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Abstract
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Objective: We examined the prevalence of emotional and behavioral problems, and associated factors in children 
and adolescents aged 6-18 years that were reared in orphanages. We aimed to compare these children and 
adolescents with a nationally representative age-matched sample that were raised by their own families and to 
identify mental health service needs in orphanages.

Method: This cross-sectional study included 674 children and adolescents aged 6-18 years that were selected 
from orphanages using stratified and probability cluster sampling. A socio-demographic information form, and 
the Child Behavior Checklist (CBCL), Teacher’s Report Form (TRF), and Youth Self-Report Form (YSR) were used for 
data collection.

Results: According to the information provided by caregivers, teachers, and youths, the prevalence of problem 
behaviors ranged between 18.3% and 47% among those in institutional care versus between 9% and 11% among 
the national sample. Among those in institutional care, the prevalence of externalizing problems (21.4%-41.9%) 
was significantly higher than the prevalence of internalizing problems (6.2%-40.1%). At the syndrome level, the 
prevalence of social problems (5.7%-11.7%), thought disorders (7.2%-18.4%), and attention problems (7.7%-
31.4%) among the youths in institutional care was higher than among the national sample (1.6%-5.8%). Age 
at first admission, receiving institutional care because of neglect and abuse, moves 2 or more times between 
institutions, recurrent physical illness, receiving poor quality care, lack of regular contact with parents or relatives, 
lack of regular contact with teachers and the institutional staff, poor problem-solving skills, fatalistic beliefs, 
tobacco and alcohol use, the feeling of stigmatization, and low-level competency were significantly associated 
with an increased risk of behavioral and emotional problems. In this representative study, only 2.4% of the 
children received any mental health care services.  

Conclusion: There is an urgent need to develop alternative care models and routine screening for mental health. 
The training of professionals and development of mental health services for children in institutional care should 
be a priority.  
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INTRODUCTION

Childhood is a developmental stage in which the 
importance of reciprocal emotional bonding between a 
child and his/her mother and father, or other caregiv-
ers, for healthy physical, psychological, and social de-
velopment has been known for centuries. In cases of 
poverty and family problems, physical, psychological or 
mental problems in the mother and/or father, death of 
the mother or father, neglect or abuse, marriage during 
adolescence, abandonment due to giving birth out of 

wedlock, or when a mother or father cannot sufficiently 
take care of their children the government protects chil-
dren, raising them within a variety of care models (Koşar, 
1992; Erol, 2004; Erol et al., 2005). 

For the children that are wards of the state, there are 
several care models, which vary from country to country 
as well as intra-country, depending on the social, eco-
nomic, and cultural structure of the country. One of 
the first care models is institutional care in which many 
children live in orphanages. Such large and crowded care 
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facilities were closed in Europe, Australia, and North 
America, but institutional care models (i.e. orphan-
ages) are still widely seen in developing countries, espe-
cially third world countries (Koşar, 1992; Ekşi, 2004). 
In Turkey, there were 95 child care centers and 107 
orphanages (total: 202 institutions) that actively pro-
vided services to 20,000 children in 2005 (Başbakanlık 
Sosyal Hizmetler ve Çocuk Esirgeme Kurumu, 2005). 
Among children that are wards of the state, 92% live 
in institutions, 4% live with parents that are their legal 
guardians, and 4% are adopted.  

In the literature, both the physical and psychosocial 
health of children in institutional care have been wide-
ly investigated for nearly 70 years. Research findings 
indicate that children in institutional care have more 
emotional and behavioral problems, such as aggressive 
behavior and have higher levels of depression and anxi-
ety, compared to children that are reared in a family 
environment (Tizard and Hodges, 1978; McCann et 
al., 1996;Voria et al., 1998; Wolff and Fesseha, 1999; 
Roy et al., 2000; Rushton and Minnis, 2002; MacLean, 
2003; Yörükoğlu, 2003; Ellis et al., 2004; Şimşek, 2004; 
Erol et al., 2005;The St. Petersburg-USA Orphanage 
Research Team, 2005; Üstüner et al., 2005). Several 
studies have shown that institutional care has negative 
affects, especially on young children; however, only 
a few studies have investigated the prevalence rate of 
problems among these children and adolescents, the 
extent of care service needs, and risk and protective fac-
tors by collecting data from multiple informants. 

The aims of the present study were to: 1) Examine 
the prevalence rate of emotional and behavioral prob-
lems among children aged 6-18 years in institutional 
care based on data collected from teachers and the chil-
dren; 2) Compare children in institutional care with 
children raised by their families, in terms of emotional 
and behavioral problems. We also aimed to identify 
3) the risk of emotional and behavioral problems in 
children in institutional care and the protective factors, 
and 4) the mental health service needs in these institu-
tional settings. 

