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INTRODUCTION

Adaptation can be defined as the individual forming and conti-
nuing a balanced relationship between his or her individuality and 
the environment he or she lives in. A child may develop emotio-
nal disturbances due to the natural problems associated with the 
developmental stages and the negative effects of the surrounding 
environment. These negative reactions are called “adaptive and 
behavioral problems” (1-2). Among the various disorders under 
this heading are finger sucking, nail biting, enuresis and encop-
resis, psychogenic stuttering, phobias, stealing, lying and hypera-
ctivity (3). The most suitable environment for children and their 
personality to develop in is one where problems are solved and 
obstacles removed. Preparing a positive environment depends on 
a confidence-inspiring, understanding and loving approach. Child-
ren who fail to find such an environment become insecure, and ex-
perience complex thoughts, emotions and conflicts. They develop 
undesirable behavior to attract the attention of adults, which then 
begin to disturb the child’s interaction with the environment. As the 
child gets older these problems prevent the child from adapting to 
his or her environment and the community. There may be truancy, 
running away from home, stealing, constant upheaval, disobeying 
all rules, and violence, which may lead to criminal behavior such 
as stealing; pickpocketing; use of alcohol, drugs or stimulants; get-
ting involved in fights or damaging property; carrying a knife or 
a gun; and wounding or killing. These children may act against 
the police and unlawfully at one stage of their lives (1-4). The 
child’s intelligence, social support, and family characteristics, and 
the family’s approach to the child are other factors that influence 
whether or not behavioral problems are seen in a child (5). A rep-
ressive-authoritarian approach by the parents plays an important 
role in the development of behavioral problems in the child (6,7).

The aim of this study was to determine the frequency of fa-
mily-reported behavioral problems in children aged 5-12, atten-
ding primary schools in Ankara city center.

MATERIALS AND METHODS

The study was carried out between January 22 and February 7, 
2003 at 11 primary schools in central Ankara. 

Ankara city has 8 central districts, and 3 (Çankaya, Keçiören 
and Yeniamahalle) of those were chosen by cluster sampling; we-
ighting with regard to students, 5 primary schools from Çankaya, 
3 from Keçiören and 3 from Yenimahalle were chosen. A total of 
7042 questionnaires were distributed to children aged 5-12 years 
in kindergartens or in the 1st-5th grades to be filled in by their fa-
milies, and 5988 forms were collected back (85%). Data collection 
was completed within two weeks in total; each child’s questionna-
ire was collected three days after being sent to the families. In in-
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5-12 YAŞ ÇOCUKLARDA UYUM VE DAVRANIŞ SORUNLARI

Amaç: Bu çalışmanın amacı Ankara il merkezinde bulunan seçilmiş ilköğ-
retim okullarında anasınıfı ve ilköğretim 1-5. sınıflara devam eden 5-12 
yaş çocuklarda aile beyanına göre, uyum ve davranış sorunları sıklığının 
belirlenmesidir. 

Gereç ve Yöntemler: Ankara İl Merkezinden 11 ilköğretim okulu seçilerek 
toplam 7042 öğrenciye aileleri tarafından doldurulmak üzere anket formu 
dağıtılmıştır. Dağıtılan anketlerden 5988’i geri dönmüştür. Araştırmaya ka-
tılma oranı %85’dir. 

Bulgular: İncelenenlerin %50,1’i erkektir. Ailelerin bildirimine göre, in-
celenenlerin %76,5’inde (n=4581) en az bir davranış sorunu saptanmıştır. 
Hiperaktivite hariç tutulduğunda ise bu sıklık %59,4’e düşmüştür. Araştır-
mada aşırı hareketlilik sıklığı %44,6; herhangi bir şeyden aşırı korku sıklığı 
%16,8 olarak saptanmıştır. Tırnak yeme sıklığı %14,0’dür.  Enkoprezis ve 
gündüz idrar kaçırma sıklıkları sırasıyla %2,2 ve %2,1’dir. Erkeklerde kız-
lara göre ve sol elini baskın olarak kullananlarda, sağ elini kullananlara göre 
daha fazla davranış bozukluğu gözlenmiştir (p<0,05). 

Sonuç:  Bu araştırmanın sonuçları  sadece aileye sorularak elde edilen veri-
lere dayanmaktadır. Ailenin bildirimine dayanarak davranış sorunu saptanan 
çocukların uzman tarafından değerlendirilerek tanı ve tedavilerinin sağlan-
ması araştırmanın bir sonraki aşaması olarak planlanmıştır. 
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terviews with school directors and teachers, brief information 
about the subject was given to them before the study started. 
The questionnaire forms were distributed to the children’s fa-
milies with help from the teachers. A short letter written to the 
family revealing the importance of the subject and the aim of 
the study was attached to the questionnaire and written infor-
med consent to participate to the study was obtained. 

