ORIGINAL RESEARCH PAPER Volume - 10 | Issue - 09 | September - 2021 | PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

INTERNATIONAL JOURNAL OF SCIENTIFIC RESEARCH

EARLY DETECTION OF INTERNALIZING AND EXTERNALIZING PROBLEM IN
CHILDREN ACCORDING TO THEIR PARENTS- A CROSS SECTIONAL STUDY

lPediatrics Jl

Dr. Amit Kumar

Assistant Professor, Rama Medical College Hospital & Research Centre, Ghaziabad,

Modi * Uttar Pradesh. *Corresponding Author

Dr. Bhawna Kohli Professor & Head, Rama Medical College Hospital & Research Centre, Ghaziabad, Uttar
Pradesh.

l()jﬁal\l:[f;:ia Modi Medical Officer, Lal Bahadur Shastri Hospital, Delhi.

ABSTRACT

INTRODUCTION: Children Emotional behavioural problems can also define as either “internalizing” (emotional disorders such as depression
and anxiety, obsessive-compulsive disorder (OCD), and thought problems) or “externalizing” (disruptive behaviours such as ADHD — Inattention/
Hyperactivity, Conduct disorder, and oppositional defiant problem).

AIM: The purpose of this Study is to early detection of internalizing and externalizing problem in children according to their parents.

METHODS: This was a Questionnaire Based cross-sectional study conducted from November 2018 to March 2020. The study wear conducted in
Rama Medical College Hospital & Research Centre, Ghaziabad, Uttar Pradesh. Used structured test — Binet-Kamat Intelligence Test, Adaptive
Behavior Rating Scale (ABRS-II). The randomly selected children (Age 6 years to 10 Years ) from different schools referred by doctors, teachers,
tuition teacher, and parents for psychological evaluation and management for (Behaviour Issues, and Educational Difficulties). Total n 182). Used
IBM- SPSS-25 software to analyzed Average, percentile, mean, variance, frequency, and paired t-test.

RESULTS- The current study found statistically significant that children have a better rate of Externalizing (ADHD Inattention t- value -3.094,
Conduct disorder t- value 4.104, and Oppositional defiant problem t- value 4.782) and internalizing problems (Anxiety Problem t- value 3.065,
Obsessive-Compulsive Problems t- value 3.953, and thought disorder t- value 4.539).

CONCLUSION: The current study found the positive and importance of early preventive psychological interventions and parenting focus to deal
with early children's behaviour problems, and found positive correlation between externalizing and internalizing behaviour problem and
intelligence. Early psychological intervention must be implemented early and consistently to assure the simplest opportunity for fulfilment in
academics also as social interactions. Parents, teachers, Professionals like psychologists, school counsellors personnel providing additional
support and directions for the remedial activities to enhance children's cognitive development, and behaviour problems. Increase parental resolve
and teach parents about the shortcomings of previous strategies of avoidance and acquiescence. Children with psychological difficulties had better
outcomes after positive counselling, remedial educational training, positive parenting and support, social support like group games, practical
hobbies, and counselling to reduce behaviour problems and to supply increased opportunities for positive functioning and developments
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INTRODUCTION -

School going Children's behaviour in the age group of 6 to 12 years
keeps changing as they start going to school. Children are already
learning at birth, and they develop and learn at a rapid pace in their
early years. Provides a critical foundation for lifelong progress, and the
parents who provide for the care and education of children from birth
through age 10 years have a great responsibility for their emotional,
adjustment, cognition development, judgments, physical health, and
education.

Psychological Mental health is very common in childhood and they
include Somatic Issues , obsessive-compulsive disorder (OCD),
anxiety, depression, disruptive (oppositional defiance disorder (ODD),
conduct disorder (CD), attention deficit hyperactive disorder (ADHD)
or developmental (speech/language delay, intellectual disability)
disorders or pervasive (autistic spectrum) disorders [1].

School going children Emotional behavioural problems can also
define as either “internalizing” (emotional disorders such as
depression and anxiety, obsessive-compulsive disorder (OCD), and
thought problems) or “externalizing” (disruptive behaviours such as
ADHD - Inattention/ Hyperactivity, Conduct disorder, and
oppositional defiant problem).

In this age of momentous change and stiffer competitions, many
parents send their children to schools. These schools act as supporting
services to parents in fulfilling their roles as providers, protectors,
nurturers, disciplinarian, and interpreters of social and cultural
heritage. In learning to adjust to the world in which the child is growing
up, they develop certain kinds of behaviours that are annoying or
embarrassing to the parents with whom they come in contact. Most of
the Parents, teachers frequently label such behaviours as problem
behaviours.

