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ABSTRACT 

 
Background: Emotional and behavioral problems (EBP) during childhood and 
adolescence are a common concern for parents and mental health stakeholders. Earlier 
studies have shown that child and adolescent EBP predict numerous problematic 
outcomes in adulthood that involve serious challenges across many important life 
domains including family functioning, mental health, education, and employment. The 
purpose of this study was to describe EBP among urban adolescents in West Jakarta.  
Subjects and Method: A cross sectional study was conducted at several junior high 
schools in West Jakarta.  A sample of 140 adolescents was selected for this study. The 
dependent variable was emotion and behavior problem (EBP). The data on EBP were 
collected by Strength and Difficulties Questionnaire (SDQ) and described accordingly.  
Results: Ages of the sample ranged from 12 to 15 years. Girls shared 54%. As many as 
30% of the sample had EBP, consisting of 40% behavior problem, 31% emotional pro-
blem, 15% hyperactivity, 8% peer relation problem, and 6% pro-social literacy problem.  
Conclusion: As many as 30% urban adolescents have emotional and behavior 
problem of various types.  
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BACKGROUND 

Indonesia in 2020 to 2030 is pre-

dicted to get a demographic bonus, 

namely the condition when the popu-

lation of productive age is very large 

while the population of young people 

or children is getting smaller and old 

age is still not too large in proportion. 

The productive age group in 2020-

2030 is those who are currently in-

cluded in the youth population group 

(LDF FEB UI, 2017). Adolescence is a 

time when individuals develop from 

the first time they show secondary 

sexual signs until they reach sexual 

maturity, individuals experience psy-

chological development and patterns 

of identification from childhood to 

adulthood, a transition from full socio 

-economic dependence to a relatively 

independent state (Gunardi et al., 

2010).   

According to Hurlock (1991) the 

term teenager is limited based on the 

chronological age, namely children 

who are in the age range of 12 to 18 

years, who then Thornburg (1982) 

adds information on that saying that 

the age limit occurs because it is bas-

ed on traditional constraints, while 

contemporary flow limits the age of 

adolescents between 11 up to 22 years. 

Likewise, the Mongks, Knoers and 

Haditono (2000) give their own 

limitations, namely the age of adol-
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escents in the age range of 12 to 21 

years and also according to Hall 

(2008) who said that adolescents are 

in the age range of 12 to 25 years.  

According to WHO, adolescents 

are residents in the age range of 10 to 

19 years. According to Republic of 

Indonesia Minister of Health Regula-

tion number 25 of 2014, adolescents 

are residents in the age range of 10-18 

years. The many different definitions 

of adolescents indicate that there is no 

universal agreement regarding the li-

mits of the teen age group. However, 

often adolescence is associated with 

the transition from children to adults. 

A period which is the preparation 

period towards adulthood in passing 

several important stages of develop-

ment in life. In addition to physical 

and sexual maturity, adolescents also 

experience stages towards social and 

economic independence, building 

identity, acquisition of abilities for 

adult life and ability to negotiate 

(abstract reasoning) (WHO, 2015).  

Mental health is a key factor for 

health development in adolescents. 

Teenagers with good mental health 

will be able to have the ability to 

interact socially in building good frie-

ndships with other people and their 

environment, success at school, abili-

ty to overcome personal problems, 

and have sincerity of ideals and goals 

in life. Research shows that adole-

scents who have good mental health 

tend to develop into a person who is 

full of confidence and has the poten-

tial to make a large contribution to 

the nation's development in a country 

(Patel et al., 2007). 

The general prevalence of men-

tal health problems in children and 

adolescents ranges from 10-20% 

(WHO, 2011) based on the charac-

teristic of adolescents who have a 

great curiosity, love adventure and 

challenges and tend to dare to risk 

their actions without being preceded 

by careful consideration. If there is 

conflict and decision making is not 

right, then they will easily fall into 

risky behavior that is very likely to ha-

ve short-term or long-term conseque-

nces in a variety of physical and 

psychosocial health problems. The 

behavior and risk characteristics of 

adolescents require the availability of 

qualified adolescent health services to 

be able to meet adolescent health 

needs, including services for repro-

ductive health (Ministry of Health, 

2017). 

Adolescence experiences many 

changes in itself and usually often 

triggers conflicts between adolescents 

with themselves and conflicts with the 

surrounding environment. If these 

conflicts cannot be resolved properly, 

the development can bring negative 

impacts, especially the impact on the 

maturation of adolescent character 

and can cause mental emotional 

problems (Wiguna, 2009). 

Mental emotional problems are 

a problem condition that shows one 

or more of the characteristics that can 

occur over a long period of time and 

have a negative impact on the child's 

performance in receiving education. 

Mental emotional problems can also 

be an indication of the individual's 

condition in experiencing an emotio-

nal change that if allowed to continue 

will be able to develop into a patholo-

gical state that can threaten people's 

mental health. Other terms mental 
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emotional problems are psychological 

distress and emotional distress (Ida-

iani et al., 2009).  

