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Abstract

Background: Family habits and the lifestyle of parents play an important role in the mental and social health of children.
Objectives: Given the high prevalence of psychiatric disorders in Iran and the lack of information on the factors associated with
these disorders, it is necessary to study the relationship between the lifestyle of parents with common psychiatric disorders in chil-
dren and adolescents.
Methods: The present analytical cross-sectional study was undertaken from 2016 to 2017. A total of 1,022 children and adolescents
aged 6 - 18 in Ilam, Iran, were enrolled in the study. The participants were selected through multi-stage cluster sampling from urban
and rural areas of the city. Data on children were collected by using a semi-structured interview with the Kiddie-SADS-Present and
Lifetime Version (K-SADS-PL) Questionnaire, and the Life Style Questionnaire (LSQ). Using IBM-SPSS software V. 24, the chi-squared
test, Student’s t-test, and multivariable logistic regression model were used to analyze the data.
Results: There was a significant association between the mental health of parents with separation anxiety disorder (SAD) (adjusted
odds ratio [aOR] = 0.86, P value [P] = 0.01). In addition, significant association was found between physical health (aOR = 1.17, P =
0.04), disease prevention (aOR = 1.22, P = 0.04), spiritual health (aOR = 0.83, P = 0.04), and avoidance of drugs, alcohol, and opiates
(aOR = 0.87, P = 0.004) with obsessive-compulsive disorder. Attention deficit hyperactivity disorder with sports and fitness (aOR =
0.82, P = 0.01), social health (aOR = 1.33, P = 0.007), and social phobia with spiritual health (aOR = 0.76, P = 0.04) showed a statistically
significant association.
Conclusions: This study supports the hypothesis that the lifestyle of parents is an important determinant in the mental health of
children.
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1. Background

According to the World Health Organization (WHO),
mental health is defined as a state of well-being in which
every person realizes their own potential, can cope with
the normal tensions of life, can work productively and
fruitfully, and has the ability to make contributions to their
community (1). Mental and psychiatric disorders prevent
the effective role of individuals in developing their abili-
ties in society. Given the fact that children and adolescents

constitute a large part of the population of the country,
and the advancement of any society requires the develop-
ment of the talents and the ability of the human resources
of that community, therefore children and adolescents are
considered as potential future assets. Being so, they are
also the vulnerable sectors of society and their physical
and mental health is very important (2).

Mental and psychiatric disorders are commonly seen
for the first time in the early years of primary education,
and then peak at the age of 8 to 15 years (3). Current stud-
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ies have shown that 50% to 75% of psychiatric disorders be-
gin in childhood and adolescence (4). Also, epidemiolog-
ical studies have reported that the prevalence of psychi-
atric disorders among children and adolescents is higher
than 20% while in adults it is over 50% (5). In different
parts of the world, there are different reports on the preva-
lence of psychiatric disorders among children and adoles-
cents. For example, the prevalence of psychiatric disorders
in children and adolescents in Brazil ranged from 7 to 13%
(6), in the Mexico City 15% (7), in Australia 14% (8), and in
Bangladesh up to 15% (9). Similarly, the results of a study
in Iran showed that approximately 17.9% of children aged
6 to 11 years suffer from mental disorders (10). In addition,
mental and behavioral disorders in Iranian children are 20
to 40% higher than in children living in western countries
(11).

Considering the significant difference in the preva-
lence of psychiatric disorders in different parts of the
world, it can be concluded that different factors affect the
incidence rate/prevalence of these disorders in children
and adolescents in different countries. The most impor-
tant of these are age, gender, place of residence, socio-
economic factors, health services, family socio-economic
status, and people’s lifestyle (11). In addition, rapid changes
in socio-cultural, political, and economic factors have an
impact on the lifestyle of communities and families (12).
Studies have shown that lifestyle plays a significant role in
the incidence of mental disorders (13). Therefore, consid-
ering that the pedagogy and upbringing of children are
largely carried out in the family context, so the lifestyle of
parents is an effective factor which plays an important role
in shaping their psychological, social, and cultural person-
ality (13, 14).

