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ABSTRACT  

Introduction: To determine associations between change in potential risk factors and change in 

problem behaviour over a five-year period. Methods: Multivariate linear regression of change in 

problem behaviour (Developmental Behaviour Checklist) on change in child, family, and 

environmental factors in children with intellectual disabilities (N=718) initially aged 6-18 years. 

Results: Youths who showed a larger than average decrease in problem behaviours, also were more 

likely to show declines in physical symptoms, (larger) increases in adaptive behaviour, and their 

parents showed declines in level of psychopathology. Increasing communication skills, decreasing 

physical problems, improving family functioning, and experiencing negative life events 

strengthened these reciprocal associations. Conclusions: The course of problem behaviour in 

children with intellectual disabilities is associated with changes in child, family, and environmental 

factors. Clinicians and caretakers should be especially aware of the influences of changes in child 

physical health and parental mental health on the changes in psychological well-being of the child. 

Findings from this study point to factors that should be tested for their causality in future studies, 

and which are interesting targets for intervention.  
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INTRODUCTION  

Children and adolescents with intellectual disability (ID) are known to be at increased risk for 

developing emotional and behavioural problems (henceforward called psychopathology) (e.g., 

Dykens, 2000; Emerson, 2003b; Wallander et al., 2003). Several child, family, and environmental 

factors appear to be associated with concurrent psychopathology and/or predictive of future 

psychopathology in this group. Factors found to be associated with concurrent high levels of 

psychopathology in children and adolescents with ID are physical problems, poor adaptive 

functioning, unstable family situations, negative life events, and low family socio-economic status 

(e.g., Chadwick et al., 2000; Espie et al., 2003; Hatton & Emerson, 2004). Previous high levels of 

psychopathology were shown to be predictive of later psychopathology (e.g., Tonge & Einfeld, 

2003). Factors found to have a one-year predictive association with psychopathology were child 

low social competence and inadequate daily living skills, child health problems, negative life 

events, parental psychopathology, and poor family functioning (Dekker & Koot, 2003b; Wallander 

et al., 2006).  

It is unclear whether or not changes in these associated and predictive factors are associated with 

changes in the level of psychopathology over a longer time period. In order to find potential causal 

mechanisms underlying the development of psychopathology, the first step to take is to find out 

whether change in associated or predictive factors is related to change in the level of 

psychopathology. Studies on typically developing youths have shown that, for instance, 

improvement of social skills and family functioning is related to decreases in psychopathology 

(e.g., Dishion & Andrews, 1995; Lacourse et al., 2002; Roberts et al., 2003). Previous studies in 

children with ID did not address time-related covariance of psychopathology and associated factors 

over a longer time period. The present study aimed to determine the association between changes in 

a number of variable child, family, and environmental factors and changes in the level of child 

psychopathology. We used five-year follow-up data on a random school-based sample of 718 

children and adolescents with mild to moderate ID and their families, and addressed the five-year 

change of child psychopathology, and main and interaction effects of change in potential risk 

factors, and their time-related associations.  

Following the ecological model (Bronfenbrenner, 1986), we included factors in three separate 

levels, i.e. at the level of child, family, and environment, that were known to be associated with 

high levels of psychopathology in people with ID, likely to change over a substantial period of time, 

and in which changes were potentially associated with change in psychopathology. At the child 

level we included child physical problems. Studies in children with chronic diseases showed that 

having more severe physical symptoms is associated with higher levels of psychological and 
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psychosocial distress (for a review, see Lavigne & Faier-Routman, 1992, 1993). Poor family 

functioning, parental psychopathology, and the occurrence of negative life events, have been found 

to moderate and strengthen the relationship between severity of physical problems and 

psychological problems among juvenile rheumatic disease patients (Daniels, Moos, Billings, & 

Miller, 1987). Also in children with ID it has been shown that physical disabilities are related to 

behavioural and emotional problems (Dekker & Koot, 2003b). A second child factor included in the 

present study was adaptive behaviour, which incorporates the child’s competence as expressed 

through communicative abilities, social skills, and daily living skills. Improvement of competence 

may prevent or reduce psychopathology. For example, an intervention program promoting social 

problem-solving skills effected a reduced rate of growth in internalising and externalising problems 

in children in special education over a period of 3 years (e.g., PATHS, Kam, Greenberg, & Kusche, 

2004). In children with ID inadequate social and daily living skills were associated with 

psychopathology a year later (Dekker & Koot, 2003b).  

