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Double vulnerability: adolescents with intellectual disability in residential child 

care 

Background: Adolescents with intellectual disability in residential child care are a 

highly vulnerable population. The main goal of this study is to explore the 

characteristics of youth with intellectual disability in Therapeutic Residential Care in 

Spain and to identify the key variables associated with their referral to these services. 

Method: The total sample consisted of 473 youth in residential child care in Spain 

(37.2% girls and 63.8% boys), aged between 12-17 years (M = 15.32; DT = 1.44), 

divided in three different groups for comparison. An ad hoc questionnaire and the Youth 

Self-Report were used to collect information about personal characteristics and mental 

health. Results: Participants with intellectual disability in therapeutic residential care 

presented a higher frequency of externalizing problems and risk behaviors than 

adolescents with disability in general residential programs. However, it was lower than 

that of their peers without disability in therapeutic programs. Conclusions: Adolescents 

with intellectual disability in therapeutic residential care present with specific needs that 

should be considered before referral to these facilities in order to adapt the interventions 

provided. 

Intellectual Disability; Adolescents; Residential Child Care; Therapeutic Residential 

Care; Mental Health Problems; Risk behaviours 

Introduction 

Over the last 30 years, the characteristics of the population in residential care have 

changed considerably, with a significant increase in the number of complex profiles 

(Del Valle & Bravo, 2013). One key feature of this new profile is the high prevalence of 
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intellectual disability. Adolescents with intellectual disability pose a major challenge for 

the protection system, given their very specific needs as a vulnerable group. 

Despite the significant amount of young people with intellectual disability in out-of-

home care (Dowling et al., 2012; Flynn & McGregor, 2017), there is a considerable 

paucity of research aimed at analyzing the characteristics of those in residential care, 

understanding what happens during their fostering process, (Lightfoot et al., 2011), and 

knowing the conditions met by those referred to therapeutic residential care.  

Adolescents with intellectual disabilities in the child welfare system 

Several studies from different countries reveal that youths with intellectual disability 

in the welfare system range between 10% and 19% of the total population (Águila-

Otero et al., 2018; Hill, 2012; Lightfoot et al., 2011; Sainero et al., 2013). This high 

representation is in line with documented figures of maltreatment and other adverse 

experiences in this group, which are significantly higher than among their peers without 

intellectual disability (Algood et al., 2011; Euser et al., 2016; Maclean et al., 2017; 

Veervoort-Schel et al., 2018). Children and youth with intellectual disability in 

residential care are more likely to have experienced physical or emotional neglect and 

sexual abuse than their peers without intellectual disability (Águila-Otero et al., 2018; 

Sainero et al., 2013). Similarly, a high number of risk factors in the family context is 

common among youth with intellectual disability (Águila-Otero et al., 2018; Sainero et 

al., 2013), as it is the case in general population with intellectual disability. This is 

particularly the situation among youth with severe intellectual disability or mental 

health issues, who are more likely to have experienced multiple psychosocial stressors 

(Weiss et al., 2016). 
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Data regarding other aspects of the child welfare care process, such as length of stay 

in residential care or placement changes are less clear. Some studies find no differences 

between children with and without disabilities with regards to the length of time spent 

in residential care (Sainero et al., 2013), while others report stays of up to two years 

longer for those with intellectual disability (Hill, 2012). Likewise, results regarding the 

number of breaks in residential placements vary between studies. In some cases, such 

disruptions are found to be more common in children and adolescents with intellectual 

disability (Chmelka et al., 2011; Hill, 2012; Sainero et al., 2013), whereas other studies 

fail to find such differences (Águila-Otero et al., 2018).  

Mental health and risk behaviors in young people with intellectual disabilities in 

residential care 

Different studies have documented the relationship between intellectual disability 

and mental health issues in young people from the general population, with up to 40% 

meeting diagnostic criteria for mental health disorders (Buckley et al., 2020; Ludi et al., 

2012; Peltopuro et al., 2020). Research reports an increased likelihood of aggressive 

behavior, as well as attention and social problems among youth with intellectual 

disability (Dekker et al., 2002; Embregts et al., 2010; Myrbakk & von Tetzchnner, 

2008; Soltau et al., 2015), particularly if there are neurogenetic disorders associated 

(Glasson et al., 2020). Nevertheless, Weiss et al. (2016) have reported no significant 

relationship between severe intellectual disability and psychiatric diagnosis in the 

general population.  

Despite this, there is a lack of research on the mental health and risk behaviors of 

youth with intellectual disability in protective services. Firstly, it is known that a great 

amount of youth in the child welfare system, particularly in out-of-home placements, 

present with multiple mental health and substance use problems (González-García et al., 
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2017; Heneghan et al., 2013; Jozefiak et al., 2016; Moreno-Manso et al., 2020). 

Moreover, when examining the relationship between intellectual disability and mental 

health in the population within the welfare system, intellectual disability and emotional 

and behavioral disorders are often found to overlap (Simmel et al. 2016). In residential 

care, results indicate that the group with intellectual disability displays clinical problems 

more frequently than their peers without intellectual disability in different areas: 

depression, attention challenges, thinking problems, social issues, higher attendance to 

therapeutic services, especially psychiatric interventions (Águila-Otero et al., 2018; 

Sainero et al., 2013). They also present higher rates of prescription of psychotropic 

medications (Chmelka et al., 2011). This is of particular interest since the population in 

residential care is more often in mental health care than the general population (DosReis 

et al., 2001). Some authors point out that the behavioral issues more often presented by 

children with intellectual disability may reflect different trajectories in terms of history 

of maltreatment, family history, and placements (Simmel et al., 2016). In particular, 

parental mental health problems have shown to be a major predictor of maladaptive 

behavior in youth with intellectual disability (Weiss et al., 2016), with parents 

presenting with behavioral problems displaying specific difficulties such as fewer 

competencies and more social isolation (Embregts et al., 2010). 