In fact, lifestyle is a recognizable pattern of behavior
premised on the interaction between personality traits
and lifestyle of a person. It also includes factors such as
sleep and activity, exercise, proper weight management
and nutrition, avoidance of smoking and alcohol, immu-
nization against diseases, coping with stress, social sup-
port, and drug use (14, 15). Regarding the relationship be-
tween lifestyle and psychological disorders, various stud-
ies have been conducted in different countries. However,
they have not specifically paid attention to the relationship
between lifestyle dimensions of parents with psychiatric
disorders in children and adolescents (14, 16).

Children are modeled by their family atmosphere and
re-produce their family’s behavior. Hence, their family and
its lifestyle plays an important role in their mental and so-
cial health (17). Also, regarding an epidemiological tran-
sition in Ilam city, there is a hypothesis that different fac-
tors and problems such as poverty, deprivation, unemploy-
ment, and the effects of the war, along with the culture

and specific behaviors of this city, can affect lifestyle and,
consequently, the mental health of the residents of the
city. Considering the high prevalence of psychiatric dis-
orders in Ilam (18), as well as the lack of adequate infor-
mation about the factors associated with these disorders,
it is necessary to examine the relationship between par-
ents’ lifestyle with common psychiatric disorders in chil-
dren and adolescents in order to improve the health poli-
cies on youth in the country.

2. Methods

2.1. Ethical Approval

Literate individuals read and signed informed con-
sent, whereas verbal consent was obtained from illiter-
ate patients. Ethical approval was obtained from the Eth-
ical Committee of the Ilam University of Medical Sciences
(IR.MEDILAM.REC.1397.96).

2.2. Study Design

The present analytical cross-sectional study was con-
ducted on 1022 children and adolescents aged 6 to 18 years
old by using a semi-structured interview with Kiddie-SADS-
Present and Lifetime Version (K-SADS-PL). The Life Style
Questionnaire (LSQ) was used to gather information for
parents. Assuming the prevalence of psychiatric disorders
to be 0.3 and type-1 error of 0.05, the sample size was esti-
mated at 851 individuals. By considering the effect of clus-
ter sampling equivalent 1.2, the final sample size was de-
termined as 1002 people: This comprised 167 clusters (each
cluster included 6 samples). To increase the power of the
study we enrolled 1022 individuals. In addition to Ilam, the
population of the suburbs was randomly sampled. In the
next step, blocks were used for cluster sampling by using
postal code: i.e., the samples were selected according to the
postal code.

2.3. Inclusion and Exclusion Criteria

Any citizen who had lived for at least one year in Ilam
province could participate in the study with personal con-
sent. The age range of children and adolescents included
in the study was 6 to 18 years. Children and adolescents suf-
fering from severe physical illnesses were excluded from
the study.

2.4. Data Gathering Tools

Data gathering tools consisted of two K-SADS-PL and
LSQ questionnaires. The K-SADS-PL questionnaire is a semi-
structured interview designed in order to find past and
present episodes of mental illness in school-aged children
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and adolescents based on diagnostic and statistical man-
ual of mental disorders (DSM-IV). This questionnaire is a
Persian translated version of the Kiddie-SADS-Present and
Lifetime Version for Schizophrenia and the mood of chil-
dren and adolescents in the lifetime; its validity and relia-
bility has been investigated.

The K-SADS, Farsi version, is a semi-structured psychi-
atric interview, the reliability, validity, administrative char-
acteristics, and uses of the K-SADS of which are reported by
previous studies (19). There is sufficient validity and test-
retest and inter-rater reliability and good to excellent sen-
sitivity and specifity and positive and negative predictive
validity for nearly all of the disorders (19). Test-retest relia-
bility of attention deficit hyperactivity disorder (ADHD) is
0.81. Inter-rater reliability of ADHD is 0.69.

The sensitivity and specificity of the Persian version of
K-SADS-PL was very high (20). This questionnaire assesses
diagnosis based on the fourth diagnostic manual of men-
tal illnesses and its third edition revision.

