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Abstract
Background: Socioeconomic status has been found to have a significant impact on the health as well as risk

behaviors of adolescents across different contexts. This study was conducted to assess the effect of social rela-
tions adjusted by social class on physical and psychological well-being of adolescences in Teheran, Iran.

Methods: This was a cross- sectional study and carried out on 1,742 adolescences living in Tehran during
2011. Adolescences were selected, using proportional stratified sampling method and a questionnaire was filled
over an interview for data gathering. Data were analyzed, using SPSS18 logistic regression.

Results: The prevalence of psychological symptoms was more than 24% and had a large range (24%-93%),
while physical symptoms showed a lower prevalence with a smaller range (12%-33%).  Furthermore, there was
a significant relation between the adolescences gender and feeling the need for others’ help (p<0.001). Factors
related to feeling the need for others help, anxiety, and worrying were the most prevalent among both boys and
girls. In the section of family social relations, talking to the mother and talking to the father had the lowest and
the highest prevalence among girls and boys, respectively. With respect to relations, the number of close friends
and after school gathering time with close friends had the highest prevalence among girls, while the number of
close friends and E-communication with close friends had the lowest and the highest prevalence among boys,
respectively.

Conclusion: The physical and psychological symptoms were common among adolescents from families with
high socioeconomic status.
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Introduction
Socioeconomic status has been found to

have a significant impact on the health of
adolescents across different contexts and it
is known to influence risk behaviors among
adolescents (1). Health disparities arising
from unequal distribution of socioeconomic
resources are observed in different commu-
nities. Moreover, it has been reported that
these disparities have lower research attrac-
tion in adolescents than among adults and
children (2-4).

The necessity to study the effect of socio-

economic status on the health of teens has
been expressed in several studies (5,6). Ad-
olescence is usually accompanied by physi-
cal and psychological changes associated
with puberty, stress and challenges posed
by the controlling family and school, and
these factors may lead to negative behav-
iors such as smoking and drinking (7,8).
These risky behaviors in adolescents do not
just pertain to that period of life, but in their
adulthood and old age (6).

In fact, addressing the impact of socioec-
onomic status in school-aged adolescents is
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an important issue due to its impact on the
adolescents’ health and healthy behaviors
(6,9). Economic, political, cultural, demo-
graphic and socioeconomic changes in each
country can affect the socioeconomic fac-
tors related to adolescence’s behaviors and
health (5,6). For instance, a study across 33
European and North American countries
showed a positive relationship between
self-rated health and socioeconomic status
among adolescences (5). In developing
countries, few studies have been carried out
on health inequalities among adolescents. A
study found a positive relationship between
socioeconomic status and BMI index
among Iranian adolescence girls (10). Also,
a positive relationship was found between
socioeconomic status and obesity in both
adolescences boys and girls in India (11).

The Iranian adolescent population makes
up about 22% of the overall Iranian popula-
tion, according to the last census by the
Statistical Center of Iran (12). This indi-
cates that addressing the determinants of
health for this segment of the population is
of prime importance. Available national
research warns about the increase in the
adolescents’ obesity and overweight (13,
14) due to inappropriate nutritional patterns
(15,16), and high prevalence of smoking
(17,18). Additionally, there is an increasing
trend in psychiatric disorders (19) and low
levels of physical activity (20). However,
the impact of parental socioeconomic status
on health outcomes of Iranian adolescents
is still unclear. Therefore, this study was
conducted to assess the socioeconomic ine-
qualities in health among school-aged ado-
lescents in Tehran.

Methods
This was a cross- sectional study carried

out in Tehran in 2011. The target popula-
tion included students of first, second and
third grades of junior high school in public
and non-profit schools in 2010-2011 aca-
demic years. A sample of 1,742 students
was selected, using proportional stratified
sampling method. In the first step, Tehran
was divided into 19 regions and they were

categorized into four groups (north, south,
east and west). The sample size of each re-
gion was determined based on the number
of its students. Next, through scattered
points of study regions and visits to the
schools, some classes were selected ran-
domly according to the number of students
per course. The questionnaire was carried
out through an interview.

