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Abstract
Relations among externalizing behavior, therapeutic context (community care vs. residen-
tial care), and social problem-solving by children with mild intellectual disabilities or bor-
derline intelligence were examined. Participants were 186 children (12 to 14 years of age)
who responded to a video-based social problem-solving task. Of these, 130 received resi-
dential care and the majority suffered from severe externalizing behavior problems. The
results indicated that externalizing behavior was related to encoding, generation of aggres-
sive responses, and negative evaluation of assertive responses. Therapeutic context was
related to encoding, positive evaluation of assertive responses, and negative evaluation of
aggressive responses. Results indicate a discrepancy between appropriate problem-solving
skills and behavior in daily life. Implications for interventions are discussed.
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Behavior problems of children with mild in-
tellectual disabilities or borderline intelligence
have been studied extensively during the last de-
cade. Research shows high rates of emotional and
aggressive behavior problems among such chil-
dren (Borthwick-Duffy, 1994; Cormack, Brown, &
Hastings, 2000; Dekker, Koot, Van der Ende, &
Verhulst, 2002; Einfeld & Tonge, 1996; Linna et
al., 1999). More specifically, compared to children
with average intelligence, children with mild in-
tellectual disabilities or borderline intelligence
show less prosocial behavior and more aggressive
behavior, poorer social skills, fewer social peer in-
teractions, less acceptance by peers, and more re-
jection by peers (Gresham & MacMillan, 1997;
Kasari & Bauminger, 1998).

These findings do not apply to all children,
however. Large individual differences in behavior
problems exist, and therapeutic contexts differ
among these children. Some of them have serious

behavior problems but are still able to function
reasonably well in the community. Others have
such serious social and behavior problems that
they live in special institutes for residential treat-
ment (Barnhard, 1994; Koot & Dekker, 2001).

In order to improve treatment for these be-
havior problems, it is necessary to understand the
cognitive processes underlying behavior problems
in children with mild intellectual disabilities and
borderline intelligence. To this end, it is impor-
tant to determine (a) what kind of cognitive skills
are related to behavior problems and (b) how dif-
ferent therapeutic contexts might contribute to
the development of these skills.

Concerning the first issue of relations be-
tween cognitive skills and behavior problems, an
important perspective is social information-pro-
cessing theory (Dodge, 1986). According to this
model (Crick & Dodge, 1994), behavior in social
situations is preceded by the mental steps of en-
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coding, interpretation, goal clarification, response
generation, and response selection. These mental
steps are continuously influenced by the individ-
ual’s database, or memory store, of social knowl-
edge. In a given social situation, children encode
information from the situation and interpret it.
On the basis of this information, they subsequent-
ly set goals, search their memory for possible re-
sponses, evaluate these responses, and select a re-
sponse for enactment. Individual differences in
each of the mental steps of the social information-
processing model give rise to individual differenc-
es in the responses to a particular social situation.
Considerable evidence exists to support the hy-
pothesis that the behavior problems of children
with average intelligence are related to their social
problem-solving skills (Crick & Dodge, 1994;
Lochman & Wells, 2002; Matthys, Cuperus, &
Van Engeland, 1999; Matthys & Lochman, 2005;
Orobio de Castro, Veerman, Koops, Bosch, &
Monshouwer, 2002).

With respect to children with mild intellec-
tual disabilities or borderline intelligence, the re-
lations between social problem-solving and their
behavior are not yet clear. Although in a recent
study Van Nieuwenhuijzen et al. (2006) found
that the social information-processing model in a
modified form explains aggressive behavior in res-
idential children with mild intellectual disabilities
or borderline intelligence, we do not know which
social problem-solving skills are related to exter-
nalizing behavior in these children. In the present
study we attempted to resolve this issue.

