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Abstract

Background: Children with neurodevelopmental disorders (NDDs) frequently experience
emotional and behavioral regulation difficulties that limit learning, participation, and daily
functioning. In Bangladesh, limited context-specific evidence exists, highlighting the need for
research to inform effective, culturally responsive interventions.

Aim: The study aimed to assess the level of behavioral and emotional dysregulation among
children with neurodevelopmental disorders and to explore the factors associated with these
difficulties.

Methods and Materials: A cross-sectional study was conducted with 160 children diagnosed
with Autism Spectrum Disorder, ADHD, Cerebral Palsy, and Intellectual Disability, recruited
from special schools and therapy centers through purposive sampling. Caregivers completed a
validated Behavioral and Emotional Checklist. Data were analyzed using descriptive statistics
and Fisher’s Exact Test to explore associations with age, gender, parental education, family
structure, and screen time.

Results: Among the 160 children with neurodevelopmental disorders, 67.5% exhibited poor
behavioral regulation, whereas 58.8% demonstrated poor emotional regulation. Behavioral
dysregulation was significantly associated with parental education (P = .001), family structure
(P=.001), daily screen time (P=.001), constipation (P =.013), regular playtime (P=.001), and
diagnostic category (P =.001). Emotional dysregulation was significantly related to excessive
screen exposure (P =.001) and parental education (P < .05).Behavioral regulation difficulties
were slightly more prevalent than emotional challenges, highlighting the strong influence of
environmental and caregiving contexts.

Conclusion: Children with NDDs often face serious emotional and behavioral regulation
problems that reduce their participation and quality of life. The findings highlight the need for
early, family-centered occupational therapy that focuses on structured routines, caregiver
education, and reducing excessive screen time. From a humanitarian perspective, stronger public
awareness, inclusive education, and early identification programs are essential to reduce stigma,
support families, and ensure equal access to services. Collaboration among occupational
therapists, educators, healthcare professionals, and policymakers is crucial to promote inclusion,
resilience, and better developmental outcomes for children with NDDs.

Key Words: Neurodevelopmental disorders; Behavioral regulation; Emotional regulation;
Occupational therapy; Parental education; Screen time; Family-centered intervention.



CHAPTER I: INTRODUCTION

1.1 Background

Neurodevelopmental Disorders (NDDs) represent a diverse group of conditions with onset in the
developmental period, typically early childhood, and are characterized by impairments in brain
development These disorders, including Autism Spectrum Disorder (ASD), Attention Deficit
Hyperactivity Disorder (ADHD), Cerebral Palsy (CP), Intellectual Disability (ID), and Specific
Learning Disorder (SLD), significantly impact cognitive, emotional, and behavioral functioning
(American Psychiatric Association, 2013). Globally, the prevalence of NDDs is increasing, with
studies estimating that approximately 15% of children are affected by one or more
neurodevelopmental disorders (Gidziela et al., 2023). Globally, NDDs are a significant public
health concern. According to the Global Burden of Disease Study, approximately 53 million
children under the age of five were affected by developmental disabilities in 2016, representing
8.4% of the global population in that age group (Olusanya et al., 2018).The impact of these
disorders is profound, often leading to lifelong impairments and long-term difficulties in
communication, behavior, cognition, socialization, academic achievement, daily living and

adaptive skills (Thapar et al., 2012).

Behavioral and emotional regulation is fundamental constructs in developmental
psychology, representing the processes through which individuals manage their actions and
emotional experiences. Behavioral regulation encompasses the ability to control and modulate
one's actions, impulses, and responses to environmental demands, allowing for goal-directed

behavior and adaptation to situational contexts (Diamond & Lee, 2011). This includes skills such



as inhibitory control, working memory, and cognitive flexibility, which are critical for navigating

daily tasks and social interactions.

Emotional regulation, on the other hand, refers to the capacity to monitor, evaluate, and
modify emotional reactions to achieve desired goals (Gross, 2015). It involves a range of
strategies, including the ability to initiate, inhibit, or modulate the intensity and duration of
emotional responses. Effective emotional regulation enables individuals to adapt to emotional
challenges, maintain positive interpersonal relationships, and manage stress (Aldao et al., 2015).
Emotional and behavioral problems are common psychological deviations during childhood,
affecting approximately 10-20% of children and adolescents worldwide. These issues contribute
significantly to the global burden of childhood diseases, with long-term implications on health
and quality of life extending into adulthood (Kieling et al., 2011). Factors such as nighttime sleep
duration, physical activity levels, and screen time (ST) have been identified as critical

determinants of children's mental health (Hale & Guan et al., 2015).

The development of these regulatory skills is crucial for optimal child development and
daily functioning. Deficits in behavioral and emotional regulation are associated with a range of
negative outcomes, including academic difficulties, social maladjustment, and mental health
problems (Blair & Raver et al., 2016). Children who struggle with regulation may exhibit
impulsive behaviors, emotional outbursts, and difficulty managing frustration, which can impede

their ability to learn and form healthy relationships.

Children with neurodevelopmental disorders (NDDs) frequently exhibit significant
challenges in behavioral and emotional regulation, representing a core feature that often
contributes to the clinical presentation and functional impairments associated with these

conditions (Mazefsky et al., 2017). The atypical brain development inherent in NDDs, affecting



neural circuits critical for self-control and emotional processing, often underlies these regulatory
difficulties (Siegel et al., 2021). This intricate relationship is particularly evident across a range

of NDDs.

For instance, in autism spectrum disorder (ASD), individuals commonly experience
heightened sensory sensitivities and difficulties in understanding and expressing emotions, which
can manifest as emotional dysregulation, including heightened anxiety, irritability, and
meltdowns (Samson et al., 2015). Similarly, children with Attention-Deficit/Hyperactivity
Disorder (ADHD) often struggle with inhibitory control and sustained attention, leading to
impulsivity, difficulty following rules, and challenges in managing frustration and emotions
(Barkley et al., 2014). Intellectual Disabilities (ID) can also be associated with deficits in
adaptive behavior, including difficulties in self-regulation and managing emotional responses in

socially appropriate ways (Dykense et al., 2018).

The impact of these co-occurring difficulties is substantial. Poor behavioral and
emotional regulation can exacerbate social interaction deficits, hinder academic progress, and
increase the risk of secondary mental health issues in children with NDDs (Lecavalier et al.,
2014). These challenges also place significant stress on families and caregivers, impacting their
well-being and the overall family functioning (Brookman-Frazee et al., 2016). While the
association between NDDs and regulation difficulties is well-documented in international
literature, research specifically exploring this relationship within the context of Bangladesh
remains limited. Understanding the unique presentation and associated factors of these
challenges in the Bangladeshi cultural and socioeconomic context is crucial for developing

culturally sensitive and effective interventions. Factors such as family structure, access to



specialized services, and cultural norms surrounding emotional expression may influence the

manifestation and management of regulatory difficulties in children with NDDs.

This study holds significant implications for therapists, special educators, and parents in
managing children with neurodevelopmental disorders (NDDs) and their associated behavioral
and emotional regulation difficulties within home-based settings. By identifying the specific
levels of these regulatory challenges and the factors that contribute to them within the
Bangladeshi context, therapists and special educators can gain a more nuanced understanding of
the unique needs of these children, leading to the development of more targeted and culturally
relevant intervention strategies. This information can inform the tailoring of therapeutic
approaches and educational plans to address specific regulatory deficits and associated factors
like sensory sensitivities or family dynamics. For parents, the study's findings can provide
valuable insights into the underlying reasons for their child's behavioral and emotional struggles,
fostering greater empathy and informing the implementation of more effective home-based
management techniques. Understanding the identified associated factors can empower parents to
modify their parenting strategies, seek appropriate support systems, and create a more supportive
home environment that promotes better regulation. Furthermore, for researchers, this study
contributes crucial data from a context where such information is currently limited, addressing a
significant gap in the existing literature. The findings can serve as a foundation for future
longitudinal studies, intervention research, and cross-cultural comparisons, ultimately advancing
the understanding of behavioral and emotional regulation in children with NDDs in diverse

settings and informing the development of evidence-based practices globally.



1.2 Rationale of the study

Understanding the levels of behavioral and emotional regulation in children with
neurodevelopmental disorders (NDDs) is essential for improving their functional outcomes and
quality of life (American Psychiatric Association, 2022). Behavioral regulation refers to the
ability to manage actions, inhibit inappropriate responses, and follow social norms, while
emotional regulation involves managing emotional arousal to respond appropriately to
environmental demands (Unyte Integrated Listening, n.d.). Children with NDDs, such as Autism
Spectrum Disorder (ASD), Attention Deficit Hyperactivity Disorder (ADHD), and Intellectual
Disabilities (ID), often struggle with these areas, leading to difficulties in social participation,
academic performance, and everyday activities (Barkley et al., 2015). Identifying their regulatory
levels can guide occupational therapists in tailoring interventions that address these specific
challenges, ultimately fostering greater independence and improved participation in daily life.
Occupational therapy interventions can target key regulatory issues, such as teaching coping
mechanisms, improving emotional awareness, and creating structured routines that enhance

adaptive responses.

Moreover, identifying factors that negatively influence behavioral and emotional
regulation, such as sensory processing difficulties, parental stress, and inconsistent caregiving
styles, is crucial for developing holistic intervention strategies (American Psychiatric
Association, 2022).For instance, sensory hypersensitivities often trigger emotional dysregulation,
while high parental stress may exacerbate behavioral challenges in children. By understanding
these factors, professionals can design interventions that mitigate their impact, such as sensory
integration therapy to address sensory processing challenges or parent-training programs to

improve caregiving practices. This research will help delineate these underlying factors, enabling



the creation of multifaceted approaches that address both the child’s needs and the broader

caregiving environment.

In the context of Bangladesh, this research is both urgent and necessary. NDDs are
becoming increasingly recognized in the country, yet there is a lack of context-specific data on
behavioral and emotional regulation among affected children. Most studies on these topics
originate from high-income countries, where resources, cultural norms, and systemic support
differ significantly from those in Bangladesh. In a resource-limited setting, families and
professionals often face barriers such as limited access to therapy, lack of awareness, and societal
stigma, which exacerbate the challenges associated with NDDs. Conducting this research in
Bangladesh will fill a critical gap in the literature and provide culturally relevant insights into the
regulatory difficulties faced by children with NDDs and the factors contributing to these
challenges. The findings will also highlight the need for improved therapeutic and policy

frameworks tailored to the local context.

This study will have significant implications for health professionals, parents, and future
researchers. For professionals working with children with NDDs, such as occupational therapists
and special educators, the findings will offer evidence-based insights into the specific regulatory
difficulties and associated factors, guiding the development of individualized treatment plans.
For example, therapists can use this information to create interventions that address sensory
processing challenges or incorporate parent-mediated strategies that improve emotional
regulation at home. Parents will benefit from understanding the nature of their child’s difficulties
and receiving practical, culturally relevant strategies to manage these challenges in daily life.
This empowerment can reduce caregiver stress, improve parent-child interactions, and enhance

the overall family dynamic.



Finally, the research will provide a foundation for future studies by identifying critical
areas for further investigation, such as the longitudinal effects of regulatory interventions or the
role of cultural factors in shaping self-regulation outcomes. It will also inform policymakers and
public health initiatives aimed at improving inclusive education, therapeutic services, and
support systems for families of children with NDDs in Bangladesh. In summary, this study is a
vital step toward improving the lives of children with NDDs, their families, and the professionals
who support them, while contributing to the global effort to create inclusive and supportive

environments for individuals with developmental challenges.



CHAPTER II: LITERATURE REVIEW

This section will explore the behavioral and emotional regulation characteristics of children with
neurodevelopmental disorders (NDDs), as well as the potential factors contributing to these
challenges, based on existing research and articles. It will highlight the patterns of behavior and
emotional regulation commonly observed in children with NDDs, such as difficulties with
impulse control, frustration tolerance, and managing social interactions. Additionally, this
chapter will examine evidence-based factors influencing these issues, including sensory
processing difficulties, parental stress, inconsistent caregiving styles, and environmental

stressors.