Variable Measurement
Parental Socioeconomic Status
Socioeconomic status was assessed based

on the social class of Weber’s model (21).
In the social class of Weber’s model, three
dimensions of family income, parent’s oc-
cupation and parent’s education are used.
The three factors of housing status (owned
or rented), and the neighborhood of the
house and the father’s occupation were
used to estimate monthly income. In this
case, the price of the house and average
income of each job were used. Then, ado-
lescents were categorized into four levels of
high, moderate to high, moderate to low,
and low based on parent’s education, par-
ent’s occupation and average family in-
come. Two stages were used for social
class estimation. In the first stage, four lev-
els of social class were merged into two
groups (high and moderate to high social
class were considered as group 1, and mod-
erate to low and low social classes were
merged to create group 2). In the second
stage (modeling stage), four levels of social
class were merged into three groups (high
social class was put in group 1, moderate to
high and moderate to low were put in group
2 and finally low social class was put in
group 3).

Social Relations
Social relations were measured, using

three groups: (a) Family relations (talking
to the mother and father, talking to an older
brother or sister, parents willingness to talk
to the teacher, parents’ help with home-
work); b) Friends relations (number of
close friends, the time spent with close
friends during week, evening after school
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time with close friends, talking to a close
friend, E-communication with a close
friend); and c) A relationip with school and
teachers (thinking about school, teachers’
opinion about education, homework, and
thinking about a “kind classmate).

Health Status
Physical health included questions about

headache, stomach pain, low back pain,
insomnia and a feeling of laziness and leth-
argy. In addition, mental health encom-
passed questions on misconduct, anger,
self-esteem, feeling the need for others’
help and feelings of helplessness and mis-
ery.

Statistical Analysis
Data analysis was done, using descriptive

statistics and regression analysis. Multiple
logistic regressions analysis was used based
on gender differences and adjusted age.
The first effects of socioeconomic status on
various aspects of social relation were as-
sessed. Then, the effects of social relations
on various aspects of physical and psycho-
logical symptoms of the adolescents were
evaluated. Finally, the effect of parental
socioeconomic status and different aspects
of social relation were modeled on physical
and psychological health of the adolescents.
Furthermore, multiple regression analysis
was carried to assess associations between
exposures and outcomes. All analyses were
performed, using SPSS 18. Results were
presented as OR with 95% confidence in-
terval.

Results
A total of 1,722 school adolescents were

included in this study. The prevalence of all
psychological symptoms was more than
24% and had a large range (24%-93%),
while physical symptoms showed a lower
prevalence with a small range (12%-33%)
(Table 1). Furthermore, a significant rela-
tionship existed between feeling the need to
others’ help and gender (p<0.001). Factors
related to feeling the need to others’ help
(93% and 42% in boys and girls, respec-

tively), and anxiety and worrying (38% in
both genders) were the most prevalent
symptoms among boys and girls. In the
family section of social relations, talking to
the mother (39% and 36% of the girls and
boys, respectively) and talking to the father
(51% and 53% of the girls and boys, re-
spectively) had the lowest and the highest
prevalence among girls and boys, respec-
tively. In the friends section of social rela-
tions, the number of close friends (22%)
and spending after school time with close
friends (64%) had the lowest and the high-
est prevalence in the girls, respectively,
while the number of close friends (21%)
and E-communication with close friends
(72%) had the lowest and the highest
prevalence among boys. Furthermore, with
respect to the social relations in school and
with teachers, the results revealed that to
“think about school” (15% and 23% of the
girls and boys, respectively) and to think
about "kind classmates" (45% and 53% in
the girls and boys, respectively) had the
lowest and the highest prevalence among
girls and boys, respectively. Moreover,
there was a statistically significant relation-
ship between talking to an older brother or
sister (p=0.03), parents' interest in talking
about school affairs (p=0.03), general
thinking about school (p<0.001), thinking
about close classmates (p<0.001), enjoy
being with classmates (p<0.001) and being
accepted by classmates (p=0.05) with gen-
der (Table 1).