The variables in the questionnaire form were as follows: 
demographic variables of the child’s parents; the child’s desc-
riptive characteristics (age, sex), birth weight, birth week, and 
number of siblings; number of people living in the same hou-
se; the family structure (small, large); family’s approach to 
the child; and the presence of each behavioral problem. The 
questionnaire to be used as a data source asked the parents to 
answer yes or no to questions on whether their child exhibited 
“hyperactivity”, “excessive fear of something”, “nail-biting”, 
“stool incontinence”, “day-time urinary incontinence”, “tics”, 
“stealing”, “finger sucking”, “lying”, “stuttering”, “acting in a 
more childish manner than the child’s age would merit”, and 
“crying frequently and easily”.

The family structure was determined according to who 
the child was living with: families composed of parents and 
children were considered small families; large families were 
families composed of other relatives as grandparents, uncles, 
aunts, and cousins additional to the preceding. If the child was 
living with a family other than his or her own family, the stru-

cture of that family was taken into consideration.

The family’s approach to the child was evaluated subjec-
tively, with an open-ended question: “how is your approach 
to your child in general?” The answers were grouped in four 
categories: “oppressive”, “protective”, “libertarian”, and “de-
mocratic”. 

Chi-squared analysis was used to evaluate the relationship 
between the presence of behavioral problem and age, sex, the 
parents being alive, number of brothers or sisters, and the fa-
mily structure. A logistic regression model was developed to 
analyze the factors influencing a state of at least one behavio-
ral problem with the variables found to be significant (p<0.05) 
following two-sided comparisons. The sex (male or female), 
dominant hand (left-handed or right-handed), being a single 
child (or not), the family’s approach to the child (oppressi-
ve, protective or libertarian-democratic) variables were added 
to the model and a backward conditional logistic regression 
analysis carried out. 

RESULTS

The questionnaire was completed by the mother in 80.1%, 
the father in 16.5% and someone else looking after the child 
in 3.4% of those studied. Table 1 presents the descriptive cha-
racteristics of those studied. According to the family reports 
76.5% of the children (n=4851) suffered from at least one 

Table 1: Distribution of the basic defining characteristics of the subjects. 

Grade (n=5988) Number Percent

Kindergarten 86 1.4
Grade 1 1152 19.2
Grade 2 1122 18.7
Grade 3 1192 19.9
Grade 4 1218 20.3
Grade 5 1228 20.5
Age group (n=5988)
5-6 102 1.7
7-8 2139 35.7
9-10 2378 39.7
11-12 1369 22.9
Sex (n=5988)
Female 2988 49.9
Male 3000 50.1
Whether parents are alive (n=5988)
Both alive 5857 97.8
Mother alive- father dead 89 1.5
Mother dead - father alive 22 0.4
Both dead 20 0.3
Number of brothers or sisters (n=5988)
Single child 1131 18.9
1 2916 48.7
2 1352 22.6
3 426 7.1
≥4 163 2.7
Family structure (n=5988)
Small family 5133 85.7
Large  family 855 14.3
Number of residents in the house (n=5988)
2 74 1.2
3 681 11.4
4 2809 46.9
≥5 2424 40.5
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behavioral problem. When hyperactivity was excluded, the 
percentage of children suffering from at least one behavioral 
problem decreased to 59.4%. Hyperactivity was reported in 
44.6% and excessive fear of something in 16.8%. The pre-
valence of nail biting was 14.0%, 2.1% stool incontinence 
2.2%, and daytime urinary incontinence. The families repor-
ted that 3.5% of the children had tics. Stealing, finger sucking, 
lying, stuttering, acting in a more childish manner than the age 
would merit, and crying frequently and easily were reported 
in 0.6%, 3.4%, 6.2%, 2.0%, 13.3% and 36.0% of the children 
respectively.

Hyperactivity, stool incontinence, tics, stealing, lying and 
stuttering were more common in boys than in girls (p<0.05), 
while the behavioral problems of excessive fear of something, 
nail biting, finger sucking, acting in a more childish manner 
than the age would merit, and crying frequently and easily 
were more frequent in girls (p<0.05) (Table 2). There was no 
association between having been breastfed during the first 
six months of life and the presence of a behavioral problem 
(p>0.05). The prevalence of behavioral problems was higher 

in males and in those who were left-handed (p<0.05). As the 
number of people sharing the same house increased the inci-
dence of behavioral problems in the child also increased (χ2in 
trend =12.194, p<0.05). However, there was no statistically 
significant relation between any behavioral problem in the 
child and a small or large family (p>0.05). The prevalence of 
behavioral problem in children of repressive-protective fami-
lies was 1.16 times the rate in children whose families granted 
them more freedom (OR=1.16; 95% CI=1.02-1.33).