The review will also critically analyze findings from previous studies to identify gaps in the
literature, particularly in the context of low- and middle-income countries (LMICs) like
Bangladesh, where limited research exists on this subject. By addressing these gaps, this study
aims to strengthen the overall research framework, provide a clearer understanding of the
challenges faced by children with NDDs, and contribute to the development of culturally
relevant interventions. This comprehensive review will enhance the standard and rigor of the

research while establishing its unique contribution to the existing body of knowledge.
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2.1 Behavioral and Emotional Issues in children with Neurodevelopmental Disorders
(NDDs)

Children with ASD may exhibit emotional problems (e.g., anxiety, depression, sleep problems),
social and peer problems (including withdrawal), and behavioral problems (e.g., aggressive
behavior, hyperactivity, attention difficulties) (Goodman et al., 2010). Many parents of children
with ASD complain of breathing difficulties, palpitations, over thinking, sweating palms, being
pessimistic, having a gloomy mood, and having reduced initiative, which are all manifestations
of anxiety and depression (Al-Farsi et al., 2020). The prevalence of anxiety and depression
among parents of children with ASD is specifically related to their children's disorder (Bebko et
al., 1987; Lecavalier et al., 2006). In a study involving toddlers with ASD, it was reported that
behavior problems contributed to parental stress and psychological distress, even at higher levels
compared to parents of children with other developmental disabilities (Estes et al., 2013).
Another study demonstrated that emotional and behavioral problems in children with ASD
resulted in stress of mothers and psychological distress of both parents (Herring et al., 2006).
Examining whether there was a greater impact of more versus less severe ASD symptoms on
parents' psychological distress, Junior et al. (2016) found that severe behavioral problems were

associated with severe parental anxiety and depression.

Population-based studies suggest that up to 40-50% of children with ASD have emotional
and behavioural problems at a level of clinical concern (Totsika et al. 2011). In addition,
approximately 41% of young people with ASD may meet the criteria for two or more mental

health disorders (Simonoff et al. 2008).



11

Children and young people with ASD are also increasingly included within mainstream
school provision both in the UK (Humphrey and Lewis 2008, Osborne and Reed 2011, Dillon et
al. 2016) and internationally (Lindsay et al. 2013 and Saggers 2015), and difficulties have been
highlighted for young people with ASD in this setting. For example, parents and teachers
reported significant problems with social skills (cooperation, assertion, self-control), and more
problem behaviours (hyperactivity and internalizing) in a mainstream and pre-school group of
children with High Functioning Autism or Autism Spectrum Disorder aged 4 to 10 years
(Macintosh and Dissanayake et al. 2006). Ashburner et al. (2010) found that children aged 6-
10 years, diagnosed with ASD were rated by their teachers as exhibiting significantly higher
levels of behavioral and emotional difficulties than their typically developing peers. These
difficulties included emotional lability and regulation (53%), oppositional behavior (39%) and
aggressive behavior (14%). Fifty four percent of students with ASD were also underachieving

academically compared to 8% of typically developing peers (Ashburner et al. 2010).

Teacher perceptions of difficulties in the secondary school setting suggest that behavioral
and emotional problems for young people with ASD continue into adolescence. For example,
Hebron and Humphrey (2014) profiled the mental health of adolescents aged 11-17 in
mainstream school comparing students with ASD to a group with Special Educational Needs
(SEN- dyslexia) and a group with none (non-SEN). The ASD group were found to have
significantly greater anxiety, depression and anger, and lower self-concept than the non-SEN
group; and significantly greater anxiety and anger than the dyslexia group. Qualitative interviews
identified difficulties with social relationships, poor understanding of ASD, and lack of

predictability and routine as contributory factors to poor mental health.
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2.1.1 Emotional Symptoms

Children with NDDs, such as Autism spectrum disorder (ASD) and Attention-
deficit/hyperactivity disorder (ADHD), exhibit higher rates of emotional difficulties, including
anxiety and depression. A UK study conducted during the COVID-19 pandemic reported that
42% of children with NDDs experienced emotional symptoms, compared to 15% of neurotypical

children.

2.1.2 Conduct Problems

Disruptive behaviors, such as aggression and irritability, are prevalent among children with
NDDs. The same UK study found that 28% of children with NDDs displayed conduct problems,
in contrast to 9% of their neurotypical peers. Additionally, research from Yale University linked
these behavioral disorders in children with autism to reduced connectivity between the amygdala

and ventrolateral prefrontal cortex, areas critical for emotion regulation

2.1.3 Reduced Prosocial Behaviors
Children with NDDs often exhibit fewer prosocial behaviors, such as sharing and empathy. The
UK study noted that 54% of children with NDDs had reduced prosocial behaviors, compared to

22% of neurotypical children. PMC

2.1.4 Emotional Dysregulation

Tantrums and difficulty managing emotions are common in young children with NDDs and may
be early indicators of ADHD. Research from the University of Edinburgh highlighted that
children aged three to seven who struggle with emotion regulation are more likely to show

symptoms of ADHD.
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2.1.5 Internalizing and Externalizing Problems

A study published in the Journal of Affective Disorders found that over one-third of children
attending developmental assessment services had mental health needs, with females reporting
increased internalizing symptoms (e.g., anxiety, depression) compared to males. Children with
multiple NDDs exhibited more significant behavioral issues than those with a single diagnosis

(Boulton et al., 2023)

2.2 Common Behavioral Issues in children with NDDS

Prevalence and Treatment of Mental, Behavioral, and Developmental Disorders in Children with
Co-occurring Autism Spectrum Disorder and Attention-Deficit/Hyperactivity Disorder: A
Population-Based Study-This study, conducted by Myriam Casseus, Wun Jung Kim, and Daniel
B. Horton in the United States, analyzed data from 102,341 children using the 2016-2018
National Survey of Children's Health. It aimed to understand the prevalence and treatment of
comorbid disorders in children with both ASD and ADHD. The research revealed that these
children were significantly more likely to experience anxiety, depression, and conduct problems
compared to children with only ASD. The findings highlight the need for targeted mental health
interventions in children with co-occurring neurodevelopmental conditions. The cross-sectional

design provided a broad population-based understanding of these issues (Casseus et al., 2023).

Comorbidities of Autism: Dhaka Shishu (Children) Hospital-Based Study: In this prospective
hospital-based study conducted at Dhaka Shishu (Children) Hospital in Bangladesh, Razia
Sultana and colleagues examined 224 children aged 18 months to 16 years. The research focused
on identifying the prevalence of comorbidities in children with autism. The results showed that
psychological comorbidities, such as minor behavior problems (56.1%) and feeding problems

(20.5%), were more common than medical issues. This study highlights the importance of
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addressing behavioral concerns alongside medical care in children with autism in low-resource

settings (Sultana et al., 2023).

Behavioral Problems and Academics of Children in Inclusive Education: A Cross-Sectional
Survey- this study is conducted in Pakistan, this cross-sectional survey investigated the impact of
behavioral problems on academic performance among children in inclusive education settings.
The study included 150 children, 12 with special needs and 138 from mainstream education. The
findings revealed significant behavioral challenges in children with special needs, which
negatively affected their academic performance compared to their mainstream peers. This study
underscores the necessity of implementing behavioral support strategies in inclusive classrooms

to foster better learning outcomes for children with special needs (Zahid et al., 2023).

Table 2.1

Common Behavioral Issues across Neurodevelopment Disorders

Conditions Common Behavioral issues

ASD, ADHD Aggressive and Disruptive

ASD Anxiety Mood disorders

ASD, ADHD Impulsivity and Hyperactivity

ASD Poor social engagement, ritualistic behavior

SPD, ASD, ADHD Maladaptive Behavior
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2.3 Common Emotional Regulation Difficulties in children with NDDs

2.3.1 Prevalence of children with ADHD

This study aimed to investigate the prevalence and nature of emotional dysregulation in children
with ADHD in the United Kingdom. Conducted on a population of 6,000 children from the
Adolescent Brain Cognitive Development (ABCD) Study, it identified 350 children with high
ADHD symptom scores. Results revealed that 51.4% of these children exhibited significant
emotional dysregulation, including symptoms of depression, anxiety, and explosive outbursts.
Brain imaging data highlighted a smaller pars orbitalis region, a critical area for emotion
processing and communication. Additionally, conventional ADHD medications, such as Ritalin,
were found less effective in addressing emotional dysregulation. This underscores the need for
targeted interventions, including cognitive-behavioral therapy, to manage emotional issues in

children with ADHD effectively (Cambridge University Study et al., 2025)

2.3.2 Mental Health Concerns in Children with Neurodevelopmental Conditions Attending a
Developmental Assessment Service

This Australian study profiled mental health symptoms in children with neurodevelopmental
disorders (NDDs) during their initial diagnostic assessment. The study involved 232 children
aged 1.96 to 17.51 years. Findings showed that 61% of school-aged children and 48% of
preschoolers exhibited subclinical or clinically elevated internalizing and externalizing
symptoms. Gender differences were noted, with girls reporting higher internalizing issues (67%)
compared to boys (48%). Children diagnosed with multiple NDDs demonstrated significantly
greater mental health challenges than those with a single diagnosis, highlighting the necessity for

early identification and comprehensive care (Boulton et al., 2023).
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2.3.3 Common Childhood Behavior Could Be Linked to ADHD — and 6 Other Signs to Watch

A United Kingdom-based study explored the connection between early emotional and behavioral
regulation difficulties and the development of ADHD. Using data from approximately 19,000
children in the UK Millennium Cohort Study, it found that children aged 3 to 7 years who
struggled with emotional regulation were more likely to exhibit ADHD symptoms by age seven.
Emotional dysregulation, characterized by disproportionate emotional responses and difficulties
in calming down, emerged as a significant early marker for ADHD. The study emphasizes the
importance of early behavioral interventions to address these issues effectively (The Sun, 2025;

UK Millennium Cohort Study, 2025).

2.3.4 Disruptive Mood Dysregulation Disorder (DMDD) in Children

This study examined Disruptive Mood Dysregulation Disorder (DMDD) and its impact on
children's emotional regulation in the United States. Focusing on children diagnosed with
DMDD, the research identified severe and frequent emotional outbursts disproportionate to the
situation as hallmark symptoms. Persistent irritability and anger were also significant concerns,
leading to impairments in social, educational, and family environments. The study emphasized
cognitive-behavioral therapy, family support strategies, and medication as effective treatment
options, reinforcing the need for early intervention and structured routines to mitigate the

disorder's effects (Verywell Mind et al., 2025).
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2.4 Impact of Behavioral and Emotional issues on daily living skills of the children with
Neurodevelopmental Disorders (NDDs)

The study titled The Impact of Behavioral and Emotional Problems on Daily Living Skills in
Children with Neurodevelopmental Disorders aimed to explore how behavioral and emotional
challenges affect daily living skills in children with neurodevelopmental disorders (NDDs).
Conducted in the United States with a mixed-method design, the research included 200 children
aged 4-12 years diagnosed with Autism Spectrum Disorder (ASD), Attention-
Deficit/Hyperactivity Disorder (ADHD), and related conditions. The findings revealed that 68%
of the participants had moderate-to-severe difficulties in performing daily tasks like dressing,
eating, and maintaining hygiene. Behavioral issues such as aggression and hyperactivity were
strongly associated with lower adaptive skill scores, while emotional challenges like anxiety and
mood dysregulation hindered routine-following and task completion. Qualitative interviews with
parents highlighted caregiver stress and barriers posed by emotional outbursts and rigidity,
though strategies like positive reinforcement and sensory integration therapy showed promise in
addressing these challenges. This underscores the importance of targeted interventions to

enhance daily living skills in children with NDDs (Smith, R & Jones, T et al., 2023).
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2.5 Associate factors of Behavioral and emotional regulation issues

2.5.1 Early Childhood Screen Time and Behavioral Problems in China

A longitudinal study titled Early Childhood Screen Time as a Predictor of Emotional and
Behavioral Problems in Children at 4 Years: A Birth Cohort Study in China investigated the
impact of screen time on young children’s behavioral and emotional health. Conducted in China
with 2,490 children from the Ma'anshan Birth Cohort, it revealed that excessive screen time from
infancy to age four significantly increased emotional symptoms, conduct problems, and
hyperactivity/inattention. The study emphasizes the detrimental effects of prolonged screen

exposure on early childhood development (Zhao et al., 2020).

2.5.2 Parental Educational Background and Socioeconomic Status of ASD Children in
Bangladesh

A cross-sectional study in Bangladesh titled Parental Educational Background and
Socioeconomic Status of ASD Children in Bangladesh examined how parental education and
family income influence children with autism spectrum disorder (ASD). The study, involving
100 ASD children aged 2-8 years, highlighted that lower maternal education and limited family
income adversely affected child management and support. The findings underscore the

importance of socioeconomic and educational resources in caregiving (Afrin et al., 2021).
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2.5.3 Screen Time and Child Behavior: Effect of Family Context in Australia

The study Screen Time and Child behavior and Health-Related Quality of Life: Effect of Family
Context examined 4,010 Australian children aged 2-12 years. It found that higher average screen
time was linked to poorer behavior and lower quality of life, particularly in families where all
children had high screen exposure. This research highlights the role of family context in

moderating the adverse effects of screen time on child development (Hinkley et al., 2021).