The K-SADS-PL questionnaire consists of three parts:
In the first section, general information such as the de-
mographic characteristics of the participants is covered.
The second part includes screening related questions and
benchmarking of psychiatric disorders. The third sec-
tion is an overall assessment to determine the level of
the child’s performance. The primary diagnosis of the K-
SADS-PL questionnaire in this study included: Basic depres-
sion, simple phobia, separation anxiety disorder (SAD),
obsessive compulsive disorder (OCD), enuresis, attention
deficit hyperactivity disorder (ADHD), social phobia, gen-
eralized anxiety disorder (GAD), oppositional defiant dis-
order (ODD), and post-traumatic stress disorder (PTSD).
Based on the results of Kaufman et al. it is apparent that
the KSADS-PL questionnaire is able to identify children and
adolescents’ psychiatric disorders (21).

To complete the questionnaire, trained psychologists
were interviewed by the K-SADS-PL semi-structured inter-
view by referring to children’s homes. Questionnaires
were completed for children under 15 years old by their
parents and for ages 15 to 18 with questions by interviewer
to teenagers. The time limit to complete the questions was
about 30 to 40 minutes. The interview through above ques-
tionnaire started with demographic questions (age, gen-
der, parental education, socio-economic status) along with
information about the lifestyle of parents. Lifestyle ques-
tionnaire was taken from a study by Lali et al. with per-
mission: In this study, validity with content validity, fac-
tors analysis and convergent validity, reliability with Cron-
bach’s alpha (0.76 - 0.89), and test-re-test was measured
(0.84 - 0.94) (22). Its Cronbach’s alpha was considered to
be 0.79% to 0.89% for different subscales. This question-
naire contained 70 questions which assessed the different

dimensions of lifestyle in 10 dimensions [physical health
(8 items), sports and fitness (7 items), weight management
and nutrition (7 items), disease prevention (7 items), men-
tal health (7 items), spiritual health (6 items), social health
(7 items), avoidance of drugs, alcohol and opiates (6 items),
accident prevention (8 items), and environmental health
(7 items)]. Its scoring was based on the Likert 4 spectrum
as always (3), usually (2), sometimes (1), and never (0). A
higher score indicates better lifestyle (22). High scores in
each one of the indicators and in the questionnaire indi-
cated appropriate lifestyle in a way that lifestyle is “appro-
priate” if the obtained score is higher than 3 and is “inap-
propriate” if it is lower than 3.

2.5. Statistical Analysis

Data was entered into the IBM-SPSS software (version
22). Descriptive analysis and 95% CIs were used to deter-
mine the frequency of psychiatric disorders in children
and adolescents and in the lifestyle of parents. Also, the dif-
ference in mean of total lifestyle with psychiatric disorders
was achieved by using the independent t-test. Logistic re-
gression model was used to investigate the association be-
tween the studied variables with psychological disorders.
P value < 0.05 was considered as a significant association.

3. Results

3.1. Selected Characteristics of Participants

According to the results of Table 1, the majority of par-
ticipants were from the age group of 15 to 18 years: This
was estimated in 165 boys (33.60) and 181 girls (34.10). Also,
the highest proportion of participants was from urban ar-
eas, with 405 (82.50) for boys and 443 (83.40) for girls.
According to the results of the study, 172 (16.80) fathers
and 252 (24.70) mothers were illiterate or had an elemen-
tary school degree. Also, 507 (49.60) fathers had non-
government job and 881 (86.20) mothers were housewives
(Table 1).

3.2. Mean Difference ± SD of the Overall Lifestyle Score of Par-
ents According to Different Psychological Disorders

Table 2 shows the mean ± SD of the overall lifestyle
score of parents according to different psychological dis-
orders in children. Three depressive disorders, including
separation anxiety and OCD disorder, showed a significant
association with the overall lifestyle score. Compared to
children without a disorder, the mean ± SD of parents’
lifestyle score 147.74 ± 23.13 was significantly different for
those with depression disorder 124 ± 22.15, mean differ-
ence = 23.74 (95% CI: 7.63 - 39.84). Also, there was a signifi-
cant difference between mean ± SD of lifestyle in children
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Table 1. Socio-Demographic Characteristics of the Study Participantsa