Socioeconomic Patterns of Social Rela-
tions

The effect of parental socioeconomic sta-
tus on social relations among the studied
adolescents is demonstrated in Table 2.
Among boys, parental socioeconomic sta-
tus had a significant effect on the studied
boys' inability to talk to their older brother
or sister (OR=1.41, 95% CI: 1.020-1.968,
p=0.038), close friends (OR=1.47, 95% CI:
1.048-2.076, p=0.026), to communicate
with friends via electronic devices
(OR=1.48, 95% CI: 1.063-2.080, p=0.021),
so that those from lower socioeconomic
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status were more at risk of having problems
in these factors. Among girls, there was
also a statistically significant relationship
between three factors of parents' interest in
talking about school affairs (OR=1.34, 95%
CI: 1.059 - 1.703, p=0.015), general think-
ing about school (OR=1.38, 95% CI: 1.009-
1.908, p=0.044) as well as being comforted
among classmates (OR=1.37, 95% CI:
1.044 to 1.819, p=0.024). Girls with lower
socioeconomic status were more at risk of
facing negative aspects of these factors
(Table 2).

Social Relations and Health
The effects of social relations adjusted by

social class on physical and psychological
symptoms are presented in Table 3. There
was a statistically significant relationship
between spending an afternoon with close
friends after class and both physical and
psychological symptoms in the boys,
(OR=2.10, 95% CI: 1.475-2.98, p<0.001 &

OR=1.67, 95% CI: 1.165-2.409, p=0.005,
respectively). Moreover, poor social rela-
tions, in terms of spending an afternoon
with close friends, caused more physical
and psychological symptoms among boys.
As shown in Table 3, poor social relations
were associated with just one group of
symptoms (physical or psychological).
There was more physical (OR=1.63, 95%
CI: 1.268-2.104, p<0.001) and psychologi-
cal symptoms (OR=1.41, 95% CI: 1.095-
1.82, p=0.008) with poor levels of parents’
interest in talking with the schoolteachers
among girls. There was also a statistically
significant relationship between lacking
proper relations with peers during the week
and physical and psychological symptoms
(OR=1.30, 95% CI: 1.019-1.674, p=0.035;
OR=2.03, 95% CI: 1.55-2.66, p<0.001).
Furthermore, the lack of a proper relation-
ship with close friends among girls was
significantly related to the incidence of
physical and psychological symptoms

Table 1. Psychological Symptoms, Physical Symptoms, Parental Socioeconomic Status, and Social Relations by Gender among Adoles-
cents in Teheran, Iran, 2011

Variable Groups and Elements Girls(n = 1139) Boys (n = 605)
N % N % p

Socioeconomic
Socioeco-

nomic status
High 150 13 76 12 0.68

Middle 835 73 455 75
Low 154 13 74 12

Health Status

Physical
symptoms

Headache 300 26 157 25 0.86
Stomachache 182 15 94 15 0.81

Backache 195 17 76 12 0.01
Difficulty sleeping 367 32 179 29 0.25

Feeling low 382 33 198 32 0.73
Psychologi-
cal symp-

toms

Irritable or bad temper 432 37 235 38 0.70
Feeling nervous 444 38 232 38 0.79
Self confidence 332 29 151 24 0.06

A need to others’ help 489 42 566 93 <0.001
Feeling dizzy 328 28 204 33 0.34

Social Relation

Family Talking to mother 454 39 219 36 0.13
Talk to the father 586 51 324 53 0.40

Talking to the older brother or sister 509 44 315 51 0.03
Parents willing to talk to the teachers 486 42 294 48 0.03

Parents help with the homework 535 46 239 39 0.56
Friends Number of close friends 260 22 131 21 0.57

Days with close friends during the week 697 61 359 59 0.45
Spending after school times with close friends 737 64 392 64 0.97

Talking with close friends 400 35 207 34 0.70
E-communication with close friends 632 55 436 72 0.49

School and
Teachers

Thinking about school 182 15 141 23 <0.001
Teacher's idea about your education 349 30 175 28 0.45

Homework 349 30 191 31 0.69
Thinking about a "kind classmate" 515 45 324 53 <0.001

kind and helpful students 420 36 270 44 <0.001
Students enjoy being together 260 22 178 29 <0.001

Students accept me 401 35 263 43 <0.001
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(OR=1.40, 95% CI: 1.08-1.81, p=0.011;
OR=1.88, 95% CI: 1.45-2.45, p<0.001).
Furthermore, girls with improper relation-
ship with their teachers and school were
more at risk of physical (OR=1.43, 95% CI:
1.12-1.80, p=0.004) and psychological
symptoms (OR=1.93, 95% CI: 1.49-2.52,
p<0.001).

