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ABSTRACT

Introduction: The current study investigated the prev-
alence and characteristics of behavioural and emotional
disorders in children with mild intellectual disability, as
well as the predictive potential of personal and socio-de-
mographic factors.

Objective: The main objective of this research was to
determine the impact of socio-demographic and personal
factors on the prevalence and types of emotional and behav-
ioural disorders in children with mild intellectual disability.

Methods: Non-experimental research was conducted
on 311 children with mild intellectual disability, aged 9-18
years, who attended 8 special primary schools in central
and south-west Serbia. For the assessment of psychopathol-
0gy, we used the Child Behaviour Checklist - Teacher Re-
port Form (CBCL-TRF), a checklist of problem behaviours
in children aged 6-18 years. To collect data on socio-demo-
graphic status, we created a questionnaire about socio-eco-
nomic factors and demographic indicators. The informants
were classroom teachers.

Results: An increased incidence of behavioural and emo-
tional disorders was found in children with mild intellectual
disability, compared to children of average intelligence. Both
dimensions of psychopathology were significantly influenced
by personal and socio-demographic variables, including
child’s age, gender, academic achievement, placement type,
parental educational level and employment, as well as the
structure and socio-economic status of the families.

Conclusion: Children with intellectual disability are at
increased risk of developing psychopathology, mostly within
the dimension of adjustment and behavioural disorders. Risk
factors include specific developmental and psychological
characteristics and social learning difficulties, as well as a
number of adverse socio-demographic factors.

Keywords: intellectual disability, internalizing disor-
ders, externalizing disorders.

AN
N

Accepted / Prihvacen: 21.03.2012.

SAZETAK

Uvod: U radu se razmatraju rasprostranjenost i karak-
teristike bihejvioralnih i emocionalnih poremecaja kod dece
sa lakom intelektualnom ometenoséu, kao i njihova veza sa
personalnim i socio-demografskim ¢iniocima kao potencijal-
nim faktorima rizika.

Cilj rada: Utvrditi uticaj socio-demografskih i personal-
nih faktora na rasprostranjenost i vrste emocionalnih smetnji
i poremelaja ponasanja kod dece sa lakom intelektualnom
ometenoscu.

Metod rada: Sistematsko neeksperimentalno istrazivanje
obavljeno je na uzorku od 311 dece sa lakom intelektualnom ome-
tenoséu, ucenika 8 specijalnih osnovnih skola centralne i jugoza-
padne Srbije, starosti od 9-18 godina. Za procenu psihopatologije
koriséena je Skala poremecaja u ponasanju i emocionalnih smet-
nji kod dece uzrasta 6-18 godina, CBCL - TRF (Child Behaviour
Checklist — Teacher Report Form). Za prikupljanje podataka o
socio-demografskom statusu koriséena je Skala socio-ekonomskih
faktora i demografskih pokazatelja, konstruisana za potrebe ove
studije. Informanti su bili nastavnici-razredne staresine.

Rezultati: Utvrdena je poveéana ucestalost emocional-
nih i bihejvioralnih poremecaja kod dece sa lakim intelektu-
alnim smetnjama u odnosu na decu prosecne inteligencije.
Oba pola psihopatologije nalaze se pod znacajnim uticajem
ispitivanih personalnih i socio-demografskih varijabli: uzra-
sta, pola, akademskog uspeha, vrste smestaja deteta, nivoa
obrazovanja i zaposlenja roditelja, kao i strukture, brojnosti
i socio-ekonomskog statusa porodica.

Zakljucak: Deca sa smetnjama u intelektualnom ra-
zvoju su pod pojacanim rizikom od ispoljavanja psihopato-
loskih fenomena, najcesce iz spektra problema ponasanja i
prilagodavanja, Sto je posledica specificnih razvojno-psiho-
loskih karakteristika, ali i poteskoca socijalnog ucenja, kao i
delovanja niza nepovoljnih socio-demografskih faktora.

Kljucne reci: laka intelektualna ometenost, internalizo-
vane smetnje, eksternalizovane smetnje.