METHOD

In this cross-sectional epidemiological study, we 
aimed to contact 720 children using a cluster sampling 
method at a 95% confidence level. The ratio of the 
number of children that were targeted for this study 
to the total number of orphanages was calculated. It 
was estimated that we needed to contact 425 children 

between 6 and 11 years of age and 300 children 12 
to 18 years of age. Twenty orphanages were selected 
from among 202 institutions using a random sampling 
method. The number of children that were propor-
tional to the targeted total number of children was cal-
culated for each institution from which we planned to 
collect information on between 12 to 60 children using 
a random sampling method. In all, we collected data 
for 674 children. The data collection response rates of 
caregivers, teachers, and adolescents were 94%, 87.5%, 
and 89.1%, respectively.

As a comparison group, we utilized data from a pre-
vious research project, The Psychological Health Profile 
in Turkey (Türkiye Ruh Sağlığı Profili Araştırması), 
(Erol and Şimşek, 2000). In that research project 4488 
mothers of 4488 children, 2340 teachers, and 2206 
adolescents were selected using clustered sampling, 
stratified sampling, and random sampling methods. 
The researchers collected data from mothers, teachers, 
and adolescents with the same instruments as used in 
the current study. The response rates of mothers, teach-
ers, and adolescents in that study were 83.9%, 87.7%, 
and 79%, respectively (Erol and Şimsek, 1998; Ulusoy, 
1998).

Among the children in institutional care sampled 
for the present study, 51.3% were female and 48.7% 
were male. In our community sample 49.8% were fe-
male and 50.2% were male. Mean age of the children 
in institutional care and children in the community 
sample was 11.3 ± 3.1 years and 11.5 ± 3.3 years, re-
spectively. There were no significant differences be-
tween the children in institutional care and those in 
the community sample according to gender or age dis-
tribution (P>0.05). 

The Ankara University Medical School Ethical 
Community approved the study protocol and permis-
sion to conduct the study was granted by the Social 
Services and Child Protection Institution of the Prime 
Ministry.  

INSTRUMENTS

Sociodemographic Information Form

This form collected data on risk and protective 
factors regarding children and their families. Based 
on the information in each child’s file, a social service 
specialist, psychologist, or child development special-
ist completed the form. Predictive factors, such as cur-
rent age, age at first admission, history for admission, 
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gender, place of residence prior to institutional care, 
the frequency of moving from one institution to an-
other, having a sibling in the same institution, death of 
mother/father, and the frequency of the child’s contact 
with his/her relatives, were recorded. 

Child Behavior Checklist (CBCL/6-18) 

The CBCL is designed to obtain parents’/caregiv-
ers’ reports of their children’s problems.  (Achenbach, 
1991a; Achenbach & Rescorla, 2001). The CBCL in-
cludes items for rating competencies and 113 items for 
behavioral and emotional problems. Items are rated on 
a 3-point scale as  0 = not true, 1 = somewhat or some-
times true, and 2 = very true or often true, based on 
preceding 6 months. The following eight syndromes are 
scored from the CBCL, Anxious/Depressed, Withdrawn/
Depressed, Somatic Complaints, Social Problems, 
Thought Problems, Attention Problems, Rule Breaking 
Behavior, Aggressive Behavior. Anxious/Depressed, 
Withdrawn/Depressed, and Somatic Complaints syn-
dromes comprise an Internalizing group, and the Rule 
Breaking Behavior and Aggressive Behavior syndromes 
comprise an Externalizing group, and Total Problems 
is the sum of scores on all problem items. The CBCL 
Total Competence score is obtained by summing the 
raw scores of the Activities and Social scales, plus School 
scale. The test re-test reliability was 0.84 for total prob-
lems and 0.88 for internal consistency (Erol et al. 1995). 
In the validity study, confirmatory factor analysis was 
conducted and 99% of the items were found to sig-
nificantly, positively, and sufficiently measure what they 
were designed to measure (P<0.01) (Erol and Şimşek, 
2000;Dümenci et al., 2004).

Teacher’s Report Form (TRF)

The 2001 edition of TRF, designed for ages 6 to 18 
has 118 specific problem items, plus 2 open-ended prob-
lem items, all of which are rated on a 3 point scale as 
described for the CBCL (Achenbach, 1991b, Achenbach 
and Rescorla, 2001). Based on confirmatory factor analy-
sis conducted with clinical and non-clinical samples, the 
scale is appropriate for an 8-factor structure (RMSEA = 
0.07).The test-retest reliability of the Turkish TRF is .88 
for Total Problems and Cronbach’s alpha was .87 (Erol, 
Sımsek, 2000). In the orphanage sample, the Cronbach’s 
alpha is .84. 