The vulnerability of youth with intellectual disability is also manifested in the form 

of suicidal behaviors and ideation. In their review, Ludi et al. (2012) revealed a 

correlation between various psychiatric disorders (including depressive disorders, post-

traumatic stress disorder, and oppositional defiant disorder) and suicide attempt or 

suicidal ideation in patients with intellectual disability. Among the stressors associated 

with suicidal ideation or behavior in intellectual disability are family loss, adoption, or 

out of home placement (Walters et al., 1995). On the other hand, research indicates that 
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intellectual disability is a protective factor for alcohol and illicit drug use (Carroll 

Chapman & Wu, 2012; Robertson et al., 2020), although a significant proportion of 

youth with moderate intellectual disability have used tobacco, alcohol, cannabis, and 

other drugs (Robertson et al., 2020).  

Therapeutic Residential Care: specialized facilities for the most challenging 

needs in the child welfare system 

The complexity of the profiles served in recent years by the child welfare system has 

prompted the diversification of residential care programs in all countries, including the 

development of new models such as Therapeutic Residential Care (TRC), in order to 

respond to the specific needs of adolescents with emotional and behavioral problems 

(Ainsworth & Hansen 2015). TRC entails a constructed, multi-dimensional living 

environment designed to provide treatment, education, socialization, support, and 

protection to children and youth with identified mental health or behavioral needs in 

partnership with their families and in collaboration with a full spectrum of community-

based helping resources (Whittaker et al., 2015). The youths fostered in these programs 

present with a high rate of severe behavioral problems and other psychological disorders 

(McLean, 2018). The number one reason for referring adolescents to these programs is 

the difficulties experienced by professionals in non-specialized programs to control the 

behavioral problems and manage the emotional difficulties. Additionally, their behavior 

might represent a significant danger for the group they live with as well as for 

themselves (Galán, 2013; Martín et al., 2017). Although research in Spain in this regard 

is scarce, data reveals that approximately 11% of minors in TRC had intellectual 

disability (Águila-Otero et al., 2020), while this percentage appears to grow worldwide 

(McLean, 2018). The profile that results from the combination of both conditions can be 
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particularly grievous, hindering the effectiveness of interventions (Águila-Otero et al., 

2020; Sainero et al., 2013).  

Given the significant percentage of minors with intellectual disability in residential 

care, in addition to the scant research examining the characteristics and needs of this 

group in the protection system, this study aims to 1) describe the profile and needs of 

adolescents with intellectual disability in therapeutic residential care in Spain, 2) 

explore the reasons of referral to therapeutic programs. 

Method 

Participants 

A total sample of 473 young people (171 females or 36.2%; and 302 males or 63.8%) 

aged between 12 and 17 years (M = 15.32; SD = 1.44) participated in this study. 

Participants lived in 96 child protection homes, in 12 different Spanish regions (called 

autonomous communities in Spain): Galicia, Asturias, Cantabria, Basque Country, 

Aragon, Castile and Leon, Madrid, Catalonia, Castile-La Mancha, Extremadura, Murcia 

and Tenerife (out of a total of 17 autonomous communities in the whole country).  

The sample was extracted from two different research projects. The first one was 

focused on analyzing the profile and needs of young people in TRC, as well as the 

interventions conducted with them (PSI2015-65229-R). This project was presented to 

all the therapeutic residential facilities in the participant regions and directors decided 

whether they would participate, achieving a final sample of 36 therapeutic centers 

(37.5% of them located in urban areas and 62,5% in rural areas). The second project 

was focused on the mental health problems of children and adolescents in general 

residential care (GRC) (PSI2012-33185). In this project, all residential care facilities 

from the participant regions were included in the study, with a total of 60 general 
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residential care centers (79.9% urban, 20,1% rural). Both studies were funded by the 

Spanish Ministry of Economy and Competitiveness. The inclusion criteria for this study 

were: 1) being between 12 and 17 years of age and 2) living in residential care due to a 

protective measure. Cases of Unaccompanied Migrant Children were excluded given 

their specific characteristics.  

The study is based on a group of young people with an official diagnosis of 

intellectual disability residing in therapeutic homes (n = 40). This diagnosis is based on 

the legal definition of disability: “a situation that results from the interaction between a 

person with predictably permanent deficiencies and any kind of barrier limiting or 

hindering their full and effective participation in the society, on equal conditions with 

others” (RD 1/2013); in this case focused on the mental deficiencies and difficulties. 

One group made up of youth with intellectual disability in general residential care 

homes (n = 144) residing in 60 facilities (study 1) was selected. The comparison group 

consisted of youth without intellectual disability residing in 36 therapeutic homes (n = 

289) (study 2). Table 1 shows the sociodemographic characteristics of the three groups. 