Variable Male Female

Child’s

Age group, y

6 - 9 163 (33.20) 170 (32.00)

10 - 14 163 (33.20) 180 (33.90)

15 - 18 165 (33.60) 181 (34.10)

Total 491 (100) 531 (100)

Residency

Urban 405 (82.50) 443 (83.40)

Rural 86 (17.50) 88 (16.60)

Total 491 (100) 531 (100)

Parent’s

Father Mother

Education

Illiterate or elementary school 172 (16.80) 252 (24.70)

Middle school or high school 140 (13.70) 178 (17.40)

Diploma 293 (28.70) 366 (35.80)

Associate’s or bachelor’s degree 289 (28.30) 179 (17.50)

Master’s degree or higher 92 (9) 41 (4)

Missing 36 (3.50) 6 (0.60)

Total 1022 (100) 1022 (100)

Job

Non-governmental 507 (49.60) 28 (2.70)

Governmental 427 (41.80) 107 (10.50)

Worklessb 52 (5.10) 881 (86.20)

Missing 36 (3.50) 6 (0.60)

Total 1022 (100) 1022 (100)

aValues are expressed as No. (%).
bFor women: Housewife.

with SAD 139.05± 23.11 as compared to those without a dis-
order 147.86 ± 23.14, mean difference = 23.74 (95% CI: 1.39 -
16.22). In addition, the mean ± SD of parents’ lifestyle to-
tal lifestyle score (PTLS) in children with OCD 136.95± 28.17
was significantly higher than those without this disorder
147.80 ± 23.08, mean difference = 10.85 (95% CI: 0.31 - 21.38)
(Table 2).

Based on Figure 1A, the mean of PTLS for OCD individu-
als was higher than those without OCD: this difference was
statistically significant (P = 0.04). Figure 1B shows that the
mean of PTLS in people with ADHD was lower than those
with no disorder, but this difference was not statistically
significant (P = 0.08). Figure 1C depicts that the mean of
PTLS in individuals without SAD was significantly higher

than those with this disorder, which is statistically signif-
icant (P = 0.02). Finally, Figure 1D illustrates that the mean
of PTLS in people without a social phobia disorder was
higher than those with this disorder: This was not statis-
tically significant (P = 0.40) (Figure 1).

3.3. Multivariable Logistic Regression Analysis

The results of multivariable logistic regression analy-
sis show that there was a significant association between
OCD and physical health. Based on the results of logis-
tic regression, the average score of lifestyle in the physi-
cal health dimension in people without OCD was 17% less
than those with a disorder (aOR = 1.17, 95% CI: 1.01 - 1.37, P
= 0.04). Also, there was a direct and significant associa-
tion between OCD and the disease prevention dimension
(aOR = 1.22, 95% CI: 1.07 - 1.49, P = 0.04). In addition, our
results indicate that the mean score of lifestyle in the di-
mension of spiritual health in people without OCD was 17%
more than those with it (aOR = 0.83, 95% CI: 0.69 - 0.99, P
= 0.04). There was also an inverse and significant associ-
ation between avoidance of substances and drugs dimen-
sion with practical OCD (aOR = 0.87, 95% CI: 0.80 - 0.96, P =
0.004).

According to Table 3, there was a significant association
between ADHD and the dimensions of sport and fitness
and social health. Based on these findings, the chances of
ADHD decrease about 18% (aOR = 0.82, 95% CI: 0.70 - 0.96, P
= 0.01) with increase in the mean of lifestyle score in the
sport and fitness dimension. A direct and significant as-
sociation was also found between the dimension of social
health with ADHD (aOR = 1.33, 95% CI: 1.08 - 1.65, P = 0.007).