According to Campbell, 1995 study shown that serious problems with
aggression and impulse control that are apparent by the school years
are relatively stable and often persist to high school entry and beyond.
[2] Not all children with early-appearing problems still have
difficulties. But, a maximum number of youngsters identified with
problems by school age will continue on a path toward externalizing
problems or Internalising Problems. a minimum of 8% to 10% of
children younger than 5 years' experience clinically significant and
impairing condition problems, which include emotional, behavioural,
and social relationship problems. [3]. Emotional, behavioural, and
relationship disorders rarely are transient and sometimes have lasting
effects, including measurable differences in brain functioning in
school-aged children and a high risk of later psychological state
problems. [4,5] Others have difficulties that either stabilize or worsen
with development; still, other children don't show problems within the
school period but develop problems by school entry, middle childhood,
oreven early adolescence.

MATERIAL & METHODS:

AIM and Objective

The purpose of this Study is to early detection of internalizing and
externalizing problem in children according to their parents.

STUDY DESIGN

A Questionnaire Based cross-sectional study was conducted from
November 2018 to March 2020. The study wear conducted in Rama
Medical College Hospital & Research Centre, Ghaziabad, Uttar
Pradesh. A sample of 182 Pre- School going children from 3 to 7 years
old. The moral review board initially approved Rama Medical College
Hospital & Research Centre, Ghaziabad, Uttar Pradesh. Written
consent was for each participant who volunteered and fulfilled the
inclusion criteria- Inclusion Category- (1). Children (boys and girls)
from 9 to 10 years old and (2). School going Children from different
schools referred by doctors, teachers, tuition teacher, and parents for
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psychological evaluation and management for (Behaviour Issues, and
Educational Difficulties). Exclusion category No identifiable
neurological, sensory, or physical impairment and people who were
unable to talk /hear or intellectually disabled children had not been
excluded from the study.

TOOLUSED

Data was collected using a structured self-administered questionnaire
having in one setting. It contained all socio-demographic
characteristics. The second-conduct starchier standardizes assessment
Adaptive Behavior Rating Scale (ABRS-II)- Internalizing,
Externalizing disorder, Hypothesized Functions of behaviour-
Attention Seeking, Social Status, Escape/Avoidance, Anxiety, Self-
Indulgence, Defensive Reaction, Power/Control, and Revenge, and
Mental Health Screening- ADHD Inattentive, ADHD Hyperactive,
Conduct Disorder, Oppositional Defiant, Depression, Anxiety
Disorder, OCD, Thought Disorder, and Autism Spectrum.

DATA COLLECTION PROCEDURES

First of all, a checklist of trials was administered on the subjects to
induce their original viewpoint. The randomly selected children from
different schools referred by doctors, teachers, tuition teacher, and
parents for psychological evaluation and management for (Behaviour
Issues, and Educational Difficulties) to Rama Medical College
Hospital & Research Centre, Ghaziabad, Uttar Pradesh. The
investigator was personally briefed about the purpose of the study,
general instruction followed by the parents to fill in the questionnaire,
and the confidentiality of the information. Each subject took about 60
minutes to respond to the above tools (Adaptive Behavior Rating Scale
(ABRS-II), clinical interview, and counselling. Scoring was done
consistently with the instructions given within the manual—parenting
counselling and guidance to understand children's behavior, reward
therapy, token technique, and management. 182 subjects have been
selected randomly from different schools which consist 92 Boys and
90 Girls. A period of two years four months was devoted to the data
collection.

ETHICALSTATEMENT
Ethical clearance was obtained from an ethical review board Rama

Medical College Hospital & Research Centre, Ghaziabad, Uttar
Pradesh. The case file information was de-identified during data
collection and was coded.

STATISTICALTECHNIQUES USED:

The obtained data will be statistically analyzed by applying descriptive
(Average, percentile, mean, standard deviation, and paired t-test) of the
significance of mean differences in terms of various variables. We will
enter all data and further Statistical Analysis will be done with the help
of IBM- SPSS-25 software.

RESULT-
Table No.1- Distribution Of School Going Children Age And
Socio-demographic Characteristics

Range Boys (n92) | Girls (n90) | Total (n182)
Gender 92 90 182
AGE WISE
6 Years Old 32 (34.78%) |16 (17.77%)| 48 (26.37%)
7 Years Old 24 (26.08%) | 7(7.77%) | 31 (17.03%)
8 Years Old 12 (13.04%) |37 (41.11%)[ 49 (26.92%)
9 Years Old 18 (19.56%) |17 (18.88%)[ 35 (19.23%)
10 Years Old 6(6.52%) |13 (14.44%)| 19 (10.43%)
SOCIOECONOMIC STANDARD (SES)
Average economic status| 73 (79.34%) |51 (56.66%)|124 (68.13%)
low economic status | 19 (20.65%) (39 (43.33%)| 58 (31.86%)

Atotal no of children is 206 enclosed in the study, seven parents did not
fill the entire questionnaire properly, remaining seventeen parents did
not return the questionnaire or they returned back questionnaire
without responding to questionnaire. Finally, 182 parent’s responses
are enclosed in study around 92 boys and 90 girls. Of these 48
(26.37%) children from 6 years old, 31 (17.03%) children from 7
years, 49 (26.92%) children from 8 years, 35 (19.23%)) children from 9
years and 19 (10.43%) children from 10 years old. All participants are
lived in an urban area. Regarding socioeconomic standard (SES) 124
(68.13%) are from average economic status, and 58 (31.86%) are from
low economic status. Descriptive statistic for all questionnaire
measures is presented in Table. 1.