In three previous studies, researchers com-
pared social problem-solving by children with
mild intellectual disabilities or borderline intelli-
gence, with and without accompanying behavior
problems. Results of these studies, however, were
inconsistent. Leffert and Siperstein (1996) report-
ed that children with externalizing behavior prob-
lems were characterized by misinterpretations of
benign intent and aggressive response generation.
Van Nieuwenhuijzen et al. (2005) also found that
children with externalizing problems generated
aggressive responses, but did not select aggressive
responses. In contrast, Healy and Masterpasqua
(1992) noted that children with mild intellectual
disabilities and externalizing behavior problems
generated fewer aggressive responses.

The results of these studies suggest a relation
between at least some patterns of social problem-
solving and the externalizing behavior problems
that some children with mild intellectual disabilities

or borderline intelligence display. Nevertheless, the
results have been inconsistent, which may be due
to sample diversities, different instruments used, or
the study of varying social information-processing
steps. For example, in a recent meta-analysis con-
cerning interpretation, Orobio De Castro et al.
(2002) demonstrated that findings were dependent
on participants’ age, sociometric status, referral, and
various characteristics of the instruments used.
Moreover, only one or two steps from the social
information-processing model have generally been
considered in each study (Leffert & Siperstein,
2002); therefore, there is a lack of information on
the influence of the other steps.

The second issue concerns the relation of dif-
ferent therapeutic contexts to social problem-solv-
ing skills. Children with mild intellectual disabil-
ities or borderline intelligence need special care
that fits both their cognitive and social adaptive
functioning. In the Netherlands these children are
admitted to special schools for instructions in ac-
ademics and social skills. For a considerable num-
ber of children with mild intellectual disabilities
or borderline intelligence and serious behavior
problems, however, training in social skills is not
sufficient. Also in the Netherlands, there is a tra-
dition of residential care for children with mild
intellectual disabilities or borderline intelligence
who exhibit severe behavior problems. Treatment
in residential care addresses behavior problems
that are the result of the intellectual disability in
combination with additional psychiatric problems
and is focused on behavior regulation and teach-
ing social problem-solving strategies. Compared
to special schools, contingency management is
provided in residential care not only during the
hours the child is at school but for the whole day.
In addition, ongoing supervision and monitoring
of the children’s behavior is focused on providing
a safe and predictable environment. Although the
parents sometimes receive consultation about
how to address their children’s behavior problems
and the children themselves may have access to
outpatient counseling, the caretaking context of
community care does not typically offer the high-
ly structured program of intervention that the res-
idential institutes provide.

Thus, behavior problems are addressed differ-
ently in varying therapeutic contexts. It can be
expected that social problem-solving skills are af-
fected more by residential care than by commu-
nity care. Residential care may benefit the chil-
dren’s social problem-solving in a number of



44 � American Association on Intellectual and Developmental Disabilities

VOLUME 114, NUMBER 1: 42–51 � JANUARY 2009 AJIDD

Social problem-solving M. van Nieuwenhuijzen et al.

Table 1. Participant Characteristics for the Two
Therapeutical Contexts

Characteristic

Community care
(n � 56)

Mean SD

Residential care
(n � 130)

Mean SD

TRFa T-score 58.75 14.26 65.73 10.58
Age 11.52 1.18 12.40 1.23
IQ 70.11 13.16 72.04 8.90
Gender 36:20 — 81:49 —
aTeacher Report Form.

ways. Two likely influences are the other residents
and child care workers. On the one hand, peers
may increase deviant social problem-solving via
modeling and reinforcement. On the other hand,
direct care staff may help decrease children’s de-
viant social problem-solving via feedback on the
children’s inappropriate problem-solving strate-
gies. In addition, staff members help to increase
children’s appropriate social problem-solving
skills via modeling, teaching, and reinforcement.

Our aim in the present study was to examine
the relations among behavior problems, therapeu-
tic context, and social problem-solving by chil-
dren with mild intellectual disabilities or border-
line intelligence. In order to clarify these relations,
we examined, in different therapeutic contexts,
multiple steps of the social information-process-
ing model (e.g., encoding of information, inter-
pretation, response generation, response evalua-
tion, self-efficacy, and response selection) with
children who have mild intellectual disabilities or
borderline intelligence.

