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Abstract
The acquisition of social competence, such as showing prosocial behaviour (fulfilling others’ needs) and social initiative 
(fulfilling own needs), constitutes one major developmental task in childhood and adolescence. Previous research suggests 
that in middle childhood, impaired social competences are related to childhood psychopathology, such as externalizing and 
internalizing disorders. As the period of preschool age is a particularly important time for both the development of social 
competence and early psychopathological symptoms, we conducted a systematic review to investigate the role of social 
competence in relation to early childhood psychopathology. Twenty-one clinical as well as subclinical studies published 
prior to September 2016 were included in a qualitative analysis of the relation between prosocial behaviour, social initiative, 
and early externalizing and internalizing symptoms in preschool age children (age 3–6). Effect sizes for each study were 
calculated if required information was available. Our review suggests that from early on in childhood development, external-
izing symptoms are accompanied by prosocial behaviour deficits such as lower levels of helping or cooperating, whereas 
internalizing symptoms may be accompanied by either deficient or excessive levels of prosocial behaviour. Exhibiting social 
initiative such as initiating contact with others or communicating one’s own needs seems to be impaired in children with 
internalizing symptoms. Implications for current theory and future research are discussed.

Keywords Social competence · Externalizing symptoms · Internalizing symptoms · Preschoolers · Prosocial behaviour · 
Social initiative

Introduction

Social interactions form a substantial part of humans’ eve-
ryday lives. Our skills to manage these interactions in a 
mutually satisfying way, the so-called social competences, 
have been studied intensively in developmental and clinical 
psychology [1–3]. In this review, we focus on the relation 
of social competence and early childhood psychopathology.

Due to the broad field of research regarding social com-
petence, a variety of definitions has been proposed, such 
as “an organism’s capacity to interact effectively with its 
environment” [4], “the attainment of relevant social goals 

in specified social contexts, using appropriate means and 
resulting in positive developmental outcomes” [5] or “the 
ability to achieve personal goals in a social interaction 
while maintaining positive relationships with others over 
time and across situations” [6]. Most definitions have in 
common that they assume effectiveness in social interac-
tions and applying appropriate means for social achieve-
ment as crucial for socially competent behaviour [7]. In 
the current review, we follow the definition by Rubin and 
Rose-Krasnor [6] who define social competence as ful-
filling others’ needs on the one hand and fulfilling own 
needs on the other hand [8, 9]. We chose this as our work-
ing definition for two reasons. First, empirical support for 
this suggested two-factor structure of social competence 
was found via factor analyses, for example, by Rydell, 
Hagekull, and Bohlin [10], who identified two dimensions 
of social competence: prosocial orientation (fulfilling oth-
ers’ needs) and social initiative (fulfilling own needs). Sec-
ond, it incorporates two dimensions of social competence 
that are easily observable on a concrete behavioural level 
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and, therefore, allow for a reliable measurement: Children 
often fulfil others’ needs by showing prosocial behaviour, 
a well-studied phenomenon in early childhood [11–13]. 
Children also ensure that their own needs are being ful-
filled, as other studies have shown on a behavioural level 
[14]. Therefore, a reliable and objective measurement 
of these competences is feasible. As proposed in recent 
research, we define prosocial behaviour in this review as 
helping, sharing, cooperating and comforting others and 
social initiative as social participation, leadership, setting 
limits, verbalizing own needs, and sociability [8, 10, 15, 
16].

Social competence in normative child development

The importance of social competence in normative develop-
ment has been demonstrated by central empirical findings in 
developmental psychology. Already early in infancy and tod-
dlerhood, children develop important socio-cognitive capac-
ities that might be seen as precursors or correlates of later 
social competences. For example, a large body of research 
has demonstrated the occurrence of social attention [17], 
joint intentionality in social play [18], and social learning in 
early childhood [19]. Furthermore, attachment styles form 
an important foundation for children’s interactions with oth-
ers [20], as the relationships with their primary caregivers 
influences their social [21] and mental health development 
later on [22].