Dg

UDK: 159.922.76 / Ser ] Exp Clin Res 2012; 13 (1): 19-24
DOI: 10.5937/SJECR13-1698

Correspondence to: Katarina Tomi¢; Vocational College for Preschool Teachers, Krusevac, Luke Ivanoviéa 22, 37000 Krusevac,
Tel. 064/132-65-64, e-mail: katarinat@vaspks.edu.rs

ORIGINAL ARTICLE ORIGINALNI NAUCNI RAD ORIGINAL ARTICLE ORIGINALNI NAUCNI RAD

19



20

INTRODUCTION

Intellectual disability (ID) refers to significant limita-
tions in intellectual functioning and in social, conceptual
and practical adaptive skills. Deficits must occur during
the developmental period before the age of 18 and be mea-
surable using standardized methods of assessment, based
on internationally accepted classification criteria. The
most commonly used practical classification criteria is
the level of intellectual functioning. For example, persons
whose intelligence quotient (IQ) levels are below the ac-
cepted limit of 70 are diagnosed as intellectually disabled
[1,2]. Many studies have shown an increased incidence of
psychiatric disorders in children and adolescents with ID
compared to those without disability. Although research
findings vary depending on how the study variables are
operationalized, i.e., the characteristics of the assessment
instruments used and the populations studied, estimates
suggest that 30-60% of children and youth with ID suf-
fer from certain types of psychiatric disorder; this rate
is three to four times more frequent than in children of
average intelligence [3, 4]. As many as 36.8% of children
with mild ID meet the DSM-1V criteria for comorbid dis-
orders, which seriously impedes their education, social
integration and functioning and reduces their adaptive
capacities [3]. The types and clinical characteristics of
the disorders depend on the level of ID because it is clear
that the expression of certain behavioural and emotional
problems requires a certain level of intelligence [5]. As
shown by many studies, in children and adolescents with
mild ID, patterns of psychopathology are similar to those
in the general population. For this reason, during the di-
agnostic and treatment planning processes, procedures
and instruments designed for children and youth without
disability can be used [6, 7]. Mental disorders in children
with mild ID can be classified roughly into one of two
dimensions: internalizing, which refers to strong inter-
nal control and symptoms that include withdrawal, dys-
phoria, anxiety and depression, and externalizing, which
includes lack of internal control and tendencies toward
excessive aggression, destructiveness, hyperactivity, and
antisocial behaviours. These disorders tend to occur early
in childhood and continue throughout development [8,
9]. The question arises as to which personal, social or de-
velopmental factors enhance the risk of psychopathology
in children with mild ID compared to children of the gen-
eral population. Of note, children with mild ID usually do
not have any genetic or neurological disorders that would
lead to greater probability of mental disorders [10]. For
this reason, the impact of certain socio-demographic fac-
tors, educational environments and living conditions of
children with mild ID should be the focus of attention. In
this respect, results of different studies show that, during
childhood, such children often come from poverty, social
and emotional deprivation, a broken and dysfunctional
family life, and their parents are mostly unemployed with
low levels of education [10, 11].

AIMS OF THE STUDY

The main goal of this study was to identify the charac-
teristics and prevalence of internalizing and externalizing
disorders in children with mild ID. An additional goal was
to examine the impact of certain personal and socio-demo-
graphic predictors as potential risk factors for the manifes-
tation of psychopathology in this population of children.

METHODS

A systematic, non-experimental study was conducted
on 311 students from 8 primary schools for Serbian chil-
dren with mild ID. Participants were from 9-18 years old,
with no comorbid conditions. We used a questionnaire that
was designed for this study to assess socio-economic fac-
tors and demographic indicators, together with the Child
Behaviour Checklist - Teacher Report Form (TRF), a scale
for behaviour and emotional disorders in children aged
6-18 years [12]. The informants were classroom teachers.
From the TRF, we used the Problem Scale, which consists
of 113 problem behaviours that are scored as 0 (not true),
1 (somewhat or sometimes true) or 2 (completely or often
true). The TRF provides a Total problem score, scores for
Internalization and Externalization, as well as scores for
several syndrome subscales, including anxious/depressed,
withdrawn/depressed, somatic complaints, social prob-
lems, thought problems, attention problems, rule-breaking
behaviour and aggressive behaviour. The first three sub-
scales are part of the broader dimension of Internalization,
the last two belong to the Externalization dimension, and
the subscales of Social problems, Thought problems and
Attention problems have similar saturation on both of the
broader dimensions. Clinically significant scores for total
problems and internalizing and externalizing dimensions
were considered to be T > 63, whereas clinical significance
for syndrome subscales was set at T > 70 [12].

