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Objective: To describe the characteristics, proposed etiology, prevalence and types of different behavioral 
and emotional disturbances among multi handicapped Egyptian children. Subjects and Methods: A total of 3800 
consecutive multiply handicapped patients were retrospectively studied. Criteria for inclusion were regular 
follow-up period for at least 24 months. Types and prevalence of behavioral disorders were correlated with the 
different forms of disabilities. Other factors associated with mental retardation such as degree of disability, 
etiology, correlation between degree of disability and percentage of behavior disorders; and types of behavioral 
disorders encountered were also analyzed. Results: Follow-up ranged between 24 and 153 months (mean 61 
months). Total group composed of 3800 multiply handicapped patients, of which 94% suffered from mental 
retardation, 25% suffered from cerebral palsy, 16% suffered from sensory deficits, and 29% suffered from 
epilepsy. The overall prevalence of behavioral disorders was 13% in the total group; (n=494 patients with 
behavioral disorders included pervasive developmental disorders(190), attention deficits with(152) or without 
hyperkinesis (114) and disruptive behavior (253) disorders, those include 38 patients with pure disruptive 
behavior, all patients with ADHD, 2 patients with ADD, and 61 patients with PDD). It was 13.8% in mental 
retardation group; 4.3% in Cerebral palsy group; 3.8% in sensory deficits group; and 16.3% in epilepsy group. In 
mental retardation group 1.3% suffered from profound mental retardation, 5% suffered from severe mental 
retardation, 36.6% suffered from moderate mental retardation, and 57% suffered from mild mental retardation. 
Behavioral disorders are more prevalent in the moderately retarded group (18%). The proposed etiologies for 
disabilities were: Perinatal injury (41%); prenatal (37%); Postnatal (9.5%); and Indeterminate (12.5%). 
Conclusions: Behavioral disorders are not only very distressing to multiply handicapped patients and their 
families but also have a negative impact on their learning at school or other facility, peer relationships and social 
competence, so more attention should be paid to diagnose (detect and classify) and aggressively treat behavioral 
disorders by pharmacological, educational and environmental interventions. (Int. J. Ch. Neuropsychiatry, 2005, 
2(1): 89-96) 
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Medical and psychological problems in 
multiply handicapped individuals are 
generally complex, interdigitating and 
multifactorial, and often incompletely 
understood. Specific diagnoses are often 
inadequate and sometimes impossible. 

Communication with the patient is often 
difficult, and extensive testing may be 
limited or impractical1. The family constitute 
the formulating media for their offspring 
development. 

For many years, clinicians did not 
specifically attend to the variety of symptoms 
of psychopathology in persons with mental 
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retardation or in young children with 
developmental delays. In all likelihood, this 
lack of attention was the result of “diagnostic 
overshadowing”, a process in which deficits 
related primarily to intellectual limitations 
dominated clinical concerns, and the 
symptoms consistent with criteria for 
psychological disorders were often 
considered to be a function of the intellectual 
deficit rather than indicative of another 
diagnosis2. 

The studies concerning the effects of 
additional disabilities on children’s behavior 
are inconsistent. Gillberg et al.3, McQueen et 
al.4, and Molteno et al.5, reported an 
increased risk of psychiatric disturbance in 
children with epilepsy. Jones and Cull6 did 
not find significant differences between 
those with and without epilepsy when 
assessed by the ABS scale (adaptive behavior 
scale), whereas by using the Rutter scale 
(Rutter behavior scales), hyperactive 
behavior was found to be more common in 
the group with epilepsy. 

According to McQueen et al.4 and 
Molteno et al.5, cerebral palsy did not 
increase the risk of psychiatric disturbances, 
but Goodman and Graham7 showed an 
association between hemiplegia and 
psychiatric disorders.  
 
