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Abstract

We examined the prevalence of emotional and behavioral problems and associated risk and 

protective factors among children and adolescents ages 6 to 18 years reared in orphanages in 

Turkey (n = 461, 87.9% of all eligible subjects) compared with a nationally representative 

community sample of similarly-aged youngsters brought up by their own families (n = 2280). 

Using the 90th percentile as the cut-off criterion, it was found that the Teacher’s Report Form 

(TRF) Total Problem score was higher for children and adolescents in orphanage care than in the 

community (23.2%, orphanage v. 11%, community). Multiple regression models explained 73% 

of the total variance of TRF Total Problems score for children and adolescents in orphanages. 

Regular contact with parents or relatives, between classroom teachers and orphanage staff, 

appropriate task involvement, perceived social support and competency were significant protective 

factors against emotional and behavioral problems. Younger age at first admission, being small for 

age, and feelings of stigmatization were associated with higher TRF Problem Scores (P<.05). 

Parental psychiatric disorder was unrelated to emotional and behavioral problems in children 

reflecting that psychosocial adversity and parenting problems in of themselves lead to 

institutionalization, irrespective of identifiable parental mental disorder. The findings are 

interpreted in the light of an urgent need for development of early intervention programs that 

promote community care of children by preventing separation from families, provision of support 

services for families in need, and development of counseling programs to prevent abandonment, 

abuse and neglect. Finding ways for child welfare professionals to collaborate more closely with 

early intervention programs would also increase the viable opportunities and rights of children and 
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adolescents currently cared for in the system. Finally, alternative cost-effective care models need 

to be promoted including foster care or adoption systems and family based homes in the 

community.
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1. Introduction

Over the past 65 years, developmental studies have shown that children and adolescents 

reared in institutional care settings exhibit higher than expected externalizing behavioral 

problems such as hyperactivity, aggression, anti-social behavior as well as internalizing 

emotional difficulties that include depression, anxiety, and emotional dysregulation (Ellis, 

Fisher, & Zaharie, 2004; Goldfarb, 1943; Maclean, 2003; McCann, James, Wilson, & Dunn, 

1996; Roy, Rutter, & Pickles, 2000; Rushton & Minnis, 2002; Spitz, 1951; The St. 

Petersburg-USA Orphanage Research Team, 2005; Tizard & Hodges, 1978; Vorria, 

Wolkind, Rutter, Pickles, & Hobsbaum, 1998; Wolff & Fesseha, 1998). Although, to date, 

research has highlighted the negative global impact of institutional care on the development 

of youngsters, there is less documentation on the effects of risk and protective factors and 

the variability in mental health outcomes. A number of studies indicate that specific risk 

factors are associated with greater or lesser disruption to a child’s development. Why 

children who have experienced such early deprivation develop diverse types of symptoms 

and outcomes remains less well understood. There is also paucity of research from 

developing countries on this important topic.

Researchers define competence as a means of successfully achieving developmental tasks 

that are considered normative for a particular age and environmental context (Garmezy & 

Masten, 1991; Masten & Coatsworth, 1995, 1998). In this regard, protective factors have 

been examined in two ways: additive models and interactive models. With respect to 

additive models, protective factors are said to exhibit main or compensatory effects with the 

presence of a risk factor directly increasing the likelihood of a negative outcome and the 

presence of a protective factor directly increasing the likelihood of a positive outcome 

(Luthar, 1991; Masten, 1987; Pellegrini, 1990). On the other hand, in terms of interactive 

models, protective factors have effects only in combination with risk factors (Masten, 1987); 

the protective factors serving as internal and external resources that modify or buffer the 

impact of risk factors (Luthar, Cicchetti, & Becker, 2000; Rutter, 1987). Three broad 

categories of protective variables have been found to promote resilience in childhood 

(Garmezy, 1985). The first refers to the individual dispositional attributes, including 

temperamental factors, social orientation and responsiveness to change, cognitive abilities, 

and coping skills. The second general category of protective factors is related to the family 

milieu. A positive relationship with at least one parent or parental figure serving an 

important protective function. Other important family variables include cohesion, warmth, 

harmony, supervision, and absence of neglect. Finally, the third category of protective 

influences in childhood encompasses the attributes of the extrafamilial social environment. 
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These include the availability of external resources and extended social supports as well as 

an individual’s use of such resources. The two most prominent predictors of resilience 

throughout childhood and adolescence include: strong pro-social relationship with at least 

one caring adult; and good intellectual capabilities (Masten & Coatsworth, 1998; Rutter, 

1990; Werner & Smith, 1982).