Although our results indicate that, as a predictive vari-
able, the chance of developing ADHD decreases (aOR= 0.83,
95% CI: 0.68 - 1.08) with increase in the mean score of the
mental health dimension, this difference was not statisti-
cally significant. According to Table 3, there is a significant
association between SAD and mental health. Based on the
logistic regression results, the mean score of lifestyle in the
mental health dimension of people was 13% higher in sub-
jects with SAD than others without SAD (aOR = 0.86, 95% CI:
0.77 - 0.97, P = 0.01). In addition, the results showed a signif-
icantly inverse association between social phobia and spir-
itual health. By increasing the mean lifestyle score in spir-
itual health dimension, the chance of social phobia disor-
der decreases about 23% (aOR = 0.76, 95% CI: 0.59 - 0.99, P =
0.04).

4. Discussion

The aim of the present study was to investigate the re-
lationship between lifestyle of parents with common psy-
chiatric disorders in children and adolescents (in 2016).
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Table 2. Mean ± SD of Lifestyle in Parents According to Socio-Demographic and Mental Disorders in Children and Adolescents Using Independent Sample t-Test

Mental Disorder Total Lifestyle Score 95% CI of the Differences P Value

Mean ± SD Mean Difference Lower Upper

Depression 23.74 7.63 39.84 0.004

No 147.74 ± 23.13

Yes 124 ± 22.15

Simple phobia -0.45 -14.93 14.03 0.951

No 147.55 ± 23.23

Yes 148 ± 21.60

SAD 8.81 1.39 16.22 0.020

No 147.86 ± 23.14

Yes 139.05 ± 23.11

OCD 10.85 0.31 21.38 0.044

No 147.80 ± 23.08

Yes 136.95 ± 28.17

Enuresis -0.46 -9.51 8.59 0.921

No 147.54 ± 23.07

Yes 148 ± 28.53

ADHD 10.69 -1.55 22.94 0.087

No 147.69 ± 23.11

Yes 137 ± 28.87

Social phobia 6.11 -8.37 20.59 0.408

No 147.61 ± 23.24

Yes 141.50 ± 20.28

GAD 0.008 -12.25 12.27 0.999

No 147.58 ± 23.28

Yes 147.57 ± 17.62

ODD -2.16 -10.00 5.68 0.589

No 147.50 ± 23.29

Yes 149.66 ± 21.13

PTSD -3.82 -19.99 12.34 0.643

No 147.55 ± 23.22

Yes 151.38 ± 21.53

Abbreviations: ADHD, attention deficit hyperactivity disorder; GAD, generalized anxiety disorder; OCD, obsessive compulsive disorder; ODD, oppositional defiant disor-
der; PTSD, post traumatic stress disorder; SAD, separation anxiety disorder; 95% CI, 95% confidence interval.

Based on multivariable logistic results and after adjusting
the role of confounding variables, a significant direct as-
sociation was found between parents’ physical health di-
mension with OCD in children. This finding was consis-
tent with a study by Koran et al. (23) which showed that
the physical health of people suffering from OCD was bet-
ter than the anxiety group. However, this finding was in
contrast with the results of the study by Witthauer et al.

(24) which showed that physical diseases with specific dis-
ability have more links to OCD than obsessive compulsive
symptoms (OCS). In order to justify the inconsistency with
the previous study, we can point to the study population
of these two studies: Witthauer et al. studied people in
the age range of 18 to 65 years, while our study includes
children aged 6 to 18 years. On the other hand, OCD is
more psychological in nature: Hence the physical health of
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Figure 1. The association between total lifestyle score with mental disorders in children and adolescents using boxplot graph

Table 3. The Association Between Lifestyle with Mental Disorders in Children and Adolescents Using Multiple Logistic Regression Analysis (N = 1022) in 2016

Variables
OCD ADHD SAD Social Phobia

OR 95% CI P Value OR 95% CI P Value OR 95% CI P Value OR 95% CI P Value

Physical health 1.173 1.001, 1.375 0.048 1.025 0.860, 1.221 0.786 0.967 0.870, 1.076 0.542 1.022 0.826, 1.265 0.842

Sports and fitness 0.926 0.820, 1.047 0.219 0.820 0.700, 0.961 0.014 0.925 0.846, 1.011 0.084 1.033 0.869, 1.228 0.712

