemiol.
2012;47(7):1099–1109. doi: https://doi.org/10.1007/s00127-011-0415-3
Pubmed:21796366.

17. Vicente B, Saldivia S, de la Barra F, Melipillán R, Valdivia M, Kohn R. Salud
mental infanto-juvenil en Chile y brechas de atención sanitarias [Prevalence
of psychiatric disorders among Chilean children and adolescents]. Rev Med
Chile. 2012;140(4):447–457. doi: https://doi.org/10.4067/S0034-
98872012000400005 Pubmed:22854690.

18. Ministerio de Salud, subsecretaria de salud pública; 2017. https://www.
minsal.cl/wp-content/uploads/2017/06/Borrador-PNSM-Consulta-P%C3%
BAblica.pdf. In: Plan nacional de salud mental [National mental health plan].

19. Moffitt TE, Caspi A, Harrington H, Milne BJ. Male on the life-course persistent
and adolescent-limited antisocial pathways. Dev Psychopathol. 2002;14(1):
179–207. doi: https://doi.org/10.1017/S0954579402001104 Pubmed:11893
092.

20. Green JG, McLaughlin KA, Alegría M, Costello EJ, Gruber MJ, Hoagwood K
et al School mental health resources and adolescent mental health service
use. J Am Acad Child Adolesc Psychiatry. 2013;52(5):501–510. doi: https://
doi.org/10.1016/j.jaac.2013.03.002 Pubmed:23622851.

21. Hernández R, Fernández C, Baptista P. Metodología de la investigación
[Investigation methodology]. México: McGraw-Hill; 2010. (p. 613).

22. Sánchez FS, Pinto IF, Santamaría P, Ortiz MÁC, del Barrio Gándara V. SENA,
Sistema de Evaluación de Niños y Adolescentes: Proceso de desarrollo y
evidencias de fiabilidad y validez. Rev Psicol Clin Niños Adolesc. 2016;3(2):
23–34.

23. Allen P, Bennett K. SPSS for the health and behavioural sciences. Melbourne,
Australia: Cengage Learning; 2007.

24. Tabachnick B, Fidell L. Using multivariate statistics. 5th ed. Boston, MA: Allyn
& Bacon; 2007.

25. Polanczyk GV, Salum GA, Sugaya LS, Caye A, Rohde LA. Annual Research
Review: A meta-analysis of the worldwide prevalence of mental disorders in
children and adolescents. J Child Psychol Psychiatry. 2015;56(3):345–365.
doi: https://doi.org/10.1111/jcpp.12381 Pubmed:25649325.

26. Atladottir HO, Gyllenberg D, Langridge A, Sandin S, Hansen SN, Leonard H,
et al. The increasing prevalence of reported diagnoses of childhood
psychiatric disorders: a descriptive multinational comparison. Eur Child
Adolesc Psychiatry. 2015;24(2):173–83. https://doi.org/10.1007/s00787-014-
0553-8.

27. Caraveo-Anduaga JJ, Colmenares-Bermúdez E, Martínez-Vélez NA. Síntomas,
percepción y demanda de atención en salud mental en niños y
adolescentes de la Ciudad de México [Symptoms, perception and demand
for mental health care in children and adolescents in Mexico City]. Salud
Publ Mex. 2002;44(6):492–498 doi: https://doi.org/10.1590/S0036-
36342002000600001 Pubmed:20383451.

28. Jiménez AM. Detección y atención precoz de la patología mental en la
primera infancia [early detection and care of mental pathology in early
childhood]. Rev Asoc Esp Neuropsiquiatr. 2002;22(82):115–26.

29. Baeyens D, Roeyers H, Vande Walle J, Hoebeke P. Behavioural problems and
attention-deficit hyperactivity disorder in children with enuresis: A literature
review. Eur J Pediatr. 2005;164(11):665–672. doi: https://doi.org/10.1007/
s00431-005-1712-1 Pubmed:16010566.

30. Aláez M, Martínez-Arias R, Rodríguez-Sutil C. Prevalencia de trastornos
psicológicos en niños y adolescentes, su relación con la edad y género
[prevalence of psychological disorders in chidren and adolescents, their
relationship with age and gender]. Psicothema. 2000;12(4):525–32.