An examination of the association among different developmental, environmental and social 

risk and protective factors in institutionalized children could add to our knowledge base 

regarding the manner in which deprivation affects mental health. Findings from studies of 

children and adolescents in orphanage care provide invaluable information that can inform 

theory, research, social policy, and preventive and therapeutic bio–psycho–social 

interventions with respect to both normal and atypical development.

According to the 2000 census, 38.4% of the Turkish population were aged 18 or less. As per 

records of the Turkish Social Services General Directorate in December, 2005, there were 

approximately 20,000 children and adolescents in the age group 0–18 living in orphanage 

care (General Directorate of Social Services, 2005). About 92% of these youngsters were 

placed in institutions, 4% in foster care, and a small number had been adopted, often by 

extended family. Besides the lack of foster care and adoption services as a matter of social 

policy, the reasons for the increasing number of children being placed in institutional care in 

Turkey include: the continuing financial inability of parents to care for a child and lack 

thereof of parenting skills to care for children; parental unwillingness to rear a child with 

frank disabilities; and loss of parental rights because of abuse and/or neglect. The 

orphanages represent a form of local employment and have been bureaucratically 

maintained. The children in orphanage care in Turkey are currently in the forefront of 

political interest due to the poor conditions of some institutions. The General Directorate of 

Social Services and the Child Protection Agency remain responsible for entrusting to the 

care of the State by means of court mandates. The Social Services and Child Protection 

Agency Law of 1983 stresses the availability of preventive social work at a general and 

community level and encourages family supports and other alternatives to prevent placing 

children under State care. Furthermore, according to the Convention on the Rights of the 

Child (1989), to which Turkey is a signatory, if it is necessary to remove a child from his or 

her family, then placement in foster or adoptive families is noted to be preferable to 

institutional care. Nevertheless, orphanage care has been maintained as the most common 

form of placement in the country and it is therefore not surprising that with the advent of 

increasing number of institutionalized youth there is a need for urgent policy change.

Although childhood through adolescence are critical developmental periods, to our 

knowledge, no prior representative national or international survey was sought to obtain 

detailed assessments of mental health problems in the country. In this study, we determined 

the prevalence of emotional and behavioral problems as reported by teachers of a 

representative sample children and adolescents ages 6 to 18 years compared to national 

representative community sample of similar ages. The resulting data was analysed in term of 

the patterns of associations between risk and protective factors as well as behavioral and 

emotional problems.
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2. Research design and methods

2.1. Sample

Currently approximately 17,000 children ages 6 to 18 years live in various orphanages 

across the country under the auspices of the Social Services and Child Protection 

Administration (the Turkish acronym is SHCEK) under the Prime Ministry in Ankara. All 

the orphanages across various metropolitan centers are administered by the SHCEK having 

a minimum of 85 and a maximum of 400+ children divided into wards or residential units of 

approximately 15 to 24 occupants. A typical such ward might consist of a setup that includes 

a sleeping room, a living room and bathroom. Each orphanage has a director, who is 

generally a teacher or a social worker; there are additional staff including a social worker, a 

psychologist, nurses, caregivers, and office staff.

The teacher surveys were completed with the permission of the Social Services and Child 

Protection Administration who have jurisdiction over the children. The aim of the orphanage 

study was to reach 461 children and adolescents (95% confidence level; 384*1.2 ‘design 

effect’) using the probability cluster sampling method. The random sample consisted of 405 

children (163 boys, 187 girls) (87.9% of those eligible) ages 6 to 18 years living in eight 

orphanages for healthy children (under the State Social Services and Child Welfare General 

Directorate) located in four different geographical areas. In each institution the number of 

subjects ranged from 33 to 48 given the total number of children across eight settings. The 

criteria for selection for the orphanage included: in good physical health, absence of mental 

retardation (intellectual disability); and residence in orphanage for at least 1 year.

The 2280 children who were from national representative sample and served as the control 

group (Erol & Simsek, 2000). The criteria for selection for the community sample also 

included: good physical health and absence of mental retardation (intellectual disability); 

and residence in the community or at least 1 year.

After random selection, school lists were prepared for each child by using the child’s school 

record. All the index children’s classroom teachers were identified and visited at school after 

lessons or during a free break session; the response rates for survey completion were: 

orphanage, 87.9%; community, 87.7%.

