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BABSTRACT : Thestudy on behavioral problemsamong school children aged 8-12 yearswas
conducted in the Dharwad district. For the study, two taluks from Dharwad district namely,
Dharwad and Navalagund were randomly selected and from these talukstwo each villageswere
selected. Fromthesefour villages, 85 children from first village, 120 from second village, 49 from
third village and 54 from fourth village were randomly drawn. Hence, the final sample comprised
of 277 children. CBCL-Teacher Report Form devel oped by Achenbach et al. (2001) was used to
identify the problem behaviour in children. The results revealed that 51.6 per cent of children
wereinclinical range and 31.8 per cent in borderline. Only 16.6 per cent wereinthe normal range.
The prevalence of Internalizing problems showed that nearly 52 per cent children were in the
clinical range followed by 24.5 per cent in borderline. Similarly for the externalizing problems,
33.9 per cent children were in the borderline and 31.0 per cent in the clinical range. But, 35 per
cent werein thenormal category. About 49.1 per cent children had somatic complaints, 44.8 per
cent had thought problems, 43.3 per cent withdrawn, 41.9 per cent social problems, 39.0 per cent
anxious/depressed, 27.4 per cent aggressive, 23.1 per cent with rule breaking and 12.6 per cent
had attention problems. Hence, there is need to reduce their problematic behaviour through
mental health improvement and positive parenting programmes.
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The child’s problems are often multi-factorial and
the way in which they are expressed may be
influenced by a range of factors including
devel opmental stage, temperament, coping and adaptive
abilities of family, nature and the duration of stress. In
general, chronic stressorsare more difficult to deal with
than isolated stressful events.

Children do not always display their reactions to
events immediately, although they may emerge later.

Anticipatory guidance can be helpful to parents and
children wherein parents can attempt to prepare children
in advance of any potentially traumatic events viz.,
elective surgery or separation. Children should beallowed
to expresstheir truefearsand anxieties about impending
events.

It’s normal for younger children to have fears (for
example, of ghosts or monstersor dogs), asthey become
awarethereare dangersin thewider world around them
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and they learn to distinguish between reality and fiction.
Many children devel op patterns of behaviour to comfort
themselves if they feel anxious, such as thumb sucking
or wanting to do the same things at the sametime every
day. Asthey get towards puberty, children can become
more defiant asthey start to be independent and separate
psychologically from parentsand their care givers. When
theteen years begin, many young people become moody,
angry or tearful and battles with parents can become a
daily occurrence. Children can also be naughty, defiant
andimpulsivefromtimetotime, whichisperfectly normal.
However, some children have extremely difficult and
challenging behavioursthat are outsidethe normfor their
age. Behaviour is the manner in which one may act or
conduct oneself.

Normal behaviour in children depends on the child’s
age, personality, physical and emotional development. A
child’s behaviour may be a problem if it doesn’t match
theexpectations of thefamily or if itisdisruptive. Normal
or “good” behaviour is usually determined by whether
it’s socially, culturally and developmentally appropriate.
Children suffer from behavioural problems at one time
or the other during their development. Many of these
problems are of transient nature and are often not even
noticed. However, a times, the severity and their overall
effect on the devel opment of the child may bedistressing.
At times there are some problems which persist and in
due courseinterfere or become obstaclesfor the normal
devel opment of childrenwhich may lead to developmental
deviations. In the western countries, parents tends to
seek advicefor even minor problemslike thumb sucking,
while in developing countries, behaviour problems of
children have not accorded its due importance.

Behaviour problemisadeviation from the accepted
pattern of behaviour onthepart of anindividua in society
(Verma’s, 1964). The term ‘behaviour problem’ is used
to designate the deviation in behaviour from the one
expected or approved by the group. Behavioura problems
that precede or are concomitant with most common
mental disordersin childhood and adol escence have been
thefocusof interest of Devel opmental Psychopathol ogy
(Cicchetti, 1984 and Sroufer and Rutter, 1984). Within
the theoretical framework of Developmental
Psychopathol ogy, children who facedifficultiesin their
relations with peers can be grouped into two broad
categories: those with “externalizing problems” - little
control (under control) over their emotions, thoughtsand
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behaviours and those with “internalizing problems” -
excessive control (over control) of these processes
(Achenbach and Edelbrock, 1978 and Achenbach et al .,
1991). In the first category, the effects of low control,
expressed by aggressive, impulsive, antisocial and
challenging behaviours, has an immediate impact on
others. In the second category, the excessive control,
expressed in forms of social withdrawal, inhibition,
depression or variousformsof anxiety, bringsimmediate
consequencesfor thechild himself/hersdlf, limiting social
experiences and thus, creating obstacles for the social
and psychol ogical adjustment in childhood (Aunolaand
Nurmi, 2005). Due to the negative consequencesfor the
individual menta health and given the emotional and socia
cost for the familiesand society in general, the correl ates
and predictors of internalizing and externalizing
behaviours, in childhood and adol escence, have beenthe
focus of great attention for researchers, in different
cultures. Hence, the present study was an attempt to
study the prevalence of behavioral problems among
children aged 8 to 12 years in selected government
schools of Dharwad district.