Youth Self Report (YSR)  

The YSR (Achenbach, 1991; Achenbach and 
Rescorla, 2001) is a self-report questionnaire that is part 

of the ASEBA family of assessment instruments.  The 
YSR is designed to obtain 11-18-year-olds’ self-ratings 
of emotional, behavioral, and social problems, plus an 
open-ended item for describing and rating somatic com-
plaints not included among the more specific items.  The 
YSR includes 17 items for rating adaptive characteristics 
and 112 items for behavioral and emotional problems. 
Items are rated on a 3-point scale as  0 = not true, 1 
= somewhat or sometimes true, and 2 = very true or 
often true, based on preceding 6 months. The follow-
ing eight syndromes are scored from the YSR; Anxious/
Depressed, Withdrawn/Depressed, Somatic Complaints, 
Social Problems, Thought Problems, Attention Problems, 
Rule Breaking Behavior, Aggressive Behavior. Anxious 
Depressed, Withdrawn/Depressed, and Somatic 
Complaints syndromes comprise an Internalizing group, 
and the Rule Breaking Behavior and Aggressive Behavior 
syndromes comprise an Externalizing group, and Total 
Problems is the sum of scores on all problem items.  The 
YSR Total Competence score is obtained by summing 
the raw scores of the Activities and Social scales, plus 
Academic Performance. For the Total Problems, the test-
retest reliability is .82 and Cronbach’s alpha is .89 (Erol 
and Simsek, 2000). Confirmatory factor analysis con-
ducted with clinical and normal samples indicated that 
scale is appropriate for an 8-factor structure (RMSEA= 
0.04) (Erol and Şimşek, 2000). 

We asked adolescents some questions on the method 
of approach of their caregivers, their problem-solving 
skills, and their thinking styles. The method of approach  
of  their caregivers was evaluated with 2 questions: “Do 
your institutional caregivers provide help when you are 
in need?” and “Is there any personnel/worker in this in-
stitution that shares your cheer and grief?”  The problem-
solving skills of the adolescents were measured with items 
such as, “I can find alternative solutions to my problems” 
and “When I cannot solve a problem I get help from 
others and attempt to solve it again.” Adolescents were 
expected to answer yes or no to these items. Thinking 
style was assessed with items like, “It does not matter 
whether I try or not, nothing will happen; I cannot do 
anything”, “When encountered with a life event, I think 
that it is fate”, and “I struggle up to my best”.

On TRF, we asked teachers 6 additional questions 
about stigmatization. These questions were as following: 
“Is this student isolated from his/her friends?”, “Do oth-
ers make fun of him/her about his/her living in the insti-
tution?”, “Do families of other children complain about 
this student?”, “What is the general attitude of other 
teachers?”, “What is the general attitude of workers?”, 
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“What is the attitude of the school directors concerning 
the acceptance of this student by the school?”

We constructed questions on the thinking style of 
adolescents, caregiver quality, problem-solving skills of 
adolescents, and stigmatization. These questions were 

used in similar studies. Based on the frequency of prob-
lems mentioned in our focus group interviews with ado-
lescents and teachers, these questions were developed. 

Statistical Analysis

Data entry and data analysis were performed with 

Table I. Sociodemographic characteristics of the children in institutional care.

Variables Number Percentage 

Gender

 Male 328 48.7

 Female 346 51.3

Age

 6-11 year 403 59.8

 12-18 years 271 40.2

Age when institutionalized

 0-3 years 142 21.1

 4-5 years 134 19.9

 ≥ 6 years 370 54.9

 Unknown 28 5.8

Reason for institutionalization

 Poverty 93 13.9

 Disturbed family integrity 428 63.9

 Abuse 21 3.1

 Abandonment 56 8.4

 Other 48 7.1

Place of residence before institutionalization

 With family 371 55.0

 Another institution 157 23.3

 With relatives 55 8.2

 Abandoned 56 8.4

 No record 35 5.1

Siblings in the same institution

 Yes 611 90.7

 No 63 9.3

Moves between institutions

 None or once 343 50.9

 Two or more times 331 49.1

Death of mother/father

 At least 1 parent is alive 464 68.8

 Both died 85 12.7

 Where abouts of the mother or father, 
 or both is unknown

125 18.5

 Total 674 100.0
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SPSS v.10.0 for Windows. In the study we used for com-
parison, The Mental Health Profile in Turkey, 1991 ver-
sions of CBCL, TRF, and YSR were used, whereas we 
used the 2001 versions of these scales; therefore, follow-
ing data control, we extracted 6 out of 113 items, which 
were changed,from analysis. Moreover, we conducted 
analysis on social problems, thought problems, and at-
tention problems, which were not included in the inter-
nalization and externalization general symptom groups. 

In order to identify the prevalence rate of prob-
lem behaviors, we computed each scale’s cut-off point. 
Subscales scores in the 98th percentile, and internaliza-
tion, externalization, and total  problem scores in the 
90th percentile were used as cut-off points (Achenbach 
and Rescorla, 2001). In addition, predictive relative risk 
(PRR) and confidence intervals (CI) were calculated to 

show the absolute effect of institutional care on problem 
behaviors. The confidence level of all analyses was 95%. 