Significant differences were found in the mean age of youth with disabilities across the 

different residential programs, being lower for the GRC group [t (184) = 2.62, p = .011, 

d = .414]. No significant differences were found in the remaining sociodemographic 

variables between any of the groups.  

(Insert Table 1 about here) 

Procedure 

The study meets all the ethical criteria of the 1964 Declaration of Helsinki and has 

been approved by the Ethics Committee from University of la Laguna. A protocol 

guaranteeing data and confidentiality was followed in all research projects. 
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Prior to data collection, the legal guardians of the minors (families of origin or 

responsible authorities) were asked to grant permission for participation. Subsequently, 

the information regarding the profiles was collected using a file review conducted by 

the research team. The clinical or educational team of the therapeutic programs 

completed the clinical intervention questionnaire. Finally, the study was presented to all 

youth in the residential care facilities, explaining the objectives, instruments, and 

procedure. Young people who agreed to participated in the study signed an informed 

consent before completing the Youth Self Report. The research team was present during 

the completion to help participants when necessary.  

Instruments 

An ad hoc questionnaire was developed to collect information on the participants’ 

profiles. The questionnaire included the following variables: (1) information related to 

the protection process (reasons for admission, type of child maltreatment, time in 

residential care, type and number of breakdowns); (2) family risk factors; (3) risk 

behaviors before and/or during their stay in the residential facility (suicide behavior, 

drug use, violent behavior, runaway experiences, etc.); (4) general information on 

medical and mental health status (type of disabilities, physical illness, type of mental 

health treatment). In order to analyze the clinical intervention developed in therapeutic 

residential care, another ad hoc questionnaire was created to collect information on the 

type and place of the treatment provided inside and/or outside the facility. 

To assess mental health issues, the Youth Self-Report (YSR; Achenbach & Rescorla, 

2001) was used. The Youth Self Report consists of 112 items that provide scores on 8 

specific clinical subscales (anxiety-depression, withdrawal-depression, somatic 

complaints, attention problems, thought problems, social problems, aggressive behavior, 

and rule-breaking behavior) and three broadband scales (internalizing, externalizing, 
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and total). It is a widely-used research tool, with a Cronbach Alpha coefficient of 0.90 

and test-retest reliability of 0.85 for the broadband scales and Cronbach Alpha 

coefficient of 0.79 and test-retest reliability of 0.7 for the syndrome scales (Achenbach 

et al., 2008). 

Data analysis 

Bivariate analyses were used for the comparison between groups of young people in 

both studies. The Chi-squared test was used for nominal variables, while Student’s t test 

was used for quantitative variables. The level of significance was set at p < 0.05. All 

analyses were performed using SPSS v24.0 statistical software. 

Results 

First study: young people with intellectual disability referred to therapeutic 

residential care  

Regarding family history, few differences were detected between children with 

intellectual disability in GRC (general residential care programs) and those in TRC 

(therapeutic residential care). One significant difference was that more participants 

belonging to the GRC group had one or both parents with intellectual disability.  

In terms of child welfare interventions, some significant differences were detected 

between the groups with intellectual disability, with child-to-parent violence being more 

common as a reason for admission into TRC group. Similarly, emotional abuse and 

neglect were more common in this group. Likewise, some type of breakdown, 

especially adoption was more frequent among minors in the therapeutic residential care 

group.  

(Insert Table 2 about here) 
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As of medical history, youth in the TRC group had a significantly higher prevalence 

of major or chronic physical illness. Nonetheless, members of the therapeutic homes 

were in mental health treatment more often than those of the general residential care 

homes; a pattern that was repeated for all types of treatment, as illustrated in Table 3. 

Specifically, psychotropic medication prescription was analyzed in the entire sample, 

with significant differences detected between groups. The prescription of psychotropic 

medication was significantly more prevalent in the TRC group, especially 

psychostimulants, antidepressants, anti-anxiety drugs, and antipsychotics.  

Results on medical histories indicate that youth in therapeutic residential care had a 

significantly higher prevalence of major or chronic physical illness. However, the group 

in TRC presented with significantly higher attendance to mental health treatment than 

the group in CRG; a pattern repeated across all types of treatment, as shown in Table 3. 

Similarly, significant differences were detected between groups in psychotropic 

medication, with higher prescription in the TRC group, particularly of 

psychostimulants, antidepressants, anxiolytics, and antipsychotics.  

Regarding risk behaviors, the group in therapeutic homes presented with 

significantly more suicidal behaviors, with suicide attempts reaching a prevalence of up 

to 35% versus 1.4% in the general residential care. In addition, there was another 

category of suicidal behaviors, such as threats and ideations, which reached 7.5% in the 

TRC sample and 4.9% in the GRC group, with no significant differences between the 

two samples. Furthermore, the group in TRC presented greater drug use [χ2 (1, N = 183) 

= 22.392, p ≤ .001] as shown in Table 3. 

(Insert Table 3 about here) 
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Finally, Table 4 reports the results of the intergroup comparison with regards to 

mental health needs. The most common problems in the GRC group were social 

problems, followed by attentional problems; whereas in the TRC group, the most 

frequent were the attentional problems, followed by social issues, disruptive behavior 

and aggressive behavior. No significant differences were found between groups in 

mental health. 