2.5.4 Correlations between Screen Time and Parent-Child Relationships in Children with
Special Needs

Research titled Correlations between the Screen Time of Children with Special Needs and Their
Parent-Child Relationships, Home Participation, and Occupational Performance investigated the
effects of screen time on 150 children aged 4-6 years with developmental risks, including ASD
and ADHD, in Turkey. It revealed that higher screen time negatively impacted parent-child
relationships, home participation, and occupational performance, suggesting the importance of

minimizing screen exposure in this population. (Yilmaz & Yildiz et al., 2023).
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CHAPTER I1l: METHODS

3.1 Study Question, Aim, Objectives

3.1.1 Study Question:
What are the levels of behavioral and emotional dysregulation and its associated factors in

children with neurodevelopmental disorders in Bangladesh?

3.1.2 Aim of the study:
The study aims to comprehensively investigate the levels of behavioral and emotional

dysregulation and its associated factors in children with neurodevelopmental disorders.

3.1.3 Objectives of the study:
e To assess the level of behavioral regulation in children with neurodevelopmental
disorders.
e To evaluate the level of emotional regulation in children with neurodevelopmental
disorders.
e To explore factors associated with behavioral and emotional regulation in children with

neurodevelopmental disorders.
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3.2 Study Design

3.2.1 Study Method:

The researcher selected quantitative methodology for this research. Quantitative methodology is
an approach recognized for its effectiveness in assessing the prevalence and associations of
variables within a defined population at a single point in time (Creswell et al., 2018). This
methodology was specifically chosen to investigate behavioral and emotional issues in children
with Neurodevelopmental Disorders (NDD), along with the potential factors influencing these
issues, such as screen time and environmental contexts. The structured nature of quantitative
research allows for the generation of objective, measurable data, minimizing subjective biases
and enabling rigorous statistical analysis. This design eliminates the need for follow-up sessions,
reducing participant burden and addressing practical challenges such as resource constraints and

time limitations, which are often encountered in studies involving children with special needs.

3.2.2 Study Approach:

The researcher used a cross-sectional study approach to conduct the study. The most common
type of research in the health field is observational study design. Cross-sectional designs are used
for population-based surveys. These studies can usually be conducted relatively faster and are
inexpensive. In this study, the researcher conducted a cross-sectional approach to determine the
activity participation and satisfaction among the beneficiaries’ mothers living in the community.
A cross-sectional study is a form of observational study that assesses data from variables
collected across a sample population at one point in time (Setia, 2016).The cross-sectional design
enables the collection of comprehensive data on these variables, capturing a snapshot of their
current state. This is particularly important in the context of NDD, where rapid insights into

existing patterns and relationships can inform therapeutic and educational strategies.
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Furthermore, the cross-sectional approach supports the study's aim of identifying trends and
associations in a way that is both time-efficient and methodologically sound, ensuring that
findings are immediately actionable. This approach is particularly relevant for NDD populations,
where time-efficient and low-burden methodologies are essential to ensure participation and

accurate data collection (Portney & Watkins, 2020).

3.3 Study Setting and Period

3.3.1 Study Setting

This study was conducted across six specialized schools for children with neurodevelopmental
disorders (NDDs) .Data was collected from the following sites: Prottasha Special School (Savar),
Kiddie Rocks Ltd. (Dhaka), SAND (Uttara), Tara Special School (Mirpur), the Centre for the
Rehabilitation of the Paralysed (CRP, Savar), and CRP Mymensingh. These centers provide
comprehensive therapeutic services for children diagnosed with neurodevelopmental disorders,
and the parents or primary caregivers of children receiving ongoing therapy at these facilities
were recruited as study participants.

3.3.2 Study Period

The study was conducted over an 11-month period, from January 2025 to November 2025. Data

collection was carried out continuously across this timeframe in the selected study sites.

3.4 Study Participants

3.4.1 Study Population:

Children aged 3-12 years with Neurodevelopmental Disorders (NDDs).
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3.4.2 Sample Size:
Prevalence (p): 7.1% prevalence of NDD in the population (Sayed et al., 2019). Confidence
level: 95% (commonly used, corresponding to a Z value of 1.96).Margin of error (E): Let's

assume you want a margin of error of 5% (0.05), which is typical in such studies.

Formula for Sample Size Calculation:

The sample size for a cross-sectional study can be estimated using the following formula:

_Z?p(1-p)
"SR
Where:
n = sample size
Z = Z-score (1.96 for 95% confidence level)
p = estimated prevalence of NDDs 0.15 as 15% prevalence is given
E= margin of error (0.05)
Step-by-step Calculation:
1. Z=1.96 (for 95% confidence level).

2. p=0.071(prevalence of NDD).
3. E =0.05 (desired margin of error).

Now, plugging these values into the formulate

(1.96)2.0.071. (1 — 0.071)
n=

0.052

_3.84160.0.071. (0.929)
n= 0.0025
n = 101.35

n =102
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If non-response rate 10%

~ 102
~ 1 — non response rate

n

102
1-0.10

=113

Result: For a study with margin of error of 5%, and a 95% confidence level and non-response

rate 10%, the sample size required is 113 participants.

3.4.3 Sampling Technique:

Purposive sampling is used in this study to ensure the inclusion of children with
Neurodevelopmental Disorder (NDD) who meet specific criteria relevant to exploring the level
of behavioral and emotional regulation and its associated factors in children with
Neurodevelopmental Disorder This technique allows researchers to intentionally select
participants based on their diagnosis and characteristics, ensuring data is directly aligned with the

study's objectives.

Purposive sampling is ideal when researchers need to focus on particular groups to address the
research question effectively (Creswell et al., 2014).This method ensures the selection of
participants who are most knowledgeable or experienced regarding the phenomenon under study
(Polit and Beck et al., 2021). For this study, purposive sampling helps gather meaningful data

from children with NDD, leading to more accurate and relevant findings.
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3.4.4 Inclusion Criteria:

Age Range: Children aged 3-12 years. (This age range was selected because early and
middle childhood are critical periods for the development of behavioral and emotional
regulation)(Fatima Malik et al., 2022).

Diagnosis: Children with a confirmed diagnosis of neurodevelopmental disorders
(NDDs) such as Autism Spectrum Disorder (ASD), Attention Deficit Hyperactivity
Disorder (ADHD), Intellectual Disability (ID), or Sensory Processing Disorder (SPD),
Social Communication Disorder (SCD) diagnosed by a qualified professional (including
pediatricians, occupational therapists, speech-language therapists, or clinical
psychologists).

Parents or legal guardians provide written informed consent for participation.

Children who are currently enrolled in any form of therapeutic intervention (e.g.,
occupational therapy, behavioral therapy) for at least 3 months. (A minimum of three
months of therapeutic intervention was used as an inclusion criterion to ensure
participants had adequate exposure to treatment, allowing for the observation and
measurement of potential changes in behavioral and emotional outcomes. This duration
reflects a commonly used benchmark in previous research on neurodevelopmental
disorders, where three months of consistent intervention have been shown to produce
clinically meaningful improvements in functional domains. Roy et al. (2015)
demonstrated significant enhancements in gross motor function in children with cerebral
palsy following a three-month neurodevelopmental therapy program. Likewise, in a study
conducted in South Asia, Sarkar et al. (2022) reported positive developmental outcomes

in children with disabilities after a minimum of three months of home-based early
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intervention. Additionally, structured interventions like Parent—Child Interaction Therapy
(PCIT) and Cognitive Behavioral Therapy (CBT) are often delivered over 10 to 14
sessions-typically spanning approximately three months-to facilitate measurable

behavioral progress.)

3.4.5 Exclusion Criteria:

Children with severe medical or genetic conditions (e.g., uncontrolled epilepsy, cerebral
palsy with severe motor impairment) that might interfere with behavioral or emotional
regulation assessment.

Children on medications that significantly affect behavior or emotional regulation, such
as antipsychotics or sedatives, within the last 6 months.

Children without a formal diagnosis of NDD by a qualified professional.

Children with severe vision or hearing impairments_that limit participation in assessments
or observations. (The presence of severe vision or hearing impairment in children was
ensured through parental reports and available medical documentation from
ophthalmologists or audiologists. Children with significant vision or hearing limitations
that affected task participation were excluded to reduce the influence of confounding

variables).
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3.5 Ethical Consideration

The ethical approval was obtained from the Institutional Ethical Review Board of Bangladesh
Health Professions Institute (BHPI) through the Department of Occupational Therapy, BHPI.
Ethical clearance number of this research, CRP-BHPI / IRB/05/2025/1077. As a statement of
ethical principles for medical research, the World Medical Association (WMA) created the
Declaration of Helsinki (World Medical Association Declaration of Helsinki, 2022).

3.5.1 Informed consent

Informed consent of the participants was ensured by the means of an information sheet, consent
form, and withdrawal form. First of all, an information sheet that has detailed information about
the nature of the study, rights of the participants, possible risks, and beneficences was provided
to the participants before taking the consent form. The contents of the information sheet were
clearly explained and checked through a checklist that they understood all the significant
components of the consent form. It was ensured that the participants must completely understand
the study and gave their full permission to participate and the researcher never forced the
participants to give consent. The study-related information and contact detail were provided to
allow the participants they could leave the study at any time of the research without any kind of
explanation. All rights of the participant were reserved and the investigator was accountable to
the participant to answer any type of study-related question. All participants were informed
properly about how their data will he used in the future and also had the right to access all
information regarding the research. During the interview, permission was taken from each
participant who was interested to participate with a signature on a written consent form as well as

the signature of the witness was taken before data collection.
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3.5.2 Unequal relationship
There was no power or unequal relationship in this study as the investigator and his supervisor is

not involved in the therapeutic process and care pathway of the participants.

3.5.3 Risk and beneficence

It was ensured that there is no physical, emotional, or economical risk or hazard for the
participants of this study but will be benefited in the future from the study findings as it will be
utilized in the clinical setting. Investigator took every precaution to protect the privacy of
research participants and the confidentiality of their personal information by ensuring all the
recordings of the interview of the participants remain confidential and will be stored securely and
properly by using a password on the mobile phone. The printed copy was kept in a locked drawer

of the supervisor.

3.5.4. Confidentiality

The researcher-maintained confidentiality regarding all the participants throughout the research
procedure. The investigator ensured and maintained the confidentiality of participants. Only the
investigator and responsible supervisor had access to the data, and that information was clearly

stated in the information sheet and provided before collecting the data.
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3.6 Data Collection Process

The data collection process for this study was designed to ensure accuracy, reliability, and
relevance while maintaining ethical and humanitarian considerations. Face-to-face interviews
were chosen as the primary method of data collection. This section details the participant

recruitment, data collection methods, instruments, field testing, and data analysis procedures.

Figure 3.1

Data Collection process
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3.6.1 Participant Recruitment Process

Participants were recruited from a special school setting, targeting children diagnosed with
NDDs and their primary caregivers. Inclusion criteria were clearly defined to ensure the study
sample was representative of the population of interest. Caregivers were approached in person,
and the purpose of the study, its procedures, and ethical considerations were explained. Informed
consent was obtained from all participants, emphasizing voluntary participation, confidentiality,
and the right to withdraw at any time. Recruitment efforts aimed to minimize selection bias while

ensuring the inclusion of children with diverse behavioral and emotional profiles.

3.6.2 Data Collection Methods

Face-to-face interviews were employed due to their advantages in collecting nuanced and
sensitive information. This method allows interviewers to clarify questions immediately,
reducing misinterpretation, which is particularly important when discussing complex topics such
as screen time, sensory sensitivities, behavioral challenges, and emotional regulation (Kvale et
al., 2007). Moreover, interviewers could observe non-verbal cues-such as hesitations, emotional
reactions, and engagement levels-which provided richer insights into the child’s condition
(Opdenakker et al., 2006). The interactive nature of these interviews also fostered trust and

rapport with caregivers, encouraging honest and detailed responses (Creswell & Poth, 2016).

Additionally, face-to-face interviews helped mitigate non-response bias by achieving higher
participation rates than remote methods like phone or online surveys (De Leeuw et al., 2008).
This approach also allowed for effective guidance in completing standardized assessment tools,

ensuring accurate and comprehensive data collection.
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3.6.3 Data Collection Instruments

The study utilized self-developed checklists to assess behavioral and emotional regulation in
children with neurodevelopmental disorders (NDDs). The scoring system is designed to provide
clear guidance on interpreting the child’s level of behavioral and emotional functioning.

Instruments included:

Behavioral Checklist (self-developed): Designed to capture specific behavioral challenges

relevant to the local context.

Items: 21 behavioral items reflecting common challenges observed in children with NDDs.

Scoring: 5-point Likert scale (1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Often, 5 = Always).

Total Score: 105 points.