Table No. 2- Shows Mean, Std. Deviation, Paired T-value And P-value Of Behaviour Difficulties In Children

Paired Samples Test |
Paired Samples Statistics Paired Differences
Gender | Mean Std. |Mean| Std. |Std. Error|95% Confidence Interval | t |Sig. (2-
Deviation Deviation| Mean of the Difference tailed)
Lower Upper

Pair 1 Boys | 56.77 | 12.851 [-4.889| 14.991 1.580 -8.029 -1.749 |-3.094| .003
Inattentive Girls | 61.66 | 8.695

Pair 2 Boys 55.96 | 12.456 | 1.522 | 14.063 1.482 -1.423 4.468 1.027| .307
Hyperactive Girls | 54.43 | 12.314

Pair 3 Boys | 59.23 | 10.775 [9.033 | 20.882 | 2.201 4.660 13.407 |4.104| .000
Conduct Girls | 50.20 | 15.940

Pair 4 Boys | 57.22 | 11.148 [9.322| 18.495 1.950 5.449 13.196 |4.782| .000
Oppositional Girls | 47.90 | 15.019

Pair 5 Boys | 58.79 | 9.885 |[1.333| 15.731 1.658 -1.961 4.628 804 | .423
Depression Girls | 57.46 | 12.351

Pair 6 Boys | 61.90 | 9.967 |[5.200| 16.095 1.697 1.829 8.571 |3.065| .003
Anxiety Girls 56.70 | 11.704

Pair 7 Boys | 59.10 | 11.841 [7.589 | 18.212 1.920 3.775 11.403 |3.953| .000
Obsessive-compulsive disorder (OCD) | Girls 51.51 14.689

Pair 8 Boys | 58.76 | 12.926 |8.256| 17.255 1.819 4.642 11.869 |4.539| .000
Thought Girls | 50.50 | 13.860

As shown in the table. 2 the overall rate of externalizing problem, The
paired t-test outcomes obtained from Pair 1 (ADHD Inattention)
revealed the mean difference in level of ADHD Inattention problem
was -4.889 (t-3.094, statistically significant at p<0.05 level). Children
experienced ADHD Inattention 42 (23.07%) of whom was included in
clinical range,11 (6.04%) are from risk range, and 38 (20.87%) are
from the normal range. Based on previous research with children with
ADHD [6,7,8,9], would show less cognitive and affective empathy
than healthy developing children. Some studies have shown that
children with ADHD show more dysfunctional social behavior than
typically developing children of the same age [10,11].

pair 2 (ADHD Hyperactive) revealed the mean difference in level of

ADHD Hyperactive problem was 1.522 (t 1.027, statistically not
significant at p>0.05 level). Experienced ADHD Hyperactive 38
(20.87%) of whom was included in the clinical range, 26 (14.28%) are
from risk range, and 14 (7.69%) are from the normal range. Pair 3
(Conduct disorder) revealed the mean difference in level of Conduct
disorder problem was 9.033 (t4.104, statistically significant at p<0.05
level). The paired t-test outcomes obtained from Conduct disorder 35
(19.23%) of whom was included in the clinical range, 18 (9.89%) are
from risk range, and 21 (11.53%) are from the normal range, and The
paired t-test outcomes obtained from pair 4 (Oppositional defiant
problem) revealed the mean difference in level of Oppositional defiant
problem was 9.322 (t 4.782, statistically significant at p<0.05 level).
The paired t-test outcomes obtained from and Oppositional defiant
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problem 44 (24.17%) of whom was included in clinical range, 21
(11.53%) are from risk range, and 29 (15.93%) are from the normal
range. [12]

Table No. 3- As Shown Overall Rate Of Externalizing Problem.

Externalizing problem
Clinical Range|Risk Range |[Low or Normalj
(n182) (n182) Range(n182)
Inattention 42 (23.07%) | 11 (6.04%) | 38 (20.87%)
Hyperactive 38 (20.87%) [26 (14.28%)| 14 (7.69%)
Conduct Problem 35(19.23%) |18 (9.89%)| 21 (11.53%)
Oppositional Defiant | 44 (24.17%) |21 (11.53%)| 29 (15.93%)
problem

The paired t-test outcomes obtained from pair 5 (Depression) revealed
the mean difference in level of depression problem was 1.333 (t .804,
statistically not significant at p>0.05 level. According to present study
result children experienced depression 32 (17.58%) of whom was
included in clinical range, 16 (8.79%) are from risk range, and 36
(19.78%) are from the normal range.