(Insert Table 4 about here) 

Second study: young people with and without intellectual disability in TRC 

Within the therapeutic programs, no significant differences were found regarding 

family of origin and ethnicity between the groups of youth with and without intellectual 

disability. Table 5 reveals that with regards to family background, significant 

differences were observed in two variables. Firstly, the frequency of intellectual 

disability among one or both parents was significantly higher among youth with 

intellectual disability [χ2 (1, N = 325) = 5.298, p = .021]. Secondly, youth with 

intellectual disability had been significantly less exposed to gender violence within the 

family [χ2 (1, N = 325) = 5.821, p = .016]. 

(Insert Table 5 about here) 

As of the reasons for admission to protection, significant differences were only found 

for out of parental control, which was more common among the group without 

intellectual disability. Likewise, differences were found in the type of maltreatment 

suffered, with more physical neglect in the group with intellectual disability, as shown 

in Table 6. Along the same lines, most of the minors in both groups had suffered some 

experience of breakdown, although specifically the group without intellectual disability 

had experienced significantly more Family Foster Care breakdowns. In addition, the 
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intellectual disability group spent more time in therapeutic residential care, both over 

their lifetime and in their current center. 

(Insert Table 6 about here) 

With regards to risk behaviors, more information of each adolescent was available 

for the sample admitted to TRC, as indicated in Table 7. Both groups displayed a 

similar frequency of risk behaviors, with significant differences found only regarding 

the use of psychostimulant drugs, which was more common in the group without 

disabilities [χ2 (1, N = 329) = 4.071, p = .044]. 

(Insert Table 7 about here) 

When it comes to self-reported mental health needs, differences were found on 

disruptive [χ2 (1, N = 304) = 8.845, p = .003] and externalizing behavior [χ2 (1, N = 

304) = 5.163, p = .023] scales, in both cases with higher frequencies in the group 

without intellectual disability. 

Finally, Table 8 shows the comparison between youth with intellectual disability and 

their peers without intellectual disability in the clinical interventions received during 

their stay in therapeutic residential care. Although clinical intervention was very 

common in both groups, the group with intellectual disability received psychiatric 

treatment more frequently [χ2 (1, N = 265) = 5.394, p = .020] and were prescribed some 

kind of psychotropic medication more often [χ2 (1, N = 266) = 7.768, p = .005]. 

Differences were also found concerning the type of psychotropic drugs prescribed, with 

adolescents with intellectual disability being prescribed psychostimulants [χ2 (1, N = 

266) = 30.325, p ≤ .001], antipsychotics [χ2 (1, N = 266) = 12.811, p ≤ .001], and 

antiepileptics [χ2 (1, N = 266) = 9.751, p = .002] more often.  

(Insert Table 8 about here) 
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Discussion 

The results of this study offer an initial examination of the needs of a particularly 

vulnerable group as it is young people with disabilities in therapeutic residential care. 

The first approach sought to detect which characteristics or factors were associated with 

referral of youth with intellectual disability to a therapeutic program, comparing the 

sample with a subgroup of youth with intellectual disability in general residential care. 

Next, the target population was compared with a group of peers without intellectual 

disability in therapeutic homes, to ascertain the possible differentiating characteristics 

between both groups. 

Characteristics of minors with intellectual disability in residential care 

When comparing the social and family situation of youths with intellectual disability 

in GRC versus therapeutic programs, scarcely any differences were detected. However, 

differences did emerge regarding experiences of lack of protection, with those who were 

referred to specialized programs (TRC) having suffered more abuse and emotional 

neglect. More cases of child-to-parent violence were also identified in this group, as 

well as more adoption breakup processes. In contrast, this group showed more risk 

behaviors, with greater drug use and more suicide attempts compared to the group with 

intellectual disability in therapeutic homes.  

Numerous studies have shown the negative effects of adverse experiences in 

childhood and adolescence on mental health, both in the general population (Cuevas et 

al., 2009) and in population with intellectual disability (Santoro et al., 2018; Smit et al., 

2019; Soylu et al., 2013). Along these lines, the higher frequency of maltreatment and 

breakdown experiences might be related to the problematic behavior of the group 

referred to TRC, mirrored in the higher incidence of risk behaviors. These results are in 
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line with earlier research indicating that youths referred to therapeutic programs are 

characterized by exhibiting violent and aggressive behaviors, having a history of 

running away, drug use, suicidal behavior, and emotional and/or behavioral problems, 

among others (Águila-Otero et al., 2020; Davidson et al., 2011; Robst et al., 2013).  

This study compared emotional and behavioral issues between adolescents in both 

residential programs and detected no significant differences according to the Youth Self 

Report. Our findings with regards to the population with intellectual disability in 

residential care are similar to those previously reported (Águila-Otero et al., 2018; 

Sainero et al., 2013; Trout et al., 2009). Nonetheless, one noteworthy finding is the 

difference in the main issues prevailing among the population in both residential 

programs. While 40% of youth in general residential care fell within the ‘clinical range’ 

for internalizing problems; this percentage fell to 26% in the therapeutic programs, 

where externalizing problems stood out (45% vs. 28% in GRC). These results are 

consistent with the risk behaviors previously indicated, which points to a more complex 

behavioral profile in young people with intellectual disability referred to TRC. It would 

seem, therefore, that the maladaptive and risk behaviors (such as substance use 

problems and running away) are the basis for referral to therapeutic homes in most 

cases, instead of the clinical issues. Staff in residential care should receive specific 

mental health training (Del Valle et al., 2011) to understand the behavioral 

symptomatology of children and adolescents in these facilities, giving them useful tools 

for the proper management of behavioral problems and the establishment of solid 

attachment bonds. 