Weight management and nutrition 0.946 0.815, 1.097 0.459 1.070 0.891, 1.286 0.469 1.016 0.916, 1.127 0.767 0.997 0.806, 1.234 0.978

Disease prevention 1.227 1.007, 1.495 0.043 1.052 0.822, 1.346 0.690 1.050 0.908, 1.214 0.512 1.128 0.870, 1.462 0.364

Mental health 0.901 0.756, 1.074 0.246 0.833 0.689, 1.008 0.060 0.867 0.770, 0.975 0.018 0.997 0.789, 1.259 0.977

Spiritual health 0.830 0.693, 0.995 0.044 1.157 0.929, 1.442 0.194 0.976 0.855, 1.113 0.712 0.766 0.589, 0.995 0.046

Social health 1.138 0.958, 1.351 0.142 1.337 1.082, 1.652 0.007 1.043 0.921, 1.181 0.505 0.918 0.717, 1.177 0.501

Avoidance of drugs, alcohol and opiates 0.879 0.806, 0.960 0.004 0.965 0.844, 1.102 0.596 0.966 0.888, 1.050 0.417 1.117 0.848, 1.472 0.430

Accident prevention 0.983 0.868, 1.113 0.784 0.860 0.737, 1.003 0.054 1.045 0.943, 1.158 0.403 1.077 0.875, 1.326 0.485

Environmental health 0.945 0.817, 1.092 0.440 0.905 0.759, 1.080 0.268 1.028 0.923, 1.146 0.613 0.985 0.793, 1.223 0.892

parents may not affect the mental health of their children (24). Based on the results, the disease prevention dimen-
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sion had a direct and significant relationship with practi-
cal obsessive-compulsive disorder in children. In a study
conducted in the general population and diabetes groups
of the United States, the quality of life (which is also an
important tool for effectiveness of roles and social func-
tion) in patients with obsessive-compulsive disorder is in
a worse situation as compared to those who have chronic
noncontagious diseases. However, in that study, the statis-
tical population of the people was 40 years and older, and
only the quality of life of two groups of society was com-
pared: The study of lifestyle dimensions and the impact of
obsessive-compulsive disorder had not been addressed in
this research (24). Literature has suggested that OCD and
ADHD may have a physiological nature which means that
their relationship with the physical health of parents can
be explained by common genetic bases of some different
disorders. Also, Taylor et al, have shown an association be-
tween OCD with genetic and environmental factors (25).

Also, there was a significant relationship between par-
ents’ spiritual health with OCD in children. In other words,
with increase in spiritual health of parents, the rate of this
disorder decreases in children. Other studies also reported
that people with practical obsessive-compulsive disorder
were more religious in comparison to other patients: i.e.,
people with higher degrees of religiosity were more likely
to have this disorder than those with lower degrees of reli-
giosity (26, 27). A 28-years old study, with participation of
5286 adults (aged 21 - 65 years), showed that people who
had frequent visits (more than once a week) to religious
services had a higher life and longevity as compared to ab-
sence (28). Individuals of some religious groups may have
unrealistic expectations of themselves, which leads to iso-
lation, stress, and anxiety; or they may feel alienated with
those who do not believe in their belief. Finally, it is well-
known that unhealthy belief systems can negatively affect
health (29). In interpreting some contradictory results of
these studies, it should be remembered that research has
actually been done about different concepts in different
populations in terms of beliefs and practices by using dif-
ferent tools (30). In addition, the results show that with
the increase in the mean of avoidance of drugs in parents,
the level of obsessive-compulsive disorder significantly de-
creases in children. This finding is consistent with the re-
sults of studies that report decrease in the level of psycho-
logical disorders by increasing the life level (31, 32). Also,
another study by Suzuki et al. showed that there is a sig-
nificant and inverse relation between lifestyle and psycho-
logical disorders (33). However, in the above studies, only
the general lifestyle and its relationship with psychologi-
cal disorders are discussed and there are no references to
lifestyle factors.