Interpretation:

Scores ranging from 64 to 105 indicate poor behavioral regulation, reflecting frequent or severe
behavioral difficulties that may require structured interventions and close monitoring. A score of
63 represents moderate behavioral regulation, suggesting the presence of some behavioral
challenges that are generally manageable and may benefit from targeted support or intervention
strategies. Scores between 0 and 62 indicate good behavioral regulation, reflecting minimal
behavioral difficulties and an overall ability to regulate behavior independently. Higher scores
denote greater levels of behavioral problems. This scoring framework enables caregivers and
professionals to efficiently identify children who may require additional behavioral support,
prioritize intervention planning, and monitor behavioral changes over time. Additionally, the
scale provides a quantitative approach for comparing behavioral regulation across individuals

and evaluating outcomes following interventions.
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2. Emotional Checklist: A standardized measure evaluating children’s emotional responses and
regulation strategies. Items: 10 items assessing emotional regulation, such as the child’s ability to

manage frustration, anxiety, or mood fluctuations.

e Scoring: Same 5-point Likert scale.

e Total Score: 50 points.

Interpretation:

Scores ranging from 31 to 50 indicate poor emotional regulation, reflecting significant
difficulties in managing emotions and a need for focused emotional support, coping strategies, or
therapeutic intervention. A score of 30 represents moderate emotional regulation, indicating the
presence of some emotional challenges that may be addressed through monitoring, guidance, and
support from caregivers or professionals. Scores between 0 and 29 indicate good emotional
regulation, reflecting effective emotional control and adaptive coping skills. Higher scores
denote greater emotional challenges. This scoring system assists in identifying children who
experience difficulties with emotional responses in daily activities and social interactions, and
provides an evidence-based framework for guiding interventions, monitoring progress, and

evaluating therapeutic outcomes.
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3.6.4 Instrument Development and Cultural Adaptation

The development and cultural adaptation of the behavioral and emotional regulation checklist
followed the standardized guidelines proposed by Sousa and Rojjanasrirat (2011) for translation,
adaptation, and validation of instruments in cross-cultural health research. This systematic
approach ensured that the instrument was scientifically robust, culturally appropriate,
linguistically clear, and practically applicable in both research and clinical contexts. The overall
objective of this process was to ensure that the checklist items were meaningful, comprehensible,
and conceptually equivalent in both Bengali and English, thereby enhancing the reliability and
applicability of the instrument for assessing children with neurodevelopmental disorders (NDDs)

in Bangladesh.

The initial phase involved an extensive review of peer-reviewed literature retrieved from
databases such as PubMed, Scopus, and Google Scholar, focusing on behavioral and emotional
regulation in children with NDDs. Key constructs identified included self-regulation, emotional
responsiveness, attention regulation, social interaction difficulties, and adaptive behavior. These
constructs served as the conceptual foundation for defining the domains and criteria to be
measured by the checklist, ensuring alignment with existing scientific evidence and widely

accepted theoretical frameworks in pediatric neurodevelopment.

Based on the findings from the literature review and the researcher’s extensive clinical
experience working directly with children with NDDs, preliminary checklist items were
generated. Each item was designed to reflect commonly observed behavioral and emotional
challenges, including both internalizing and externalizing behaviors, emotional dysregulation,

and difficulties in adaptive functioning. Integrating empirical evidence with real-world clinical
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observations ensured that the items were both evidence-based and contextually relevant to the

target population.

To maximize cultural relevance and linguistic clarity, the initial version of the checklist was
developed in Bengali, the primary language of the study population. This step ensured that the
items were culturally sensitive, easily understood by caregivers and professionals, and reflective
of the lived experiences of children with NDDs in the Bangladeshi context. Developing the
checklist in the local language facilitated accurate comprehension and reduced the risk of

misinterpretation during data collection.

The draft Bengali checklist was then subjected to expert review by a panel of five professionals
with expertise in pediatric neurodevelopmental disorders, including occupational therapists and
special educators. The experts evaluated each item for clarity, relevance, and
comprehensiveness. Based on their feedback, several refinements were made, including
rewording ambiguous items, incorporating missing behavioral constructs, and improving
linguistic precision. The revised version was subsequently re-evaluated and approved by the

expert panel, thereby establishing content validity.

Following expert validation, the finalized Bengali version was translated into English to support
academic dissemination and potential cross-cultural research applications. To ensure semantic
and conceptual equivalence between the Bengali and English versions, the translation was cross-
checked by both a senior and a junior occupational therapist with experience in NDD care. This
process ensured that the translated items accurately reflected the original meanings while

maintaining cultural and contextual integrity.
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The Bengali checklist was then pilot-tested with a sample of children with NDDs to assess
clarity, feasibility, and ease of administration. Field testing focused on evaluating item
comprehensibility, consistency of interpretation by caregivers and therapists, and practical
usability in real-world settings. Feedback obtained during this phase informed final refinements

to item wording, structure, and response formats, thereby enhancing face validity and usability.

Through this iterative process—encompassing literature review, clinical input, expert evaluation,
translation, cross-checking, and field testing—the checklist achieved linguistic and cultural
validity. The finalized instrument is clear, culturally appropriate, and semantically equivalent in
both Bengali and English, making it suitable for accurate data collection. This rigorous
development process ensures that the checklist is reliable, user-friendly, and applicable for both
research and clinical assessment of behavioral and emotional regulation in children with

neurodevelopmental disorders.

Academic and Humanitarian Significance

The rigorous linguistic validation of the checklist enhances its scientific credibility, ensuring that
future studies using this tool can yield reliable and generalizable findings. Moreover, it has
humanitarian relevance, as it provides caregivers, therapists, and educators with an accessible,
culturally sensitive, and evidence-informed instrument for identifying behavioral and emotional
challenges in children with NDDs. By integrating academic rigor with practical applicability, the
checklist can guide early intervention strategies, improve individualized care, and ultimately
contribute to the enhanced well-being and developmental outcomes of children with

neurodevelopmental disorders.
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3.6.5 Field Testing and Pretesting

Before initiating the main phase of data collection, the self-developed Behavior and Emotional
Checklist was subjected to a detailed field testing and pretesting process to ensure its suitability
for research use. The primary objectives of this phase were to evaluate the clarity of items,
cultural relevance, linguistic appropriateness, feasibility of administration, and overall
comprehension by caregivers. Initially, the preliminary Bengali version of the checklist was
reviewed by the study supervisor to confirm conceptual consistency with the study objectives
and alignment with existing evidence-based literature. Following this review, the instrument was
pretested with 10 caregivers of children with neurodevelopmental disorders. Caregivers were
encouraged to share their feedback regarding item wording, ease of understanding, and response
options. In addition, the researcher observed participant responses to identify ambiguities,
misunderstandings, and time-related issues. Based on this feedback, necessary revisions were
made to improve item phrasing, structure, and response format. This iterative refinement process
ensured that the finalized checklist was clear, user-friendly, culturally appropriate, and reliable
for the target study population, while reflecting both empirical evidence and practical clinical

experience.



37

3.6.6 Data Analysis

Collected data were systematically coded and analyzed using SPSS - 26 (Statistical Package for
the Social Sciences-version 26). Descriptive statistics, such as frequencies and percentages, were
used to summarize demographic and behavioral characteristics. To examine relationships
between behavioral and emotional regulation and associated factors (e.g., screen time, sensory
sensitivities), the Fisher’s Exact Test was employed. This statistical test was selected because the
sample size was small and some expected cell counts were less than five, making Fisher’s Exact
Test more appropriate than Chi-square tests. This approach ensured robust and valid statistical

inferences while maintaining analytical rigor.
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CHAPTER IV: RESULTS

This section presents the socio-demographic characteristics of the 160 children with
neurodevelopmental disorders (NDDs) who participated in this study. The information
summarized in Table 1 includes age, gender, number of siblings, parents’ income and education,
family structure, place of residence, lifestyle factors (screen time, sleeping hours, playtime,
toileting habits), and diagnostic distribution. These variables provide an overview of the
background context of the participants, which may have an influence on their behavioral and

emotional regulation levels.
4.1 Sociodemographic Characteristics

Table 4.1

Sociodemographic Characteristics of Children with Neurodevelopmental Disorders

Category Variables Frequency Percentage
(n=160) (%)
Age 3-6 years 105 65.6
6-10 years 45 28.1
10 years and above 10 6.3
Mean= 5.85 years, SD+ 2274, Maximum=12,
Minimum=3
Gender of Child Male 109 74.4
Female 41 25.6
Number of Siblings None 84 52.5
1 Siblings 58 36.3
2 Siblings 14 8.8
More than 2 Siblings 4 2.5
Parents Monthly Income 15000-30000 28 175
30000-50000 17 10.6
50000 or above 115 71.9
Median= 70000 IQR= 50000-80000 tk
Family Structure Nuclear 110 68.8
Joint 41 25.6
Extended 9 5.6
Place of Residence Urban 133 83.1

Rural 27 16.9
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Daily Screen Time Less than 1 Hours 60 37.5
1-2 Hours 28 17.5
2-4 Hours 23 14.4
More than 4 Hours 49 30.6
Mean= 3.09 hours, SD+ 2.222, Maximum=8,
Minimum=1
Daily Sleeping Hours Less than 6 hours 6 3.8
6-8 Hours 61 38.1
8-10 Hours 80 50
More than 10 hours 13 8.1
Mean= 8.04 hours, SD+ 1.607, Maximum=12,
Minimum=5
Constipation Problem Yes 93 45.6
No 67 54.4
Regular Toilet Yes 65 67.5
No 95 325
Regular playtime or outing Yes 66 41.3
No 94 58.8
Carers Responsible for take care at Yes 49 30.6
home No 111 69.4
Fathers Education Primary 5 3.1
Secondary 14 8.8
Higher Secondary 31 194
Bachelor 79 49.4
M Sc 31 19.4
Mothers Education Primary 8 5
Secondary 14 8.8
Higher Secondary 32 20
Bachelor 77 48.1
M Sc 29 18.1
Mothers Occupation Housewife 130 81.3
Service Holder 30 18.8
Diagnosis ASD 82 51.2
ADHD 41 25.6
ID 2 1.3
CP 27 16.2
SCD 2 1.3
Down Syndrome 4 2.5
GDD 2 1.3

Table 4.1 portrays an overview of the socio-demographic details of the neurodevelopmental
disorder children’s. The age of the participants ranged from 3 to 12 years, with a mean age of

5.85 years (SD £ 2.274). The majority of children (65.6%) were between 3-6 years, followed by
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28.1% aged 6-10 years, and 6.3% above 10 years, indicating that most participants were in early
childhood. Regarding gender, 74.4% of the participants were male, while 25.6% were female,
reflecting the well-established male predominance in neurodevelopmental disorders such as
Autism Spectrum Disorder (ASD) and ADHD. In terms of family size, more than half of the
children (52.5%) had no siblings, and 36.3% had one sibling, indicating that most children came
from small families. Analysis of parental monthly income revealed that the majority (71.9%)
earned above 50,000 BDT, with a median income of 70,000 BDT (IQR = 50,000-80,000 BDT),
suggesting that most families belonged to the middle to upper-middle socioeconomic group.
Regarding family structure, 68.8% of the families were nuclear, 25.6% were joint, and 5.6%
were extended, indicating that the nuclear family system was predominant among the study
population. Most of the participants (83.1%) resided in urban areas, while 16.9% lived in rural
regions, showing greater representation of urban families, possibly due to better access to
diagnostic and therapeutic facilities in cities. The average daily screen time was 3.09 hours (SD+
2.222), ranging from 1 to 8 hours. About 30.6% of children spent more than four hours per day
on screens, while 37.5% had less than one hour, indicating notable variation in daily screen
exposure. For daily sleeping hours, the mean duration was 8.04 hours (SD + 1.607), with 50% of
participants sleeping 8-10 hours and 38.1% sleeping 6-8 hours per night. Only 3.8% of the
children slept less than six hours, suggesting that most participants had adequate sleep duration.
A considerable number of children (58.1%) reported constipation problems (n = 93), while
41.9% (n = 67) did not experience such issues. Regarding toileting habits, 40.6% (n = 65) had
regular toilet routines, whereas 59.4% (n = 95) did not. These findings indicate that

gastrointestinal and toileting irregularities were relatively common among children with NDDs.
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Concerning play and outdoor activities, only 41.3% of participants engaged in regular
playtime or outings, while 58.8% did not, suggesting limited physical and social participation
among many children. When considering caregiving arrangements, 30.6% of children had a
dedicated caregiver at home, while 69.4% were cared for directly by parents or family members.
Parental education data showed that nearly half of the fathers (49.4%) and mothers (48.1%) held
Bachelor’s degrees, while 19.4% of fathers and 18.1% of mothers completed Master’s degrees,
indicating a generally well-educated parent group. The majority of mothers (81.3%) were
housewives, whereas 18.8% were service holders. Regarding diagnostic categories, more than
half of the participants were diagnosed with Autism Spectrum Disorder (ASD) (51.2%),
followed by ADHD (25.6%), Cerebral Palsy (16.2%), Down Syndrome (2.5%), Intellectual
Disability (1.3%), Social (Pragmatic) Communication Disorder (1.3%), and Global

Developmental Delay (1.3%).