2.2. Measures

2.2.1. Teacher report form (TRF)—The TRF was selected for the study as among the 

three informants of child behaviors they are better correlated with nearly all other informants 

than parent or foster caregivers’ reports (Randazzo, Landsverk, & Ganger, 2003). First 

published by Achenbach and Edelbrock (1986) and revised in 2001 (Achenbach & Rescorla, 

2001), the TRF has been translated into more than 20 languages. The 2001 edition, designed 

for ages 6 to 18 has 118 specific problem items, plus 2 open-ended problem items, all of 

which are rated as 0=not true (as far as you know); 1=somewhat or sometimes true; and 

2=very true or often true. Ratings of TRF problem items are based on the student’s 

functioning over the preceding 2 months.
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The TRF yields problem scores at four levels of a scoring hierarchy (Achenbach & Rescorla, 

2001). At the lowest level of the hierarchy are the 118 specific problem items. Next, the 

hierarchy contains eight syndromes derived by exploratory and confirmatory factor analysis: 

Anxious/Depressed, Withdrawn/Depressed (formerly called Withdrawn), Somatic 

Complaints, Social Problems, Thought Problems, Attention Problems, Rule-Breaking 

Behavior (formerly called Delinquent Behavior), and Aggressive Behavior). At the next 

level, are the Internalizing and Externalizing scales, derived from second-order factor 

analyses of the eight syndromes. The Internalizing scale consists of Anxious/Depressed, 

Withdrawn/Depressed, and Somatic Complaints syndromes comprise the Internalizing scale, 

whereas the Rule-Breaking Behavior and Aggressive Behavior syndromes, and the 

Externalizing scale comprises Rule-Breaking Behavior and Aggressive Behavior syndromes. 

The eight syndromes and the Internalizing and Externalizing scales are scored by summing 

their constituent items. The Total Problems scale, at the top of the hierarchy, the sum of the 

scores on all problem items.

The TRF also features DSM-oriented scale in addition to empirically based scales. Scales 

were constructed for the following 5 DSM-oriented categories: Affective Problems, Anxiety 

Problems, Somatic Problems, Attention Deficit/Hyperactivity Problems, Oppositional 

Defiant Problems and Conduct Problems (Achenbach & Rescorla, 2001). The TRF has been 

used in over 500 published studies (Berube & Achenbach, 2004) and its validity and 

reliability are well documented (Achenbach & Rescorla, 2001).

Competencies were measured by using The TRF Adaptive Functioning scale scores for 

performance in academic subjects, which teachers rate on a scale of 1 to 5 from far below 

grade to far above grade; the adaptive characteristics of working hard, behaving 

appropriately, learning, and being happy, which teachers rate on scales of 1 to 7 from much 

less to much more, compared to typical pupils of the same age; and the sum of the scores for 

the four adaptive characteristics, which can range from 4 to 28. To evaluate children’s 

adaptive functioning, teachers are asked to rate performance in academic subjects and the 

following adaptive characteristics: how hard is he/she working?; how appropriately is he/she 

behaving?; how much is he/she learning?; and how happy is he/she?

The TRF was translated into the Turkish with a second translation and back-translation 

procedure being followed. The test–retest reliability of the Turkish form is .88 for Total 

Problems and the internal consistency was also adequate (Cronbach alpha=.87) (Erol & 

Simsek, 2000). Internal consistency for the Total Problem was acceptable using the baseline 

sample from the present study (α=.84). Confirmatory factor analysis (CFA) was used to test 

the measurement structure of TRF scores. To study the applicability of the TRF syndromes 

in U.S. to the Turkish samples, the same statistical procedures were applied as described by 

De Groot, Koot, and Verhulst (1996) and Dumenci, Erol, Achenbach, and Simseck (2004). 

There was an evaluation of the goodness-of-fit between the data and the factor models by 

computing the Root Mean Square Error of Approximation (RMSEA) which was .07.

2.2.2. Multidimensional scale of perceived social support (MSPSS)—The 

MSPSS has 12 items that assess perceived adequacy of support from the family, from a 

significant other, and from friends (Zimet, Dahlen, Zimet, & Farley, 1988). Ratings are 
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made on a 7-point scale ranging from (1)“very strongly disagree” (7) to “very strongly 

agree”. The scale is a reliable and well-validated measure (Kazarian & McCabe, 1991; 

Zimet et al., 1988). This inventory was adapted into Turkish by Eker and Arkar (1995) with 

reliability and validity coefficients comparable to original values.

2.2.3. Child socio-demographic information form—The information form data was 

obtained from the records of each child in orphanage care. The questionnaire was designed 

to capture basic socio-demographic information, as well as risk and protective factors 

thought to influence problem behaviors. This included information on the socio-

demographic background of the children such as age, gender, age of orphanage admission, 

contact with parents or relatives during care, status on having siblings in the same 

orphanage, reason for admission, care before admission to current institutions, mental health 

of parents, school variables including appropriate task involvement, characteristics of close 

friends, contact between teachers and orphanage staff, and the feeling of stigmatization.