B RESEARCH METHODS

A differential research design was used to compare
thebehavioura problemsamong children. Thepopulation
of the study consisted of children of |ate childhood period
between the ages of 8 to 12 years from government
schools of Dharwad district.

Two taluks from Dharwad district namely Dharwad
and Naval gund were selected purposively for the study.
It was reported from the Census data that, 119 villages
weretherein Dharwad taluk and 60 villagesin Navalgund
taluk. Thevillage which is having agovernment school
with primary and upper primary section was sel ected.
Fromthe selected tal uks, two villages each were sel ected.
The sample comprised of the children studying inthe 4"
to 7" standards of the Government schools of selected
villagesi.e. 85 childrenfromfirst village, 120 from second,
49 from third and 54 from fourth village. The students
and teachers of each class were administered with the
questionnaire separately. During the scrutinizing process,
31 children were excluded because of their long term
absenteeism and irregularity inthe activities. Total sample
comprised of 277 children. The child behaviour checklist
(CBCL)-Teacher Report Form developed by Achenbach
and Rescorla (2001) was administered for identifying
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problem behaviour in children. The behavioura problems
were categorized intointernalizing, externalizing and total
behavioural problems. The tool also assess the
components of behavioural problems viz., Anxious/
depressed, withdrawn/depressed, somatic complaints,
social problems, thought problems, attention problems,
rule breaking behaviour and aggressive behaviour with
113 items. Each item was scored and categorized into
normal, borderline and clinical range. Frequency and
percentages were used to assess the behaviour of the
children. Chi-square analysis was used to know the
association between the problem behaviour of children
and by villages.

B RESEARCH FINDINGS AND DISCUSSION
The problems were categorized into internalizing,
externalizing and total behavioural problems. Theresults
on prevalence of internalizing problems, revealed that
majority of the children were in the clinical range (52
%) followed by borderline (24.5 %) and normal (23.5
%). With regard to comparison of children by villages,
maj ority of the children from three villageswere in the
clinical range followed by borderline. In one village,
majority of the children fell under normal category
(40.0%); followed by 31.8 per cent intheclinical range
and 28.2 per cent in the borderline. Thisincrease in the
prevalencerate of internalizing problems may be dueto
negative parenting style and practices used by their
parents and also the child’s socio-economic status and
temperamental may devel op someinternalizing problems
in them. Studies show that negative parental control
increasesinternalizing problemsin childrenwho are over-
controlled or high on fearfulness (Van Leeuwen et al .,

2004). Theseresultsareinlinewith Ginigeet al. (2014)
findingswho reported that nearly 8.8 per cent of 7to 11
year old children had significant internalizing problems.
Alfons et al. (1997) also reported that internalizing
problemsincreased with the age of the children. Children
withinternalizing symptomswere proneto sadness, low
attention regulation and low impulsivity. Eisenberget al.
(2001) revealed that relations between internalizing
problems and emotionality were more frequent in the
school going children.

Similarly for externalizing problems, 35 per cent of
children werein the normal range whereas 33.9 per cent
were in the borderline and 31.0 per cent were in the
clinical range. With regard to comparison of children by
villages, mgjority of the children from two villagesfell
under clinical rangefollowed by borderline and normal,
while mgjority of the children from one village were
normal (53.6 %) followed by borderline (30.0%) and
clinical range (16.4 %). Similarly, in another village,
majority of the children fell under borderline (42.3%)
followed by normal (34.6 %) and clinical (23.1%). The
chi-sguare analysis showed no significant association
between the externalizing problems and children of al
villages (X2=1.37). Poor parenting (Gardner, 2000 and
Hodgins et al., 2001), maternal rejection (Raine et al.,
1994), or social adversity (Arsenault et al., 2002) and
poor cognitive ability (Deitz et al., 1997 and Huesmann
et al., 1987) have been reported to directly predispose
the externalizing and antisocial behaviour problems
among children. Better parental care, or effective
parenting or better social service, can helpto reducethe
externalizing risk factors. Denham et al. (2000) reported
that proactive parenting (i.e., supportive presence, clear