At the family level we included parental psychopathology. Both current and past parental 

psychopathology have been identified as risk factors for the development of child emotional 

problems (Mesman & Koot, 2000b; Velez et al., 1989) and behavioural problems (e.g., 

Marmorstein & Iacono, 2004). In children with ID, parental psychopathology also has been shown 

to predict psychopathology (e.g., Dekker & Koot, 2003b; Hastings et al., 2006; Koskentausta et al., 

2007). In addition, we included family functioning. From general population studies we know that 

family functioning plays an important role in the development of child psychopathology (e.g., 

Mathijssen, Koot, Verhulst, De Bruyn, & Oud, 1998; Pederson & Revenson, 2005). Children who 

are raised in families that handle difficult situations in a constructive way are less likely to develop 

emotional or behavioural problems, and a positive family environment can protect against the 

development of psychological symptoms, as was shown in more than half of the studies reviewed 

by Grant et al. (2006). Regarding children with ID many studies have looked into the association 

between family functioning and having a child with ID or other chronic illnesses (e.g., Ellis et al., 

2002; Emerson, 2003a; Holden, Chmielewski, Nelson, Kager, & Foltz, 1997). These studies 

showed that family functioning is an important predictor of adjustment outcome and that families 

with better adaptive skills experience less stress in adjusting their lives to having a child with ID or 

other chronic illness. Dekker and Koot (2003b) found an association between family dysfunction 

and later disruptive disorders in children with ID. 

At the environmental level we assessed whether the child experienced negative life-events. The 

relationship between negative life events and psychopathology has been well established in the 

general population (for review see: Dohrenwend, 2006; Grant et al., 2003). In a study among 

children from the general population a significant relationship between the number of negative life 
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events and changes in the level of psychopathology was found (Berden et al., 1990). Although the 

number of studies among children with ID is limited, they too conclude that the associations 

between adverse life events and psychopathology are robust (Hatton & Emerson, 2004).  

Two papers, based on the same study, reported on the short-term (1-year) predictive associations 

between potential risk factors and psychopathology in children with ID (Dekker & Koot, 2003b; 

Wallander et al., 2006). In this study Dekker and Koot (2003b) concluded that the overall level of 

emotional and behavioural problems, child social incompetence, inadequate daily living skills, 

health problems, negative life events, and parental mental health problems were the strongest 

predictors of any DSM-IV disorder one year later (Dekker & Koot, 2003b). Wallander et al. (2006) 

looked into the relationship between 1-year changes in psychopathology and initial level of risk 

factors. They found child physical symptoms, family dysfunction and parental psychopathology 

reported at T1 to be predictive of new psychopathology at T2 (Wallander et al., 2006). The present 

study is a five-year follow-up of the first assessment by Dekker and Koot (2003b), including the 

same variable risk factors as were included at the time of the first assessment. Thus far, reciprocal 

relationships of changes in risk factors and changes in psychopathology over a longer period in 

children with ID have not been addressed. The present study will examine these reciprocal 

relationships. We expected a larger than average improvement in the level of physical symptoms, 

adaptive skills, parental psychopathology, family functioning and the occurrence of fewer negative 

life events to be associated with a bigger than average decrease in the level of psychopathology. We 

expected changes in factors at the child level to be of a greater influence on the change in the level 

of psychopathology, than changes in family and environmental factors. Additionally, we expected 

changes in family and environmental factors to moderate the association of changes in child factors 

with changes in psychopathology. 