2.3. Data analyses

The Social, Thought, Attention Problem, Internalizing, Externalizing scores, and Total 

Problem were used as continue variables in the analyses. Chi-square and t test were 

performed using the missing versus the not missing indicator as the grouping variables, and 

compare groups (orphanage and community sample). A univariate ANOVA were run to see 

if there were differences in behavioral outcomes based on gender and age groups of the 

orphanage and community sample. Bivariate correlational analyses were used to begin to 

examine relationships between risk and protective factors and behavioral problems.

Predictive factors were included in the subsequent models if they were significantly 

associated at the P<.05 level with any outcome variable in the bivariate analysis. Multiple 

regression models of outcome were estimated to determine independent associations of these 

protective and risk factors with the problem behaviors. With the TRF Total Problem score as 

the dependent variable, the following variables were tested: a) child gender (dummy coded: 

0=girls; 1=boys); b) reason for admission (dummy coded: 0=family disruption, poverty; 

1=abused); c) situation of parents (dummy coded: 0=parents are living; 1=unknown or died); 

d) contact with parents or relatives (dummy coded: 0=yes; 1=no); e) moves between 

institution (dummy coded: 0=more than two; 1=no or only one); f) contact with parents/

relatives (dummy coded: 0=no; 1=yes); g) regular relation between classroom teacher and 

orphanage staff (dummy coded: 0=no; 1=yes); h) involved task work (dummy coded: 0=no; 

1=yes); i) characteristics of close friends (dummy coded: 0=negative; 1=positive); and j) 

stigmatization (dummy coded: 0=no; 1=yes). Age, age at first admission, and competency 

were entered as continuous variables. All independent variables were entered 

simultaneously. These models fit the Durbin–Watson analysis and linear models according 

to F analysis.

To calculate the Total Problem prevalence, the cut-off criteria was based on the 90th 

percentile of the representative distributions of teacher-reported scores of deviant behavior 

(Achenbach & Rescorla, 2001). Statistical analyses were performed using SPSS (version 

11.5).
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3. Results

3.1. Description of samples

The orphanage group consisted of 180 boys (44.4%) and 225 girls (55.6%), the community 

sample consisted of 1222 boys (53.6%) and 1058 girls (46.4%). The mean age was 11.5±3.1 

in orphanage group, 11.1± 3.0 in community sample. There were no significant differences 

in the mean ages and gender distribution of the orphanage care and family care children (P>.

05).

About 72% of the children from a stable family background had been admitted to a unit 

primarily because of family disruption, parental separation or divorce (71.7%), poverty 

(13.2%), and 6.9% were illegitimate, 5.4% of the children were admitted because of 

physical or sexual abuse. Nearly 75% of the children had been admitted to the orphanage at 

school age (the mean admission age was 6.6±3). Duration at this institution was 39.8±31.1 

months. 77.1% of children had lived with their own parents, 7.4% had lived with their 

relatives before admission and 15.6% had lived in another orphanages. The majority of the 

children (74.8%) had been transferred between institutions. The great majority of the 

children (66.4%) had siblings in the same placement.

Almost 68.9% of the children had mother or father, or both. Parental psychiatric disorder 

was assessed from case records compiled at the time of the children’s admission into the 

orphanage; 22.9% of these parents had been a history of mental disorder. Nearly 70% of the 

children continued to have regular contact with their parents or close relatives, seeing them 

and spending vacations with them or having telephone contact with them.

According to the interviews with their classroom teachers, teachers reported that orphanage 

staff did not participate in school meetings (22.8%). Another important finding was that 5% 

of the children had been stigmatized by their classroom friends or families.

3.2. Comparison of behavioral and emotional problems in orphanage care and in 
community groups

3.2.1. Mean scores and items—Table 1 presents the TRF reported behavioral problem 

scores according to gender and age for the orphanage care compared to the community 

samples (Erol & Simsek, 2000). Children in orphanage care had higher scores on all 

empirically based scales as well as on DSM-oriented scales with the exception of Anxious/

Depressed and Somatic Complaints subscales (P<.05). There were statistically significant 

differences between the mean scores for the gender and age groups according to the 

orphanage and community samples on all empirically based scales as well as on DSM-

oriented scales. Specifically, the younger orphanage boys had the highest scores on 

Anxious/Depressed, Social Problems, Thought Problems, Attention Problems, Rule-

Breaking Behavior, Aggressive Behavior subscales, Internalizing, Externalizing and Total 