The socio-economic factors and demographic indicators
questionnaire that was used included the following variables:
gender, age, IQ, academic achievement, grade repetition, oc-
cupation and educational level of parents, social assistance,
birth order, as well as family structure and size.

RESULTS

The average age of participants in this study was 13.21
years (SD = 2.24), and the average IQ was 62.18 (SD = 6.81).
The sample had more boys (58.8%) than girls (41.2%), but
the gender distribution among age groups was balanced
(X2 = 4.678,df = 9, p = 0.861). The largest number of chil-
dren (60.8%) lived with both parents, more often in urban
(79.7%) than in rural areas (20.3%). Only 31.5% of fathers
and 9.3% of mothers were employed, and as many as 64.3%
of families received some form of social assistance. As
many as 60.8% of fathers and 74.5% of mothers had an in-
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complete primary education, and only 3.2% of fathers and
3.9% of mothers had the highest levels of education (voca-
tional college or university degree).

As many as 155 (49.8%) children in our sample had a Total
problem score in the clinical range, whereas 122 (39.2%) had
clinically significant Internalization scores and 145 (46.6%)
had clinically significant Externalization scores. On individ-
ual subscales, the highest frequencies of clinical scores were
obtained on the subscales of Social problems (25.4%) and
Rule-breaking behaviour (20.26%), whereas the lowest were
on the subscales of Attention problems (6.11%) and With-
drawn/depressed (7.40%)(Figure 1). Statistically significant
correlations were found between scores on broad-band di-
mensions of Internalization and Externalization and Social
problems scores, with stronger relations between Internaliza-
tion and Social problems (r=0,638, p<0,0001) than between
Externalization and Social problems (r=0,468, p<0,0001).
Low frequency of clinical scores for Attention problems was
a surprising result, because it was expected that there would
be more significant problems in this domain of functioning,
considering the developmental and cognitive characteristics
of the tested population. We clearly observed a slight domi-
nance of externalizing disorders, particularly Rule-breaking
behaviour, which was expected.

Girls had higher average scores on 7Total problems,
Withdrawn/depressed and Attention problems (p <0.0001),
whereas significant differences for other scores were not
obtained. Age had a weak, but statistically significant,
correlation with scores for Internalization (r = 0.160, p =

0.005) and the subscales Anxious/depressed (r = 0.142, p =
0.012) and Somatization (r = 0.174, p = 0.002), but age was
not correlated with the Externalization dimension. No sta-
tistically significant differences were found by comparing
age groups on frequency of clinical scores for both broader
dimensions (p> 0.05). Frequencies of clinically significant
scores in different age groups are shown in Figure 2.

In all age groups, except for ages 11 to 18, clinically sig-
nificant scores of Externalization dominated over Internal-
ization. Contrary to expectations, frequencies of clinical Ex-
ternalizing problems did not decrease with age, but instead,
these frequencies increased, except for a slight decrease in the
participants aged 13 and 14 years, as well as a serious decrease
at the age of 18. The very low number of participants of that
age (six) probably influenced this finding; notably, however,
four of those six 18-year-old participants had clinically sig-
nificant scores for Internalization, and only one for External-
ization. Clinically significant behaviour problems, therefore,
tended to be more pronounced with maturity, which was not
expected. Clinical scores for Internalizing disorders showed
consistent increase with the entry into early adolescence (age
14), which is consistent with previous studies.

Significant negative correlations were seen between 1Q
and Total problems (r =- 0.158, p = 0.005), Internalization (r
=- 0.330, p <0.0001) and two of the subscales of that dimen-
sion, Anxious/depressed (r =- 0.346, p <0.0005) and With-
drawn/depressed (r =- 0.302, p <0.0005). IQ was positively
correlated with Externalization (r = 0.121, p = 0.033). Chil-
dren with lower academic achievement had higher average
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Independent variables B S.E. Wald  df Sig. Exp (B) 95% CI for Exp (B)
Gender (f) 0,698 0,304 5,265 1 0,022 2,009 |1,107-3,646

School achievement -0,531 0,145 13,354 |1 0,0001 | 0,588 |0,442-0,782

Birth order -0,315 [ 0,134 5,521 1 0,019 0,730 |[0,561-0,949
Father’s education 0,609 0,234 6,785 1 0,009 1,838 | 1,163-2,905