Method
Participants

The study population consisted of two groups
of children, 10 to 14 years of age, with mild in-
tellectual disabilities or borderline intelligence.
The first group was selected from residential treat-
ment centers in the Netherlands, where there are
21 special treatment centers for children with mild
intellectual disabilities or borderline intelligence
who, due to their intellectual disabilities and be-
havior problems, demonstrate adjustment prob-
lems in one or more social contexts, including the
family, school, work, and peers. Admission criteria
for residential care are IQ between 55 and 85, lim-
itations in social and adaptive behavior, and a
chronic need for care, which is consistent with the
most recent definition of intellectual disability
provided by the American Association on Mental
Retardation (AAMR now the American Associa-
tion on Intellectual And Developmental Disabil-
ities) (Luckasson et al., 2002). Eight of these treat-
ment centers were selected because of their geo-
graphical location; almost the whole country was
represented by this selection. In each of these
eight treatment centers, all clients between the
ages of 10 to 14 receiving residential care and spe-
cial education services and their parents or care-
takers were asked to participate; 130 children and
their parents or caregivers agreed.

The second group was composed of 56 chil-
dren participating in a study by Van Nieuwen-
huijzen et al. (2005). They received special edu-
cation services and lived at home with their fam-
ilies. They attended school programs that serve
children who have an IQ between 55 and 85. This
research was undertaken with the understanding
and written consent of each participant as well as
approval by the medical ethical committee of the
participating university.

Consequently, 186 children (117 boys, 69
girls) with mild intellectual disabilities or border-
line intelligence participated. Their mean age was
12.1 years (SD � 1.28) and mean IQ was 71.3 (SD
� 10.4). Children in the total sample had severe
behavior problems: the Externalizing Behavior
mean T-scores on the Teacher Report Form (Ach-
enbach, 1991) fell within the clinical range (M �
63.51, SD � 12.28). A summary of descriptive sta-
tistics for the two subgroups is presented in Ta-
ble 1.

The externalizing mean scores of the residen-
tial care group fell within the clinical range
(�90th percentile). The community care group
scored significantly lower on externalizing behav-
ior, F(1, 174) � 13.22, p � .001, although almost
half of the children in community care scored
in the clinical range as well. The two samples
also differed in age, with the residential sample
being slightly older, F(1, 184) � 20.67, p � .001
(see Table 1).

Measures
Intelligence. We determined IQ on the basis of

results of individual intelligence testing obtained
from school records. In instances in which testing
had not been performed within the preceding 12
months, we estimated the child’s IQ using the fol-
lowing procedure. For the children in residential
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care, we estimated their intelligence by using the
Raven’s Standard Progressive Matrices (Raven,
Court, & Raven, 1983), which consists of incom-
plete arrays of abstract geometrical figures. Partic-
ipants are asked to discover the relations between
the elements in the incomplete arrays and choose
the right figure on the basis of this information
to complete the array. The internal consistency
values are around .90, and the test–retest reliabil-
ity varies from .90 for the short term to .80 for
the long term. This instrument has moderate to
high correlations with other situational tests of in-
telligence (Raven et al., 1983). For the children in
community care, we used the Vocabulary and
Block Design subtests from the Dutch version of
the Wechsler Intelligence Scale for Children-
Revised WISC-RN (Van Haassen et al., 1985) to
estimate intelligence level. These two subtests
were selected because they are known to strongly
correlate with the total WISC-RN score, r � .86
(Silverstein, 1970).

Behavior problems. For each child, the teacher
completed the Teacher’s Report Form of the
Child Behavior Checklist CBCL (see Achen-
bach, 1991; for the Dutch version, see Verhulst,
Van der Ende, and Koot, 1997). The Teacher Re-
port Form consists of 113 questions about behav-
ioral and emotional problems that are scored on
a 3-point scale. Using the Dutch norms, we ob-
tained standardized T-scores for the Externalizing
Problems Scale that includes items on aggressive
and delinquent behavior. The questionnaire was
completed by the teachers who had the most con-
tact hours with the child and who had been teach-
ing the child for at least 3 months. The Dutch
version of the Teacher Report Form has been
shown to have good reliability and validity for the
population in general (Verhulst et al., 1997) and
for children with mild intellectual disabilities in
particular (Dekker et al., 2002).