Socioeconomic Status, Social Relations
and Health

The results for the relationship between
parental socioeconomic status and physical
and psychological health status of adoles-
cent boys and girls are displayed in Table
4. In Model 1, boys with parents in the
middle socioeconomic status had increased
physical and psychological symptoms
(OR=1.78, OR=1.66, p=0.024). In consid-
ering the effect of factors of family and so-
cioeconomic status on health status, the
middle socioeconomic status had a positive
effect on the incidence of physical symp-
toms among boys, while lower socioeco-
nomic status was associated with lower risk
for the incidence of psychological symp-
toms among girls (Model 2). In all estimat-
ed models, there was a significant relation-
ship between higher social status and the
incidence of psychological symptoms

among girls.
Adding friend relations in the Model 3,

the middle socioeconomic status had a
positive effect on the incidence of physical
symptoms among boys (p=0.027), while
among girls, low socioeconomic status had
a negative relationship with the incidence
of psychological symptoms (p=0.008).

Adjusting for the teachers and school re-
lations in Model 4, there was a significant
relationship between physical symptoms in
both genders (OR=2.14, 95% CI: 1.512-
3.047, p<0.001 & OR=1.42, 95% CI: 1.11-
1.82, p=0.005, respectively), while a signif-
icant relationship was found between psy-
chological symptoms among girls (OR=
1.92, 95% CI: 1.48-2.51, p<0.001). Model
5 shows a relationship between the socio-
economic status, relations with family,
friends, school and teachers, with the inci-
dence of physical and psychological symp-
toms among all school adolescents
(p<0.05). In this model, higher socioeco-
nomic status was associated with psycho-
logical symptoms in boys (p=0.049) and
girls (0.002).

Results also showed that middle socioec-
onomic status (p=0.027) and poor relations
with schools and teachers (p<0.001) had a
significant positive relationship with the

Table 2. Age Adjusted Odds Ratios (95% CI) for Poor Relations with Parents, Friends and School by Parents’ Socioeco-
nomic Status

Boy Girl
p OR 95% CI p OR 95% CI

Talking to the mother .821 1.040 .738-1.466 .244 1.153 .908-1.465
Talking to the father .077 1.347 .968-1.875 .169 1.179 .933-1.490
Talking to the older brother or sister .038 1.417 1.020-1.968 .503 1.084 .856-1.372
Parents willing to talk to the teacher .926 .984 .708-1.368 .015 1.343 1.059-1.703
Parents helping with homework .255 1.208 .872-1.674 .513 .925 .731-1.169
Family Com. .689 1.072 763-1.507 .242 1.150 .910-1.453
Number of close friends .319 1.221 .824-1.809 .781 .961 .727-1.270
Days with close friends during the week .728 .943 .676-1.314 .600 .938 .738-1.192
Spending after school times with close friends .210 1.246 .883-1.757 .645 1.059 .829-1.353
Talking with close friends .026 1.475 1.048-2.076 .280 .873 .683-1.116
E-communication  with close friends .021 1.487 1.063-2.080 .059 .797 .630-1.008
Friends Com. .666 .927 .657-1.309 .299 1.135 .894-1.440
Thinking about school .722 .932 .633-1.373 .044 1.387 1.009-1.908
Teacher's iopinion about your education .477 .876 .609-1.261 .263 1.155 .897-1.488
Homework .364 .849 .595-1.210 .288 1.147 .891-1.478
Thinking about a "kind classmate" .271 .831 .597-1.155 .817 1.028 .813-1.300
Kind and helpful students .522 .898 .645-1.249 .306 .881 .690-1.123
Students enjoy being together .459 1.145 .800-1.638 .024 1.378 1.044-1.819
Student accept me .715 1.063 .765-1.478 .901 1.016 .795-1.297
School and teachers Com .684 1.071 .770-1.490 .615 .941 .746-1.192
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incidence of physical symptoms among
boys, so that these factors increased the risk
of physical symptoms. Furthermore, among
girls, poor relations with school and
teachers had a significant relationship with