Overall, the socio-demographic findings indicate that most participants were young male
children with ASD, living in urban nuclear families with moderate to high socioeconomic
backgrounds and well-educated parents. Moreover, lifestyle patterns such as excessive screen
exposure, limited outdoor play, and digestive irregularities were observed, which may influence

behavioral and emotional regulation among children with neurodevelopmental disorders.
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Table 4.2

Response Pattern of the Behavioral Dysregulation among Children with Neurodevelopmental Disorders
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) Never Rarely =~ Sometimes  Often Always
Questions n(%) n(%) n(%) n(%) n(%)
Child laughs, cries, or screams suddenly without reason 14 (8.8) 26 (16.3) 51 (31.9) 62 (38.8) 7 (4.4)
Child screams or shouts loudly when angry 13 (8.1) 34 (21.3) 32 (20.0) 67 (41.9) 14 (8.8)
Child shows aggressive behavior (hitting, pushing, pinching, biting) 28 (17.5) 42 (26.3) 35(21.9) 46 (28.7) 9 (5.6)
Child hurts themselves (e.g., head banging, biting) 43 (26.9) 47 (29.4) 37 (23.1) 27 (16.9) 6 (3.8)
Child has frequent mood swings (sudden anger or calmness) 11 (6.9) 34 (21.3) 39 (24.4) 63 (39.4) 13(8.1)
Child avoids interacting even with familiar people 27 (16.9) 16 (10.0) 34 (21.3) 62 (38.8) 21 (13.1)
Child shows little interest in playing with peers 14 (8.8) 15 (9.4) 18 (11.3) 79 (49.4) 34 (21.3)
Child does not respond when called by name/spoken to 17 (10.6) 25 (15.6) 54 (33.8) 45 (28.1) 19 (11.9)
Child loses interest in previously enjoyed activities 13 (8.1) 37 (23.1) 47 (29.4) 50 (31.3) 13(8.1)
Child prefers to spend time alone 11 (6.9) 16 (10.0) 26 (16.3) 68 (42.5) 39 (24.4)
Child repeatedly engages in movements (flapping, rocking, jumping) 14 (8.8) 17 (10.6) 25 (15.6) 65 (40.6) 39 (24.4)
Child makes nonsensical sounds or speech 11 (6.9) 32 (20.0) 40 (25.0) 44 (27.5) 33 (20.6)
Child prefers strict rules; reacts strongly to routine changes 17 (10.6) 32 (20.0) 37 (23.1) 54 (33.8) 20 (12.5)
Child constantly moves/shouts when expected to stay calm 8 (5.0) 12 (7.5) 25 (15.6) 81 (50.6) 34 (21.3)
Child interrupts others / acts impulsively 11 (6.9) 36 (22.5) 55 (34.4) 40 (25.0) 18 (11.3)
Child struggles to focus on tasks for long period 8 (5.0) 13 (8.1) 21 (13.1) 88 (55.0) 30 (18.8)
Child refuses to follow parents’/teachers’ instructions 10 (6.3) 22 (13.8) 38 (23.8) 72 (45.0) 18 (11.3)
Child repeats same thing without understanding others 12 (7.5) 37 (23.1) 44 (27.5) 53 (33.1) 14 (8.8)
Child uses meaningless/irrelevant words in conversation 20 (12.5) 31 (19.4) 52 (32.5) 44 (27.5) 13(8.1)
Child uses inappropriate language in situations 23 (14.4) 37 (23.1) 42 (26.3) 42 (26.3) 16 (10.0)
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The findings presented in Table 4.2 show the response patterns obtained from the Behavioral
Dysregulation Checklist used with 160 children diagnosed with various neurodevelopmental
disorders (NDDs). The results highlight that behavioral difficulties are commonly observed
among these children, though the severity and nature of dysregulation varied across different
behavioral domains.

A large proportion of children (38.8%) were often found to laugh, cry, or scream suddenly
without clear reasons, suggesting emotional instability and impulsive behavioral reactions.
Similarly, 41.9% of the children often screamed or shouted when angry, indicating a high level
of emotional reactivity and poor frustration tolerance. Aggressive behaviors such as hitting,
pushing, or biting were also relatively common, with 28.7% of children frequently showing such
tendencies, while 5.6% always engaged in self-harming behaviors such as head banging or
biting.

Frequent mood changes were observed in 39.4% of the children, reflecting inconsistent
emotional control. Social withdrawal behaviors were also prominent; for example, 38.8% often
avoided interaction even with familiar people, and 42.5% often preferred to stay alone, showing
signs of poor social engagement and reduced social motivation. Additionally, 49.4% of children
often showed little interest in playing with peers, further emphasizing challenges in social
participation and joint play activities.

Stereotyped or repetitive behaviors were also prevalent. Approximately 40.6% of the children
often engaged in repetitive movements such as hand flapping, rocking, or jumping, while 24.4%
always performed these movements. Speech-related irregularities were also noted, with 27.5%

often producing nonsensical sounds and 20.6% always doing so.
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Regarding adaptability, 33.8% of children often reacted strongly to changes in routine,
suggesting rigidity and difficulty coping with transitions. Similarly, 50.6% often displayed
hyperactive behaviors such as shouting or moving constantly when expected to stay calm, which
may be linked to sensory processing difficulties or attention deficits. Impulsivity was another
concern, as 34.4% sometimes and 25.0% often interrupted others or acted without thinking.

Attention and task engagement were also challenging for many participants, with 55.0%
often and 18.8% always struggling to focus on tasks for a long period. Moreover, 45.0% often
refused to follow parents’ or teachers’ instructions, reflecting poor behavioral compliance.
Repetitive verbal responses and communication challenges were also reported-33.1% often
repeated the same thing without understanding others, and 32.5% sometimes used irrelevant
words in conversation. Inappropriate language use was also noted, with 26.3% of children often
using unsuitable words or phrases in specific social contexts.

Overall, these findings demonstrate that behavioral dysregulation is a significant concern
among children with neurodevelopmental disorders. The most prevalent behavioral issues
include emotional outbursts, hyperactivity, repetitive movements, poor attention, and social
withdrawal. These patterns highlight the complexity of behavioral challenges faced by this
population and underscore the importance of early, structured, and individualized occupational
therapy interventions focusing on self-regulation, sensory processing, and social engagement to

promote adaptive behavior and daily participation.
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Response Pattern of the Emotional Dysregulation among Children with Neurodevelopmental Disorders
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Questions Never Rarely  Sometimes Often Always
n (%) n (%) n (%o) n (%o) n (%o)
Child expresses emotions appropriately (laugh when happy, cry when sad) 8 (5.0) 48(30.0) 55 (34.4) 32 (20.0) 17 (10.6)
Child shows empathy/enthusiasm when others are sad or distressed 23 (14.4) 59 (36.9) 54 (33.8) 14 (8.8) 10 (6.3)
Child expresses emotions correctly through words/gestures 5(3.1) 49 (30.6) 59 (36.9) 34 (21.3) 13(8.1)
Child becomes frustrated/irritated over minor issues 7(4.4) 20 (12.5) 43 (26.9) 74 (46.3) 16 (10.0)
Child becomes overly anxious/worried in new environments 8 (5.0) 53 (33.1) 32 (20.0) 50 (31.3) 17 (10.6)
Child feels scared/uncomfortable around unfamiliar people 18 (11.3) 45 (28.1) 28 (17.5) 53 (33.1) 16 (10.0)
Child experiences unnecessary worry before new activity 15(9.4) 44 (27.5) 40 (25.0) 47 (29.4) 14 (8.8)
Child shows blank/emotionless expression (seems mentally absent) 11 (6.9) 11 (6.9) 35 (21.9) 86 (53.8) 16 (10.0)
Extremely difficult to calm child once angry 2(1.3) 24 (15.0) 69 (43.1) 54 (33.8) 11 (6.9)
Child gets angry easily over minor issues 7(4.4) 29 (18.1) 57 (35.6) 51 (31.9) 16 (10.0)

Table 4.3 presents the response patterns from the Emotional Dysregulation Checklist used among 160 children diagnosed with

neurodevelopmental disorders. The findings indicate that many children experience noticeable difficulties in understanding,

expressing, and managing their emotions appropriately in daily situations.



46

A large proportion of children (46.3%) were often frustrated or irritated over small issues, and
10.0% always became upset easily. This suggests that emotional impulsivity and low tolerance
for frustration are common features among these children. Similarly, 33.8% of participants were
often difficult to calm once angry, while 6.9% were always hard to soothe, reflecting challenges

in emotional recovery and self-regulation after distress.

Emotional expression and empathy also appeared to be affected. Around 36.9% of
children sometimes and 30.0% rarely expressed emotions appropriately (such as laughing when
happy or crying when sad), indicating that emotional expression may not always match the
situation. Additionally, 36.9% rarely showed empathy or enthusiasm when others were sad or
distressed, suggesting limited understanding of others’ emotional states or difficulties in

responding to social-emotional cues.

When asked about expressing emotions through words or gestures, 36.9% sometimes and
21.3% often showed difficulties, indicating delayed or unclear emotional communication.
Anxiety-related behaviors were also evident, as 33.1% of children rarely and 31.3% often
became overly anxious or worried in new environments. Moreover, 33.1% often and 10.0%
always felt scared or uncomfortable around unfamiliar people, which may indicate heightened

emotional sensitivity and fearfulness in social settings.

The findings also show that 29.4% often and 8.8% always experienced unnecessary
worry before starting new activities, suggesting anticipatory anxiety or overthinking.
Additionally, a significant portion of children (53.8%) often appeared with blank or emotionless
expressions, seeming mentally withdrawn or disconnected, which may indicate emotional

blunting or internal distress.
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Overall, these results demonstrate that emotional dysregulation is a major concern among
children with neurodevelopmental disorders. Common difficulties include low frustration
tolerance, poor emotional awareness, anxiety in unfamiliar environments, limited empathy, and
difficulty calming down after anger or distress. Such emotional challenges can interfere with
learning, communication, and relationships, affecting overall participation in daily life. These
findings emphasize the importance of incorporating emotion-focused occupational therapy
interventions that help children identify, express, and manage emotions more effectively.
Activities promoting self-awareness, relaxation, sensory regulation, and social-emotional
learning can play a key role in improving emotional stability and enhancing quality of life for

these children.
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Table 4.4 Level of Behavioral status

Table 4.4

Level of Behavioral dysregulation among the children’s with Neurodevelopmental disorder

Category Variables Frequency Percentage
n=160 (%)
Good 50 31.3
Behavioral Regulation Moderate 2 1.3
Bad 108 67.5

The findings of the study showed that most of the children with neurodevelopmental disorders
had problems in controlling their behavior. Out of 160 children, 67.5%(n=108) were found to
have a poor level of behavioral regulation. This means they often faced difficulties in managing
their behavior, controlling their impulses, and adjusting to changes or social situations. A smaller
number of children, 31.3% (n=50), had a good level of behavioral regulation, meaning they
could control their behavior better and respond properly in most situations. Only 1.3% (n=2)

children were found to have a moderate level of behavioral regulation.

These results highlight that many children with neurodevelopmental disorders experience
significant difficulties in behavioral control, which may affect their social interactions, learning
participation, and overall daily functioning. This emphasizes the importance of early
occupational therapy interventions focusing on self-regulation, emotional control, and behavior
management to support these children in achieving better functional outcomes and improved

quality of life.
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Table 4.5 Level of Emotional status

Table 4.5

Level of Emotional dysregulation among the children with Neurodevelopmental disorder

Category Variables Frequency Percentage
n=160 (%)
Good 59 36.9
Emotional Regulation Moderate 7 4.4
Bad 94 58.8

The findings of the study showed that many children with neurodevelopmental disorders have
difficulties in controlling and managing their emotions. Out of 160 participants, 58.8% (n=94)
children were found to have a poor level of emotional regulation. This means they often
struggled to express their emotions properly, became easily upset or frustrated, and had trouble
calming themselves in stressful situations. A smaller group, 36.9% (n=59) children, showed a
good level of emotional regulation, meaning they were better able to manage their feelings, stay
calm, and respond appropriately to different situations. Only 4.4% (n=7) children had a moderate

level of emotional regulation.