In order to compare the CBCL, YSR, and TRF scores 
of the children in institutional care and those living with 
their families, we used t-test (for 2mean scores) and a 
variation analysis -Tukey’s multiple comparison method 
(for 3 or more mean scores). To compare frequency rates 
in terms of independent variables, we used the chi square 
test. To examine the relationships between continuous 
variables, we utilized Pearson’s correlation test. We used 
multiple regression analysis in order to measure the to-
tal and independent effect of independent variables that 
showed significant differences in univariate analysis on 
total problem score in each sub-test. Multiple regression 
analysis was conducted for each scale. The appropriate-
ness of the models was checked with Durbin-Watson 

Table II. Prevalence rates (%) of internalization, externalization, and total problem according to gender and age.

Internalization Externalization Total Problem 

Institution Family Institution Family Institution Family 

According to mother/caregivers

 Female  (6-11 years) 7.0 9.4 18.8 5.1 19.5 8.7

 Female  (12-18 years) 7.3 14.4 19.7 3.9 14.6 7.1

 Male (6-11 years) 6.1 7.0 27.3 10.8 21.8 11.9

 Male (12-18 years) 3.6 8.9 16.7 7.4 15.5 7.9

 Total 6.2 9.9 21.4 6.9 18.3 9.0

χ² = 7.102, P= 0.001
PRR = 0.6; CI = 0.3-0.9

χ²=122.94, P =0.001
PRR =3.7;  CI =2.9-4.7

χ²=43.687, P =0.001
PRR = 2.3; CI =1.8-2.9

According to teachers 

 Female  (6-11 years) 12.1 10.9 20.6 5.9 17.8 8.6

 Female  (12-18 years) 23.7 10.6 15.3 4.5 23.7 5.8

 Male (6-11 years) 13.3 8.6 32.8 12.5 29.7 14.4

 Male (12-18 years) 9.6 5.3 19.2 11.3 17.3 13.1

 Total 15.6 8.9 22.7 9.3 23.2 11.0

χ²=17.050, P =0.001
PRR =1.7; CI =1.3-2.3

χ²=66.46, P =0.001
PRR =2.5; CI =2.0-3.2

χ²=46.16, P =0.001
PRR =2.1; CI =1.7-2.6

According to adolescents

 Female  (11-15 years) 38.3 10.1 40.7 9.7 49.6 9.4

 Female  (16-18 years) 47.4 13.8 28.6 11.7 50.0 12.0

 Male (11-15 years) 33.3 10.6 42.9 9.8 42.0 9.3

 Male (16-18 years) 45.2 13.9 48.7 14.7 42.9 11.3

 Total 40.1 11.5 41.9 10.9 47.0 10.1

χ²=46.706, P =0.001
PRR=3.4; CI =2.9-4.1

χ²=119.48, P =0.001
PRR=3.9; CI =3.2-4.6

χ²=310.21, P =0.001
PRR=4.6; CI =3.9-5.5
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analysis and the significance of the models was evaluated 
with F analysis (Aksakoğlu, 2001). 

RESULTS        

Gender, age, and data on the institutional care of 674 
children are shown in Table I. The distribution of age 
and gender were similar. Nearly half of the children were 
placed in institutions when they ≥ 6 years of age. Out of 
given five children, one of them were institutionalized 
at age three or younger ages than three. In most cases, 
disruption to family integrity was the cause for institu-
tional care. Nearly 70% of children had a least 1 parent 
that was alive. 

Internalization, Externalization, and Total  
Problems 

According to mother/caregiver reports, children in 

institutional care had significantly fewer internalizing 
problems, but had 3.7 times more externalizing prob-
lems and 2.3 times more total problems than children 
living with their families (P<0.05) (Table II). In terms of 
age and gender, girls and young boys receiving institu-
tional care, and girls 12-18 years of age living with their 
families had significantly more internalizing problems 
compared to the other groups (P<0.05). Young boys 
in institutional care and those living with their families 
had significantly more externalizing problems and total 
problems than the other groups (P<0.05).

According to teacher reports, children in institutional 
care had significantly more externalizing problems, inter-
nalizing problems, and total problems than children liv-
ing with their families (Table III). Teachers reported that 
among the institutionalized children, older girls had sig-
nificantly more internalizing problems and younger aged  

Table III. Prevalence rates (%)of social problems, thought problems, and attention problems according to gender and age.