 

 

METHODS  

Participants 
The present study used the first (indicated as Time 1, T1) and the third (Time 3, T3) parent 

assessments of a school-based study on psychopathology in children, aged 6-18 years, with 

moderate to borderline ID in the Netherlands. The study was approved by the Medical ethical 

committee of the Erasmus MC. At T1 almost 90% of all schools for children with borderline, mild 

or moderate ID in the Dutch province of Zuid-Holland participated in this study. In September 1997 

a 20% random sample of students (N = 1,615) was drawn from each of the 115 participating 

schools for ID. About 2% (N = 48,800) of all 6-18 year old Dutch children attended a school for ID 
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(about one fifth of them in Zuid-Holland), because at that time children with ID were unlikely to 

attend regular schools (Central Bureau of Statistics, 1999). About three quarters attended a school 

for mild ID (IQ between 60 and 80) and one quarter a school for moderate ID (IQ <60). Both 

groups were unlikely to have any severe additional physical or sensory handicaps.  

At T1 parents of the children were informed about the research project through the schools. All 

parents who participated in the study signed an informed consent form. To be included in this study 

at T1, the children had to live at home for at least 4 days per week, and at least one parent had to 

have enough comprehension of the Dutch language to be interviewed. Finally, 1,396 subjects were 

eligible for this study, and 984 parents (response rate of T1 participants: 70.5%) completed the 

Developmental Behaviour Checklist – Primary Carer version (DBC-P) (Einfeld & Tonge, 2002; 

Koot & Dekker, 2001). 

At T3, about 5 years after T1 (mean 5.2 years, sd=0.5), 718 parents (72.9% of T1 participants) 

completed the DBC-P again. No significant differences were found for child age (t=-1.78, p=0.08, 

mean age at T1=11.7, sd=3.0) and sex (p<.72, 60% male) between T1 + T3 versus only T1 

participants. However, children who participated at both times had higher mean DBC-P Total 

Behaviour Problem scores (means: 32.6 vs. 28.4, t=2.69, p=0.01) and more often had moderate 

(versus mild) levels of ID (33.3% vs. 25.2%, OR=1.48, p=.02), than children who participated only 

at T1, and came more often from families with a high (versus low) SES (48.5% vs. 33.8%, 

OR=0.54, p=0.00).  

 

 

Instruments 

To assess the youths’ emotional and behavioural problems we used the Developmental Behaviour 

Checklist – Primary Carer Version (DBC-P) (Einfeld & Tonge, 2002; Koot & Dekker, 2001). The 

DBC-P is a 96-item questionnaire that has been validated for the Dutch population of 6-18 year olds 

with ID and has shown to have good reliability and validity (Dekker, Nunn, & Koot, 2002). The 

DBC-P was designed for parents/caregivers to report on their child’s emotional and behavioural 

problems, which can be rated as 0 (‘not true’), 1 (‘sometimes true’) or 2 (‘very true/often true’) in 

the past 6 months. The DBC-P contains the syndrome scales Disruptive/ Antisocial (T1 Cronbach’s 

!=.92, T3 !=.92; 27 items), Self-Absorbed (T1 !=.88, T3 ! =.86; 31 items), Communication 

Disturbance (T1 ! =.74, T3 ! =.75; 13 items), Anxiety (T1 ! =.66, T3 ! =.64; 9 items) and Social 

Relating (T1 ! =.72, T3 ! =.73; 10 items). Summing the individual item scores derives a Total 

Behaviour Problem Score (T1 !=.95, T3 !=.95; 95 items).  
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The Wahler Physical Symptoms Inventory (WPSI) (Wahler, 1968) asks about how frequent (6-point 

scale, ranging from ‘almost never’ to ‘almost every day’) a child is affected by 42 different physical 

problems (T1 a = .78, T3 !=.83).  

The Vineland Screener is a 45-item short form of the Vineland Adaptive Behavior scales (Sparrow 

et al., 1984). It assesses the child’s level of adaptive behaviours regarding three domains including 

Communication (T1 a = .87, T3 !=.89; 15 items) , Socialisation (T1 a = .71, T3 !=.78; 15 items) 

and Daily living skills (T1 a = .84, T3 !=.87; 15 items), using a 3-point Likert scale 

(0=’not/seldom’, 1=’sometimes’, 2=’usually’). 

The Young Adult Self Report (YASR) (Achenbach, 1997) assesses psychopathology in the parent in 

the past 6 months. We used the 29-item short version (T1 a = .90, T3 !=.90), (0=’not’, 

1=’sometimes’, 2=’often’), that discriminates between referred and non-referred subjects (Wiznitzer 

et al., 1992).  