Some earlier research has demonstrated that having intellectual disability is 

associated with a higher likelihood of referral to mental health services for children and 

young people in care (Águila-Otero et al., 2018; Sainero et al., 2013). Based on these 
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results, a high frequency of treatment attendance was found in both groups in our study, 

although it was much more common among participants in therapeutic residential care. 

These results may be due, firstly, to the nature of the programs in which they are hosted, 

which is eminently therapeutic and therefore aimed at the educational and therapeutic 

management of mental health problems (Whittaker et al., 2015; Whittaker et al., 2017). 

Secondly, it may be due to the more conspicuous nature of externalizing problems 

among young people in TRC, which requires therapeutic interventions that facilitate 

group cohabitation.  

Chronic physical illnesses were frequent in both groups with disabilities. As Simpson 

et al. (2020) point out, it is common for this population to display comorbid problems in 

addition to intellectual disability. In this study, physical illnesses were more frequent in 

adolescents in GRC, supporting the aforementioned idea that referral to therapeutic 

programs may be driven more by behavioral problems than by general health issues or 

by the severity of the issues associated with their disability.  

Consequently, the most distinctive factors turned out to be a higher rate of emotional 

abuse and neglect, as well as a more unstable protection processes, combined with a 

more complex behavioral profile in the group of youth with intellectual disability in 

TRC relative to their peers in GRC. Nevertheless, no greater mental health needs were 

observed in the group in therapeutic homes versus youth in general residential care, 

with similar results on the Youth Self Report.  

Comparison of youth in TRC with and without intellectual disability  

When comparing young people with intellectual disability in TRC with their peers 

without intellectual disability in the same type of program, hardly any 

sociodemographic differences were detected. Nonetheless, certain differences were 
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observed in the protection process, highlighting the higher incidence of physical neglect 

and lower frequency of foster care breakdowns in the group with intellectual disability. 

Some authors have pointed out that the prevalence of maltreatment in children and 

adolescents with disabilities may be associated with family stress, less social support, 

and lack of resources to meet these specific needs (Algood et al., 2011; Berástegui & 

Gómez-Bengoechea, 2006). However, youth with intellectual disability spent more time 

in residential child care, both in their current placement and throughout their journey in 

protection, as found in previous studies addressing residential care programs (Águila-

Otero et al., 2018; Chmelka et al., 2011; Welch et al., 2015). Considering the high 

frequency of breakdowns in both groups, the improvement of adoption support 

programs is necessary. As Paniagua et al. (2019) suggested, violent behaviors are a key 

factor in adoption breakdowns. Consequently, providing adoptive families with more 

information about intellectual disability and the health problems related with them is 

essential, as well as tools and techniques to prevent and manage behavioral problems 

when adolescence arrives. 

With regards to risk behaviors, only differences in the use of psychostimulant drugs 

were found, being greater among those without intellectual disability. Schijven et al. 

(2019) analyzed drug use and reasons for use in individuals with intellectual disability 

in residential care, finding that cannabis and hard drug use was primarily social in 

nature and correlated with more problematic use, whereas problematic alcohol use was 

related to coping strategies, conformity, and positive consequences of alcohol as 

motives for use. As previously mentioned, risk behaviors are characteristic of cases 

referred to residential programs, irrespective of whether they are comorbid with 

intellectual disability (Águila-Otero et al., 2020, Davidson et al., 2011; Robst et al., 

2013). In this regard, it is essential that staff receive training in child and adolescent 
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psychopathology to enable them to manage the numerous risk behaviors these youth 

might display. 

When comparing results of the Youth Self Report, some divergence was detected 

between youth with and without intellectual disability in therapeutic homes. Of 

particular note, the group with intellectual disability was at a lower level of the clinical 

range on the scale of disruptive behavior and externalizing problems than the group of 

peers without intellectual disability. That is, despite presenting with what is essentially a 

behavioral problem, it was less severe than in the group of peers without intellectual 

disability. Our results are consistent with the findings of Brinke et al. (2021), who 

analyzed emotional regulation challenges in adolescents with externalizing problems in 

the Netherlands, comparing youth with and without intellectual disability. These authors 

found that adolescents with moderate intellectual disability and externalizing behaviors 

reported fewer difficulties (cognitive and behavioral) and fewer emotional regulation 

issues than adolescents with externalizing problems and average intelligence. These 

findings suggest that youth with intellectual disability present with fewer emotional 

problems or greater difficulty in reporting them through self-report. Behavioral 

problems were common in adolescents with and without intellectual disability in 

therapeutic homes, but the intervention inside the facilities should take into 

consideration the high comorbidity of mental health problems in children and 

adolescents with intellectual disability (Munir, 2016). Myrbakk and von Tetzchner 

(2008) suggest that the treatment of psychiatric comorbid disorders in people with 

intellectual disability may be a significant element in the management of behavioral 

problems in this population. Therefore, it is necessary to adapt the interventions 

provided inside therapeutic facilities to consider the highly complex mental health needs 

of youth with intellectual disability, going beyond behavioral control and restrictions. 
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Accordingly, the use of screening questionnaires in residential care has been previously 

suggested (Landsverk et al., 2006), but the implementation of instruments for the early 

detection of emotional and behavioral problems adapted to children and adolescents 

with intellectual disability is also necessary in residential care. 