Social problems Thought problems Attention problems

Institution Family Institution Family Institution Family 

According to mother/caregivers

Female  (6-11 years) 7.0 3.0 5.5 2.2 14.8 2.4

Female  (12-18 years) 6.6 2.1 4.4 2.4 8.0 2.4

Male (6-11 years) 13.3 5.0 9.1 3.5 12.7 3.7

Male (12-18 years) 6.0 2.6 10.7 3.7 14.3 5.4

Total 8.8 3.2 7.2 2.9 12.3 3.5

χ²=38.15, P =0.001
PRR=2.9; CI =2.1-4.1

χ²=24.89, P =0.001
PRR=2.6; CI =1.7-3.7

χ²=81.94, P =0.001
PRR= 3.9; CI =2.8-5.3

According to teachers

Female  (6-11 years) 4.7 2.0 9.3 2.0 5.6 1.7

Female  (12-18 years) 4.2 1.0 8.5 1.5 6.8 0.0

Male (6-11 years) 9.4 3.4 14.8 4.0 10.9 3.5

Male (12-18 years) 1.9 1.8 9.6 2.9 5.8 2.0

Total 5.7 2.2 10.9 2.7 7.7 2.1

χ²=15.21, P =0.001
PRR=2.5;CI =1.6-4.1

χ²=60.17, P =0.001
PRR=3.9; CI =2.8-5.9

χ²=38.14, P =0.001
PRR=3.7; CI =2.4-5.8

According to adolescents

Female 10.6 2.7 19.0 1.9 32.2 2.6

Male 12.3 3.1 17.1 2.2 30.1 2.2

Total 11.7 2.9 18.3 2.0 31.4 2.4

χ²=57.37, P =0.001
PRR =4.0; CI =2.7-5.9

χ²=190.82, P =0.001
PRR =8.9; CI =6.2-12.9

χ²=418.94, P =0.001
PRR =13.1; CI =9.5-17.8

PRR = predictive relative risk; CI = 95 % confidence interval.
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children had more externalizing and total problems than 
the older aged children (P<0.05). Among the children 
living with their families, females in all age groups had 
more internalizing problems than males, whereas males 
had significantly more externalizing problems and total 
problems than females (P<0.05). 

Adolescents in institutional care reported significant-
ly 2-4 times higher prevalence rates compared to other 
sources of informants (P<0.05). According to the adoles-
cents’ reports, the prevalence rates of problem behaviors, 
according to age and gender, were similar among chil-

dren in institutional care and children living with their 
families (P>0.05). 

Social Problems, Thought Problems, and  
Attention Problems

According to the reports of mothers/caregivers, 
teachers, and adolescents, children in institutional care 
had significantly more social problems, thought prob-
lems, and attention problems than children living with 
their biological parents (P<0.05) (Table III). Mothers/
caregivers and adolescents reported more attention prob-

Table IV. Summary of the results of multiple regression analysis of the total problem predictive factors of CBCL, TRF, and YSR scores.

Independent variables
CBCL TRF YSR

P 95% CI P 95% CI P 95% CI

Age 0.975 (–1.3)-(1.1) 0.018 (–2.9)-(–0.30) 0.185 (–1.2)-(5.9)

Gender (male) 0.564 (–4.9)-(9.0) 0.324 (–3.5)-(10.6) -- --

Age at institutionalization 0.017 (–.23)-(–0.1) 0.017 (–.2)-(–.02) -- --

Institutionalized due to abuse 0.045 (8.4)-(13.4) 0.024 (2.4)-(13.4) -- --

Institution change (2+) 0.028 (1.2)-(20.6) 0.124 (–14.0)-(1.7) -- --

Regular contacts with relatives 0.064 (–29)-(9.4) 0.014 (–20.)-(–2.4) -- --

Involvement in activities 0.098 (–3.6)-(11) 0.001 (–31)-(–11) -- --

Total competency 0.001 (–1.2)-(–0.4) 0.001 (–4.7)-(–3.5) -- --

Recurrent medical problems 0.012 (2.9)-(23.9) -- -- -- --

Collaboration between school 
and institution

-- -- 0.018 (–24)-(–2.2) -- --

Stigmatization -- -- 0.001 (10.1)-(67) -- --

Supportive caregivers -- -- 0.001 (–24)-(–5.9) 0.011 (–7.8)-(–0.7)

Fatalistic thinking style -- -- -- -- 0.020 (1.5)-(14)

Problem-solving skills -- -- -- -- 0.008 (–2.8)-(–15)

Academic success -- -- -- -- 0.984 (–9)-(8.8)

Social relationships -- -- -- -- 0.889 (–2.1)-(2.4)

Tobacco use -- -- -- -- 0.001 (6.0)-(19)

Alcohol use -- -- -- -- 0.001 (5.9)-(24)

R; R²;F;P
Durbin-Watson

0.38; 0.23; 2.32;.021 1.849 0.78; 0.73;6.64;0.001 1.912 0.780; 0.33;4.19; 0.001; 1.912

*Variables change in accordance with the source of information. CI
;confidence interval; R: indicates relationship between variable set that covers total problem score and all independent variables; R²: shows 
total variation ratio that is explained by independent variables in the equation; F: indicates if there is a significant linear model; P:significance 
level.
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lems, and teachers reported more thought problems in 
institutionalized children. In the community sample, the 
prevalence rates of social, thought, and attention prob-
lems were similar. 