Villages Normal Borderline Clinical X?
Village 1 6(9.1) 14(21.2) 46 (69.7)

Village 2 44 (40.0) 31(282) 35(31.8) L
Village 3 8 (15.4) 16 (30.9) 28 (53.9)

Village 4 7(14.3) 7 (14.3) 35 (71.4)

Total 65 (23.5) 68 (24.5) 144 (52.0)

Village 1 11(16.7) 26 (39.4) 29 (43.9)

Village 2 59 (53.6) 33(30.0) 18 (16.4) L
Village 3 18 (34.6) 22 (42.3) 12 (23.1)

Village 4 9 (18.4) 13 (26.5) 27 (55.1)

Total 97 (35.0) 94 (33.9) 86 (31.0)

NS=Non-significant
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instruction and limit setting) predicted fewer behaviour
problems over time, after controlling for initial problems
inthe school going children.

Regarding total behavioural problems, majority of
the childrenwereintheclinical range (51.6%) followed
by borderline (31.8 %) and normal (16.6 %). Withregard
to comparison of children by villages, majority of the
children from three villages were in the clinical range
followed by borderlineand normal. Inonevillage, mgjority
of them were in the borderline (40.0 %) followed by
clinical range (37.3 %) and normal (22.7 %). However,
the chi-square analysis showed no significant association
between villages and behavioural problems (X2=2.92).
Parental stress, poor attachment with children, negative
parenting style used by the mothersand fathersinrearing
their children, child’s poor adjustment with the academics,
and also child’s emotional and mental health problems
may be reason for this high prevalence. Theresults are
inlinewith Bhargavaet al. (1988) who surveyed 10,000
primary school children using questionnaire and reported
that 6199 children had behaviour problems. According
to Guptaet al. (2001) 45.6 per cent of the children were
estimated to have behavioural problems, of which 36.5
per cent had significant problems. Gearing et al. (2013)
reported that approximately 53 per cent of the 11-18 year
old adolescents were identified as experiencing mental
health problems and 43 per cent and 46 per cent had
high internalizing and externalizing scores, respectively.

The perusal of Table 2 shows that for anxious/
depressed syndrome, 39.0 per cent of the children were
intheclinical rangefollowed by 37.2 per centin normal
and 23.8 per cent in borderline. On comparison between
villages, 60.6 per cent of childrenfrom onevillagewere
intheclinical rangeand only 18.2 per cent of childrenin
the normal range. Similarly, in onevillage 52.7 per cent
werenormal and only 19.1 per cent werein clinical range.
But in another village, 46.2 per cent, 30.8 per cent and
23.1 per cent of children fell under normal, clinical and

borderline. In other village, majority of the childrenfell
under clinical range (63.3 %) whereas equal percentage
of children fell under borderline (18.4 %) and normal
range (18.4 %). However, the chi-sguare analysis showed
no significant association between anxious/depressed
syndromeswith villages. Michael et al. (2007) reported
that anxiety disorders with lifetime prevalence rates
ranging between 13.6 per cent and 28.8 per cent in
Western countries. He also reported that comorbidity
among individuals with an anxiety disorder is highi.e.
three out of four people with alifetime anxiety disorder
experienceand at least one other mental disorder intheir
lifetime.

With regard to withdrawn/depressed syndrome, 43.3
per cent fell under clinical range followed by 35.7 per
cent in borderline and 20.9 per cent in normal range. In
two villages, majority of thechildrenwereintheclinical,
borderline and normal range. Whereas, in one village,
41.8 per cent, 32.7 per cent and 25.5 per cent of children
fell under borderling, clinical range and nhormal range,
respectively and in another village, equal percentages of
children (42.3 %) were in the clinical and borderline
whereas only 15.4 per cent were normal. However, the
chi-sguare analysis showed no significant association
between withdrawn / depressed syndrome with villages.
The results are supported by the prevalence study of
Fleming et al. (1989) who reported that 0.6 per cent
pre-adolescents and 1.8 per cent of adolescents had
severity of the depressive syndromewith high diagnostic
certainty.