the incidence of physical symptoms
(p=0.007). However, among girls, low so-
cioeconomic status led to lower risk for
psychological symptoms (p=0.007). More-
over, poor relations with friends among

Table 3. Age- Adjusted Odds Ratios (95% CI) for Physical and Psychological Symptoms by Social Relations and Connection to School
among Adolescents in Teheran, Iran, 2011
Variable Boys Girls

Physical Symptoms Psychological
Symptoms

Physical Symp-
toms

Psychological Symp-
toms

OR 95%CI OR 95%CI OR 95%CI OR 95%CI
Talking to the mother 1.28 0.89-1.85 1.21 0.85-1.72 1.08 0.84-1.39 1.16 0.90-1.50
Talking to the father 0.94 0.67-1.32 1.23 0.87-1.73 1.06 0.83-1.36 1.15 0.89-1.48
Talking to the older brother or sister 1.04 0.74-1.46 1.13 0.81-1.59 1.21 0.95-1.55 1.11 0.86-1.43
Parents willing to talk to teachers 0.95 0.68-1.35 0.94 0.67-1.31 1.63 1.26-2.10 1.41 1.09-1.82
Parents helping with homework 1.33 0.95-1.88 1.29 0.92-1.80 1.17 0.91-1.49 1.14 0.88-1.46
Family.com 1.28 0.90-1.83 0.93 0.65-1.32 0.94 0.74-1.20 0.95 0.74-1.23
Number of close friends 1.24 0.81-1.89 1.31 0.88-1.96 1.21 0.90-1.62 2.38 1.77-3.21
Days with close friends during the
week

2.20 1.55-3.12 1.24 0.87-1.75 1.30 1.01-1.67 2.03 1.55-2.66

Spending after school times with
close friends

2.10 1.47-2.98 1.67 1.16-2.40 1.00 0.78-1.29 1.54 1.17-2.02

Talking with close friends 1.11 0.77-1.59 1.01 0.71-1.45 1.40 1.07-1.81 1.88 1.45-2.44
E-communication with close friends 1.87 9.87-22.61 1.31 0.70-.1.60 1.91 1.43-2.42 1.37 0.07-.1.36
Friends.com 1.29 0.90-1.86 1.13 0.79-1.61 1.08 0.84-1.39 1.16 0.90-1.50
Thinking about school 2.99 1.87-4.76 2.13 1.44-3.14 1.46 1.03-2.07 1.14 0.81-1.60
Teacher’s opinion about your educa-
tion

0.78 .53-1.14 1.43 0.98-2.07 0.84 0.64-1.09 1.11 0.84-1.45

Homework 1.29 0.89-1.87 1.70 1.19-2.44 1.12 0.86-1.47 1.38 1.06-1.81
Thinking about a "kind classmate" .96 .68-1.35 1.58 1.12-2.24 1.14 0.89-1.46 1.16 0.90-1.49
Kind and helpful Students 1.01 0.72-1.42 1.06 0.75-1.49 1.11 0.86-1.43 1.04 0.80-1.35
Students enjoy being together 1.00 0.68-1.46 1.31 0.90-1.89 1.11 .82-1.48 0.96 0.71-1.30
Students accept me 0.75 0.53-1.06 0.94 0.67-1.32 1.16 0.89-1.50 0.88 0.68-1.15
School and teachers.com 2.12 1.50-3.01 1.18 0.84-1.66 1.43 1.12-1.83 1.93 1.49-2.52

Table 4. Age Adjusted OR and 95% CI for Psychological Symptoms, Physical Symptoms by Parental Socioeconomic Status among
Adolescents in Teheran, Iran, 2011
Models Boys Girls