Regarding the clinical intervention during their stay in the center, adolescents with 

intellectual disability received more psychiatric treatment (91% vs. 73% of youngsters 

without intellectual disability), as well as psychopharmacological treatment (88.2% vs. 

64.2% of adolescents without intellectual disability). As of the latter, specific 

differences were detected, with psychostimulant, antipsychotic, and antiepileptic 

medication being prescribed more frequently among adolescents with intellectual 

disability. This pattern is consistent with findings from earlier studies for both the 

groups with disability (Scheifes et al., 2013; Stolker et al., 2002) and without disability 

(Desjardins et al., 2017; Leslie et al., 2011). The scientific evidence of the efficacy of 

these pharmaceutical interventions is very limited (Ji & Findling, 2016). Specifically, 

Terrant et al. (2018) point out that there is a lack of empirical evidence of the efficacy of 

psychostimulants for the treatment of attention deficit and hyperactivity disorder in 

people with intellectual disability. These results suggest that psychotropic medication is 

being used to control behavioral symptoms in both populations, particularly in 

adolescents with intellectual disability. Therefore, these treatments should only be used 

in the context of a multidisciplinary approach with comprehensive and regular 

monitoring of side effects and clinical improvement (Ji & Findling, 2016). Numerous 

authors have highlighted the need to reduce psychotropic medication prescription for 

people with intellectual disability in order to improve behavioral issues (de Kuijper et 

al., 2014) and to enhance their quality of life (Koch et al., 2015), which implies the need 

of an appropriate monitoring and evaluation of these prescriptions (Kleijwegt et al., 
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2019). Given the high rate of drug prescription in therapeutic residential care, especially 

in the group with intellectual disability, the TRC staff should receive specific training in 

psychopharmacology to be aware of the side effects and signs of improvement, as well 

as to be able to participate in tapering prescription plans with professionals, as also 

suggested by Kuijper and van der Putten (2017). Nouwens et al. (2017) found that 

people with intellectual disability received highly heterogeneous interventions and 

underscored the need to establish clear and proper criteria for referral to effective 

treatments, based on each person’s profile and needs. Another possibility is the 

implementation of specific training programs to reduce disruptive and violent behaviors 

win residential facilities (Visser et al. 2020). 

Limitations 

This research has several limitations that must be taken into account. The first is the 

small sample size of the reference group – only 40 adolescents with intellectual 

disability in therapeutic programs. Despite the comparison groups being bigger, the 

target population is a small group. Larger samples would be required in future research 

in order to confirm our findings. Secondly, the data on participants’ profile was 

extracted from child protection official records. Across Spain, no homogenous data 

collection system exists, resulting in some data being unavailable or incomplete, which 

could lead to an underestimation of the data on some variables. Thirdly, the cross-

sectional nature of the study does not enable causal relationships to be established 

between the variables analyzed, limiting the interpretation of the data. Finally, while we 

consider the use of self-report to be of great utility in research with people with 

intellectual disability, it must be pointed out that the instruments used in this study were 

not specifically adapted for this population.  

Conclusions 
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The results of both studies highlight that youth with intellectual disability referred to 

TRC programs are characterized mainly by externalizing problems. This can be 

appreciated in rates of drug use and in the Youth Self Report scores, albeit the greater 

frequency of suicidal behavior compared to adolescents in general residential care is 

also noteworthy and worrisome. Despite this, the youth with intellectual disability 

display behavioral issues less often than their peers without intellectual disability in 

therapeutic residential care. Nevertheless, the risk behaviors reported by youth with 

intellectual disability reflect a profile that is as complex as that of the comparison group, 

with victimization experiences being also high, particularly of abuse and neglect. 

Whereas interventions in TRC reveal slight differences between the intellectual 

disability and groups without intellectual disability, greater prescription of psychoactive 

medication is detected for youth with intellectual disability. This study is an initial 

research on youth with intellectual disability in therapeutic residential care, but further 

and specific research considering more mediator factors and using instruments adapted 

to people with intellectual disability is clearly necessary. 

The results of this study highlight the importance of properly assessing cases with 

intellectual disability who display behavioral problems in residential care, prior to 

making a referral to therapeutic programs, where adolescents display a very complex 

behavioral profile, to ensure referral to the most appropriate resource based on the needs 

of each youth. Staff training in mental health is necessary for both general and 

therapeutic residential care programs, as well as providing professionals with more 

information about intellectual disability and the clinical manifestation of mental health 

problems in people with intellectual disability, for a better intervention with this 

population.  
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Table 1. 
Sociodemographic information 

Variables 

WITH INTELLECTUAL 
DISABILITY 

WITHOUT 
INTELLECTUAL 
DISABILITY  

GRC (n = 144) TRC (n = 40) TRC (n = 289) 
n (%) or M (SD) n (%) or M (SD) n (%) or M (SD) 

Sex    
Male 89 (61.8) 29 (72.5) 184 (63.7) 
Female 55 (38.2) 11 (27.5) 105 (36.3) 

Age 14.75 (1.71) 15.43 (1.36) 15.58 (1.21) 
Immigrant Family 11 (7.6) 7 (17.5) 72 (24.9) 
Roma children 25 (17.4) 6 (15) 34 (11.8) 
Level of disability    