Problem scales, and all DSM-oriented scales except Somatic Problems (P<.05). On the other 

hand, the orphanage care older female group also had the highest scores on Anxious/

Depressed, Withdrawn/Depressed subscales, Internalizing and Total Problem scores on 

TRF, and Affective Problems, Anxiety Problems on DSM-oriented scales (P<.05).
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The 10 TRF items with the highest mean scores for orphanage care sample (range from .63 

to .72) included the Attention Problems syndrome with items as follows: 4. Fails to finish 

things he/she starts; 8. Can’t concentrate, can’t pay attention for long; 10. Can’t sit still, 

restless or hyperactive; 13. Confused or seems to be in fog; 22. Difficulty following 

directions; 41. Impulsive or acts without thinking; 61. Poor school work; 73. Behaves 

irresponsibly; 78. Inattentive or easily distracted; and 92. Underachieving, not working up 

to potential. The 10 TRF items with the lowest mean scores for orphanage care sample 

(range from .01 to .21) included: 47. Overconforms to rules; 55. Overweight; 56c. Nausea, 

feels sick; 56e. Rashes or other skin problems; 56g. Vomiting, throwing up; 70. Sees things 

that aren’t there; 91. Talks about killing self; and 99; Smokes, chews, sniffs tobacco; 105. 

Uses alcohol or drugs for nonmedical purposes; and 108. Is afraid of making mistakes.

The 10 TRF items with the highest mean scores in the community sample (range from.56 

to .61) included mostly from the Attention Problems syndrome were: 4. Fails to finish things 

he/she starts; 8. Can’t concentrate, can’t pay attention for long; 22. Difficulty following 

directions; 41. Impulsive or acts without thinking; 60. Apathetic or unmotivated; 61. Poor 

school work; 72. Messy work; 73. Behaves irresponsibly; 78. Inattentive or easily 

distracted; and 92. Underachieving, not working up to potential; and 100. Fails to carry out 

assigned tasks. The 10 items with the lowest mean scores (range from .01 to .20) included 

18. Deliberately harms self or attempts suicide; 40. Hears sounds or voices that aren’t 

there; 47. Overconforms to rules; 56a. Aches or pains; 56e. Rashes or other skin problems; 

56g. Vomiting, throwing up; 70. Sees things that aren’t there; 82. Steals; 85. Strange ideas; 

and 91. Talks about killing self.

3.2.2. Prevalence of behavioral problems in the orphanage and community 
care groups—Scale scores may also be used in categorical variables way to describe the 

prevalence of behavioral problems. The prevalence of Internalizing, Externalizing and Total 

Problem were also examined. The lower limit of the clinical range was defined by the 90th 

percentile on all three scales. The clinical ranges varied according to child residence (Total 

Problem; 11% in our community sample, 23.2% in orphanages; Internalizing 8.9%, 15.6%; 

Externalizing 9.3%, 22.7% respectively); cross-comparison significantly differed (P<.05), 

with children rearing in their own families having the lowest rate in all three scales. The 

Externalizing prevalence is higher than Internalizing in the orphanage and community 

samples (Fig. 1).

3.3. Protective and risk factors

3.3.1. Bivariate analyses—In preliminary analyses, influence of background variables 

was tested for children, parents and schools on Social, Thought Problems, Attention, 

Internalizing, Externalizing and Total Problems. Table 2 presents the correlations between 

problem scores and continuous independent variables including the age of child, age at first 

admission, and competencies of the child. The factors ‘age’ and ‘age at first admission’ 

showed low negative correlation with the ‘Social, Thought, Attention Problems, 

Externalizing and Total Problems (P<.05). No significant relationship was found between 

age, age at first admission and Internalizing (P>.05). The factors ‘academy, working, 
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behaving, and happy’ showed negative correlations with all problem scores. Child ‘good 

competencies and social support’ had lower emotional and behavioral problems (P<.05).

Gender was significantly related to some problems (P<.05): orphanage boys presented more 

Attention Problems, Externalizing and Total Problems. Teachers did not rate boys and girls 

differently on Social, Thought Problems, and Internalizing problems (P<.05). The reason for 

admission was significantly related to teacher-reported Attention and Total Problems score 

(P<.05). Children admitted for abuse showed more Attention and Total Problems than those 

who were admitted to the orphanage care for reasons of family disruption or poverty. There 

were no significant differences according to the previous residence, and had a sibling in the 

same orphanage (P>.05) (Table 3).