The General Functioning subscale of the McMaster Family Assessment Device (Byles et al., 1988) 

contains 12 4-point items (strongly agree to strongly disagree) about family functioning. High total 

scores indicate poor family functioning (T1 a = .85, T3 !=.85).  

A 16-item adjusted version of the Life Events Questionnaire (Berden et al., 1990) was used to ask 

parents to report whether their child experienced life events that were not child behaviour related in 

the past two years. If so, they were asked if their child was negatively affected by it (yes/no). The 

sum of these negative life-events was used in all analyses.  

 

 

Data analysis 

First, mean scores were calculated for all T1 and T3 variable risk factors and tested for significant 

differences between T1 and T3, as well as correlations between T1 and T3 scores. Further, change 

scores were computed by saving the standardised residual scores for all DBC scales and all child 

and family factors from regression of each T3 score on its T1 counterpart. The standardised residual 

represents the difference between a person’s actual score at T3, and the predicted score at T3 based 

on his/her T1 score and a regression equation based on the whole sample, which can be interpreted 

as an individual change score. No standardised residual was calculated for negative life-events due 

to the heterogeneity of the life-events. In all analyses, negative life-events were included as the total 

number of negative life-events as reported by the parents at T3.  

Univariate linear regression analysis of standardised residuals for DBC-P scale scores on 

standardised residuals of all variable potential risk factors and all their interactions were performed. 

Second, multiple linear regression analyses was used to assess the association between the five-year 

change in all variable risk factors and the five-year change of psychopathology. DBC-P 
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standardised residuals were regressed on all variable potential risk factor standardised residuals and 

their interactions with each other, controlling for sex, age and ID-level in a hierarchical fashion. 

The child characteristics sex, age at T1 and ID-level were entered in the first block. In the second 

block the residual change scores of the variable Child factors (Physical symptoms, Communication, 

Socialization, Daily living skills) and their interactions which were found to have a significant 

relationship when the univariate linear regression analyses were entered. In the third block the 

residual change scores of the variable Family factors (Parental psychopathology and Poor family 

functioning), and their univariate significant interactions were entered, and in the fourth block the 

number of Negative life events reported by the parents on T3 (Table 3) and their univariate 

significant interactions. In all analyses, sex was coded 1=male, 0=female, ID-level was coded 

1=moderate ID, 0=mild to borderline ID, age at T1 was included as a continuous variable.  
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RESULTS  

Table 4.1 shows T1 and T3 means and stabilities of the DBC-P scale scores and the variable risk 

factors. All DBC-P mean scale scores were significantly higher at T1 than at T3, except for Social 

Relating, indicating a mean overall decrease of problem behaviour. Correlations between T1 and T3 

scores for all DBC-P scales were high (.51 to .68) according to Cohen’s criteria (Cohen, 1988). The 

mean scores of the risk factors did not significantly differ between T1 and T3, except for Daily 

living skills and Negative life events, which were both significantly higher at T3. The T1 - T3 

stability coefficients were in the high (>.50) and medium (.30-.49) range (Cohen, 1988) for all risk 

factors, except Negative life events (r=.20). 

 

 
Table 4.1 Means (SD) at T1 and T3 and T1-T3 stability coefficients for all study variables 
  T1  T3     
  Mean SD  Mean SD  t-value  T1-T3 r 
Problem behaviour           
Disruptive Behaviour  13.23 9.6  9.96 8.6  10.92  .61 
Self-Absorbed  7.53 6.8  5.13 5.8  12.50  .68 
Communication Disturbance   4.12 3.7  3.10 3.5  8.20  .57 
Anxiety  3.64 3.0  2.51 2.5  11.00  .51 
Social Relating  3.08 3.0  3.03 3.0  0.52ns  .52 
Total Behaviour Problem Score  32.6 22.0  24.3 20.0  12.41  .64 
Child factors           
Physical symptoms   12.14 12.3  12.20 13.5  -.14ns  .56 
Communication   59.99 19.6  60.48 24.2  -.64ns  .62 
Socialisation  72.79 17.8  74.24 19.9  -1.88ns  .42 
Daily living skills  70.11 22.4  81.1 26.1  -12.92  .59 
Family factors           
Parental psychopathology   5.53 6.7  5.24 6.6  1.19ns  .56 
Poor family functioning   21.15 5.2  21.28 5.5  -0.55ns  .34 
Environmental factors           
Negative life events  .27 .64  .47 .91  -5.27  .20 
Note: All t- and r- values were significant at the p<.01 level, except ns: p>.05. 
 