Mental emotional problems can 

be defined as a condition that indi-

cates an individual experiences an 

emotional change that is inhibiting, 

obstructing, or making it difficult for 

someone in their efforts to adjust to 

the environment and experience (Ida-

iani, et al., 2009; Damayanti, 2011). 

Mental emotional and behavioral 

problems in adolescents are a serious 

problem because they have a major 

impact on their development, and 

cause health and reduce their produc-

tivity and quality of life. As an 

example, one and a half million child-

ren and adolescents in the United 

States are reported by their parents, 

who have persistent emotional, deve-

lopmental and behavioral problems. 

Where there is a result of 41% of 

parents in the United States worried 

that their children experience learn-

ing difficulties and 36% worry about 

experiencing depression or anxiety 

disorders (Wiguna et al., 2010). 

Behavioral problems are prob-

lems characterized by dissocial, agg-

ressive or opposing behavioral patter-

ns, which can recur and persist. This 

behavior in its extreme form will be a 

manifestation of a gross violation of 

the social norms found in children of 

that age, this violation can be perma-

nent and will appear to be more 

severe than juvenile delinquency or 

adolescent rebellion in the usual 

manner. An assessment of the exis-

tence of behavioral problems needs to 

consider the level of development of 

the child.  

Examples of behaviors that form 

the basis of the diagnosis include the 

following: excessive fights or haras-

sment, cruelty to animals or humans, 

severe damage to other people's pro-

perty, burning, stealing, repeated 

lying, skipping school and running 

away from home, temper tantrums. 

Each of these categories, if found, is 

enough to be a reason for the diagno-

sis of adolescents with behavioral 

problems. However, in the case of 

dissocial acts (actions that violate mo-

rals) a single one is not yet a strong 

reason to determine that the teenager 

has problems in his emotions and 

behavior. This diagnosis is not recom-

mended unless dissocial behavior 

continues for six months or more 

(MOH, 1998).  

Classification of groups of beha-

vioral problems in PPDGJ III is 

divided into six, namely: (1) behavior 

problems that are limited to the fam-

ily environment; (2) Behavior proble-

ms that are not grouped, which is cha-

racterized by the absence of effective 

cohesion with peer groups (an impor-

tant difference with group behavior 

disorders); (3) Group behavior prob-

lems in which there is a strong bond 

of friendship with children his age 

which often consists of children who 

are also involved in criminal or d-

issocial acts; (4) The problem of resis-

tance / rebellion, in this case is limit-

ed by the absence of more severe dis-

social and aggressive actions such as 

those that violate the law or violate 

the human rights of others; (5) Other 

behavioral problems, and (6). Which 

behavioral problems Not Classified 

(MOH, 1998). 

As an illustration, the prevalen-

ce of behavioral problems in adoles-
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cents in America has increased in the 

last few decades and more often app-

ears in urban areas than in rural 

areas. In men under 18, there are ar-

ound 6% to 16%, while in women 

there are 2% to 9% (American Psychi-

athric Association, 1994). Further-

more the study conducted by Kazdin 

(1998) added that the behavioral pro-

blems occurring were more prevalent 

in men than in women. Emotional 

and behavioral problems in children 

and adolescents in urban areas have a 

distinctiveness which is certainly not 

found in rural areas. Today's life is 

very closely related to environmental 

stress.  

According to Fontana (Siegel, 

2008) that environmental stress com-

es from different sources such as 

meeting residential buildings so that 

they have noisy neighbors, highways 

that often threaten security and com-

fort, and financial anxiety over the 

inability to pay for the needs that sup-

port the appearance of style living in 

the city like having cellphones, motor-

ized vehicles, etc. There is a lot of evi-

dence from several studies or studies 

about the relationship between urban 

ecology and the tendency to arise me-

ntal health disorders compared to 

rural areas. One of them is a research 

on "The Relationship between Urban-

ization and the Development of Psy-

chological Disorders" is significant" 

(Sundquist, 2004).  

With a strong study design, it 

shows that there is a relationship bet-

ween the level of urbanization and the 

onset of the onset of psychosis (a sym-

ptom of psychiatric illness). It was 

explained that the increased risk in 

urban areas compared to rural areas 

was different in terms of social suppo-

rt, stressful life, and family obligati-

ons. Rurality (non-urban life) does 

not explain the large differences in the 

level of mental disorders while in 

urban areas there is a big difference. 

The situation of rural communities 

can be based on a more applicable 

socio-economic and cultural. Stable 

communities without rapid social 

change, with low divorce rates, mode-

rate levels of alcohol consumption, 

low crime and adherence to traditio-

nal moral and religious values, encou-

rage good mental health in children 

and adults.  