Table 4 indicates that children’s behavior was significantly better when they had parents/

relatives, and regular contact with them (P<.05). Parental psychiatric disorder was unrelated 

to any of the six key measures of the children’s behavior (P>.05).

As shown in Table 5, the regular relationship between the classroom teacher and orphanage 

staff statistically decreased the problem behavior scores (P<.05). On the other hand, children 

involved in approved work had a lower score from all dimensions of problem behaviors. 

There were statistically significant differences with respect to either characteristics of close 

friends or stigmatization (P<.05).

3.4. Multivariate analyses

In a multiple regression analyses with forced entry of all variables, those variables that 

showed significant relations in our previous analyses were examined. Table 6 displays the 

results of the multiple regression models for the Total Problems. Multiple regression models 

explained about 73% of the total variance of Total Problems. In this multivariate model, 

several risk and protective factors surfaced as significant predictors of orphans’ Total 

Problems. Risk factors that predicted Total Problems at the level (P<.05) were: 

chronological age; age at first admission; history of admission because of abuse; and 

stigmatization. The protective factors were also stronger predictors of outcome. Regular 

contact with parents or relatives, regular contact between classroom teachers and orphanage 

staff, appropriate task involvement, perceived social support, and competency were all 

associated with −4.1 to −20.8 point reduction in Total Problems scores. Index child’s 

gender, if parents were alive or deceased, moves between orphanages and characteristics of 

close friend did not predict behavior problems significantly (P>.05).

4. Discussion

The purpose of this study was to determine the prevalence of emotional and behavioral 

problems among children and adolescents reared in orphanages compared to nationally 

representative and similarly aged community sample of children brought up within their 

own families, and to define the characteristics of any protective and risk factors. We found 

that children and adolescents living in orphanages compared to the community sample 

exhibited substantially and significantly higher levels of empirically based TRF scales as 

well DSM-oriented scales with the exception of Anxious/Depressed and Somatic 
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Complaints subscales. Young boys in orphanage care had more emotional/behavioral 

problems overall than older boys in the orphanage care, as well as boys in the community 

samples; these findings are similar to that by Vorria and colleagues (1998).

The 10 items with the highest mean scores rated by the teachers included: poor attention; 

concentration; task persistence; school achievement; shyness, perfectionism; being self-

conscious; being afraid to make mistakes; and being overly sensitive to criticism. The 10 

items with the lowest scores reflect problems that are more severe and/or less commonly 

observed in the school setting, such as seeing and hearing things that aren’t there, strange 

ideas, suicide or self-injury, stealing, substance use, and various somatic problems without 

known medical cause.

Teachers reported higher prevalence rate for Externalizing (22.7%) than Internalizing 

problems (15.6%) for children and adolescents reared in orphanage care. The prevalence of 

behavioral disturbance in the community sample of school-aged children and adolescents 

has been estimated to be between 7% and 20% (Brandenburg, Friedman, & Silver, 1990) 

while within the studies involving child welfare samples, the average prevalence rate for 

externalizing problems was 42%. These numbers suggest that, youth in child welfare 

settings have over twice the likelihood of having externalizing behavior problems when 

compared with the community based samples. There is therefore a solid evidence base 

indicating that externalizing behavioral disorders are extremely widespread among children 

and adolescents cared for in the child welfare settings. Woodward, Fergusson, and Belsky 

(2000) found that the earlier the child parental separation, the higher the externalizing 

behavior problems exhibited by the child, and lower the child’s sense of attachment. 

Consideration of practical issues such as health care costs and overwhelmed nature of social 

care systems highlights the need to effectively target those individuals exhibiting disruptive 

behavior problems (Keil & Price, 2006).

This study investigated protective and risk factors in a representative sample of children 

reared in orphanages. Protective factors related to family, intellectual capabilities and social 

support were found to be significantly associated with the problem behaviors. The results 

were consistent with the results of previous studies that indicated that the risk of 

psychopathology might be lesser in children remaining in contact with a parent or a parental 

figure, obtaining social support and improving their competencies in the orphanage (Masten 

& Coatsworth, 1998; Rutter, 1990; Werner & Smith, 1982). Two other protective factors 

included: regular contact between school teachers and orphanage staff; and appropriate task 

involvement. There is now widespread agreement that effective collaboration between 

orphanage social care staff and school teachers at all levels is central to decreasing 

problems. For example, through close cooperation between orphanage staff and teachers, 

difficulties can be identified at an earlier stage so that appropriate additional supports can be 

provided and the risk of psychopathology reduced (Jackson, 1994).