 

Table 4.2 shows the significant betas of the univariate linear regression analyses of DBC-P 

standardised residuals on all standardised residuals of risk factors and the number of life-events at 

T3, and all interactions, controlling for sex, age and level of ID. The betas represent the strength of 

the association between change in each child, family or environmental factor and change in problem 

behaviour. Significant positive betas of DBC-P scale scores with physical symptoms, parental 

psychopathology, poor family functioning and negative life events indicated that the bigger the 

difference between the actual and the predicted level at T3 in these child or family factors, the 

bigger the difference between the actual and the predicted level of child problem behaviour at T3. 
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For example, larger decreases in the level of parental psychopathology at T3 than could be expected 

based on the level of parental psychopathology at T1, were associated with larger decreases in child 

psychopathology than expected based on the level of child psychopathology at T1. Significant 

negative betas were found for age and adaptive behaviours with psychopathology change, 

indicating that a younger age at T1 and lower levels of change in adaptive skills were related to 

higher levels of change in problem behaviour. For example, larger increases in the level of 

communication skills than expected based on the level of communication skills at T1, was 

associated with larger decreases in psychopathology than expected based on their level of 

psychopathology at T1.  

 

 
Table 4.2 Standardised beta’s from univariate linear regression of residual change in psychopathology on 
residual change in each child, family and environmental risk factors separately, controlled for sex, age, and 
ID-level 
  DBC scales 
Risk factors  DB SA CD A SR TBPS 
Sex  .02ns .06ns .04ns -.07ns .01ns .03ns 
Age  -.15 -.05ns -.08 -.03ns .07ns -.11 
ID-level  .06ns .17 .25 .15 .12 .17 
Residual change child factors        
Physical symptoms   .30 .22 .19 .31 .17 .30 
Communication   -.15 -.15 -.16 -.18 -.23 -.20 
Socialisation   -.20 -.16 -.17 -.15 -.25 -.23 
Daily living skills   -.16 -.18 -.16 -.19 -.11 -.20 
Physical symptoms x Communication  .14 .12 .12  .08 .15 
Physical symptoms x Socialisation     .09    
Residual change family factors        
Parental psychopathology   .27 .24 .19 .22 .25 .28 
Poor family functioning   .15 .16 .17 .11 .19 .18 
Parental psychopathology x Physical symptoms    -.08 -.09  -.14 -.10 
Parental psychopathology x Communication      -.08  
Parental psychopathology x Socialisation     -.08   
Parental psychopathology x Poor family functioning   .07   .12 .09 .09 
Poor family functioning x Communication       -.08  
Environmental factors        
T3 Negative life events a  .16 .10 .09 .16 .17 .16 
T3 Negative life events a x Physical symptoms   -.10  -.11  -.18 -.12 
T3 Negative life events a x Communication  -.11 -.12 -.09  -.09 -.13 
T3 Negative life events a x Daily living skills    -.09    
T3 Negative life events a x Parental psychopathology   -.13 -.10 -.18  -.17 -.15 
Note: Betas are standardised betas; betas were only displayed when significant at the p<.05 level. DB: 
Disruptive Behaviour, SA: Self Absorbed, CD: Communication Disturbance, A: Anxiety, SR: Social 
Relating, TBPS: Total Behaviour Problem Score; a Negative life events was included as the sum of negative 
life events at T3. 
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Table 4.3 shows the standardised betas from the hierarchical multiple regression analyses. The final 

models explained 17% to 27% of the variance in standardised residuals in psychopathology, 

indicating medium effect sizes, according to Cohen’s criteria (Cohen, 1988). Child factors 

explained most of the variance (9%-16%) in change in psychopathology. Change in family and 

environmental factors, however, were still significantly associated with change in psychopathology 

over and above the effects of child factors. Changes in physical symptoms, daily living skills and 

parental psychopathology were significantly and independently associated with changes in almost 

all problem behaviours.  