Aim of the study 

We tried to describe the characteristics, 
proposed etiology, prevalence and types of 
different behavioral and emotional 
disturbances among multi handicapped 
Egyptian children. 
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In a retrospective study, we reviewed the 

files of 3800 consecutive multiply 

handicapped patients, presented to the out 
patient clinic of Centre for Children with 
Special Needs; Egyptian Integrated Care 
Association (CCSN; EICA). The patients 
fulfilling inclusion criteria, of at least two 
years follow up, were taken. The following 
data were obtained: gender, gestational age 
(premature, mature, or post-mature 
newborns), follow-up period in the service, 
age at manifestation of disability, types of 
disability and its accused etiology (Perinatal, 
prenatal, postnatal or unknown)8,9,10,11,12. 

Types and prevalence of behavioral 
disorders were correlated with the different 
forms of disabilities. Other factors associated 
with mental retardation such as degree of 
disability, etiology, correlation between 
degree of disability and percentage of 
behavior disorders; and types of behavioral 
disorders encountered were also analyzed. 
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Follow-up ranged between 24 and 153 
months (mean 61 months). Total group 
composed of 3800 multiply handicapped 
patients, with age range from 55 months to 
11years (mean 6.7±2.9 years). 94% of the 
total group suffered from mental retardation, 
25% suffered from cerebral palsy, 16% 
suffered from sensory deficits, and 29% 
suffered from epilepsy (Table 1). The overall 
prevalence of behavioral disorders was 13% 
in the total group; It was 13.8% in mental 
retardation group; 4.3% in Cerebral palsy 
group; 3.8% in sensory deficits group; and 
16.3% in epilepsy group (Table 1).  

494 patients, who suffered from 
behavioral disorders, included pervasive 
developmental disorders (190), attention 
deficits with (152) or without hyperkinesis 
(114) and disruptive behavior (253) 
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disorders, those, in turn, include 38 patients 
with pure disruptive behavior, all patients 
with ADHD, 2 patients with ADD, and 61 
patients with PDD (Table 2). 

In mental retardation group 1.3% 
suffered from profound mental retardation, 
5% suffered from severe mental retardation, 
36.6% suffered from moderate mental 

retardation, and 57% suffered from mild 
mental retardation. Behavioral disorders are 
more prevalent in the moderately retarded 
group (18%) (Table 3). 

The proposed etiologies for disabilities 
were: Perinatal injury (41%); prenatal (37%); 
Postnatal (9.5%); and Indeterminate (12.5%) 
(Table 4).  

 
 
Table 1. Frequency of types of disability in the 3800 patients and behavioral disorders prevalence in 
each type. 
  

Group 
No of 

Patients 

No of behavioral 
disorders 
patients 

Prevalence of 
specified 
disability 

Prevalence of 
behavioral 
disorders 

Total study group 3800 494  13% 

Cerebral Palsy  950 41 25% 4.3% 

Mental retardation 3572 493 94% 13.8% 

Sensory deficits 608 23 16% 3.8% 

Epilepsy 1102 180 29% 16.3% 

 
 
Table 2. Types of behavior disorders in the studied subjects, and combined observed frequency. 
 
Patients with behavioral disorders 
N= 494  

ADHD ADD PDD 
Disruptive  
behavior 

Pervasive developmental disorders (PDD)  
N=190 

00 00 129 61 

Attention deficits with hyperkinesis (ADHD) 
N=152 

152 00 00 152 

Attention deficits  without hyperkinesis (ADD) 
N=114 

00 112 00 2 

Disruptive behavior  
N=253  

152 2 61 38 

N=total number of the group 
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Table 3. Distribution of  behaviorally disordered (BD) patients in different mental retardation 
(MR) degrees. 
 

Degree of MR 
Profound 

IQ<20 
Severe 

IQ 20-34 
Moderate 
IQ 35-49 

Mild 
IQ 50-70 

Total 

Total (n)  47 179 1308 2038 3572 

Percentage 1.3% 5% 36.6% 57%  

N of BD patients 8 29 236 220 493 

% of BD patients 17% 16.2% 18% 10.8%  

 
 
Table 4. Etiology of proposed brain lesion causing disability. 
 