31. Navarro-Pardo E, Meléndez J, Sales A, Sancerni M. Desarrollo infantil y
adolescente: Trastornos mentales más frecuentes en función de la edad y el
género [Child and adolescent development: Most frequent mental disorders
in accordance with age and gender]. Psicothema. 2012;24(3):377–83.

32. Gross JJ. Emotion regulation: current status and future prospects. Psychol
Inq. 2015;26(1):1–26. https://doi.org/10.1080/1047840X.2014.940781.

33. Gross JJ, Thompson RA. Emotion regulation: conceptual foundations. In:
Gross JJ, editor. Handbook of emotion regulation. New York: Guilford Press;
2007. p. 3–24.

34. Hezel DM, McNally RJ. Theory of mind impairments in social anxiety
disorder. Behav Therapy. 2014;45(4):530–540. https: /doi: . doi: https://doi.
org/10.1016/j.beth.2014.02.010 Pubmed:24912465.

Caqueo-Urízar et al. BMC Psychiatry          (2020) 20:104 Page 11 of 12

https://doi.org/10.1001/jamapsychiatry.2015.0730
https://doi.org/10.1001/jamapsychiatry.2015.0730
http://www.ncbi.nlm.nih.gov/pubmed/26176785
https://doi.org/10.1073/pnas.1016970108
http://www.ncbi.nlm.nih.gov/pubmed/21444801
https://doi.org/10.1111/jcpp.12062
https://doi.org/10.1111/jcpp.12062
http://www.ncbi.nlm.nih.gov/pubmed/23451804
https://apps.who.int/iris/bitstream/handle/10665/43307/9241563044_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/43307/9241563044_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/43307/9241563044_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/44697/9799241564359_eng.pdf;jsessionid=79065C892313CA456341C19F5F2B90D8?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/44697/9799241564359_eng.pdf;jsessionid=79065C892313CA456341C19F5F2B90D8?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/44697/9799241564359_eng.pdf;jsessionid=79065C892313CA456341C19F5F2B90D8?sequence=1
http://www.ncbi.nlm.nih.gov/pubmed/19432384
http://www.ncbi.nlm.nih.gov/pubmed/19432384
https://doi.org/10.1159/000083164
http://www.ncbi.nlm.nih.gov/pubmed/15741755
https://doi.org/10.1037/abn0000089
http://www.ncbi.nlm.nih.gov/pubmed/26595469
http://www.ncbi.nlm.nih.gov/pubmed/26595469
https://doi.org/10.1016/j.yhbeh.2013.04.003
https://doi.org/10.1016/j.yhbeh.2013.04.003
http://www.ncbi.nlm.nih.gov/pubmed/23998670
https://doi.org/10.1037/a0034733
http://www.ncbi.nlm.nih.gov/pubmed/24219155
https://doi.org/10.1089/cap.2010.0006
http://www.ncbi.nlm.nih.gov/pubmed/20578934
https://doi.org/10.1016/j.jaac.2010.05.013
https://doi.org/10.1016/j.jaac.2010.05.013
http://www.ncbi.nlm.nih.gov/pubmed/20643315
https://doi.org/10.1111/j.1469-8749.2011.04176.x
http://www.ncbi.nlm.nih.gov/pubmed/22571729
https://doi.org/10.1037/a0020798
http://www.ncbi.nlm.nih.gov/pubmed/21090876
https://doi.org/10.4067/S0034-98872010000800004
https://doi.org/10.1007/s00127-011-0415-3
http://www.ncbi.nlm.nih.gov/pubmed/21796366
https://doi.org/10.4067/S0034-98872012000400005
https://doi.org/10.4067/S0034-98872012000400005
http://www.ncbi.nlm.nih.gov/pubmed/22854690
https://www.minsal.cl/wp-content/uploads/2017/06/Borrador-PNSM-Consulta-P%C3%BAblica.pdf
https://www.minsal.cl/wp-content/uploads/2017/06/Borrador-PNSM-Consulta-P%C3%BAblica.pdf
https://www.minsal.cl/wp-content/uploads/2017/06/Borrador-PNSM-Consulta-P%C3%BAblica.pdf
https://doi.org/10.1017/S0954579402001104
http://www.ncbi.nlm.nih.gov/pubmed/11893092
http://www.ncbi.nlm.nih.gov/pubmed/11893092
https://doi.org/10.1016/j.jaac.2013.03.002
https://doi.org/10.1016/j.jaac.2013.03.002
http://www.ncbi.nlm.nih.gov/pubmed/23622851
https://doi.org/10.1111/jcpp.12381
http://www.ncbi.nlm.nih.gov/pubmed/25649325
https://doi.org/10.1007/s00787-014-0553-8
https://doi.org/10.1007/s00787-014-0553-8
https://doi.org/10.1590/S0036-36342002000600001
https://doi.org/10.1590/S0036-36342002000600001
http://www.ncbi.nlm.nih.gov/pubmed/20383451
https://doi.org/10.1007/s00431-005-1712-1
https://doi.org/10.1007/s00431-005-1712-1
http://www.ncbi.nlm.nih.gov/pubmed/16010566
https://doi.org/10.1080/1047840X.2014.940781
https://doi.org/10.1016/j.beth.2014.02.010
https://doi.org/10.1016/j.beth.2014.02.010
http://www.ncbi.nlm.nih.gov/pubmed/24912465