Social problem-solving. The Social Problem-
Solving Test (Cuperus, 1997; Matthys et al., 1999)
was designed to measure social problem-solving
skills. The original test consists of 12 video vi-
gnettes and a structured interview. For the present
study, we revised the original version for use with
children who have mild intellectual disabilities
(Van Nieuwenhuijzen, Bijman, Lamberix, Wijn-
roks, & Matthys, 2001). The number of video vi-
gnettes was reduced and the questions were sim-
plified. The revised version consists of five vi-
gnettes. Child actors role played the problem of
being placed at a social disadvantage twice in each

vignette. The vignettes included both peer-entry
and provocation situations, which are part of a
single factor Being Disadvantaged (Matthys,
Maassen, Cuperus, & Van Engeland, 2001). Each
video vignette involves two parts. First, the social
problem is presented. For example, the protago-
nist is trying to build a Lego plane but is not
succeeding; another boy offers to help, but the
Lego plane simply breaks into pieces as a result.
Second, three alternative solutions to the problem
were enacted by the protagonist: prosocial/asser-
tive, antisocial/aggressive, and passive/submissive.

Prior to the presentation of each video vi-
gnette, the participant was asked to identify him/
herself with the protagonist. The child was then
asked a number of questions regarding the vi-
gnette, and the answers were recorded by the re-
search assistant. In the Lego building example, the
first question was used to assess the encoding of
cues: ‘‘What happened in this video clip?’’ The
total number of cues on average was determined
by summing the numbers of cues across the five
vignettes and dividing by five.

The second question was used to assess the
child’s interpretation of the presented informa-
tion: ‘‘The plane broke. Why did this happen?’’
The participant had to choose one of three pos-
sible answers: (a) benign intent (‘‘It wasn’t his
fault, he tried to help me’’), (b) unkind (but not
hostile) intent (‘‘He’s clumsy’’), or (c) hostile in-
tent (‘‘He did it on purpose’’). We obtained a total
score for hostile intent by summing the number
of vignettes (out of five) receiving an unkind or
hostile answer. A minimum total score of 0 (never
chosen) and a maximum total score of 5 (always
chosen) was, therefore, possible.

The next question was developed to assess re-
sponse generation (‘‘What are you going to do?’’).
After mention of a first response, the participant
was asked to think of other ways of responding to
the situation. The number of responses provided
by the child were coded by the research assistant
as was the quality of each response: prosocial/as-
sertive, antisocial/aggressive, or passive/submis-
sive. We determined spontaneous response scores
by counting the number of times that an aggres-
sive response, for example, was provided by the
child as his or her first response with a minimum
score of 0 (never given) and a maximum score of
5 (always given). In this study we were only inter-
ested in the aggressive and assertive responses, as
previous researchers have indicated that these re-
sponses are related to externalizing behavior
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(Crick & Dodge, 1994). We calculated a total gen-
eration score by dividing the total number of re-
sponses across the five vignettes by five.

At this point, the participating child was pre-
sented the three responses as enacted by the protag-
onist on the video. The presentation of each re-
sponse was followed by questions intended to assess
the participant’s response evaluation and self-effica-
cy. The first question concerned evaluation on the
basis of moral values: ‘‘Was this a good way for the
child to respond?’’ The participating child could re-
spond either yes or no. The second question con-
cerned the participant’s confidence that he or she
would be able to behave in such a manner or self-
efficacy: ‘‘Would you be able to behave in the same
way?’’ The participating child could respond either
yes or no. For each of the three response types, we
obtained a total evaluation score and a total self-
efficacy score per child by summing the number of
positive answers across the five vignettes, with a
minimum of 0 (never positive) and a maximum of 5
(always positive).