 

 
Table 4.3 Standardised beta’s from multiple hierarchical linear regression of residual change in 
psychopathology on residual change in all child, family and environmental risk factors 
 DBC scales 
Risk factors DB SA CD A SR TBPS 
Block 1 R2 change  .04 .04 .08 .04 .03 .06 

Sex    -.08   
Age  -.18 -.09 -.13  -.11 -.16 
ID-level .08 .17 .26 .16 .12 .18 

Block 2 (Child factors) R2 change .14 .09 .09 .12 .09 .16 
Physical symptoms  .30 .23 .21 .27 .17 .30 
Communication skills     -.09 -.14 -.09 
Socialisation  -.13    -.15 -.11 
Daily living skills  -.10 -.13 -.11 -.15  -.13 
Communication x Physical symptoms  .14 .13 .10  .09 .15 

Block 3 (Family factors) R2 change .04 .04 .03 .03 .09 .06 
Parental psychopathology  .18 .21 .15 .14 .21 .23 
Poor family functioning    .08  .10  
Parental psychopathology x Physical symptoms      -.15 -.09 
Parental psychopathology x Communication skills     -.11  
Parental psychopathology x Family functioning     .10  .08 

Block 4 (Environmental factors) R2 change .03 .02 .03 .01 .02 .03 
T3 Negative life events a .10  .08 .08 .14 .10 
Negative life events a x Physical symptoms  -.10      
Negative life events a x Communication skills  -.13 -.13    -.14 
Negative life events a x Parental psychopathology    -.18  -.13 -.11 

Cumulative adjusted R2  .22 .17 .20 .17 .20 .27 
Note: Betas are standardised betas; betas were only displayed when significant (p<.05). Bold betas were also 
significant in the final regression model including all variables. DB: Disruptive Behaviour, SA: Self 
Absorbed, CD: Communication Disturbance, A: Anxiety, SR: Social Relating, TBPS: Total Behaviour 
Problem Score. a Negative life events was included as the sum of negative life events at T3. 
 

 

Several interaction effects were found (see Table 4.3). To gain insight into the nature of these 

effects, we divided subjects to two groups around the mean change score of each variable involved 

in the interaction, resulting in a group with negative changes (decrease) and a group with positive 

changes (increase). Comparison of these groups on the correlation between change in 
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psychopathology and change in the factors used in the interaction, indicates the direction of the 

interaction. Plots of the interaction effects (not presented) indicated that the association between 

increasing levels of physical symptoms and increasing levels of problem behaviour was even 

stronger when communication skills diminished. Further, plots indicated that the association 

between increasing levels of parental psychopathology and increasing levels of some child problem 

behaviours was stronger when physical symptoms increased, communication skills diminished, 

poor family functioning increased, or when the children experienced negative life events during the 

past 2 years. Negative life events were also found to have a moderating effect on the association 

between change in problem behaviour and change in physical symptoms and communication skills. 

The association between increasing levels of problem behaviour and decreasing communication 

skills was stronger when the child experienced negative life events in the last two years. However, 

when communication skills improved, the influence of experiencing negative life events was only 

minor. 

 

 

DISCUSSION AND CONCLUSION  

This was the first study to relate change in potential risk factors to change in psychopathology in a 

relatively large and random sample of youths with ID. Other studies in children with ID looked at 

correlates (Chadwick et al., 2000; Wallander et al., 2003) and predictors of psychopathology 

(Dekker & Koot, 2003b; McCarthy & Boyd, 2001). However, hardly anything was known about the 

time-related covariance of individual variable risk factors with psychopathology in children and 

adolescents with ID. Nor was there a study that looked into the cumulative and moderating effects 

of these risk factors. We confirmed the hypothesis that changes in child, family, and environmental 

factors are significantly associated with changes in psychopathology over a 5-year period in 

predictable directions. Changes in child factors had the strongest association with change in 

psychopathology, followed by change in family and environmental factors, as was expected based 

on the ecological model of Bronfenbrenner (1986). Furthermore, for almost all problem behaviours 