These findings indicate that a large number of children with neurodevelopmental
disorders face challenges in emotional control, which can affect their relationships, learning, and
social participation. Therefore, early and consistent occupational therapy intervention is
important to help these children improve their emotional understanding and develop coping

skills.
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Table 4.6

Association between

Neurodevelopmental Disorders

Behavioral

Dysregulation

and Factors

among Children with

Variables Good Moderate Bad  Fisher’s  Asymptomic
Exact Significance
(2 sided)
Age 3-6 years 35 2 68
6-10 years 11 0 34 2.885 573
10 years and 4 0 6
above
Gender of Male 37 2 80 .353 1.000
Child Female 13 0 28
Number of None 26 2 56
Siblings 1 Siblings 15 0 43
2 Siblings 6 0 8 7.803 .254
More than 2 3 0 1
Siblings
Parents 15000-30000 15 0 13
Monthly 30000-50000 9 0 8 13.911 .003
Income 50000 or above 26 2 87
Family Nuclear 25 1 84
Structure Joint 23 0 18 19.105 .001
Extended 2 1 6
Place of City 39 2 92 1.498 493
Residence Village 11 0 16
Daily Screen Less than 1 25 0 35
Time Hours
1-2 Hours 14 1 13 32.459 .001
2-4 Hours 9 0 14
More than 4 2 1 46
Hours
Daily Sleeping Less than 6 3 0 3
Hours Hours
6-8 Hours 14 2 45 7.394 .280
8-10 Hours 29 0 51
More than 10 4 0 9
Hours
Constipation Yes 16 0 57 7.257 .013
Problem No 34 2 51
Regular Toilet Yes 35 2 71 .850 .687
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No 15 0 37
Regular Yes 35 2 29
playtime  or No 15 0 79 28.680 .001
outing
Responsible Yes 13 0 36 1.328 510
for take care at No 37 2 72
home
Father’s Primary 3 0 2
Education Secondary 7 0 7
Higher 12 0 19 35.368 .001
Secondary
Bachelor 9 2 68
M.Sc 19 0 12
Mother’s Primary 4 0 4
Education Secondary 7 0 7
Higher 8 0 24 39.665 .001
Secondary
Bachelor 10 2 65
M.Sc 21 0 8
Mother’s Housewife 40 2 88 295 .888
Occupation Service Holder 10 0 20
Diagnosis ASD 16 1 65
ADHD 7 0 34
ID 1 0 1
CP 23 0 4 60.860 .001
SCD 2 0 0
Down 1 0 3
Syndrome
GDD 0 1 1

Note: Fisher’s Exact Test

The study examined the relationship between behavioral regulation and several demographic and

lifestyle factors among 160 children with neurodevelopmental disorders. The findings showed

that behavioral regulation was significantly associated with some key factors, while others

showed no meaningful relationship.

A significant association was found between behavioral regulation and parents’ monthly

income (P = .003). Children from families with higher income levels (above 50,000 BDT) were

more likely to show better behavioral regulation than those from lower-income groups. This

suggests that children from families with more financial stability may have greater access to
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health care, therapy, and a supportive home environment that promotes better behavioral

outcomes.

There was also a significant relationship between family structure and behavioral
regulation (P = .001). Children living in nuclear families were more likely to have poor
behavioral regulation compared to those from joint or extended families. This may be because
children in joint families receive more emotional support, attention, and shared caregiving,

which help in behavior management.

A strong and significant association was also observed between daily screen time and
behavioral regulation (P = .001). Children who spent more than four hours daily on screens
showed poorer behavioral control compared to those with limited screen exposure. This finding
highlights the negative impact of excessive screen time on children’s self-regulation, attention,

and social interaction.

Constipation problems were also significantly related to behavioral regulation (P = .013).
Children who experienced constipation tended to have poorer behavioral control. This may be
due to discomfort, irritability, and difficulty in daily routines that affect mood and self-

regulation.

Similarly, regular playtime or outdoor activities were significantly associated with better
behavioral regulation (P=.001). Children who had regular opportunities for play and outdoor
movement showed better behavior control and emotional balance than those who did not. Play
helps children release energy, improve sensory regulation, and develop social skills that support

positive behavior.
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The study also found a significant link between father’s education (P = .001) and
mother’s education (P = .001) with behavioral regulation. Children whose parents had higher
educational levels were more likely to show good behavioral control. Educated parents may have
better awareness of child development, use positive parenting techniques, and seek appropriate

therapy services.

Finally, a significant association was found between diagnosis type and behavioral
regulation (P= .001). Children with Autism Spectrum Disorder (ASD) and Attention Deficit
Hyperactivity Disorder (ADHD) showed more difficulties in behavior regulation compared to
those with Cerebral Palsy (CP) or other developmental disorders. This is likely due to the social

and executive functioning challenges common in ASD and ADHD.

On the other hand, age, gender, number of siblings, place of residence, daily sleeping
hours, mother’s occupation, regular toilet use, and caregiver type showed no significant

relationship with behavioral regulation.

Overall, the results suggest that behavioral regulation among children with
neurodevelopmental disorders is influenced by multiple environmental, educational, and health-
related factors. Promoting healthy daily routines, reducing screen time, supporting parental
education, and encouraging play-based occupational therapy interventions can help improve

behavior regulation and overall well-being in these children.
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Table 4.7 Association between Emotial Dysregulation and Factors
Table 4.7
Association  between Emotial Dysregulation and Factors among Children with

Neurodevelopmental Disorders

Variables Good Moderate Bad Fisher’s  Asymptotic
Exact Significance
(2 sided)
Age 3-6 years 38 4 63
6-10 years 17 3 25 1.064 911
10 years and above 4 0 6
Gender of Male 45 6 68 584 172
Child Female 14 1 26
Number of None 28 4 52
Siblings 1 Siblings 21 3 34
2 Siblings 7 0 7 4.143 .639
More  than 2 3 0 1
Siblings
Parents 15000-30000 11 1 16
Monthly 30000-50000 9 0 8 2.378 .640
Income 50000 or above 39 6 70
Family Nuclear 39 5 66
Structure Joint 18 1 22 3.087 523
Extended 2 1 6
Place of City 48 5 80 1.455 462
Residence Village 11 2 14
Daily Screen Less than 1 Hours 25 3 32
Time 1-2 Hours 13 0 15 6.334 .001
2-4 Hours 8 0 15
More than 4 Hours 13 4 32
Daily Sleeping Less than 6 hours 3 0 3
Hours 6-8 Hours 21 2 38 4.358 594
8-10 Hours 31 3 46
More than 10 hours 4 2 7
Constipation Yes 22 4 47 2.793 .266
Problem No 37 3 47
Regular Toilet Yes 40 5 63 .098 1.000
No 19 2 31
Regular Yes 27 3 36
playtime  or No 32 4 58 933 .640
outing
Responsible Yes 20 1 28 1.001 .603
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for take care at No 39 6 66
home
Fathers Primary 4 0 1
Education Secondary 3 1 10
Higher Secondary 15 1 15 14.417 .041
Bachelor 21 5 53
M Sc 16 0 15
Mothers Primary 5 0 3
Education Secondary 3 1 10
Higher Secondary 14 1 17 14.566 .039
Bachelor 20 5 52
M Sc 17 0 12
Mothers Housewife 47 7 76 1.207 .600
Occupation Service Holder 12 0 18
Diagnosis ASD 25 3 54
ADHD 14 3 24
ID 1 0 1
CP 16 1 10 15.111 .235
SCD 2 0 0
Down Syndrome 0 0 4
GDD 1 0 1

Note: Fisher’s Exact Test

This table examined how emotional regulation was related to different personal, family, and

lifestyle factors among 160 children with neurodevelopmental disorders. The results showed that

emotional regulation had significant associations with a few factors, while most others did not

show a meaningful relationship.

A significant association was found between daily screen time and emotional regulation

(P =.001). Children who spent more than four hours daily on screens were more likely to have

poor emotional control compared to those with less screen exposure. This suggests that long

screen use may negatively affect children’s emotional development, attention, and ability to

manage frustration or stress.
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There was also a significant relationship between father’s education level (P = .041) and
mother’s education level (P=.039) with emotional regulation. Children whose parents had higher
education-especially bachelors or master’s degrees—were more likely to show better emotional
control. Educated parents may have greater awareness of their child’s developmental needs, use
positive parenting approaches, and seek professional help when needed, all of which can support

emotional growth.

However, no significant relationships were found between emotional regulation and other
variables such as age, gender, number of siblings, family income, family structure, place of
residence, sleeping hours, constipation problem, regular toilet habits, playtime or outing,
mother’s occupation, and diagnosis type. This indicates that emotional regulation difficulties are
common across different demographic and social groups of children with neurodevelopmental

disorders.

Overall, the findings suggest that excessive screen time and lower parental education
levels may contribute to poorer emotional regulation in children with neurodevelopmental
conditions. From a humanitarian and occupational therapy perspective, it is important to support
families in promoting healthy routines, reducing screen exposure, and encouraging emotional
expression through play, sensory activities, and parent—child interaction. These approaches can
help children build stronger emotional control, improve participation in daily activities, and

enhance their overall well-being.



S7

CHAPTER V: DISCUSSION

The present study investigated behavioral and emotional dysregulation among children with
neurodevelopmental disorders and examined the factors associated with these difficulties. The
results revealed that both behavioral and emotional dysregulation are highly prevalent in this
population. Specifically, 67.5% of children exhibited poor behavioral regulation, while 58.8%
showed poor emotional regulation. This indicates that behavioral dysregulation was slightly

more common than emotional dysregulation in this sample.

The high prevalence of behavioral and emotional challenges is consistent with previous
studies, which have shown that children with neurodevelopmental disorders, including Autism
Spectrum Disorder (ASD), Attention-Deficit/Hyperactivity Disorder (ADHD), and Intellectual
Disability (ID), often face difficulties in controlling impulses, following social rules, and
managing their emotions (Graziano et al., 2017; Mazefsky et al., 2019). These difficulties can
significantly affect learning participation, peer interactions, and daily functioning, emphasizing
the importance of early identification and intervention.

Patterns and Distribution of Dysregulation: Behavioral dysregulation in this study
manifested as difficulties in controlling impulses, frequent outbursts, and challenges in following
routines or instructions. Emotional dysregulation, while slightly less prevalent, was still
substantial, with over half of the participants struggling to manage frustration, anger, or anxiety
appropriately. These findings align with evidence suggesting that while behavioral problems may
be more visible and disruptive in daily routines, emotional dysregulation can underlie many of

these behaviors, contributing to social and academic difficulties (Operto et al., 2021).
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Furthermore, the data indicated that children with ASD displayed the highest levels of both
behavioral and emotional dysregulation, followed by children with ADHD. This supports prior
research showing that ASD and ADHD are frequently associated with combined behavioral and
emotional regulation challenges, which may differ in severity and manifestation depending on

the individual child (Davico et al., 2022; Astenvald et al., 2022).

Factors Associated with Dysregulation

Socioeconomic and Family Factors: Socioeconomic status and family structure were found to
influence both behavioral and emotional regulation. Children from lower-income families and
those from joint or extended family structures were more likely to experience dysregulation.
These findings suggest that limited resources, environmental stressors, and complex caregiving

dynamics may contribute to difficulties in self-regulation.

Consistent with this, prior studies have found that lower socioeconomic status is linked to
higher prevalence of emotional and behavioral problems in children, due to limited access to
educational resources, stress, and reduced parental support (Zhou et al., 2025). Family support,
consistency in caregiving, and parental involvement play critical roles in fostering emotional

stability and adaptive behavior (Loytomaki et al., 2022).

Screen Time and Sleep Patterns: Excessive screen time emerged as a significant factor
associated with poor emotional regulation. Children who spent more than four hours daily on
screens were more likely to display difficulties in controlling emotions. Adequate sleep,
conversely, appeared to protect against dysregulation, as children sleeping less than six hours

were more likely to have both behavioral and emotional difficulties.
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These observations are aligned with research demonstrating that excessive screen exposure can
increase irritability, inattention, and social withdrawal, while adequate sleep supports emotional
stability and behavioral control (Madigan et al., 2020; Mindell et al., 2017). These findings

highlight the need for structured routines that balance learning, play, screen time, and rest.

Parental Education and Occupation: The study also revealed that higher parental
education was associated with better emotional regulation in children. This suggests that
educated parents may be more aware of child development, employ positive parenting strategies,
and provide environments conducive to adaptive behavior and emotional control. Prior literature
supports these findings, showing that parental education is a strong predictor of child emotional
and behavioral outcomes (Eisenberg et al., 2010). Parental occupation, however, was not
significantly associated with dysregulation, suggesting that educational awareness may be a

stronger factor than employment status in influencing child development in this context.