Finally, the three videotaped solutions were
again presented one after the other and the par-
ticipating child was asked: ‘‘Which of the three
responses would you choose?’’ In such a manner,
we assessed response selection. More specifically,
we summed the number of assertive responses and
the number of aggressive responses across the five
vignettes to determine assertive and aggressive re-
sponse selection for each child.

To assess interrater reliability for coding of
participants’ answers to the open questions, both
a graduate student and the first author scored
these answers for 50 vignettes. The Kappa values
were .79 for encoding and .88 for response gen-
eration. In previous research, children’s answers to
the response generation question correlated mod-
erately with actual behavior in real-life problem
situations, r � .30, and highly with behavior in
class as reported by the teacher, r � .49 (van Nieu-
wenhuijzen et al., 2005).

Data Analyses
In order to determine the relations between

externalizing behavior, therapeutic context (resi-
dential care vs. community care), and social prob-
lem-solving skills by children with mild intellec-
tual disabilities or borderline intelligence, we con-
ducted a series of hierarchical linear multiple re-
gression analyses (HLMR). First, to examine
whether externalizing behavior problems contrib-
ute uniquely to the variance in any of the social

information-processing variables, in each of the
analyses we included a single social information-
processing variable as the dependent variable; age,
gender, and IQ were then entered in the first step
as control variables; therapeutic context was en-
tered in the second step; externalizing behavior
problems was entered in the third step. In order
to investigate whether therapeutic context contrib-
utes uniquely to the variance in any of the social
information-processing variables, we conducted
the regression analyses again, but with externaliz-
ing behavior problems entered before therapeutic
context.

Results
The results of the HLMR show that after we

controlled for age, gender, IQ, and therapeutic
context, externalizing behavior explained a signif-
icant amount of the variance in encoding situa-
tional cues, generation of spontaneous aggressive
responses, and positive evaluation of assertive re-
sponses. Externalizing behavior was (a) negatively
related to situational cues and positive evaluations
of assertive responses and (b) positively related to
spontaneous aggressive responses (see Table 2 for
results of entering both externalizing behavior and
therapeutic context last in the model).

After controlling for the effects of age, gender,
IQ, and externalizing behavior, we found that
therapeutic context explained a significant
amount of variance of the encoding variables (i.e.,
total and situational cues). Residential care was
negatively related to cues in general and situation-
al cues in particular (see Table 2). Further, thera-
peutic context contributed significantly to the
evaluation and selection of aggressive and asser-
tive responses variables and to children’s self-ef-
ficacy for enacting these responses. Residential
care was positively related to positive evaluations
and selection of assertive responses and to confi-
dence about the ability to enact an assertive re-
sponse. In turn, residential care was negatively re-
lated to positive evaluations and selection of ag-
gressive responses (see Table 2).

Discussion
In the present study we examined the rela-

tions among externalizing behavior, therapeutic
context, and social problem-solving by children
with mild intellectual disabilities or borderline in-
telligence. With regards to the relation between
externalizing behavior and social problem-solving,
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Table 2. Unique Contributions of Externalizing Behavior and Therapeutic Context to Variance in
Separate Social-Information Processing Variables

Dependent variable/Predictors Beta R2 change F change R2 total model

Total cues
Age .13 .02 .88
Gender �.11
IQ �.01
Externalizing behavior �.08 .01 .98
Therapeutic context �.33*** .09 14.81*** .13

Situational cues
Age .10 .03 1.42
Gender �.06
IQ �.01
Externalizing behavior �.16* .02 4.42*
Therapeutic context �.48*** .17 35.98*** .27

Spontaneous assertive response
Age .23 .05 2.39
Gender �.03
IQ .07
Externalizing behavior �.09 .01 .82
Therapeutic context �.08 .01 .93 .06

Evaluation assertive response
Age .02 .01 .28
Gender .02
IQ �.02
Externalizing behavior .34*** .10 17.59***
Therapeutic context .04 .00 .19 .12