change in physical symptoms and daily living skills were most strongly associated with change in 

the level of problem behaviours. Changes in communication skills and parental psychopathology, 

and experience of negative life events were found to be significant moderating factors between 

change in other risk factors (e.g., physical symptoms) and change in psychopathology. Several 

factors seem stand out as highly influential, although the causal direction between change in these 

factors and change in psychopathology is not determined.  
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The importance of diminished vulnerability might explain the reciprocal association between 

change in adaptive behaviour skills and change in problem behaviour. By acquiring increased levels 

of daily living and communication skills across time, children seem to become less vulnerable, 

which is expressed in decreases in levels of psychopathology. Conversely, decreasing 

psychopathology might free the resources needed for improvement of adaptive skills. The results 

from this study also suggest that the consistent finding of elevated levels of psychopathology in 

children with ID in comparison to children from the general population (e.g., Wallander et al., 

2003) is likely to be partly attributable to the lowered competence of these children. Interventions 

aimed at competence-gain may be fruitful in preventing (increase in) behavioural/emotional 

problems in this group. Another example of an important child factor is physical illness, As 

indicated above, the influence of having physical problems on children’s emotional well-being is 

well known and our results suggest that in children with ID the improvement of physical symptoms 

might be associated with an improvement of all types of emotional and behavioural problems and 

vice versa.  

At the family level we found a consistent relationship between mental health of adolescents and 

emotional well-being of their parent. As suggested by our findings, changes in the levels of child 

and parental psychopathology are associated with each other, even despite other shared 

environmental influences possibly affecting both child and parental well-being (e.g., family 

functioning and negative life events). The significant univariate relationship found between change 

in family functioning and change in child problem behaviour might be overshadowed in the 

multivariate analyses by the strong relationship between change in family functioning and change in 

parental psychopathology. However, the relationship between change in DBC-scales social relating 

and communication disturbance and change in poor family functioning is still significant in 

multivariate analyses. It seems that changes in the level of these problems in a child might influence 

both changes in parental psychopathology and family functioning. 

 

 

Limitations and future studies  
This study described the associated courses of psychopathology and child, family and 

environmental factors, however, without manipulation of the potential risk or protective factors. 

This prevents us from concluding whether or not the factors included in this study are causal risk or 

protective factors. Future studies could investigate, whether change induced in these factors by 

targeted intervention does indeed result in changes in psychopathology. Candidate factors that 

contribute to change and are sensitive to intervention, are daily living skills and parental 

psychopathology. Other relevant factors found in our study may be less sensitive to manipulation, 



Chapter 4 

 76 

but do occur in daily life (e.g., physical symptoms, negative life events), stressing the importance of 

further studies on children that are vulnerable in this regard. Our results also suggest that 

intervention programs should be disorder specific, since apart from the associations mentioned 

above, specific associated changes were found for some symptom clusters (e.g., socialisation skills 

in disruptive behaviour, and communication skills in social relating problems).  

 

 

Clinical implications 
It seems that the development of childhood problem behaviour is the result of a complex of child, 

family and environmental factors which both individually and together influence the change in 

childhood problem behaviour. Although causality could not be ascertained, findings from this study 

suggest that improving social competence and daily living skills in a training-program could be a 

valuable addition to intervention procedures aiming at psychopathology per se. By handing children 

the opportunity to improve their resources, psychopathological problems may be improved or even 

prevented. Clinicians should also be aware of the relation between change in parental 

psychopathology and family functioning and change of psychopathology in their young patients 

with ID. When treating children, it could be helpful to monitor not only improvement in the 

psychological well-being of the child, but also whether or not factors like adaptive behaviour skills, 

parental psychopathology or family functioning do change simultaneously. Second, treatment of 

children could profit from including parents. When parents seem to be encountering a lot of stress 

due to negative life events and when the family has few coping strategies or low ability to adapt 

family functioning, it may be fruitful to also focus on the family. Finally, physicians who treat 

children with ID who suffer from a (chronically) physical illness should be aware that changes in 

physical symptoms are associated (with changes) in psychological well-being. The quality of life 

and psychological well being of these children might be improved by diminishing physical 

symptoms, even when the physical disease might not be curable. 

 