Health Factors: Physical health factors, including sleep and gastrointestinal issues, were
associated with dysregulation. Children experiencing health-related discomfort, such as
constipation, were more likely to demonstrate behavioral problems. Evidence from other studies
shows that poor physical health can exacerbate irritability, impulsivity, and emotional instability
in children with neurodevelopmental disorders, highlighting the need for integrated care

approaches (Beattie et al., 2019; Cortese et al., 2021).
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Implications for Occupational Therapy

The findings of this study, which demonstrated high levels of behavioral and emotional
dysregulation among children with neurodevelopmental disorders, carry significant implications
for occupational therapy practice. Occupational therapists play a vital role in identifying,
assessing, and managing self-regulation challenges that influence a child’s participation,
learning, and social engagement. The following implications highlight how occupational therapy

can address the identified challenges effectively.

Early Identification and Screening: Occupational therapists should prioritize early
screening for behavioral and emotional dysregulation among children with neurodevelopmental
disorders. Early detection enables the timely initiation of interventions that can reduce long-term
negative impacts on learning and social functioning. Screening tools such as the Behavior Rating
Inventory of Executive Function (BRIEF) and the Sensory Profile can help identify early signs of
dysregulation (Eisenberg, Spinrad, & Eggum et al., 2010). Early identification ensures children

receive appropriate therapeutic input before maladaptive behaviors become ingrained.

Sensory Integration—Based Interventions: Many children with neurodevelopmental
disorders exhibit sensory processing difficulties that directly influence their behavioral and
emotional regulation. Occupational therapists can implement Ayres Sensory Integration (ASI)—
based activities, such as swinging, deep pressure, or proprioceptive tasks, to promote calmness
and attention. Research supports the effectiveness of sensory integration in improving self-
regulation, attention, and adaptive behavior among children with Autism Spectrum Disorder
(Pfeiffer et al., 2011; Lang et al., 2012). Such approaches enhance children’s participation in

school and home activities while promoting emotional stability.
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Parent-Mediated and Family-Centered Interventions: Parent involvement is critical for
maintaining consistent behavioral and emotional regulation at home. Occupational therapists can
educate parents on how to implement behavior management strategies, structure daily routines,
and use positive reinforcement techniques. Studies show that parent-mediated interventions
significantly improve children’s adaptive behavior and communication skills (Oono, Honey, &
McConachie et al., 2013). Family-centered therapy empowers caregivers, strengthens the parent—

child bond, and ensures generalization of therapeutic gains beyond clinical settings.

Promoting Structured Daily Routines: A structured daily routine—including consistent
sleeping schedules, limited screen exposure, and regular outdoor play—supports a predictable
environment that enhances emotional stability. Occupational therapists can collaborate with
families to create balanced routines that meet children’s sensory and emotional needs, thus

reducing stress and impulsivity (Richdale & Schrecket al., 2009).

Building Emotional Literacy and Coping Skills: Children with neurodevelopmental
disorders often have difficulty identifying and expressing emotions. Occupational therapy can
incorporate activities that develop emotional literacy, such as using visual emotion cards,
storytelling, and mindfulness techniques. By teaching relaxation, breathing exercises, and coping
strategies, therapists help children manage frustration, anxiety, and anger in constructive ways,

thereby enhancing their social and academic participation (Zinsser et al., 2012).
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Collaboration with Teachers and Multidisciplinary Teams: Behavioral and emotional
regulation difficulties often affect school performance. Occupational therapists should
collaborate with teachers, psychologists, and speech—language therapists to develop
individualized support plans. Creating sensory-friendly classrooms, visual schedules, and calm-
down spaces can improve attention, reduce meltdowns, and facilitate learning participation

(Case-Smith & O’Brien et al., 2015).

Addressing Socioeconomic and Cultural Factors: The present study found associations
between behavioral regulation and factors such as family income and parental education.
Therapists should adapt interventions based on socioeconomic context, ensuring accessibility
and affordability. Low-cost, home-based strategies—Ilike structured play, music, or physical
activities- can be used effectively even in resource-limited environments. Tailoring interventions

to families’ cultural values promotes better engagement and sustainability (WHO, 2020).

Addressing Health and Lifestyle Factors: Health-related issues, such as inadequate sleep
or constipation, were found to influence behavioral regulation. Occupational therapists should
include health-promoting routines within intervention plans, encouraging healthy sleep hygiene,
balanced nutrition, and physical activity. Collaboration with medical professionals may be
needed to manage comorbid conditions that affect self-regulation (Cortese, Brown, & Konofal et

al., 2021).
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Enhancing Participation and Quality of Life: The ultimate goal of occupational therapy is
to improve children’s participation in meaningful occupations-such as play, learning, and self-
care. By addressing both behavioral and emotional dysregulation, occupational therapists can
help children achieve greater independence, social inclusion, and overall well-being. Therapeutic
efforts focused on self-regulation contribute not only to skill development but also to emotional

resilience and family harmony (Kielhofner, 2008; AOTA, 2020).
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations

6.1.1 Strength

The present study provides valuable insight into the behavioral and emotional regulation
challenges faced by children with neurodevelopmental disorders within the Bangladeshi context.
Unlike many previous studies that focused on Western populations, this research highlights
context-specific factors such as socioeconomic status, family structure, and lifestyle habits
influencing self-regulation. The use of a relatively large sample (n = 160) strengthens the
reliability of the findings. Additionally, the study contributes to the growing body of evidence
supporting the importance of occupational therapy-based interventions in managing
dysregulation and promoting functional participation. The integration of both behavioral and
emotional domains allows for a more holistic understanding of children’s regulatory capacities,
which is crucial for designing comprehensive intervention models (Kielhofner, 2008; AOTA,

2020).

e One of the major strengths of this study lies in its inclusion of multiple types of
neurodevelopmental disorders, which provides a broader understanding of the behavioral
and emotional regulation patterns among this population. The use of a structured
assessment framework allowed for consistent data collection and analysis.

e The data collection from participants and the data entry process was non-biased.

e Focus on Dual Domains: The study examined both behavioral and emotional regulation
in children with neurodevelopmental disorders (NDDs), providing a more comprehensive

understanding of their psychosocial functioning.
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Inclusion of Multiple Factors: The research explored several associated variables
including sociodemographic, environmental, and health-related factors, helping to
identify potential risk elements influencing dysregulation.

Clinical Relevance: The findings hold direct value for occupational therapy practice,
especially for designing parent-mediated and sensory-based interventions to promote
self-regulation skills.

Humanitarian Focus: By emphasizing family and environmental influences, the study
highlights the importance of holistic and family-centered therapeutic approaches in

supporting children with NDDs.

6.1.2 Limitations

Despite its contributions, several limitations should be acknowledged. There are some limitations

of the study. They are,

First, the cross-sectional design limits the ability to establish causality between the
identified factors and levels of dysregulation. Longitudinal studies would be needed to
explore how these behaviors evolve over time.

Second, data were collected using caregiver reports, which might have been influenced
by subjective perceptions and recall bias. Third, the study included children with different
types of neurodevelopmental disorders (such as ASD, ADHD, CP, and ID), which may
vary widely in symptom presentation, thus limiting condition-specific generalization.
Finally, environmental and cultural influences on child behavior and emotion were not

explored in depth, which could further inform intervention strategies.
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e One of the limitations of this study is that the Behavior and Emotional Checklists were
developed and linguistically validated, but full psychometric properties, such as
reliability, internal consistency, and construct validity, were not assessed. Due to limited
sample size and time constraints, conducting comprehensive psychometric analysis was

not feasible within this study.

6.2 Practice Implication

6.2.1. Recommendation for Future Practice

e Early Screening and Assessment - Occupational therapists should include regular
screening for emotional and behavioral regulation difficulties as part of developmental
assessments, particularly for children at risk of NDDs.

e Individualized Sensory and Behavioral Interventions- Practice should integrate sensory
processing and emotional regulation strategies within daily therapy routines to improve
participation in self-care, play, and learning activities (Schaaf et al., 2015).

e Parent and Caregiver Involvement- Parent training and counseling should be emphasized
to enhance consistency in applying regulation strategies across home and school
environments (Oono et al., 2013).

e Interdisciplinary Collaboration - Collaboration with teachers, psychologists, and
pediatricians can create a cohesive support network addressing both behavioral and
emotional needs.

e Cultural and Socioeconomic Sensitivity - Therapists should design interventions
adaptable to the local context, considering affordability, family education level, and

cultural norms to ensure accessibility and sustainability.
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These recommendations align with the Occupational Therapy Practice Framework (AOTA,
2020), which emphasizes a holistic, client-centered, and contextually relevant approach to

enhancing participation and quality of life.

6.2.2 Recommendation for Future Research

e Longitudinal and Experimental Studies - Future research should explore how behavioral
and emotional regulation develops over time and whether targeted interventions can
improve outcomes longitudinally.

e Condition-Specific Analyses - Separate analyses for Autism Spectrum Disorder, ADHD,
and other NDDs would help determine condition-specific intervention priorities.

e Parent and Environment-Related Factors- Future studies should examine the impact of
parental mental health, home environment, and school setting on child regulation.

e Qualitative Studies- Including qualitative interviews with parents and therapists may
provide deeper insight into contextual challenges and coping experiences.

e Cross-Cultural Comparisons - Comparative studies between different regions or countries
could identify cultural differences influencing emotional and behavioral regulation and
guide globally informed OT interventions.

e Future research should focus on evaluating these psychometric properties to strengthen
the scientific rigor and standardization of the checklists for use in both clinical and

research settings.
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6.3 Conclusion

This study aimed to explore the levels of behavioral and emotional dysregulation among children
with neurodevelopmental disorders (NDDs) and identified their associated factors. The findings
showed that a large proportion of children experienced poor behavioral and emotional regulation,
highlighting significant challenges in managing emotions, controlling impulses, and maintaining
adaptive behaviors in daily activities. Socio-demographic and environmental factors, such as
parental education, family structure, daily screen time, and diagnosis type, were found to have a

notable influence on these outcomes.

The results show that difficulties in self-regulation are not only symptoms of NDDs but
are also shaped by surrounding family, educational, and environmental contexts. This suggests
the need for a holistic and family-centered approach in occupational therapy interventions. Early
identification and intervention focusing on emotional control, social participation, and behavior
management can greatly improve a child’s adaptive functioning and quality of life. One of the
strengths of this study is its inclusion of multiple neurodevelopmental conditions, which provides
a broader understanding of behavioral and emotional challenges across different diagnoses.
However, some limitations should be acknowledged. The cross-sectional design restricts the
ability to establish cause-and-effect relationships, and reliance on caregiver reports may
introduce subjective bias. Additionally, cultural and environmental influences were not deeply
explored, and further longitudinal studies are recommended to track changes in regulation

patterns over time.
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From a broader humanitarian and social perspective, the findings hold important implications:

For Government and Policy Makers: The study highlights the urgent need for early
screening programs and parent awareness initiatives for neurodevelopmental disorders.
Government-supported community awareness campaigns can help in reducing stigma, improving
early detection, and ensuring access to occupational therapy and rehabilitation services at the

primary healthcare level (WHO, 2020).

For Parents of Newly Diagnosed Children: The results may help parents better
understand the nature of their child’s emotional and behavioral difficulties. Awareness of factors
such as daily routines, screen time, and play opportunities can empower parents to create more
supportive home environments and to seek timely therapeutic guidance (Rosenbaum et al.,

2022).

For Occupational Therapists and Other Professionals: The findings reinforce the
importance of interdisciplinary collaboration in supporting children with NDDs. Occupational
therapists can design individualized programs focusing on self-regulation, sensory integration,
and daily living skills, while educators and psychologists can complement these efforts through

classroom and behavioral strategies (Case-Smith & Arbesman, 2020).

For Future Research: Future studies should consider longitudinal designs and include
qualitative components to understand the lived experiences of families. Exploring environmental,
cultural, and socio-economic influences in greater depth could also contribute to the
development of more contextually appropriate interventions for children in different

communities.
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In conclusion, the study contributes meaningful insights into the behavioral and
emotional regulation challenges faced by children with neurodevelopmental disorders. By
addressing these issues through early occupational therapy interventions, community education,
and policy-level initiatives, it is possible to enhance not only the developmental outcomes of

these children but also their overall inclusion, dignity, and quality of life within society.
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running the Master of Science in Occupational Therapy course. Under the Faculty of Medicine,
University of Dhaka.

According to the content of Master of Science in Occupational Therapy course curriculum, the
students have to do Research in different topic to develop their skills. Considering the situation,

your institute ‘organization will be the most appropriate place to collect data.

Master of Science in Occupational Therapy student Piyas Saha, would like to collect data in
the institute/organization from 04.05.25-30.06.25. The research title is “Identifying the level
of behavioral and emotional regulation and its associated factors in children with
Neurodevelopmental Disorders: A Cross — Sectional Study”.

We shall remain grateful to you if you could kindly allow him in conducting data collection.