The association between depression and different di-

mensions of lifestyle has been reported in previous stud-
ies. For instance, in Demura and Sato study, there was a di-
rect correlation between depression and sports and fitness
(34). In another study, smoking and alcohol were factors
affecting the development of depression in women (35).
Also, a number of previous studies have shown that physi-
cal activity has an effective role on depression (36, 37). In ad-
dition, in Japan it has been reported that healthy lifestyles
can prevent depression in the elderly, as well as the rela-
tionship between smoking, overweightness and inappro-
priate sleep, may be increase the risk of depression and
memory loss (35, 38). However, in our study, depression dis-
order was significant only with total lifestyle score (Table 2)
and no significant association was found between depres-
sion with different dimensions of lifestyle.

Also, in a study by Haffner et al. significant relation-
ship between attention deficit/hyperactivity disorder and
sports and fitness was found (39). According to the results
of this study, a positive and meaningful relationship was
found between this disorder and the sport and fitness di-
mension as part of the lifestyle of parents. This finding
matches with Gapin and Etnier who investigated the effect
of 20 sessions of yoga exercises on children aged 8 to 13
years and found that exercise therapy improves disorder
in children with ADHD (40). Additionally, there is much ev-
idence which mainly consider ADHD as a genetic and neu-
rological disorder (41-43), but this cannot diminish the im-
portance of family role in the management of their chil-
dren behavior.

Also, according to the results of the study, by increas-
ing the average of social health of parents, hyperactivity
disorder increases in children. However, the results of a
study showed that children with ADHD had lower levels
of social skills and lower self-esteem than the general pop-
ulation (44): This could be due to cultural differences as
well as the age of the study population. There are studies
which do not support the above hypothesis, i.e. children
with ADHD have higher self-esteem than children without
ADHD, but interpersonal relationships are weaker than in
other children (45). However, the above studies only inves-
tigated hyperactivity disorder and its association with self-
esteem and social skills in children and did not measure
the impact of social health of parents on the level of this
disorder.

There was a meaningful and inverse relationship be-
tween the mental health of parents and SAD in children.
The results of this finding are consistent with the study by
Chang et al. which state that mental health of mother is ef-
fects behavioral and anxiety disorders in children (46). It
is also consistent with the results of Guethmundsson and
Tomasson (47) and Foley et al. (48). According to these re-
searches, it can be concluded that children are among the
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groups at risk of mental illness and that one of the reasons
for children being affected by mental disorders is their in-
teraction with their parents, especially with diseased par-
ents (49, 50). In addition, there seems to be a significant
and inverse relationship between parents’ spiritual health
and children’s social phobia: by increasing parents’ spiri-
tual Health, social phobia in children decreases. In a study
done in Germany on people aged 18 - 60 with the aim of
inability and quality of pure life with social phobia, it was
found that social phobia in adults leads to mental suffer-
ing and has a negative impact on work as well as individ-
ual performance. In other words, the quality of life of peo-
ple with social phobia is at a lower level than those without
this disorder (51). However, this study focusses only on the
general dimension of lifestyle and social phobia disorder.
The data from this study provides a basis that can be useful
for the country’s ongoing services.

This study has the following strengths: To the best of
our knowledge, no previous study has examined the asso-
ciation between different aspects of parents’ lifestyle on
their children’s mental disorders. Also, we included re-
spondents from city and countryside: This helped us ob-
tain generalizable findings. However, one of the limita-
tions of our study is that because of lack of information,
mental disorders were not assessed in parents. The hon-
esty of respondents to the questionnaires cannot be deter-
mined. Similarly, their prejudices may have determined
their responses to the diagnosis of these mental disorders.
However, these problems are inevitable in such studies.
Also, the high number of questions in both questionnaires
may reduce the willingness of the subjects to respond,
which may lead to the possibility of subjects leaving the
study due to incomplete information.

4.1. Conclusion

This study approved results of previous studies, i.e.
that parents’ lifestyle is an important determinant in chil-
dren’s mental health. According to our results, the risk of
mental disorders in children whose parents have a lower
lifestyle score in some dimensions such as mental health
and spiritual is higher than others. Therefore, it can be in-
ferred that some aspects of parents’ lifestyle may reflect
the status of mental health in their children.
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