In case of somatic complaints, majority of the
children (49.1 %) wereintheclinical rangefollowed by
34.3 per cent in normal range. Only, 16.6 per cent were
intheborderline. On comparison of children by villages,
majority of childrenfromthreevillageswereintheclinica
range followed by normal and borderline. Whereas, in
onevillage, majority of themfell under normal category
(50.0 %) followed by clinical range (34.5 %) and

Normal Borderline Clinical X2
Village 1 7 (10.6) 17 (25.8) 42 (63.6) 2.92M
Village 2 25 (22.7) 44.(40.0) 41(37.3)
Village 3 7(135) 18 (34.6) 27 (51.9)
Village 4 7(14.3) 9(18.4) 33(67.3)
Total 46 (16.6) 88 (31.8) 143 (51.6)

NS= non-significant
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Table 3: Percentage distribution of children by level of components of behavioural problems

Components Villages Normal Borderline Clinica X?
Anxious/ Depressed Village 1 12(18.2) 14 (21.2) 40 (60.6)
Village 2 58 (52.7) 31(28.2) 21(19.1) Log"s
Village 3 24 (46.2) 12(23.1) 16 (30.8)
Village 4 9(18.4) 9(18.4) 31(63.3)
Total 103 (37.2) 66 (23.8) 108 (39.0)
Withdrawn / Depressed Village 1 12(18.2) 16 (24.2) 38(57.6)
Village 2 28 (25.5) 46 (41.8) 36 (32.7)
44.06"N°
Village 3 8(15.4) 22(42.3) 22 (42.3)
Village 4 10 (20.4) 15 (30.6) 24 (49.0)
Total 58 (20.9) 99 (35.7) 120 (43.3)
Somatic complains Village 1 11 (16.7) 10 (15.2) 45 (68.2)
Village 2 55 (50.0) 17 (15.5) 38(34.5)
. 86.32"°
Village 3 14 (26.9) 13(25.0) 25(48.1)
Village 4 15 (30.6) 6(12.2) 28 (57.1)
Total 95 (34.3) 46 (16.6) 136 (49.1)
Socia problems Village 1 6(9.1) 12(18.2) 48 (72.7)
Village 2 44 (40.0) 45 (40.9) 21(19.1)
99.92"8
Village 3 15 (28.8) 14 (26.9) 23(44.2)
Village 4 9(18.4) 16 (32.7) 24 (49.0)
Total 74 (26.7) 87 (31.4) 116 (41.9)
Thought problems Village 1 2(3.0) 17 (25.8) 47 (71.2)
Village 2 13(11.8) 72 (65.5) 25(22.7)
1.12MN8
Village 3 5(9.6) 26 (50.0) 21 (40.4)
Village 4 1(2.0) 17 (34.7) 31(63.3)
Total 21(7.6) 132 (47.7) 124 (44.8)
Attention problems Village 1 31 (47.0) 18 (27.3) 17 (25.8)
Village 2 91 (82.7) 12 (10.9) 7(6.4)
80.06"M°
Village 3 45 (86.5) 5(9.6) 2(3.8)
Village 4 27 (55.1) 13(26.5) 9(18.4)
Total 194 (70.0) 48 (17.3) 35(12.6)
Rule breaking behaviour Village 1 25(37.9) 21(31.8) 20 (30.3)
Village 2 58 (52.7) 33(30.0) 19 (17.3)
85.14N8
Village 3 26 (50.0) 19 (36.5) 7(135)
Village 4 17 (34.7) 14 (28.6) 18 (36.7)
Total 126 (45.4) 87 (31.4) 64 (23.1)
Aggressive behaviour Village 1 24 (36.4) 14 (21.2) 28 (42.4)
Village 2 67 (60.9) 24 (21.8) 19 (17.3)
1.04N°
Village 3 24 (46.2) 19 (36.5) 9(17.3)
Village 4 16 (32.7) 13(26.5) 20 (40.8)
Total 131 (47.3) 70(25.3) 76 (27.4)

NS= Non-significant
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borderline (15.5 %). However, the chi-square analyses
showed no significant association between somatic
complaintswith villages. Children dealing with emotional
and behavioural issues will complain of these somatic/
physical illness symptoms. The child who isundergoing
emotional turmoil may exhibit higher number of somatic
problems. It appears likely that there are differencesin
the psychobiological processes underlying these
associationsin boysand girls. Somatic complaintswere
strongly associated with emotional disordersin girlsand
with disruptive behaviour disordersin boys(Egger et al.,
1999). Beidel et al. (1991) reported that broader range
of somatic complaints were associated with children’s
expression of anxiety and depression.