The paired t-test outcomes obtained from pair 6 (Anxiety) revealed the
mean difference in level of Anxiety problem was 5.200 (t 3.065,
statistically significant at p<0.05 level. Anxiety 48 (26.37%) of whom
was included in the clinical range, 28 (15.38%) are from risk range, and
18 (9.89%) are from the normal range. Many early longitudinal studies
have demonstrated that it is not uncommon for scholars to have fears in
general, but most notably, fears of the dark and fears of animals.
[13,14,15]. Fears of physical injury are also prominent among school
children. [16] Although some fears are normative and transient in
development, it is now known that other anxiety patterns can be
distressing and impairing to scholars and their families, persist, worsen
in severity, and are associated with additional comorbidities in later
childhood.[17]

The paired t-test outcomes obtained from pair 7 (Obsessive-
Compulsive Problems) revealed the mean difference in level of
Obsessive-Compulsive Problems problem was 7.589 (t 3.953,
statistically significant p<0.05 level. Obsessive-Compulsive Problems
34 (18.68%) of whom was included in the clinical range, 9 (4.94%) are
from risk range, and 32 (17.58%) are from the normal range. and from
pair 8 (thought disorder) revealed the mean difference in level of
thought disorder problem was 8.256 (t 4.539, statistically significant
p<0.05 level). thoughtdisorder 22 (12.08%) of whom was included in
the clinical range, 16 (8.79%) are from risk range, and 41 (22.52%) are
from the normal range. The present study shows boys also exhibit at a
risk level of internalizing problem. But most of the studies show boys
exhibit a lower rate of internalizing problem. According to DSM
categorizes anxiety disorders into multiple discrete categories,
including separation anxiety disorder (SAD), obsessive-compulsive
disorder (OCD), and generalized anxiety disorder (GAD). Somatic
disorder is thought to occur more commonly in older children, and,
therefore, is rarely observed in early childhood. [18,19]There are no
age differences in the incidence of internalizing problems in scholars.
[20]

Table No. 4- As Shown Overall Rate Of Internalizing Problem.

Internalizing problem
Clinical Risk Range [Low or Normal
Range (n182) (n182) Range(n182)
Depression Problem | 32 (17.58%) | 16 (8.79%) | 36 (19.78%)
Anxiety Problem | 48 (26.37%) | 28 (15.38%) | 18 (9.89%)
Obsessive-compulsive| 34 (18.68%) | 9 (4.94%) | 32 (17.58%)
disorder (OCD)
Thought Problem | 22 (12.08%) | 16 (8.79%) | 41 (22.52%)
CONCLUSION

School going children as they begin the developmental journey to
accumulate the skills and subsets they need to realize -schooling and
thus the environment plays an important a part of the training scope
and sequence providing both the stimulation and reinforcement
needed to start out to gather information and knowledge. the current
study found statistically significant that school going children have a
better rate of Externalizing (ADHD Inattention, Conduct disorder, and
Oppositional defiant problem) and internalizing problems (Anxiety
Problem, Obsessive-Compulsive Problems, and thought disorder), the
pervasiveness of behavior problems at school , home and even in
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academic. -school is highlighted as an environment during which
children's intellectual /Emotional problems are often identified and
where an honest psychological state is usually promoted. [21] The
current study noted school children with low social interaction and
lack of parenting skills or combination with behavioral difficulties
have high-risk indicators. Even Ogundele 2018, found genes and
environmental factors protective and risk factors affected protective
and risk factors of a behavior problem.[22]

The current study found the positive and importance of early
preventive psychological interventions and parenting focus to deal
with early -school children's behavior problems, and found positive
correlation between externalizing and internalizing behaviour
problem and intelligence. Early psychological intervention must be
implemented early and consistently to assure the simplest opportunity
for fulfilment in academics also as social interactions. Parents,
teachers, Professionals like psychologists, school counsellors
personnel providing additional support and directions for the remedial
activities to enhance children's cognitive development, and behaviour
problems. Increase parental resolve and teach parents about the
shortcomings of previous strategies of avoidance and acquiescence.
AAP (American Academy of Paediatrics) guideline for ADHD
treatment to emphasize that first-line treatment of scholars with well-
established ADHD should be family-focused psycho-therapy.[23]
Children with psychological difficulties had better outcomes after
positive counselling, remedial educational training, positive parenting
and support, social support like group games, practical hobbies, and
counselling to reduce behavior problems and to supply increased
opportunities for positive functioning and developments.
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