Table 3 presents the results of logistic regression analysis 
of the factors influencing whether a child develops any behavi-
oral disorder. The frequency of behavioral problems in males 
is 1.3 times greater than that in girls (95% CI=1.194-1.519), 
1.4 times greater in left-handed children than in right-handed 
ones (95% CI=1.088-1.728) and 1.3 times greater in children 
whose family’s approach is oppressive-protective rather than 
the libertarian-democratic (95% CI=1.121-1.430). The effects 
on the model of all these variables were statistically signifi-
cant.

Table 2: Frequency distribution of behavioral problems. 
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Age group
5-6 57.8 15.7 6.9 2.0 2.9 ─ ─ 1.0 3.9 2.0 8.8 41.2
7-8 46.8 15.6 11.4 2.2 2.7 2.3 0.4 3.5 5.3 2.0 11.2 38.9
9-10 43.8 17.3 15.2 2.1 2.2 3.7 0.5 3.5 6.6 1.9 14.5 34.4
11-12 41.9 17.8 16.7 1.8 1.5 5.1 0.9 3.1 7.0 2.0 15.0 34.0

p<0.05 p>0.05 p<0.05 p>0.05 p>0.05 p<0.05 p>0.05 p>0.05 p>0.05 p>0.05 p<0.05 p<0.05
Sex 
Female 33.1 18.7 15.2 1.6 2.1 2.7 0.3 4.0 4.6 1.4 14.3 41.7
Male 56.2 14.9 13.0 2.5 2.3 4.2 0.8 2.8 7.8 2.4 12.4 30.5

p<0.05 p<0.05 p<0.05 p<0.05 p>0.05 p<0.05 p<0.05 p<0.05 p<0.05 p<0.05 p<0.05 p<0.05
Whether 
parents are 
alive 

Both alive 44.7 16.7 14.0 2.0 4.2 3.5 0.6 3.3 6.2 1.9 13.3 36.0

One of them 
alive

42.3 19.8 18.0 1.8 4.5 4.5 ─ 4.5 5.4 2.7 16.2 39.6

Both dead 35.0 20.0 15.0 5.0 10.0 ─ ─ 5.0 5.0 5.0 10.0 25.0
p>0.05 p>0.05 p>0.05 p>0.05 p<0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05

Number of 
brother or 
sisters
Only child 46.2 16.9 15.4 2.5 2.5 4.5 0.4 4.2 6.4 1.9 12.8 32.7
1 44.1 14.5 14.0 2.0 2.2 2.5 0.5 3.0 5.7 1.4 12.2 35.5
2 43.4 20.9 13.7 1.8 1.8 3.9 0.6 3.6 6.3 3.0 16.1 39.3
3 47.9 18.1 12.2 2.8 3.1 4.9 1.2 3.5 8.5 3.3 13.8 36.6
≥4 47.9 19.6 13.5 1.2 1.8 5.5 0.6 3.1 6.7 1.2 13.5 39.3

p>0.05 p<0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p<0.05 p<0.05 P<0.05
Family 
structure
Small family 44.4 16.6 13.9 2.0 2.0 3.4 0.5 3.4 5.8 1.9 13.2 35.7
Large family 46.0 17.8 14.6 2.3 3.4 4.0 0.6 3.3 8.3 2.2 13.8 38.4

p>0.05 p>0.05 p>0.05 p>0.05 p<0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05
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DISCUSSION

The study found the prevalence of children aged 5-12 
with at least one behavioral problem to be 76.5%; an Ethi-
opian study reported a prevalence of 23.24%. In the present 
study the prevalence was 73.8% for girls and 79.2% for boys. 
Although all the given prevalences are “family reported” pre-
valences, we thought that hyperactivity could not be unders-
tood correctly by the families, and that they considered their 
children “hyperactive” if the child likes to enjoy his/herself, 
to run, to go out etc. For this reason we recalculated the pre-
valence of at least one behavioral problem, and it decreased 
to 59.4%: 63.2% for girls and 55.7% for boys. The Ethiopian 
study reported a rate of 25.17% for girls and 21.45% for boys 
(8). In our study the prevalences are the prevalences of “fa-
mily reported” behavioral problems; this leads to a difference 
between communities. Other studies on the prevalence of be-
havioral problems have shown a higher rate in males (8,9). A 
study from Israel reported a higher prevalence of behavioral 
disorders in males (17.1% and 5.4% for males and females 
respectively) (9).