Physical Symptoms Psychological Symptoms Physical Symptoms Psychological Symptoms
OR 95%CI OR 95%CI OR 95%CI OR 95%CI

Model 1 SES I (high) 1.0 1.0 1.0 1.0
SES II (middle) 1.78 1.07-2.95 1.66 0.96-2.85 1.12 0.78-161 1.03 0.71-1.50
SES III (low) 1.65 0.85-3.23 1.01 0.49-2.08 0.84 0.53-1.34 0.50 0.30-0.84

Model 2 SES I (high) 1.0 1.0 1.0 1.0
SES II (middle) 1.74 1.05-2.89 1.67 0.97-2.88 1.12 0.78-1.61 1.03 0.71-1.50
SES III (low) 1.63 0.84-3.19 1.02 0.48-2.09 0.84 0.53-1.34 0.50 0.30-0.85
Family 1.25 0.88-1.79 0.90 0.63-1.29 0.94 0.74-1.21 0.96 0.75-1.24

Model 3 SES I (high) 1.0 1.0 1.0 1.0
SES II (middle) 1.76 1.06-2.92 1.65 0.96-2.84 1.12 0.78-1.62 1.03 0.71-1.50
SES III (low) 1.64 0.84-3.20 1.01 0.43-2.07 0.83 0.52-1.33 0.50 0.29-0.83
Friends 1.28 0.89-1.84 1.12 0.78-1.60 1.09 0.85-1.40 1.19 0.92-1.54

Model 4 SES I (high) 1.0 1.0 1.0 1.0
SES II (middle) 1.81 1.09-3.02 1.66 0.96-2.86 1.11 0.77-1.60 1.00 0.68-1.46
SES III (low) 1.71 0.87-3.38 1.02 0.49-2.09 0.84 0.53-1.34 0.50 0.29-0.84
School and
teachers

2.14 1.51-3.04 1.18 0.83-1.66 1.42 1.11-1.82 1.92 1.48-2.51

Model 5 SES I (high) 1.0 1.0 1.0 1.0
SES II (middle) 1.78 1.06-2.97 1.69 0.98-2.91 1.12 0.78-1.61 1.01 0.69-1.47
SES III (low) 1.70 0.86-3.35 1.02 0.49-2.10 0.83 0.52-1.32 0.48 0.29-0.82
Family 1.17 0.69-1.98 0.68 0.40-1.15 0.77 0.52-1.13 0.66 0.43-1.03
Friends 1.17 0.68-1.99 1.48 0.87-2.50 1.36 0.92-2.02 1.71 1.09-2.67
School and
teachers

2.17 1.53-3.09 1.17 0.83-1.65 1.40 1.10-1.80 1.92 1.47-2.50
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girls led to higher risk of psychological
symptoms (p=0.017) (Table 4).

Discussion
In this study, the prevalence of psycho-

logical symptoms was more than 24% and
had a large range (24%-93%), while physi-
cal symptoms showed a lower prevalence
with a smaller range (12%-33%). Further-
more, a statistically significant association
existed between feeling the need to others’
help and gender. Factors related to feeling
the need for others help, anxiety and worry-
ing were the most prevalent symptoms
among both boys and girls. In the section of
family social relations, talking to the moth-
er and talking to the father had the lowest
and the highest prevalence among girls and
boys, respectively. In the friends section of
social relations, the number of close friends
and spending time after school with close
friends had the highest prevalence among
girls, while number of close friends and E-
communication with close friends had the
lowest and the highest prevalence among
boys, respectively.

In school and teachers' section of social
relations, thinking about school and think-
ing about a "kind classmate" had the lowest
and the highest prevalence among girls and
boys, respectively.

Results on the prevalence of reported
physical and psychological health (over
20%) are in agreement with other studies
carried out elsewhere (22,23). The most
important disorder in boys and girls was
having the feeling of worthlessness. In ad-
dition, feeling the need for others help was
the most prevalent psychological health
problem among boys and girls (24,25).

According to the results, socioeconomic
status had a significant effect on boys' ina-
bility to talk to their older siblings or close
friends, and to communicate with friends
via electronic devices.