Social assistance (not rec.) 1,234 0,426 8,414 1 0,004 3,439 1,493-7,924

Table 1. Predictors of clinically significant scores of Internalization

Independent variables B S.E. ‘Wald df Sig.  Exp (B) 95% CI for Exp (B)
Intelligence quotient 0,074 0,024 9,566 1 0,002 | 1,076 1,027-1,128
Number of children 0,374 0,176 4,539 1 0,033 1,454 1,030-2,050
Number of adults -0,326 | 0,154 4,469 1 0,035 | 0,722 0,534-0,977
Residing in an orphanage 1,949 0,783 6,205 1 0,013 7,024 1,515-32,651

Table 2. Predictors of clinically significant scores of Externalization

scores on all scales, except for the aggregate Externalization
scale and the Aggression subscale, whereas children with
higher achievement had higher average scores (x2 = 12.652,
df =4, p=0.013). Birth order was also significantly negatively
correlated with the dimension of Internalization (r =- 0.271,
p <0.0001) and its subscales, Social problems and Thought
and Attention problems, whereas no significant correlation
with Externalization was observed. A total of 72 (59%) of the
children within the Clinically internalizing group (N, = 122)
were first-borns. Educational level and employment of par-
ents were also significantly related to the problems of chil-
dren, with higher scores on all scales in children whose par-
ents had higher education levels, except for the subscale of
Rule-breaking behaviour, where children whose parents had
lower education also had higher scores (x2 = 10.498, df = 3,
p = 0.015). Children of employed fathers had higher scores
on all scales, except for Rule-breaking behaviour, whereas
children of unemployed fathers had higher average scores
(Z =-2.487, p = 0.013). Children of employed mothers had
higher scores for Internalization, but no differences were
found for the dimension of Externalization. Family size was
connected to Internalizing problems, with scores on the di-
mension of Internalization and its subscales increasing with
decreasing numbers of children in the family (r =- 0.230, p
<0.0001), and fewer family members in general (r =- 0.219, p
<0.0005). Scores for Externalization were significantly cor-
related only with the number of children in the family (r =
0.134, p = 0.019).

To develop a predictive model for clinical scores on the
dimensions of Internalization and Externalization (T > 63),
i.e., to identify the particular characteristics of a child and
his or her family as well as broader social environmental fac-
tors that significantly influence maladaptation and emotion-
al difficulties of tested children, we used the stepwise binary
logistic regression method. Potential outcomes included the
dichotomous dependent variables clinical internalization/
non-clinical internalization and clinical externalization/

non-clinical externalization. The analysis separated out the
effects of several important factors. It was found that clini-
cally significant Internalization was influenced by gender,
school performance, birth order, father’s educational level
and social assistance for the family (Table 1), whereas clini-
cal Externalization was affected by intelligence quotient, the
number of adult household members, the number of chil-
dren in the family and placement in an orphanage (Table
2). The risk for the manifestation of clinically significant
Internalization was increased by female sex (OR = 2.009),
higher levels of education of the father (OR = 1.838) and no
social assistance from the state (OR = 3.439), and this risk
was reduced by better school achievement (OR = 0.588) and
later birth order (OR = 0.730). Risk factors for clinical Ex-
ternalization were higher IQ (OR = 1.076), more children
in the family (OR = 1.454) and living in an orphanage (OR =
7.024), whereas the presence of more adult household mem-
bers was a protective factor (OR = 0.722).

DISCUSSION

The results confirmed the hypothesis of a high preva-
lence of behavioural and emotional problems in children
with mild ID. The obtained frequencies of clinically signif-
icant scores on the TRF scale were higher than expected;
almost half of the sample (49.8%) had clinically significant
Total problems scores. Behavioural problems were more
frequent than internalizing disorders, which was expected
considering the age of the respondents (70,4% were aged
under 15 years) and the hypothesis that externalizing
symptoms would be dominant in children with ID [13].
However, frequencies of clinically significant scores for be-
havioural problems remained stable in older children, too,
which was slightly surprising, considering the expected de-
crease of externalizing symptoms with maturity. Similarly,
a positive association was found between age and inter-