Regarding the two important dimensions of social com-
petence, prosocial behaviour, and social initiative, especially 
prosocial behaviour has been intensively investigated by 
behavioural observation studies over the last few decades. 
It has been shown that from early on in ontogeny, normally 
developed children exhibit prosocial behaviour to a remark-
able degree, evident, for example, in helping, comforting, 
informing, and sharing behaviour [11–13, 23]. However, 
throughout development, children’s prosocial behaviours 
become more selective [24]. It has been demonstrated that in 
preschool age, situational factors [14, 25] as well as charac-
teristics of the recipient [26, 27] start influencing children’s 
tendency to behave prosocially. Therefore, the transition 
from toddlerhood before the age of three to preschool age 
seems crucial for children’s understanding of other’s needs 
and their prosocial behaviour [3, 28].

In addition, peer interactions become increasingly impor-
tant in preschool age, for example, when entering kindergar-
ten. Due to the need of managing conflicts or taking turns, 
these peer interactions form a substantial socialization 
function regarding children’s social competence develop-
ment [29]. Within this age span, children also start showing 
abilities to ensure their own needs in a socially adaptive 
manner [14, 30].

Social competence and mental health in early 
and middle childhood

Another line of research has focussed on the essential 
effect of social competence on healthy development and 
adaptive social functioning [31, 32]. Recent research sug-
gests that social competence influences academic achieve-
ment such as children’s grades in academic courses [33] as 
well as their social achievement such as the quality of peer 
relations [34]. In their review of children’s cooperation in 
limited resource situations, Green and Rechis [29] point 
out that socially competent children possess better con-
flict management skills, experience less peer rejection, and 
are more popular within their social group. Thus, children 
exhibiting social competence possess a fertile ground for 
the development of successful interpersonal relationships. 
This, in turn, may reduce the probability of other emo-
tional or behavioural problems, as, for example, negative 
emotions due to social exclusion are less likely to arise 
[35].

The idea that the acquisition of social competence fos-
ters positive development is also reflected by Masten and 
Cicchetti’s [36] theory of developmental cascades, as well 
as in resilience theory [37], positive psychology [38], and 
prevention science [39]. Burt and colleagues [32] consider 
social competence as one major developmental task, a pri-
mary component of healthy functioning and development. 
Importantly, social competence assessed at 3 years of age 
has been found to exhibit high stability over 3 years [40]. 
Therefore, it appears that deficient social competence 
rarely declines on its own und should, therefore, be sub-
ject of study.

Given the crucial role of social competence for chil-
dren’s normative development and healthy functioning, a 
closer look at the relation between social competence and 
developmental psychopathology seems important. Accord-
ing to current reviews of prevalence data, 17–20% of chil-
dren and adolescents suffer from mental disorders at some 
point in their development [41, 42]. These disorders cause 
severe psychological strain in terms of children’s social 
and academic achievement and generally reduce children’s 
quality of life and opportunities to participate in society 
[43, 44]. Importantly, epidemiological studies suggest that 
the onset of psychopathology in adulthood and adoles-
cence can often be traced back to early childhood [45]. 
Preschool age represents a phase of various challenges for 
children, as they have to deal with less care by parents and 
have to get along with their peers in kindergarten. Thus, 
preschoolers have to develop increased abilities concern-
ing effortful control and adaptive strategies for emotional 
regulation [46]. If they fail doing so, behavioural prob-
lems or poor social competence are likely to occur [47, 
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48]. Thus, a more detailed investigation of determinants 
and correlates of maladaptive development already in pre-
school age can be seen as a key task for current research.

In preschool age, psychopathology is often assessed 
on two major dimensions: externalizing and internalizing 
problems [49]. Externalizing problems commonly include 
acting-out behaviours such as rule violations and aggres-
sive behaviour, while internalizing problems include 
withdrawal, depression, somatic symptoms, and anxiety. 
Other problem behaviours such as social problems, sleep 
problems, and attention difficulties have been clustered as 
mixed problems [49, 50], although some studies regard 
attention difficulties and impulsivity as indices for exter-
nalizing problems [35]. Importantly, persisting psycho-
pathological symptoms of both dimensions in preschool 
age were found to be precursors for the development of 
manifest mental disorders in adolescence and adulthood 
[51–53] and should, therefore, be the subject of further 
investigation.