Among girls, there was also a statistically
significant association between socioeco-
nomic status and parents' interest in talking
about school affairs, general thinking about
school, and being comforted among class-

mates, indicating that girls from a lower
socioeconomic background family are more
at risk of facing negative aspects of these
factors. Moreover, there was a significant
relationship between social relations, ad-
justed with socioeconomic status, and phys-
ical and psychological symptoms between
both sexes.

The impact of socioeconomic status on
occurrence of psychological and physical
health of the adolescents was significant.
On the other hand, boys from low socioec-
onomic status were more at risk of physical
and psychological symptoms compared to
girls. However, psychological symptoms
were most prevalent among girls from
higher socioeconomic status. These results
are contrary to those from a study carried
out in Denmark where physical and psy-
chological symptoms were common among
adolescents from families with poor socio-
economic status (26). It is suggested that
among families with higher socioeconomic
status, psychologic symptoms can occur
among adolescent girls as a result of other
factors such as having working mothers,
weakness in emotional communication be-
tween parents and children, lack of physical
activity and eating behavior rather than ma-
terial deprivation per se (27).

This study found a statistically significant
relationship between spending an afternoon
with close friends after class with both
physical and psychological symptoms
among boys. In addition, poor social rela-
tions in terms of spending an afternoon
with close friends were related with more
physical and psychological symptoms
among boys. Furthermore, poor social rela-
tions were associated with just one group of
symptoms (physical or psychological).
There were more physical and psychologi-
cal symptoms with poor levels of parents’
interest in talking with their schoolteachers
among girls. There was also a statistically
significant relationship between lacking
proper relations with the peers and more
physical and psychological symptoms. The
lack of a proper relationship with close
friends among girl students was significant-
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ly related to the incidence of physical and
psychological symptoms, and those girls
with improper relationship with their teach-
ers and school officials were more at risk of
facing physical and psychological symp-
toms. Results also indicated that although
some aspects of social relations of adoles-
cents with family and among friends had a
significant relationship with physical and
mental health, the relationship with family
and friends did not have a significant im-
pact on the adolescents’ health in both gen-
ders (Models 2 and 3). Awareness of teach-
ers and school administrators about chang-
es in adolescence period can contribute to
the school being a safe and healthy envi-
ronment for teenagers. Other studies are
partly in agreement with the results of this
study in a way that adolescents can experi-
ence much tension at school due to tests,
competition with classmates, many tasks at
home, the growing expectations of parents
and school rules, which might be related to
health outcomes such as headaches (28).
For instance, a qualitative study carried out
in Iran found that more than 50% of the
study population had no appropriate skills
for making healthy life choices, and also
depression, anxiety and aggression were
prevalent among adolescents, which con-
tradicted our findings (29).

Strengths and Limitations
One of the strengths of this study was us-

ing a questionnaire, which contained well-
validated instruments. In addition, the study
included a large sample of adolescents liv-
ing in the capital of the country. However,
the study had a number of limitations,
which should be considered when interpret-
ing the results. Firstly, the study was con-
ducted among a sample of adolescents re-
siding in Tehran. Therefore, the findings
might not be generalizable to the country’s
adolescent population. Secondly, self-
reporting of relations and especially health
status by adolescents may lead to a bias,
which could result in over- or under-
estimated results. Thirdly, the inability to
ask some questions about family income

and the exact relationship between parents
and between parents and teachers or misre-
porting of them might have affected the
estimation of social class and the exact re-
lations. Finally, the study used a cross-
sectional design, which does not allow es-
timation of causal relationships as well as
their direction.

Conclusion
The findings of this study demonstrated a

significant impact of parental social class
on occurrence of psychological and physi-
cal health among adolescents. Physical and
psychological symptoms were common
among adolescents from families with high
socioeconomic status. Moreover, adoles-
cents with poor social relations with family
and friends reported more physical and
psychological symptoms. Nevertheless,
longitudinal studies as well as studies, us-
ing qualitative approach are needed to help
understand why adolescents from high so-
cioeconomic status are at risk of poorer
physical and psychological health in Iran.
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