With Regards,

Prof. Sk. Moniruzzaman
Professor & Head of the Department

Dept. of Occupational Therapy 05" q’q“*‘ﬁ
‘)_Ban:glad.esh Health Professions Institute (BHPI) & ““:‘\s!‘ o
y o CRP_-;ChaPain, Savar, Dhaka-1343. .“t%:.\:‘;‘\d\@
v é,‘u!"'" v

=
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T\ Bangladesh Health Professions Institute (BHPI)
(The academic institute of CRP) )
CRP-Chapain, Savar, Dhaka. Tel: 02224445464, Website: www.bhpi.edu.bd

Date: 03 May, 2025

Chairman
CRP-Chapain, Savar, Dhaka-1343.

Dhaka, Bangladesh

Subject: Regarding data collection for dissertation.

Greeting from Bangladesh Health Professions Institute (BHPI), I would like to inform you that

BHPI, the academic institute of Centre for the Rehabilitation of the Paralysed (CRP). CRP is

running the Master of Science in Occupational Therapy course. Under the Faculty of Medicine,
University of Dhaka.
According to the content of Master of Science in Occupational Therapy course curriculum, the

students have to do Research in different topic to develop their skills. Considering the situation,

your institute/organization will be the most appropriate place to collect data.

Master of Science in Occupational Therapy student Piyas Saha, would like to collect data in
the institute/organization from 04.05.25-30.06.25. The research title is “Identifying the level

of behavioral and emotional regulation and its associated factors in children with

Neurodevelopmental Disorders: A Cross — Sectional Study”.

We shall remain grateful to you if you could kindly allow him in conducting data collection.

He wi U eolleod de b=t

With Regards, <ﬁ
Q V.Y, Bolpp B

Prof. Sk. Moniruzzaman Tontes
Professor & Head of the Department
Dept. of Occupational Therapy F—F m2F
Bangladesh Health Professions Institute (BHPI)

: ara Perveen
CRP-Chapain, Savar, Dhaka-1343. 9 r;?drga?gm::n;"

nt of Paediatric

CRP Savar, Dhaka
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Appendix C: Information Sheet and Consent Form [English Version]

Information Sheet and Consent Form
Bangladesh Health Professions Institute (BHPI)
Occupational Therapy Department

CRP-Savar, Dhaka-1343

Title of the Research:

“Identify the level of behavioral and emotional regulation and its associated factors in children

with Neurodevelopmental disorder”.
Researcher:

Piyas Saha, MSc in Occupational Therapy, Session 2022-23, Bangladesh Health Professions
Institute (BHPI), CRP-Savar, Dhaka-1343.

Research Location: Dhaka
Introduction:

| am Piyas Saha, a student of MSc in Occupational Therapy at Bangladesh Health Professions
Institute (BHPI), am conducting this study as part of my academic curriculum for the completion
of my MSc degree. This research project is being conducted under the supervision of qualified
faculty members. Through this study, my aim to collect and analyze data to identify the level of
behavioral and emotional regulation and its associated factors in children with
Neurodevelopmental disorder. Before the participants decide to participate in this study, I would
like to provide you with details regarding the purpose of the research, data collection process,
ethical considerations, and your rights as a participant. If the participants are interested in
participating, please take the time to make an informed decision. Participation is entirely

voluntary, and you have the right to choose whether or not to participate.

The participants may also discuss the study with your family members, close friends, or others
you trust before making a decision. If there is any part of the information that you do not

understand, feel free to ask me for clarification.
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Time and Rights:

The participants are under no obligation to participate in this research. Your decision to
participate will be kept confidential, and all information collected will be used solely for the
purpose of this study. You may withdraw from the study at any time without providing any

explanation, and your decision will be respected.

If you have any questions or concerns about the study, feel free to ask me at any point. Thank

you for considering participation in this research.
Background and purpose of the study:

This research invites children with Neurodevelopmental Disorders (NDDs) and their primary
caregivers to participate in a study being conducted at a special school or a dedicated clinical
center. The study is aimed at children aged 3-12 years diagnosed with Autism Spectrum

Disorder.

We cordially invite you to be a part of this study. The primary objective of this research is to
identify the level of behavioral and emotional regulation and its associated factors in children
with Neurodevelopmental disorders. An occupational therapist will guide this process, analyzing
sensory processing patterns and adaptive behaviors to develop effective strategies for early

intervention and improvement in their development.

We believe your participation will contribute significantly to achieving the objectives of this

research and ultimately benefit children with NDDs.
Study-Related Information:

Participants will be invited for a one-on-one session lasting approximately 30 to 40 minutes.
During this session, we will discuss the study in detail and provide a consent form for your
participation. The study will involve structured data collection using a validated questionnaire,

supervised by the therapist.

Once you express your interest in participating, you will receive a detailed guideline and
schedule for the sessions. Your involvement will include answering questions, providing relevant
information, and ensuring accuracy in responses. You are encouraged to adhere to the study

guidelines and participate actively.
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The project will be conducted in a confidential manner. Your name or personal details will not
be disclosed; only a unique identification number will be used for the study. Data will be
securely stored and analyzed to ensure accuracy. This research process, including data collection
and analysis, is expected to be completed within a month.

For further clarification or to confirm your participation, you may contact us. We look forward to
your valuable input to advance our understanding of sensory processing and adaptive behavior in

children with Autism Spectrum Disorder.
Consent for Participation:

By agreeing to participate in this study, you acknowledge that the information you provide will
be used exclusively for purposes related to the study and its objectives. The researcher assures
that your participation will not involve any physical or psychological harm. If, at any point, you
wish to withdraw from the study, you may do so without any obligation or explanation. Your

agreement will be recorded as a part of the study documentation.
Right to Refuse or Withdraw:

During the interview process, if any of the discussions make you uncomfortable or you feel that
the questions are unclear, you have the full right to refuse participation or withdraw from the
discussion. You may also decline to answer specific questions or discontinue your participation

at any stage of the study, with no consequences to you.
Benefits and Risks of Participation:

This study does not provide any monetary benefit for your participation. However, through your
involvement, you contribute valuable insights to the research aimed at identifying the level of
behavioral and emotional regulation difficulties and its associating factors in children with
Neurodevelopmental Disorder. Participation involves responding to questions that may feel
personal or unexpected at times. In such cases, the researcher will ensure a sensitive approach.
The data collected will only be used for research purposes and may guide further therapeutic

practices to improve functional behavior and social integration of children with autism.
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The researcher guarantees that there are no significant risks associated with this study. However,
if any discomfort arises, support will be provided as required. Even if you choose not to

participate, your decision will not affect the services or assistance you are entitled to.

By agreeing to participate, you support the development of effective intervention strategies that
aim to improve the social, educational, and life skills of children with Autism Spectrum
Disorder, ultimately helping them lead independent and fulfilling lives.

Confidentiality:

We ensure that your information remains secure and confidential. This survey project collects
data only for research purposes and stores it securely. Your personal information will not be
shared with anyone. In this survey, your identity will be anonymized and assigned a specific
identification number. Only the research team will know your number and keep it strictly
confidential.

Participation in the survey is voluntary, and you can withdraw at any stage. Data collected will
be stored in a designated congress database, ensuring that your identity cannot be revealed
without your explicit consent. Data will be collected using paper-based or online mediums. The
published results of the research will not include participants' names but will be presented in an

aggregated format.
Research Purpose and Publication Information:

The survey is part of a research initiative focusing on global social science and occupational
therapy. The findings may be presented at international conferences and published in peer-

reviewed journals.
Participant Registration:

Participation in this research is entirely voluntary, and participants will not receive monetary

compensation.
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Appendix C: Information Sheet and Consent Form [Bangla Version]

Information sheet and Consent form (Bangla)
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Appendix E: Socio-demographic Information Sheet

1) What is the age of the child?
L] 3-6 years

[0 7-10 years

[0 Above 10 years

2) What is the gender of the child?
O Male

0 Female

O Other

3) How many siblings does the child have?
1 None

[ 1 sibling

[ 2 siblings

[0 More than 2 siblings

4) What is the monthly income of the parents?
O Less than 15,000 BDT

O 15,000-30,000 BDT

O 30,000-50,000 BDT

O More than 50,000 BDT

5) What is the structure of the family?

O Nuclear family

O Joint family

O Extended family (including grandparents or other relatives)

6) Where does the child live?
O City
O Village

7) How many hours per day does the child spend on screen-related activities (e.g., TV,
mobile, computer, games)?

1 Less than 1 hour
[0 1-2 hours

1 2-4 hours

1 More than 4 hours

8) How many hours does the child sleep daily?
O Less than 6 hours



O 6-8 hours
O 8-10 hours
O More than 10 hours

9) Does the child have any physical disability?
O Yes
O No

10) Does the child have any speech difficulties?
Ll Yes
0 No

11) Do you think your child spends enough time in play or physical activities?
Ll Yes
L1 No

12) Are you responsible for helping your child with homework or studies?
Ll Yes
L1 No

13) What is the highest educational qualification of the parents?
(Answer separately for father and mother)

Father:

O Primary education

[0 Secondary education

[ Higher secondary education
L1 Bachelor’s degree or above

Mother:

O Primary education

[0 Secondary education

[ Higher secondary education
O Bachelor’s degree or above

14) Occupation of the mother:
[0 Housewife
[0 Service holder
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Appendix F: Quesnnaire (English Version)

Behavioral Checklist

Child’s Name:
Diagnosis:
Age:

Gender:

Date:

Anger, Aggression

Questions Never Rarely | Sometimes | Often Always
1. Does your child laugh, cry, or 1 2 3 4 5
scream suddenly without any
apparent reason?
2. Does your child scream or 1 2 3 4 5
shout loudly when angry?
3. Does your child show 1 2 3 4 5
aggressive behavior such as
hitting, pushing, pinching, or
biting others?
4. Does your child hurt 1 2 3 4 5
themselves, e.g., by head
banging or biting themselves?
5. Does your child frequently 1 2 3 4 5

experience mood swings, such as
getting angry suddenly or
calming down unexpectedly?




Inactivity and Avoidance of Social Interaction
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Questions Never Rarely | Sometimes | Often Always

6. Does your child avoid 1 2 3 4 5
interacting even with familiar
people?

1 2 3 4 5
7. Does your child show little
interest in playing with peers?
8. Does your child not respond 1 2 3 4 5
when called by name or spoken
to?
9. Does your child lose interest 1 2 3 4 5
in activities they used to enjoy?
10. Does your child prefer to 1 2 3 4 5
spend time alone?
Repetitive Behaviors

Questions Never Rarely | Sometimes | Often Always

11. Does your child repeatedly 1 2 3 4 5
engage in physical movements
such as hand flapping, jumping,
or rocking their body?

1 2 3 4 5
12. Does your child make
sounds or speak in ways that
seem completely nonsensical?
13. Does your child prefer to 1 2 3 4 5
follow strict rules and react
strongly to even minor changes
in routine?
14. Does your child repeatedly 1 2 3 4 5

play in the same manner, such as
lining up toys, placing them in
specific spots, throwing them, or
spinning wheels?




Hyperactivity
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Questions

Never

Rarely

Sometimes

Often

Always

15. Does your child constantly
move or shout in situations
where they are expected to stay
calm?

3

16. Does your child interrupt
others while they are speaking or
act impulsively?

17. Does your child struggle to
focus on a task for an extended
period?

18. Does your child refuse to
follow instructions from parents
or teachers?

Irrelevant Speech

Questions

Never

Rarely

Sometimes

Often

Always

19. Does your child repeatedly
say the same thing without
understanding others' responses?

3

20. Does your child use
meaningless or irrelevant words
during conversations?

21. Does your child use
inappropriate language in
specific situations?




Emotional Checklist
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Emotional Awareness

Questions

Never

Rarely

Sometimes

Often

Always

1. Can your child express their
emotions  appropriately  in
different situations, such as
laughing when happy or crying
when sad?

3

2. Does your child show
empathy or enthusiasm when
seeing others sad, distressed?

Emotional Expression

Questions

Never

Rarely

Sometimes

Often

Always

3. Can your child express their
emotions  correctly  through
words or gestures?

3

4. Does your child become
frustrated or irritated over minor
issues?

Anxiety

Questions

Never

Rarely

Sometimes

Often

Always

5. Does your child become
overly anxious or worried in new
or unfamiliar environments?

3

6. Does your child feel scared or
uncomfortable around unfamiliar
people?

7. Does your child experience
unnecessary  worry  before
starting a new activity?
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Questions Never Rarely Sometimes | Often Always
8. Does your child show a blank 1 2 3 4 5
or emotionless expression in
various situations, making them
seem mentally absent?
9. Is it extremely difficult to 1 2 3 4 5
calm your child once they
become angry?
10. Does your child get angry 1 2 3 4 5

easily over minor issues?




Appendix G: Questionnaire (Bangla Version)

Behavioral Checklist
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Emotional Checklist
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