In this study, several risk factors were identified. One of them was stigmatization. This 

observation involved negative attitudes towards the children because they lived in orphanage 

care – from peers at school aswell as others in their social environment – this exerting an 

important adverse influence for emergence of emotional and behavioral problems. Prior 
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research also shows that stigmatization associated with mental illness adds to the public 

health burden of mental illness. Stigmatization leads to loss of social status and ensuing 

discrimination triggered by negative stereotypes about people labeled as abnormal (Link & 

Phelan, 2001). Such stigma impedes recovery by eroding the individual’s social status, 

social networks, and self-esteem thus contributing to poor outcomes such as increased 

isolation, feelings of hopelessness and psychological symptoms (Ritsher, Otilingam, & 

Grajales, 2003; Rosen, Walter, Casey, & Hocking, 2000). It is inevitably very important for 

all social services staff to acknowledge that stigmatization and its associated prejudice, is 

not only a rights violation, but form a real risk factor for the development of children and 

adolescents in orphanage care.

A possibility that children admitted for financial convenience and/or family disruption 

factors may have had less adverse experiences during their period of early family care was 

further examined. Thus, if their early family relationships were good it might be expected 

that these youngsters would be more likely to maintain positive family ties during their 

period in institutions. In this study it was seen that emotional abuse and neglect had 

substantial negative effect on emergence of emotional and behavioral problems in affected 

children. This finding is consistent with previous research clearly documenting that 

maltreatment during childhood leads to higher incidence of physical, emotional, behavioral 

as well as cognitive problems (Cicchetti & Toth, 2000; De Bellis, 2001; Manly, Kim, 

Rogosch, & Cicchetti, 2001). Abuse and neglect of children may take many forms, from a 

lack of care for their physical needs, through a failure to provide consistent love and 

nurturance, to overt hostility and rejection (New & Skuse, 1999). It is likely that children 

and adolescents in orphanage care were exposed to full range of such early experiences as 

well.

As expected, the duration of institutional care was correlated with problem behaviors; the 

children who had spent longer period of time in institutional care exhibited higher severity 

of problem behaviors. This finding is also consistent with prior studies (Ames, 1997; 

Beckett et al., 2002; Fisher, Ames, Chisholm, & Savoie, 1997; Marcovitch et al., 1997).

Previous research has highlighted that having a parent with mental disorder and associated 

psychosocial adversity and parenting problems frequently precede a child’s admission to 

orphanage care (Quinton & Rutter, 1988). Nevertheless, our findings support Vorria et al.’s 

(1998) observations that parental psychiatric disorder was unrelated to any of the behavioral 

problems in children in this study. This may reflect the psychosocial adversity and parenting 

problems among these families that lead to institutionalization in Turkey, irrespective of any 

identifiable parental mental disorder.

4.1. Implications for early intervention, social policy and professionals in the field

The results of this study has immediate practical implications for improvement of the 

assessment and intervention conditions for children who have experienced a range of 

deprivation experiences and who continue to be care for in orphanages across the country. 

The identification of risk and protective factors regarding the emotional and behavioral 

health of children in orphanage care can directly assist social workers, psychologists and 

other staff in identifying essential interventions and setting priorities. The children and 
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adolescents in orphanage care are at risk for developing a variety of emotional and 

behavioral problems—i.e., it’s not necessarily the conditions that precede their placement, 

but the very nature of care within institutions, that contribute to poor mental health 

outcomes. For this reason, in order to eliminate the stigma and discrimination these children 

face, there is a need for more intensive, multi-faceted interventions, preferably including 

parents or relatives and other caregivers including classroom teachers. We recommend that 

these involve addition of parent management training programs including enhanced and 

regular contact with their families, relatives and classroom teachers, social skills training 

and problem solving skills training programs for the children and adolescents, and increased 

supports for improving their competencies. This study has identified the importance of 

including parents, caregivers and classroom teachers in the prevention of children’s mental 

health problems. The development of such methods will increase the efficacy of parents or 

relatives as team members in the orphanage care settings as well as the implementation of 

required early interventions. Nonetheless, the child welfare and social workers face multiple 

barriers as they attempt to include parents, teachers, and trusted caregivers as members of 

the child care teams. In the absence of policies that eliminate institutional care of children 

altogether, new policies and legislative changes need to promote innovative collaborations 

between these caregivers that might include shared building and recreation space, 

appropriate shared activities such as parent–child support and school–orphanage support 

groups, among other activities.