In another study in the Mexi-

can-American population, it was 

shown that the highest prevalence of 

mental disorders occurred in respon-

dents living in large cities (35.7%) 

compared to those living in small 

cities (32.1%) and those living in rural 

areas (29,8 %). This shows the ten-

dency of mental disorders is relatively 

more common in urban areas (Willi-

am et al, 1998). A study of young adu-

lts in urbanized areas found that sym-

ptoms of general mental disorders 

were more prevalent in cities than in 

rural areas (Khartoum, Sudan). The 

risk factors are loneliness, expression 

of expulsion, isolation and lack of 

social support that occur when rural 

residents migrate from their families 

and siblings. There is evidence that 

social factors, especially life-threa-

tening events, violence and lack of 

social support, play an important role 

in the etiology of common mental dis-

orders. In fact, urban environment is 

one of many misfortunes, including 

poverty, violence and isolation (Leve-

nthal, 2000).  
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SUBJECTS AND METHOD 

1. Study Design 

This was a descriptive study conduc-

trd at 5 junior high schools on 

March to May 2018.  

2. Population and Sampling 

A total 140 adolescents was selected 

by Multy Stage Cluster Sampling, with 

criteria aged 12 to 15 years, male and 

female, in the junior high school com-

munity in the West Jakarta.  

3. Study Instruments 

The instruments used in this study 

are the questionnaires of Strength and 

Difficulties Questionnaire (SDQ) 

which has been determined by the 

Indonesian Ministry of Health as an 

instrument for screening behavioral 

and emotional problems in children 

and adolescents in accordance with 

the Guidelines for Technical Guide-

lines for Health Screening and Period-

ic Examination in Educational Units 

Primary and secondary 2015. Questio-

nnaires used in this study were SDQ 

in Children aged 11-18 years consist-

ing of 25 questions.  

The diagnosis of behavioral and 

emotional problems was based on the 

criteria agreed upon in the training 

module to diagnose behavioral and 

emotional problems issued by the 

Indonesian Ministry of Health.  

Each SDQ subscale consists of 

five items. Each item was scored in a 

three-point criterion, namely: 0= in-

correct, 1= somewhat correct, 2= true. 

Scoring from each subscale can be 

calculated by summing the scores of 

each relevant item in the subscale. 

The highest score of each subscale 

was 10 and the lowest score was 0. 

SDQ has a sensitivity of 85% and 

specificity of 80%. Compared to other 

instruments in early detection of 

mental emotional problems in adoles-

cents, SDQ was better at detecting 

problems of hyperactivity, intensity, 

and detecting problems of internaliza-

tion and externalization.  

4. Data Analysis  

The data were analyzed descriptively.

Table 1. SDQ Score Interpretation 

Self filling Normal Borderline Abnormal 

The total of difficulty score 0-15 16-19 20-40 

Emotional symptom score 0-5 6 7-10 

Behavior problem score 0-3 4 5-10 

Hyperactivity score 0-5 6 7-10 

Relationships with peers score 0-3 4-5 6-10 

Prosocial behavior score 6-10 5 0-4 

Source: Workshop CPD III, 2010 
RESULTS 

Score of emotional and behavioral 

problems in urban adolescents turned 

out to be more prevalent in young 

women at 54% while in young men 

46%. The total score of subscale dif-

ficulty (emotional and behavioral pro-

blems) was 30%. Interpretation sco-

res based on problem division are in 

the order behavioral problems by 

40%, emotional symptoms by 31%, 

hyperactivity by 15%, problems with 

peer relationships at 8%, and prob-

lems in prosocial abilities by 6%. 

 

DISCUSSION 

In the study of adolescents who expe-

rience emotional and behavioral prob-
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lems, they are mostly young women 

that was equal to 54%. The results of 

this study show more female subjects 

who have behavioral problems than 

male subjects. This was in contrary to 

what Kazdin expressed in Conner and 

Lochman (2010) that behavior pro-

blems occur more in men than 

women.  

According to Dahlan (2009) the 

results of research different from this 

theory are not contradictory. A resear-

cher can use two types of interpre-

tation methods in diagnostic research, 

namely clinical interpretation and sta-

tistical interpretation. The clinical in-

terpretation can be in line with statis-

tical interpretations, but it can also be 

out of line. Dahlan recommends clini-

cal interpretation more than statisti-

cal interpretation. As far as the know-

ledge of the researcher, there was no 

other valid instrument in screening 

behavioral disorders in Indonesia, the 

SDQ clinically has good or satisfactory 

screening quality.   

Early detection of mental emoti-

onal and behavioral problems in 

school-age children was very import-

ant to prevent more severe problems 

in later life. Schools and teachers as a 

secondary environment after the fam-

ily was a party that has an important 

role in the development of mental 

health of children and adolescents.  

Early detection of mental emo-

tional problems and behavior of 

school-age adolescents can be done 

using the SDQ questionnaire that can 

be filled by parents, teachers or the 

children themselves. Even so, it still 

needs assistance from the BK teacher 

(Student Career Guidance) for all stu-

dents selected as subjects or samples, 

and for students whose results have a 

borderline SDQ score so that they can 

be directly noticed and not develop 

into abnormal.  
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