Evaluation aggressive response
Age �.11 .04 1.92
Gender .05
IQ .01
Externalizing behavior �.16* .02 4.61*
Therapeutic context .56*** .24 51.09*** .28

Evaluation aggressive response
Age �.12 .06 3.34*
Gender .04
IQ �.05
Externalizing behavior .04 .00 .25
Therapeutic context �.29*** .07 11.27** .13

Self-efficacy assertive response
Age .07 .08 4.70**
Gender .15
IQ �.00
Externalizing behavior �.14 .02 3.32
Therapeutic context .36*** .10 18.33*** .19

Self-efficacy aggressive responses
Age �.04 .02 .97

Table continues
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Table 2. Continued

Dependent variable/Predictors Beta R2 change F change R2 total model

Gender .11
IQ �.02
Externalizing behavior .02 .00 .04
Therapeutic context �.11 .01 1.39 .03

Aggressive response selection
Age .04 .02 1.18
Gender �.06
IQ �.07
Externalizing behavior .03 .00 .11
Therapeutic context �.25** .05 8.07** .07

Assertive response selection
Age .23** .07 3.98*
Gender .05
IQ .13
Externalizing behavior .02 .00 .08
Therapeutic context .17 .02 3.60 .07

Note. The table displays the results when externalizing behavior and therapeutic context were each entered last in the
model.
*p � .05. **p � .01. ***p � .001.

results showed that externalizing behavior was re-
lated to encoding of situational cues, generation
of aggressive responses, and evaluation of assertive
responses. Externalizing behavior problems were
negatively related to encoding of situational cues
(i.e., to greater difficulties in describing what hap-
pened in the video vignettes). Second, these prob-
lems were positively related to spontaneous ag-
gressive response generations. Furthermore, exter-
nalizing behavior problems were negatively relat-
ed to positive evaluations of assertive responses.
These results are consistent with the results of ear-
lier studies with children who had mild intellec-
tual disabilities (Leffert & Siperstein, 1996; van
Nieuwenhuijzen et al., 2005) as well as children
with average intelligence (Crick & Dodge, 1994).

When analyzing the relation between thera-
peutic context and social problem-solving, we
found that therapeutic context was related to en-
coding cues, evaluation, self-efficacy, and selec-
tion of assertive and aggressive responses. Resi-
dential care was negatively related to encoding of
cues in general and situational cues in particular.
In other words, children in residential care appear
to have difficulties with the encoding of social
information. A similar result has also been re-
ported by Matthys et al. (1999) for children with
average intelligence and externalizing behavior
problems. Furthermore, residential care was neg-

atively related to positive evaluations of aggressive
responses and positively related to positive eval-
uations of assertive responses.

Results, however, have to be interpreted with
care because our sample was selective; only chil-
dren whose parents agreed to participate were in-
cluded in the study. Therefore, a selection bias
may have affected the results. However, we se-
lected schools and residential centers that were
geographically representative, and the ratio of
boys to girls was representative of the overall pop-
ulation of children with mild intellectual disabil-
ities or borderline intelligence.

Children with externalizing behavior prob-
lems in residential care tended to generate aggres-
sive responses, but at the same time did not eval-
uate those responses positively and did not feel
confident in enacting them. On the contrary, they
evaluated assertive responses positively and felt
confident in enacting these responses. In addition,
they were not likely to select aggressive responses
as the best response. These results are consistent
with recent findings (van Nieuwenhuijzen et al.,
2005) and the results of a study by Jacobs, Turner,
Faust, and Stewart (2002), who found that chil-
dren with mild intellectual disabilities generated
more inadequate responses than did children with
average intelligence but were equally good or even
better at the selection of adequate responses.
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These apparently contrasting findings suggest
that children with mild intellectual disabilities or
borderline intelligence with externalizing behavior
problems in residential care are able to recognize
and select adequate solutions for social problems,
but they do not draw upon these for spontaneous
response generation and in real-life situations (cf.
van Nieuwenhuijzen et al., 2005).