nalizing disorders. Internalization scores increased with
age, meaning that a larger share of emotional problems in
adolescents was found, which is consistent with previous
studies [14]. Polarization of problems into Internaliza-
tion and Externalization dimensions may underestimate
these children's behavioural issues; our study highlighted
the subscale of Social problems (24,5% of clinical scores),
suggesting that the items of that subscale could be more
sensitive to the specific problems of this population, which
include delayed development of social skills and poorer so-
cial relations [5, 12, 15]. Social problems are significantly
related to emotional problems, especially depression, and
also behavioural problems. Further research should place
more emphasis on social skills in children with mild ID
because it is clear that slower and impeded development
of social skills and deficits of social cognition lead to con-
siderable difficulties integrating into a social group and de-
veloping socially desirable behaviours, which can, in turn,
result in pronounced maladaptation, aggression and inter-
nalizing problems. Surprisingly, girls had higher average
scores for Attention problems, with no significant differ-
ences for broader dimensions of behaviour, in contrast to
earlier findings that suggested more emotional and fewer
behavioural problems in girls compared to boys [16]. A
regression analysis did demonstrate a higher risk of emo-
tional disorders in girls (OR = 2,009), but no significant
gender differences for behavioural problems were found,
which was unexpected. Considering the psychopathologi-
cal profile of girls established in this study, we could point
to a change in the accepted paradigm of sexual diversity
and hypothesize that girls are more vulnerable when it
comes to certain types of disorders, especially behaviour
problems and attention difficulties. Statistically significant
relationships between other socio-demographic factors
and emotional and behavioural problems in children were
also confirmed, with special emphasis on such factors as
the economic standard of the family, housing conditions
and family size. Higher scores on screening scales were
related to poor academic performance, low standard of
living, residing in rural areas as well as higher education
and employment of parents. Rule-breaking behaviour was
an exception in that lower levels of education in parents
and parental unemployment were associated with great-
er problems. Employment and higher education levels of
parents were significantly correlated only with the Inter-
nalization dimension. This finding suggests the possibility
in higher educated parents of higher emotional pressure,
higher expectations when it comes to the child's devel-
opment and more difficulty overall accepting the child's
disability. In addition, there may be a negative influence
of parental business engagement and more frequent sepa-
rations of the parents from their children. Children with
better school achievement had higher average scores on
the Externalization dimension. Together with the positive
correlations found between IQ levels and Externalization
scores, it could be concluded that intellectually and aca-
demically more successful children more often exhibit Ex-

ternalizing problems. This finding is not consistent with
previous findings, nor is it consistent with practical expe-
rience and common sense; it is simply hard to connect su-
perior school performance and maladjusted behaviour.
Family size and birth order were negatively related to in-
ternalizing disorders, supporting the hypothesis of greater
social pressure on first born and only children with ID. In
addition, there could be a dampening effect of large families
containing more adults, which provide more opportunities,
therefore, for positive identification. Children living with-
out mothers had higher scores on Internalization, whereas
children without fathers had higher risk of Externalization,
suggesting the diverse importance of parental figures in
development, with fathers being more important in effect-
ing behaviours consistent with social norms. As a variable,
a larger number of children in the family related negatively
to Externalization scores, possibly because of diminished
opportunities for children’s behaviour monitoring, which
is a well-known risk factor for conduct disorders and mal-
adjustment [17, 18]. Moreover, residing in an orphanage
significantly increased the risk of a behavioural disorder,
which can again be explained by the lack of monitoring in
these circumstances. In an orphanage, the typically dispro-
portionate number of children to teachers causes reduced
ability to establish close relationships and deeper emotional
bonds, which are necessary for a child’s positive identifica-
tion and adoption of appropriate behaviour patterns. Other
highly important questions include the consequences of
early emotional deprivation, genetic-constitutional factors
and potential abuse and neglect of children in foster care.

CONCLUSION

Children with mild ID are at increased risk for emo-
tional and behavioural problems. Risk factors include de-
velopmental characteristics and specific socio-cultural and
demographic factors, especially social deprivation, low
standards of living, low parental education and employ-
ment, and changes in housing, family structure and size.
More detailed research is needed considering the impact
of certain socio-demographic factors on the mental health
of these children. Such research could lead to better op-
portunities for prevention and early detection of risk fac-
tors that may lead to the manifestation of clinically signifi-
cant emotional and behavioural disorders.
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