According to the reports of mothers/caregivers, 
younger aged boys in the community sample (5%) had 
significantly more social problems than older aged  boys 
(P<0.05). There were no gender or age differences in so-
cial problems among the children in institutional care 
(P>0.05). Similarly, there were no significant age or gen-
der differences among the institutionalized children and 
those from the community sample in terms of thought 
problems (P>0.05). Males in the community sample 
had significantly more attention problems than females 
(P<0.05), but there were no significant age or gender dif-
ferences with regards to attention problems among chil-
dren in institutions.  

According to the reports of teachers, there were no 
gender or age differences in social problems or attention 
problems among the children in institutions (P>0.05). 
In the community sample, teachers reported that males 
had significantly more attention problems than females 
(P<0.05). In both research samples, younger aged  boys 
had significantly more thought disorders than the older 
aged children (P<0.05). According to the reports of ado-
lescents, there were no age or gender differences in so-
cial problems, attention problems, or thought problems 
(P>0.05). 

The Risk of Problem Behaviors and Protective 
Factors 

A summary of the results of multiple regression 
analysis of CBCL, TRF, and YSR total problem scores 
is presented in Table IV. In univariate analysis we found 
that age, gender, the conditions of institutionalization 

at early ages and with the history of abuse, and  two or 
more moves between institutions were significantly relat-
ed to CBCL total problem score (P<0.05). Moreover, the 
presence of recurrent medical problems, level of compe-
tency, regular contact with relatives or family, and level 
of involvement in activities were significantly related to 
total problem score (P<0.05).     

Multiple regression analysis indicated that the vari-
ables in the equation explained 23% of the variance in 
CBCL total problem score (Table IV). Institutionalization 
at younger ages, 2 or more moves between institutions, 
institutionalization due to abuse, and recurrent medi-
cal problems increased the level of problem behaviors 
(P<0.05). High-level competence was associated with 
fewer problem behaviors (P<0.05). 

Univariate analysis revealed that age, gender, the his-
tory for admission, age at first admission, the number 
of moves between institutions, competency level, death 
of mother/father, regular contact with relatives/family, 
quality of the relation between school and the institu-
tion, level of involvement in activities, and stigmatiza-
tion were significantly related to TRF total problem 
score (P<0.05). All these variables explained 73% of the 
variance in TRF total problem score. According to this 
model, being younger-aged, the admission of institution-
alization at early ages and with reasons of abuse/neglect, 
and stigmatization were risk factors that independently 
predicted problem behaviors and increased total score 3-
38 points (P<0.05). Based on this model, the protective 
factors against problem behaviors were regular contact 
with relatives, involvement in school activities, high-level 
competency, and supportive caregivers. These factors de-
creased the average problem behavior score by 4.1-20.8 
points (P<0.05). 

We analyzed the relationship between YSR total score 

FIGURE 1. The 
prevalence rate (%) 
of total problems and 
children that utilized 
mental health services 
according to caregiver 
(CBCL), teacher (TRF), 
and adolescent (YSR) 
reports.

18,3

2,4

23,2

47

Under treatment Prevalance/
CBCL

Prevalance/
TRF

Prevalance/
YSR
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of adolescents and independent variables. Results of uni-
variate analysis showed that YSR total problem score was 
significantly related to age, caregiver attitude, fatalistic 
attitude, problem-solving abilities, academic success, so-
cial relationships, and tobacco and alcohol use (P<0.05).  
We tested the relationship between total problem score 
and the significantly related variables using a multiple 
regression model. The independent variables predicted 
33% of the variance in total problem score (Table IV). 
Supportive caregivers and high-level problem-solving 
abilities of adolescents lowered problem behavior scores 
by 4-6 points, which indicated that they were protective 
factors. A fatalistic thinking style and substance use  -as 
risk factors -increased total problem behavior score by 
13-15 points (P<0.05).

Mental Health Service Needs

In order to determine the mental health service needs 
in institutions, we used a socio demographic information 
form that determined whether any child received mental 
health services. Results indicated that 18.3%-47% of the 
674 children exhibited problem behaviors at the clini-
cal level (based on the different sources of informants); 
however, only 2.4% of the children received speciality 
mental health services (Figure I).  

DISCUSSION

In this study we compared children in institutional 
care and children living with their families, and found 
that institutional care had negative affects on the emo-
tional and behavioral development of children aged 6-
18 years, which is in agreement with previous research 
(Fisher et al., 1997; Vorria et al., 1998; Rutter et al., 
1999; Roy et al., 2000; MacLean, 2003). Although the 
responsible authorities in Turkey work towards improv-
ing the quality of orphanages, our study showed that this 
kind of care model -institutional care -has significantly 
negative effects on the development of children. Another 
importance of this study was that our findings pointed 
out what can be done to maintain children’s mental 
health, showing mental health service needs.    