35. Sharp C, Williams LL, Ha C, Baumgardner J, Michonski J, Seals R et al The
development of a mentalization-based outcomes and research protocol for
an adolescent inpatient unit. Bull Menninger Clin. 2009;73(4):311–338. doi:
https://doi.org/10.1521/bumc.2009.73.4.311 Pubmed:20025427.

36. Sharp C, Croudace TJ, Goodyer IM. Biased mentalizing in children aged
seven to 11: latent class confirmation of response styles to social scenarios
and associations with psychopathology. Soc Dev. 2007;16(1):181–202.
https://doi.org/10.1111/j.1467-9507.2007.00378.x.

37. Fonseca H Helping adolescents develop resilience steps the pediatrician
can take in the office. Adolesc Med State Art Rev. 2010;21(1):152–160, xi
Pubmed:20568562.

38. Costello EJ, Mustillo S, Erkanli A, Keeler G, Angold A. Prevalence and
development of psychiatric disorders in childhood and adolescence. Arch
Gen Psychiatry. 2003;60(8):837–844. doi: https://doi.org/10.1001/archpsyc.60.
8.837 Pubmed:12912767.

39. Murray J, Farrington DP. Risk factors for conduct disorder and delinquency:
Key findings from longitudinal studies. Can J Psychiatry. 2010;55(10):633–
642. doi: https://doi.org/10.1177/070674371005501003 Pubmed:20964942.

40. Kiernan, K.Y, Mensah, F. (2011). Poverty, family resources and children’s early
educational attainment: the mediating role of parenting. Br Educ Res J,
37(2), 317–336. https://doi.org/https://doi.org/10.1080/01411921003596911.

41. Hartas, D (2015). Parenting for social mobility? Home learning, parental
warmth, class and educational outcomes. J Educ Policy, 30(1), 21–38.
https://doi.org/https://doi.org/10.1080/02680939.2014.893016.

42. Sullivan, A., Parsons, S., Wiggins, R., Heath, A. y Green, F. (2014). Social
origins, school type and higher education destinations. Oxf Rev Educ, 40(6),
739–763. https://doi.org/https://doi.org/10.1080/03054985.2014.979015.

43. Steele, H., Bate, J., Steele, M., Dube, S. R., Danskin, K., Knafo, H., Nikitiades, A.,
Bonuck, K., Meissner, P., & Murphy, A. (2016). Adverse childhood experiences,
poverty, and parenting stress. Can J Behav Sci, 48(1), 32–38. https://doi.org/
https://doi.org/10.1037/cbs0000034.