Mild 5 (3.5) 2 (5)  
Moderate 82 (56.9) 26 (65)  
Severe 25 (17.4) 7 (17.5)  
Profound  16 (11.1) 0  
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Table 2.  
Family background and child welfare intervention   

Variable GRC (n = 144) TRC (n = 40) p Cramer’s 
Phi n (%) or M (SD) n (%) or M (SD) 

Family background     
Criminal behavior 24 (16.7) 11 (27.5) .122 -.114 
Poverty 57 (39.6) 22 (55) .081 -.128 
Gender violence 31 (21.5) 9 (22.5) .895 -.010 
Intellectual disability 57 (39.6) 8 (20) .022 .169 
Mental health problems 66 (45.8) 20 (50) .640 -.034 
Drug abuse 46 (31.9) 15 (37.5) .509 -.049 
Suicide behavior 17 (11.8) 1 (2.5) .080 .129 
Nº Risk factors 2.07 (1.48) 2.30 (1.54) .092 .154 

Reasons for admission     
Abuse or neglect 101 (75.9) 34 (85) .225 -.023 
Impossibility to meet 
parental obligations 

32 (23.9) 6 (15) .233 .090 

Abandonment 10 (7.5) 3 (7.3) .994 -.001 
Out of parental control 50 (37.3) 20 (50) .151 -.109 
Child-to-parent violence 3 (2.2) 14 (35) ≥ .001 -.464 

Type of abuse/neglect     
Physical abuse 31 (23.3) 12 (30) .391 -0.65 
Emotional abuse 37 (27.8) 21 (52.5) .004 -.220 
Physical neglect 76 (57.1) 26 (65) .376 -.067 
Emotional neglect 56 (42.1) 26 (65) .011 -.193 
Sexual abuse 10 (10.4) 4 (10) .924 .007 

Breakdown* 16 (12.7) 12 (30)   
Family Foster Care 3 (7.5) 15 (11.9) .435 .061 
Adoption 1 (0.8) 4 (10) .003 -.230 

Time spent in residential 
care     

In total  63.93 (48.39) 49.85 (35.72) .401 -.437 
Note. More than one category per case is possible. 
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Table 3.  
Risk behaviors, physical and mental health information   

Variable GRC (n = 144) TRC (n = 40) p Cramer’s 
Phi n (%)  n (%) 

Physical illness 60 (42.3) 9 (22.5) .023 .169 
Mental health treatment 98 (69) 33 (97.1) .001 -.254 

Psychological 64 (44.8) 32 (94.1) ≥ .001 -.390 
Psychiatric 64 (45.1) 31 (91.2) ≥ .001 -.365 
Psychopharmacological 67 (46.9) 30 (88.2) ≥ .001 -.328 

Type of psychotropic drug     
Psychostimulant 23 (16) 20 (55.8) ≥ .001 -.394 
Antidepressant 6 (4.2) 7 (20.6) .001 -.248 
Anxiolytic 3 (2.1) 4 (11.8) .009 -.196 
Antipsychotic 50 (34.7) 27 (79.4) ≥ .001 -.355 
Antiepileptic 25 (36) 11 (32.4) .050 -.147 
Hypnotic 1 (0.7) 2 (5.9) .035 -.158 
Another psychotropic drug 0 2 (6.7) .003 -.219 

Suicide attempt 2 (1.4) 14 (35) ≥ .001 -.492 
Drug use 13 (9.1) 16 (40) ≥ .001 -.350 

Alcohol consumption 3 (2.1) 5 (12.5) .004 -.210 
Cannabis 11 (7.7) 15 (37.5) ≥ .001 -.353 
Cocaine 1 (0.7) 3 (7.5) .009 -.192 
Others 0 1 (2.5) .058 -.140 

Note. More than one category per case is possible. 
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Table 4.  
Mental health problems 

Variable GRC (n = 144) TRC (n = 40) 
n (%)  n (%)  

Anxiety-depression 16 (16.8) 7 (18.4) 
Withdrawal-depression 10 (10.5) 4 (10.5) 
Somatic complaints 15 (15.8) 3 (7.9) 
Social problems 25 (26.3) 8 (21.1) 
Thought problems 14 (14.7) 6 (15.8) 
Attentional problems 18 (18.9) 13 (34.2) 
Disruptive behavior 12 (12.6) 8 (21.1) 
Aggressive behavior 18 (18.9) 8 (21.1) 
Internalizing 37 (38.9) 10 (26.3) 
Externalizing 27 (28.4) 17 (44.7) 
Total 34 (35.8) 17 (44.7) 
Clinical range in any scale 48 (50.5) 21 (55.3) 
Note. Clinical range in any scale means clinician in internalizing, 
externalizing, and/or total scale. 
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Table 5.  
Family background in TRG group  

Variable 
With Intellectual 
Disability (n = 40) 

Without Intellectual 
Disability (n = 289) 

n (%) or M (SD) n (%) or M (SD) 
Family background   

Mental health disorder 20 (50) 126 (44.2) 
Intellectual disability* 8 (20) 24 (8.4) 
Drug abuse 15 (37.5) 99 (39.8) 
Suicidal behavior 1 (2.5) 14 (5.6) 
Criminal behavior 11 (27.5) 69 (24.2) 
Poverty 22 (55) 128 (44.9) 
Gender violence* 9 (22.5) 121 (42.5) 
Mean risk factors 2.30 (1.54) 2.22 (1.07) 