The Prevalence Rate of Problem Behaviors

We estimated the prevalence rate of problem behav-
iors based on the data gathered from caregivers, teachers, 
and directly from the adolescents. According to these 
multiple sources, the prevalence rate of total problems 
was between 18.3% and 47% among those in institu-
tional care, versus 9%-11% among the children living 

with their families. We found that institutional care 
increased total problem scores by a factor of 2.1-4.6. 
Studies that used CBCL indicated that the prevalence 
rate of problem behaviors was nearly 20%-78% (Burns 
et al., 2004).  

The prevalence rate of internalized problems, which 
consist of anxiety, depression, and somatic disorders, was 
between 6.2% and 40.1% among the institutionalized 
children, whereas this rate was between 8.9% and 11.5% 
among the children living with their families. The fre-
quency rate of externalized problems, which consist of 
aggressive behaviors and rule breaking sub-scales was be-
tween 21.4% and 41.9% among those in institutional 
care, versus 6.9%-10.9% among the children living with 
their families. We found that institutional care increased 
internalization problems by a factor of 1.7-3.4 and in-
creased externalization  problems by a factor of 2.5-2.9. 

Adolescents in institutional care and those from the 
community sample had similar prevalence rates of exter-
nalizing and internalizing problems; however, according 
to the caregiver and teacher reports, children in institu-
tional care had more externalizing problems than those 
living with their families, which is similar to the findings 
of previous studies. One cause of this was suggested to 
be the separation of a child from his/her parents at early 
ages and the related attachment problems that lead to 
externalization problems (Keil and Price, 2006).

Additionally, the current study attempted to deter-
mine the prevalence and risk rates for social problems, 
thought problems, and attention problems. According 
to the reports of caregivers, teachers, and adolescents, 
institutional care increased the rate of social problems 
by a factor of 2.5-4.0, thought problems by a factor 
of 2.6-8.9 times, and attention problems by a factor 
of 3.7-13.1.  This finding shows that institutional care 
represented a higher risk for attention problems and 
thought problems than for internalizing or externalizing 
problems. The frequency of attention problems ranges 
between 2% and 16% in different countries (Gidwani 
et al., 2006). Professionals need to give the same level of 
importance to attention problems and thought problems 
as they do to externalizing and internalizing problems. 
Related sources mostly accentuated on hyperactivity and 
attention deficiency problems (Rushton and Minnis, 
2002).  

The Protective and Risk Factors for Problem  
Behaviors

Protective factors are categorized into 3 groups in the 
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pediatric mental health field (Garmezy, 1985): cogni-
tive abilities, coping behaviors, and positive interaction 
between child and adult members of the family, with-
out abuse or neglect (Werner and Smith, 1982; Rutter, 
1990 Matsen and Coatsworth, 1998). Previous studies 
indicated that regular contact with relatives or family 
decreases the risk of psychopathology, which is similar 
to our findings (Werner and Smith, 1982; Rutter, 1990; 
Masten and Coatsworth, 1998).  

Another protective factor of institutional care for 
pediatric mental health is cooperation between schools 
and orphanages, and children’s participation in school 
activities. Studies have reported that cooperation be-
tween school teachers and the personnel of institutional 
care facilities decreases the incidence of behavioral prob-
lems in children. Identification of problems in the early 
stage and subsequently offering appropriate support to 
the child decrease the risk of psychopathology (Jackson, 
1994). 

According to the reports of adolescents, caregiver 
quality was the most important predictive factor for 
behavioral problems, which is compatible with previ-
ous studies (Zeanah, 2000; Ellis et al., 2004). One of 
the leading factors that ensure the mental health of chil-
dren is the quality of the relationship with a caregiver, 
which is marked by confidence, support, continuity, and 
warmth. For this reason, caregiver training is identified 
as one of the most important preventive interventions. 
Moreover, increasing the level of problem-solving skills 
in adolescents is another protective factor against prob-
lem behaviors.

According to the reports of multiple informants, 
institutionalization at younger ages, the conditions of 
previous living in another institutions, two or more 
moves between institutions, and recurrent physical ill-
ness increased the risk of emotional and behavioral 
problems, which is in agreement with previous findings 
(Ames, 1997; Beckett et al., 2002; Fisher et al., 1997; 
Marcovitch et al., 1997). The Daphne program, which 
was conducted in 2002/2003 by the European Union, 
World Health Organization (WHO), Birmingham 
University in England, and 33 other countries, includ-
ing Turkey, reported that nearly 23,099 children under 
the age of 3 years were in institutional care. It was argued 
that children ≤ 3 years of age should be taken care of 
in institutions at the minimum ratio of 1 caregiver per 
11 children. In emergency circumstances, these children 
could be placed in high quality institutions for a maxi-
mum of 3 months (Brown et al., 2005). 