 Causes 

Perinatal (n=1558) (41%) Hypoxia (74.2%) 

Jaundice (18.3%) 

Hypoxia + jaundice (3.6%) 

Prematurity (3.9%) 

Prenatal (n=1406) (37%) Maternal 
Drug abuse (1.4%) 

Ingestion of alcohol (0.3%) 

Profuse bleeding due to incomplete abortion (6.7%) 

Eclampsia (10.8%) 

Premature disruption of placenta (9.4%) 

Fetal  
placental dysfunction (39.1%) 

Infections  
Cytomegalovirus (5.4%) 

Toxoplasmosis (5.4%) 

Rubella (4%) 

Uterus rupture (1.3%) 

Fetal Malformation (16.2%) 

Postnatal (n=361)9.5% Meningoencephalitis (9.5%) 

Indeterminate (n=475)12.5% Unknown (12.5%).  
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In recent years, there has been a good 
deal of attention focused on the occurrence 
of behavior problems in older children and 
adolescents with developmental disabilities, 
including those with mental retardation. 
From this work, there have emerged strong 
indications that children with developmental 
problems may have the likelihood of having 
a concurrent mental health diagnosis 
compared with children who are typically 
developing13,14. The co-occurrence of mental 
retardation and mental health problems is 
often referred to as “dual diagnosis,” and it is 
only within the past 2 decades that concerns 
associated with dual diagnosis have 
developed within the field2,15. The concept of 
dual diagnosis, however, avoids labeling 
either the developmental disability or the 
psychological disorder as primary, and 
reflects the belief that the diagnoses are 
distinct and equally important to recognize 
for treatment14.  

The prevalence of emotional and 
behavioral problems in handicapped children 
with intellectual disability (ID) is higher 
(30%-65%)16-21 than that in the general child 
population (14%-25%)22-28. Behavioral 
problems, such as aggressiveness and hyper-
activity, emotional problems, including mood 
disorders, withdrawal and self-injury, as well 
as pervasive developmental problems, such 
as autism, stereotyped behaviors and 
disintegrative psychosis, are common among 
individuals with ID29,30,31. In accordance with 
our results, the level of ID affects the type of 
behavior in such a way that disruptive 
behavioral problems are more prominent in 
children with mild ID [Intelligence Quotient 
(IQ) 50-70], whereas self-absorbed, 
psychotic and autistic behaviors, self-injury 

and stereotyped mannerisms are more 
common in the group of children with severe 
ID (IQ <50)17,19,21,32. 

A wealth of data has established that 
families are affected by and affect their 
young children with developmental delays33. 
These families are more stressed as a rule, 
and may engage in interactions that can place 
their child at further risk for developmental 
problems. Both stress and less positive 
interactions have been found to be correlates 
of behavior problems in children regardless 
of cognitive functioning, but clearly create 
increased risk in children that do have 
cognitive deficits. But family factors alone 
do not offer a complete explanation for the 
behavior problems, because child 
characteristics, such as temperament and 
self-regulatory ability, are likely key, and 
may in fact mediate the relations between 
developmental delay, family functioning, and 
the emergence of behavior problems during 
early childhood33. It is critical to note that the 
presence of early developmental delay is not 
a sentence to poorer outcomes across the 
various domains of life. It is important to be 
aware that the greater risk for behavior 
problems in children with developmental 
delays is real and substantial. These behavior 
problems are not first apparent in 
adolescence or adulthood for persons with 
developmental disabilities, or even during 
middle childhood. Rather, problems are 
apparent as young as age 2 and 3, and the 
factors associated with the emergence of 
these problems must be addressed at this 
early childhood period. And this is critical, 
because these behavior problems have 
important clinical costs. In the extreme, 
Blacher, Hanneman, and Rousey34 have 
noted that behavior problems are the major 
reason that families place their children with 
developmental disabilities out of home. So, 
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diagnosis, and aggressive treatment of those 
behavioral problems may improve patient 
and family quality of life.  
 
Conclusions 

Behavioral disorders are not only very 
distressing to multiply handicapped patients 
and their families but also have a negative 
impact on their learning at school or other 
facility, peer relationships and social 
competence, so more attention should be 
paid to diagnose (detect and classify) and 
aggressively treat behavioral disorders by 
pharmacological, educational and 
environmental interventions. 
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