Note. * p < .05, ** p < .01, *** p ≤ .001. More than one category per case is possible. 
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Table 6.  
Child welfare intervention in TRC group   

Variable 

With 
Intellectual 
Disability  
(n = 40) 

Without 
Intellectual 
Disability  
(n = 289) 

p 
Cramer’s 
Phi or 
Cohen’s d 

n (%) or M (SD) n (%) or M (SD) 
Reason for admission     

Child abuse or neglect 34 (85) 219 (76.3) .218 .068 
Out of parental control 20 (50) 196 (68.3) .022 -.127 
Child-to-parent violence 14 (35) 68 (23.7) .122 .085 
Impossibility to meet 
parental obligations 7 (17.5) 33 (11.5) .278 .060 

Abandonment 3 (7.5) 35 (12.2) .385 -.048 
Child abuse or neglect     

Physical abuse 12 (30) 84 (29.3) .924 .005 
Emotional abuse 21 (52.5) 124 (43.2) .268 .061 
Physical neglect 26 (65) 119 (41.5) .005 .155 
Emotional neglect 26 (65) 152 (53) .152 .079 
Security needs neglect 13 (32.5) 90 (31.4) .884 .008 
Scholar neglect 13 (32.5) 98 (34.1) .837 -.011 
Sexual abuse 4 (10) 10 (3.5) .057 .105 

Break-down experiences 33 (82.5) 221 (76.5) .394 -.047 
Residential child care 
break-down 30 (75) 191 (66.1) .261 .062 

Foster care break-down 3 (7.5) 65 (22.5) .028 -.121 
Adoption break-down 4 (10) 29 (10) .995 .000 
Family reunification 
break-down 

6 (15) 53 (18.3) .606 -.028 

Number of break-downs 1.58 (1.20) 1.58 (1.32) .977 .000 
Previous RC 35 (87.5) 250 (86.5) .862 .010 

Nº of RC facilities 1.93 (1.51) 1.69 (1.48) .640 -.161 
Time in RC     

Total RC 49.85 (35.72) 31.48 (32.16) .001 -.563 
Current facility 14.15 (10.71) 9.12 (9.75) .003 -.550 

Note. * p < .05, ** p < .01, *** p ≤ .001. More than one category per case is possible. 
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Table 7.  
Risk behaviors during the stay in the RC facility 

Variable 
With Intellectual 
Disability (n = 40) 

Without Intellectual 
Disability (n = 289) 

n (%) or M (SD) n (%) or M (SD) 
Suicide attempt 11 (27.5) 65 (22.5) 
Other suicide behavior 2 (5) 20 (6.9) 
Drug use 25 (62.5) 204 (70.6) 

Alcohol consumption 29 (72.5) 187 (64.7) 
Cannabis 24 (60) 193 (66.8) 
Cocaine 4 (10) 44 (15.2) 
Psychotropic drugs 0 8 (2.8) 
Psychostimulants drugs* 0 27 (9.3) 
Inhalants 1 (2.5) 12 (4.2) 
Another drug 2 (5) 12 (4.2) 

Violent behavior 37 (92.5) 246 (85.1) 
Runaway 28 (70) 215 (74.4) 
Criminal behavior 12 (30) 123 (42.6) 
Sexual risk behavior 12 (30) 77 (26.6) 
Note. * p < .05, ** p < .01, *** p ≤ .001. More than one category per case is possible. 
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Table 8.  
Mental health problems and clinical intervention in TRC 

Variable 
With Intellectual 
Disability (n = 40) 

Without Intellectual 
Disability (n = 289) 

n (%)  n (%)  
Youth Self Report scales n = 38 n = 266 

Anxiety-depression 7 (18.4) 43 (16.2) 
Withdrawal-depression 4 (10.5) 29 (10.9) 
Somatic complaints 3 (7.9) 28 (10.5) 
Social problems 8 (21.1) 47 (17.7) 
Thought problems 6 (15.8) 32 (12) 
Attentional problems 13 (34.2) 56 (21.1) 
Disruptive behavior** 8 (21.1) 124 (46.6) 
Aggressive behavior 8 (21.1) 76 (28.6) 
Internalizing 10 (26.3) 82 (30.8) 
Externalizing* 17 (44.7) 170 (63.9) 
Total 17 (44.7) 128 (48.1) 
Any scale 21 (55.3) 184 (69.2) 

Intervention inside and outside the facility n = 34 n = 232 
Mental health treatment 33 (97.1) 204 (87.9) 

Psychological 32 (94.1) 192 (82.8) 
Psychiatric* 31 (91.2) 168 (72.7) 
Psychopharmacological** 30 (88.2) 149 (64.2) 

Type of psychotropic drug   
Psychostimulant*** 20 (58.8) 39 (16.8) 
Antidepressant 7 (20.6) 57 (24.6) 
Anxiolytic 4 (11.8) 32 (13.8) 
Antipsychotic*** 27 (79.4) 108 (46.6) 
Antiepileptic*** 11 (32.4) 28 (12.1) 
Hypnotic 2 (5.9) 20 (8.6) 
Another psychotropic drug 2 (5.9) 2 (1.3) 

Note. * p < .05, ** p < .01, *** p ≤ .001. More than one category per case is possible. 