We found that another risk factor was stigmatization. 
Stigmatization is a situation that damages a person’s so-
cial status and social relationships, decreases self-confi-
dence, increases feelings of loneliness and hopelessness, 
and increases psychological symptoms (Rosen et al., 
2000; Ritsher et al., 2003). Isolation from school friends 
and the social environment were important factors that 
increased emotional and behavioural problems in our 
study sample, and in previous studies (Link and Phelan, 
2001). Children receiving institutional care faces with so-
cial judgments. Discriminative attitudes like ‘’those from 
institutions, stand up’’, ‘’those from institutions, your 
service has came’’ hurt them. As a result, these children 
usually do not tell their teachers and friends that they 
live in an orphanage. Destroying their individuality and 
just looking at their institutional life instead of focusing 
on their strengths are weakening them. Unfortunately, 
personnel of the institutions did not attend to family 
meeting at the school due to their overloaded works, 
which made these children felt as they are abandoned. 
These children face with social judgments as well as their 
own individual difficulties by themselves. It is important 
to inform and sensitize society, institutional and school 
personnel, and parents about this issue. 

We found that institutionalization due to poverty and 
family disruption had few negative effects on the institu-
tional care processes; however, we found that a history of 
abuse and neglect had a detrimental effect on the mental 
health of the children. Previous studies similarly showed 
that child abuse affected the physical, emotional, behav-
ioral, and cognitive functioning of children (Cicchetti 
and Toth, 2000; De Bellis, 2001, Manly et al., 2001). 

Another risk factor for adolescents was fatalistic 
thinking. Fatalistic thinking is the belief that responsibil-
ity for one’s life belongs to an external power and neglect 
of one’s own responsibility. Studies that investigated the 
relationship between a fatalistic thinking style and psy-
chological problems showed that fatalism is a risk factor 
for poor adolescent mental health (Roberts et al., 2000). 
This result suggests that problem-solving abilities, cop-
ing abilities, and social skills of adolescents and children 
should be supported. Lastly, we found that tobacco 
smoking and alcohol use were risk factors that negative-
ly affected the mental health of children (Crowley and 
Riggs, 1995).

Mental Health Service Needs

In this study we found that nearly 18%-40% of 674 
children had behavioral problems at the clinical level, 
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but only 2.4% of them utilized mental health services. 
In a study by Burns et al. (2004), the prevalence rate of 
problem behaviors was 47.9%, but only 11.7% of par-
ticipants received mental health services due to scarce 
resources, low awareness of personnel of institutions on 
child’s condition due to their work overload, and social 
work professionals insufficient information on mental 
health of children to screen any problems in children 
(Burns et al., 2004). In Turkey, Erol (2004) and Aktaş 
(2004) found that work overload and bureaucratic work 
overload, lack of professionally trained personnel, and 
personnel with low-level education were the reasons for 
low-level utilization of mental health services.  

CONCLUSION

This study provided important data useful for the 
maintenance and development of mental health in chil-
dren in institutional care. One of the limitations of our 
study was that we did not use any objective measures 
of fatalism, stigmatization, caregiver quality,or problem-
solving skills, but developed questions based on focus 
group meetings and questions used in other studies. A 
more detailed research on these concepts will contribute 
to the literature.

Our study was a cross-sectional epidemiologic study 
with the objective to examine the prevalence rates of 
problem behaviors, the related risk and protective fac-
tors, and mental health service needs. We compared 
children in institutional care with a community sample 
and found that institutional care was a risk factor for 
poor mental health. Our study collected and analyzed 
data on the risk and protective factors, and suggested 
what social service specialists can do with these children’s 
families, schools, and social environments. In order to 
create a more confident and supportive environment for 
these children, we need to develop empirically supported 

intervention programs that are protective of the rights 
of children, and sensitive to their developmental stag-
es. Regular screening and evaluation of these children’s 
physical, mental, and social needs should be mandatory. 
Our results indicate that interventions should be sup-
ported with a multidisciplinary approach. Coordination 
between services, families, and caregivers should be en-
hanced. Social skills and problem-solving skills of chil-
dren should be improved with structured programs. 
Sufficient level of support to the children should be tar-
geted. Programs that aim to reduce the stigmatization of 
these children should be developed.

In Turkey, an increasing number of children are insti-
tutionalized each year due to poverty, migration, unem-
ployment, family disruption, physical and mental disor-
ders, neglect, and abuse. The services presently available 
aim to provide help after a problem occurs, but serv-
ices that target prevention are lacking and inaccessible. 
Nevertheless, prevailing policies and laws give preven-
tive programs a priority. Preventive programs target the 
maintenance of healthy marriages, education for parents 
about child rearing methods, prevention of adolescent 
pregnancy, early recognition of at-risk families, and in-
creasing support for families (Şimşek, 2001).

This study showed that in cases of family disruption, 
family-based services, such as guardianship by other 
families or relatives, or adoption are needed. We have 
a responsibility to give voice to the problems of these 
children and adolescents, and to protect their rights. Not 
every single child or adolescent in institutional care has 
severe problems;  therefore, it is important to identify the 
protective factors against problem behaviors. Empirical 
studies will reveal this issue with the help of multiple 
informants determine the risk and protective factors and 
will suggest alternative solutions to these problems.
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