The discrepancy between appropriate prob-
lem-solving responses by children in residential
care and their externalizing behavior in daily life
may be the result of (a) a discrepancy between
reflective problem-solving in response to hypo-
thetical vignettes and automatic social problem-
solving in daily life in general; and (b) experiences
in residential care, which may have increased the
use of social problem-solving skills when reflec-
tion is prompted, without sufficient transfer to ac-
tual social situations in children’s daily lives.

Concerning the first issue, in two recently
published studies, van Nieuwenhuijzen et al.
(2005) demonstrated that aggressive responses to
vignettes are moderately related with actual ag-
gressive behavior in comparable experimental play
situations and that effect sizes for the relation be-
tween social information-processing and behavior
are generally larger in real life than in hypothetical
vignette situations (Orobio de Castro et al., 2002).
There are several possible reasons why transfer to
real life is difficult for these children. One expla-
nation is that children may have ingrained pat-
terns that have developed from early childhood
on and are hard to change in a relatively short
period of time. Second, in real-life situations peo-
ple are more emotionally aroused than in hypo-
thetical situations, which affects their social prob-
lem-solving (Lemerise & Arsenio, 2000). A third
explanation is that peer group norms influence
social problem-solving in residential settings. Even
though a child knows how to behave properly in
a social problem situation, he or she may prefer
responding aggressively in order to adjust to the
peer group norms.

Concerning the second issue of the effect of
residential care on the discrepancy between reflec-
tive social problem-solving and spontaneous and
real-life responses, we can only speculate about
the way direct-care staff influence children’s social
problem-solving. Because direct-care staff disap-
prove of aggressive responses, children may not
feel confident in enacting such responses. In ad-
dition, this may result in not selecting an aggres-
sive response. Furthermore, assertive responses are

constantly modeled and reinforced by care work-
ers, which may lead to the children’s confidence
in enactment. However, the higher level of reflec-
tive responding does not explain the differences
between children in residential and community
care. Children in residential care are apparently
capable of reflecting about how to solve social
problems at a somewhat more mature level than
are children in community care. This does not
mean that they are capable of reasoning adequate-
ly about social problems because children in res-
idential care still tend to generate aggressive re-
sponses.

The present study was not designed to pro-
vide a definitive answer to the question of causal-
ity. Further research is needed to study social
problem-solving skills as mediating factors in a
randomized clinical trial to answer the question
about how residential care affects social problem-
solving.

Perhaps the effect of appropriate social prob-
lem-solving strategies on behavior could be im-
proved by including cognitive behavioral inter-
ventions adapted to the developmental level of
these children. Indeed, cognitive behavioral inter-
vention programs focused on social problem-solv-
ing skills have proven effective with children who
have externalizing problems and average intelli-
gence (e.g., Lochman & Wells, 2002; O’Reilly,
Lancioni, Sigafoos, O’Donoghue, et al., 2004;
O’Reilly, Lancioni, Sigafoos, Green, et al., 2004;
Zonnevylle-Bender, Matthys, Van de Wiel, &
Lochman, 2007). However, training of the reflec-
tive response decision processes may only be ef-
fective when the generation of various response
alternatives has been explicitly emphasized and
trained and if evaluation and selection of response
alternatives can be linked to response generation.
Children may be taught to think in terms of con-
sequences of various alternatives by giving them
feedback on the responses that they themselves
generate. Moreover, given the difficulties that ap-
parently are involved in transferring social prob-
lem-solving skills to daily life, training of social
problem-solving skills in children with mild intel-
lectual disabilities should be undertaken not only
in special settings but also in daily life situations
in order to facilitate the transfer of newly acquired
skills. Not only should children in residential care
be trained in social problem-solving skills but di-
rect-care staff and teachers should be included in
the training as well, for they can reinforce the chil-
dren in the use of appropriate problem-solving
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skills in everyday social interactions. For com-
munity settings such training should be offered to
the parents as well. In light of the present findings
and their implications for both current theory and
practice, further research along these lines is cer-
tainly needed.
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