44. Turner, H., Finkelhor, D. y Ormrod (2010). The effects of adolescent
victimization on self-concept and depressive symptoms. Child Maltreatment,
15(1), 76–90. http://doi.org/https://doi.org/10.1177/1077559509349444.

45. Cyr, K., Chamberland, C., Clement, M., Lessard, G., Wemmers, J., Collin-Vezina,
D., Gagne, M.Y, Damant, D. (2013). Polyvictimization and victimization of
children and youth: results from a populational survey. Child Abuse Negl,
37, 814–820. https://doi.org/https://doi.org/10.1016/j.chiabu.2013.03.009.

46. Sibnath, D., Chatterjee, P. y Walsh, K. (2010). Anxiety among high school
students in India: comparisons across gender, school type, social strata and
perceptions of quality time with parents. Aust J Educ Dev Psychol, 10(1),
18–31.

47. Stull, J. C. (2013). Family socioeconomic status, parent expectations and a
child’s achievement. Res Educ, 90(1), 53–67. https://doi.org/https://doi.org/
10.7227/RIE.90.1.4.

48. Organización para la Cooperación y el Desarrollo Económico (2018a).
Estudios económicos de la OCDE en Chile. Retrived from https://www.oecd.
org/economy/surveys/Chile-2018-OECD-economic-sruvey-Spanish.pdf.

49. Waissbluth, M., Arredondo, C., Quiroga, V. y Diez, S. (2010). Las restricciones
a la reforma educativa en Chile: Perspectiva neoinstitucional y escenarios
futuros. Revista del CLAD Reforma y Democracia, 47(1), 5–46.

50. Organización para la Cooperación y el Desarrollo Económico, Dirección de
Educación y Habilidades (2018b). Tensiones u desafíos para la educación en
Chile a la luz del informe de la OCDE. Retrived from https://www.oecd.org/
chile/educacion-en-chile-9789264288720-es.htm.

51. Gil I. Relación entre clima familiar, problemas emocionales, conductuales y
mecanismos de afrontamiento en adolescentes (Tesis de maestría). Madrid,
España: Universidad Pontificia Comillas; 2017.

52. Muñoz Y. The role of stressful life events and personality on depression
among adolescents, (Tesis de maestría), Universidad Jaime I. España:
Castellón de la Plana; 2018.

53. Gavilanes, A. y Falcones, S. (2018). Análisis de los estilos de apego de los
niños de 6 a 8 años del proyecto “Niñez Positiva” que manifiestan
conductas disfuncionales (Tesis de licenciatura), Universidad de Guayaquil.
Guayaquil, Ecuador.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Caqueo-Urízar et al. BMC Psychiatry          (2020) 20:104 Page 12 of 12

https://doi.org/10.1521/bumc.2009.73.4.311
http://www.ncbi.nlm.nih.gov/pubmed/20025427
https://doi.org/10.1111/j.1467-9507.2007.00378.x
http://www.ncbi.nlm.nih.gov/pubmed/20568562
https://doi.org/10.1001/archpsyc.60.8.837
https://doi.org/10.1001/archpsyc.60.8.837
http://www.ncbi.nlm.nih.gov/pubmed/12912767
https://doi.org/10.1177/070674371005501003
http://www.ncbi.nlm.nih.gov/pubmed/20964942
https://doi.org/10.1080/01411921003596911
https://doi.org/10.1080/02680939.2014.893016
https://doi.org/10.1080/03054985.2014.979015
https://doi.org/10.1037/cbs0000034
https://doi.org/10.1177/1077559509349444
https://doi.org/10.1016/j.chiabu.2013.03.009
https://doi.org/10.7227/RIE.90.1.4
https://doi.org/10.7227/RIE.90.1.4
https://www.oecd.org/economy/surveys/Chile-2018-OECD-economic-sruvey-Spanish.pdf
https://www.oecd.org/economy/surveys/Chile-2018-OECD-economic-sruvey-Spanish.pdf
https://www.oecd.org/chile/educacion-en-chile-9789264288720-es.htm
https://www.oecd.org/chile/educacion-en-chile-9789264288720-es.htm

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Participants
	Instrument
	Procedure and ethical considerations
	Data analysis

	Results
	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