Regarding social problems, mgjority of the children
fell under clinical range (41.9 %) followed by borderline
(31.4 %) and normal (26.7 %). On comparison between
villages, majority of childrenfromthreevillagesfell under
clinical rangefollowed by borderlineand normal. While,
majority of children fromonevillagefell under borderline
(40.9 %) and normal range (40.0 %) whereasonly 19.1
per cent were in the clinical range. However, the chi-
square analyses showed no significant association
between social problemsand village. Some of thefactors
liketemperament, behavioural inhibition fear of negative
evaluation and socially anxious modeling by parents may
cause these social problems in the children. Many life
events, including illness or death of someone close and
bullying, are scary or unpleasant for children.

For thought problems, 44.8 per cent, 47.7 per cent
and 7.6 per cent of the children were in the clinical,
borderlineand normal category, respectively. With regard
tovillages, higher number of childrenfrom two villages
fell under clinical, borderline and normal category
whereas, children from other two villages fell under
borderline, clinical and normal category. Thechi-square
analysis showed no significant association between
thought problemswith villages.

Regarding attention problems, majority of the
children werein the normal range (70.0 %) followed by
borderline (17.3 %) and clinical (12.6 %). Thechi-square
analysis showed no significant association between
attention problems and villages. Szatmari et al. (1989)
reported that there were no significant differences in
the prevalence of attention deficit problems by age or
urban-rural status. Epidemiologic studies also revealed
preval ence rates ranging from 4 per cent to 12 per cent
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in the general population of 6 to 12 year olds.

Regarding, rule breaking behaviour, majority of the
children fell under normal (45.4 %) range followed by
borderline (31.4 %) and clinical (23.1%). Withregardto
villages, majority of the children fromthreevillagesfell
under normal, borderline and clinical range whereas
childrenfromonevillagefell under clinical, normal and
borderline category. The chi-sguare analysis showed no
significant association between rule braking behaviour
and villages. Children who arein clinical range of rule
breaking behaviour may be having higher rate of
emotional and attention problems. Child who is having
lack of adjustment with their teachers/ parents and not
ableto cope up with their academics may exhibit clinical
range of rule braking behaviour problems.

For aggressive behaviour, majority of the children
(47.3 %) were in the normal range whereas 27.4 per
cent in clinical and 25.3 per cent in borderline. With
regard to villages, more number of children from two
villagesfell under clinical rangefollowed by normal and
borderline whereas majority of children from the other
two villages fell under normal range. The chi-square
analysis showed no significant association between
aggressive behaviour and children from different villages.
Some of the studies reported that children having mood
disorders, conduct problems, poor attachment with their
parentsand in classroom or any cognitive problemsmay
exhibit aggressive behaviour in the classroom or in the
home settings. Gearing et al. (2013) reported that high
externalizing scores were observed among 46 per cent
(n=32) of youths, with above borderline aggressive
behaviour and rule-breaking sub scores in about one-
third of the sample, 29 per cent (n=20) and 32 per cent
(n=22), respectively. Thelargest percentages of subscale
scoresabovethe cutoff werefound for conduct problems
(49%, n=34) and social problems (46%, n=32). High
prevalence rates were reported across several DSM-
IV—related areas, most notably for the DSM-oriented
scales of conduct problems (49%, n=34), affective
disorders (33%, n=23), anxiety disorders (23%, n=16),
and attention-deficit hyperactivity disorder (ADHD)
(19%, n=13).

Conclusion:

Majority of the children were found to be in the
clinical range of internalizing, externalizing and total
behavioural problems. Regarding the components of
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behavioural problems such as anxious / depressed,
withdrawn / depressed, somatic complaints, social
problems, thought problems, attention problems, rule
breaking behaviour and aggressive behaviour, majority
of them were found to be in the clinical range and
borderline. Interventions can help the children to cope
with attention deficit and other social problemsand also
some of the rule breaking and aggressive behaviour.
Positive parenting programmes structured for their
parents may help to reduce the problem behaviour in the
children. Parents may aso learn to efficiently use the
suitable parenting styles and other measures to control
the behavioural problemsamong their children. Thismay
help the child to gain confidence and may improvetheir
mental health.
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