The child welfare system, and policy makers as well as mental health practitioners ought 

also to ensure safe and stable social care environments for children and adolescents. In order 

to create ‘high-quality safe environments and child-friendly care models’ for children in 

orphanage care, at the policy level, child welfare systems must scrutinize potential carers, 

organize training program and evaluate care systems, maintain high standards of staff 

conduct, provide them with support and with necessary advocates in order to strengthen 

children’s rights, and promote their wellbeing. A successful evidence based prevention 

program will require developmentally sensitive child welfare policies and practices designed 

to promote the healthy development of children and adolescents in orphanage care. This 

entails availability of ongoing screening programs for early diagnosis and treatment, 

assessment of children’ needs, and coordinated systems of physical and psychosocial care.

Families today in developing countries are struggling to cope with rapid and startling social 

change. Poverty, economic and social crisis, immigration, and mental illness have all 

contributed to children being placed in institutional care due to abandonment, child abuse or 

neglect. The full impact of this situation has not yet be fully assessed but nevertheless vast 

number of children are already suffering worldwide from this care system. Therefore urgent 

effort is needed in order to develop early intervention programs for preventing the separation 

of children from their families in the first place by developing support services for families 

in need, counseling services to prevent abandonment and rehabilitation services for parents 

who are at risk of abusing/neglecting their children. Finding ways for child welfare 

professionals to collaborate more closely and successfully with early intervention programs 

in early childhood, mental health, rehabilitation would greatly increase viable opportunities 

for children and families involved in the system. Finally, alternative care models need to be 

promoted such as foster care or adoption systems and family based homes in the community.
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5. Limitations

This study provides a first but necessary step in understanding how different pattern of 

history, child, family and school variables are differentially associated with diverse mental 

health outcomes in children in orphanage care. However, additional research is needed to 

replicate these findings and to investigate the potential underlying mechanisms that explain 

the differential association of emotional and behavioral problems and predictive variables.

The results of this study should be viewed in the light of a number of limitations. The study 

was predominantly based on teacher reports. It is clear that assessment of emotional and 

behavioral problems would be most effective if it includes multi-informant assessments. The 

gathering of ratings by caregivers and by children is thus currently underway.

Another limitation, because of the study cross-sectional nature of this study, it is difficult for 

us to draw conclusions about any causal relationship between orphanage rearing and mental 

health problems. Nevertheless, such an approach provides useful information in testing 

future hypothesis. Therefore, despite the limitations of the cross-sectional design of this 

study, our national sampling frame in both the orphanage and community samples generated 

empirical knowledge to describe the mental health of children and adolescents for 

representative groups of institutional and family reared children in the community. This 

research is also unique in that it contributes to very limited published research on mental 

health of children and adolescents in orphanage care in developing countries.

6. Conclusion

Overall, the findings in this study suggest that children in orphanages are at high risk for a 

range of adverse emotional and behavioral outcomes. As the multivariate analyses also 

showed, increased loading of protective factors reduces the presence of emotional and 

behavioral problems, thus hopefully leading to a more positive long-term prognosis. All 

those involved in the care of children – whether professionals, parents or other members of 

the community – have important responsibilities for promoting their rights; we should also 

be ready to voice them whenever needed. Although we are a long way away from fulfilling 

these rights, each step taken is likely to better lead to reducing adverse developmental 

circumstances faced by these vulnerable children.
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Fig. 1. 
Prevalence of Internalizing, externalizing and total problems children reared in orphanages 

and families for the TRF.
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Table 6

Results of multiple regression model explaining total problems score

Variables B T P 95% CI

Age −1.573 −2.374 0.018 (−2.87)–(−.30)

Gender (male) 3.542 0.987 0.324 (−3.52)–(10.6)

Age at first admission −.127 −2.397 0.017 (−.23)–(−.023)

Reason for admission (abuse) 18.001 2.266 0.024 (2.37)–(13.36)

Moves between orphanages −6.162 −1.541 0.124 (−14.03)–(1.71)

Died or unknown parents 5.970 1.396 0.164 (−2.45)–(14.32)

Regular contact with parents/relatives −11.370 −2.478 0.014 (−20.2)–(−2.36)

Regular contact between teachers and orphanage staff −12.87 −2.385 0.018 (−23.53)–(−2.22)

Appropriate task involvement −20.83 −4.191 0.001 (−30.6)–(−11.02)

Positive characteristics of close friends −9.628 −1.731 0.085 (−20.60)–(1.35)

Stigmatization 38.645 2.667 0.008 (10.06)–(67.23)

Perceived Social support −14.73 −3.284 0.001 (−23.54)–(−5.91)

Total competencies −4.109 −13.673 0.001 (−4.70)–(−3.52)

R=.780; R2=.726 F=6.642; .001; Durbin–Watson=1.912.
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