When the behavioral problems were evaluated individu-
ally, the hyperactivity rate was 44.6%, with a higher rate in 
males; this is consistent with other studies (10).

Tics are involuntary, intermittent contractions of voluntary 
striated muscles of the body. They are seen most often in the 
muscles of the face and neck, and may present as blinking, 
grimacing, neck movements, head shaking and shoulder mo-
vements (11). Khalifa et al. reported a tic prevalence of 6.6% 
in a study on primary school children in Sweden (12). Snider 
et al. reported a prevalence of 25.7% (13). Our study found a 
prevalence of 3.5%, with a higher rate in boys and with inc-
reasing age.

The taking of objects without permission, observed in the 
pre-school period and usually continuing until the child is 7-8 
years old, cannot be considered “stealing”, which is an adap-
tive and behavioral disorder. Children 3 to 6 years old do not 
see any problem with taking objects or toys from kindergarten 
or their friends’ houses. Children do not understand ownership 
well in the preschool period and have difficulties accepting the 
idea that taking an object belonging to someone else without 
permission is not acceptable behavior as they just want to keep 
the object they like close to them. It is therefore necessary for 
the child to have reached primary school age for stealing beha-
vior to be accepted as an adaptive problem (1,14). An interes-

ting observation in our study was that no family with children 
younger than 7 years old reported “stealing”. The prevalence 
was 0.6% in general and was higher in males.

 Encopresis is a condition where the child cannot control 
his or her defecation although he or she is at the age where 
toilet training should have been completed. It is an important 
condition more commonly seen in males and the diagnosis is 
made after the child is 4 years of age (15). Some authors sta-
te that 3% of all the population is encopretic (1). Our study 
found an encopresis rate of 2.2% and this was, as common for 
all behavioral problems, more frequent in males.

Finger sucking, nail biting, crying frequently and excessive 
fear of something were observed more commonly in females. 
Ollendick et al. reported that most children suffer from similar 
problems while progressing from childhood to adolescence 
(16). Muris et al. reported the prevalence of excessive fear of 
something as 75.4% and that it was more frequents in males 
(76.1% and 75.5% for males and females respectively) (17). 

Nail biting is not encountered frequently before 3 to 4 
years of age but can infrequently be seen even in 15-mon-
th-old children. Nail biting is considered a sign of insecurity. 
A constantly repressive and authoritarian method of training 
in the family, frequent severe criticism of the child, jealousy, 
inadequate attention and love, and anxiety and stress are the 
main reasons for nail biting. Another reason for the child to 
develop this habit is someone else in the family with the same 
habit (4). We did not ask questions about these causes in our 
study. The rate of nail biting was 15.2% in females and 13.0% 
in males. 

Finger sucking can be seen in children up to 3-4 years old 
without any underlying factors. Constant finger sucking may 
develop as a result of psychological problems or anxieties (4). 
Its frequency has been reported as 3.4%.

We observed an increased rate of behavioral problems as 
school performance deteriorated but could not determine whi-
ch one was secondary and the questionnaire did not contain 
any questions relevant to this association. 

CONCLUSION

Many developing children may show unacceptable social 
behavior as children learn gradually what is socially accep-
table. Children should not always be evaluated according to 

Table 3: Logistic regression model for factors that may influence the behavioral problem.

Variable Beta P-value OR 95% CI

Sex (Male - Female) 0.298 0.000 1.347 1.194-1.519

Dominant hand (left handed - right handed) 0.316 0.007 1.371 1.088-1.728

Family’s approach to the child (oppressive, protective-laissez faire, 
democratic) 0.236 0.000 1.266 1.121-1.430

Constant -4.950 0.000
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their age. There are children who have not yet learned and 
have not been able to fully accept social rules although they 
are of school age. The fact that a child steals, lies or indulges 
in other similar behavior does not mean that he or she will 
continue to do these as an adult but it is best to treat these di-
sorders as they may lead to deteriorating school performance, 
gradual withdrawal, depressive disorders and other secondary 
behavioral problems. 

The results of this study are solely derived from the ques-
tionnaires completed by the families. The next planned stage 
of the study was to have a specialist evaluate and, if necessary, 
treat the children whose families have reported behavioral 
problems and, to this end, the children have already been seen 
by a specialist. The current article only includes information 
obtained from the families.
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