In addition to the dimensional classification of preschool 
age children’s internalizing or externalizing symptoms, cat-
egorical classifications can also be applied. Hereby, symp-
toms are summarized into distinct categories of disorders 
such as depression, anxiety disorders, attention-deficit 
hyperactivity disorder (ADHD), oppositional defiant disor-
ders (ODD) etc. [54]. An important advantage of dimen-
sional classifications, however, is the possibility to measure 
both clinical and subclinical expressions of symptoms. Thus, 
the full range of symptoms beginning with early precursors 
of psychopathology and ending with full-blown psychologi-
cal disorders may be classified [55].

Various studies have investigated the relation between 
social competence and psychopathology in childhood 
and adolescence. For instance, in a community sample, 
externalizing symptoms were found to be accompanied 
by reduced levels of global social competence measures 
such as acceptance by school classmates [32]. Other stud-
ies have been conducted with study samples, where mani-
fest disorders are often already present. Studies focusing 
on specific syndromes of the externalizing spectrum such 
as ADHD, ODD or disruptive behaviour disorder (DBD) 
found social competence deficits in these children regard-
ing global measures of social competence as well as proso-
cial behaviour. These deficits occurred, for example, in 
terms of reduced helping and sharing behaviour, social 
adaptive skills, affective empathy and empathy-induced 
prosocial behaviour [56–58]. The relation of externalizing 
symptoms and social initiative in later childhood appears 
rather understudied. However, aggression is found to be 
one major characteristic of many externalizing disorders 
[54, 56]. Aggressive children approach their peers to an 
overly strong extent, which may be interpreted as an exces-
sive level of social initiative. Thus, one may argue that 

children displaying externalizing symptoms show high 
levels of social initiative as they stand up for their own 
needs even at the expense of others.

In addition, internalizing symptoms in a community 
sample were found to be accompanied by reduced levels 
of global social competence measures such as acceptance 
by school classmates and having supportive friendships 
in young adulthood [32]. In addition, studies focusing on 
specific syndromes of the internalizing spectrum such 
as depression and anxiety also suggest deficits in global 
measures of social competence as well as prosocial 
behaviour. These deficits occurred, for example, in terms 
of children’s reduced social acceptance and satisfaction, 
comforting and helping behaviour, social effectiveness and 
social skills [15, 16, 59–62]. A minority of studies did not 
find a relation between children’s internalizing symptoms 
and their level of prosocial behaviour [63]. Furthermore, 
children with internalizing symptoms such as depression 
or anxiety were found to display social initiative deficits. 
These deficits occurred, for example, in terms of children’s 
sociability, engagement in suggesting play activities or 
assertiveness [15, 16, 64].

The current review

Despite differences in operationalization, in most of the 
aforementioned studies, children’s social competence was 
strongly related to their psychopathological symptoms in 
the externalizing and internalizing spectrum. However, the 
majority of clinical child research has been conducted with 
school age or even high school age children suffering from 
full-blown mental disorders, making inferences about causal 
pathways between social competence and psychopathol-
ogy difficult. Hence, in the current review, we summarize 
recent studies investigating the relationship between social 
competence and early psychopathological symptoms (inter-
nalizing and externalizing) in preschool age samples (age 
3–6). Besides the evaluation regarding findings on global 
measures of social competence, study results were specifi-
cally clustered according to the two dimensions prosocial 
behaviour and social initiative [6, 10].

We hypothesize that already in preschool age, external-
izing symptoms will be accompanied by deficits in global 
measures of social competence and prosocial behaviour. We 
also hypothesize that children with externalizing problems 
will show elevated levels of social initiative, standing up for 
their needs even to an egoistic extent. We further expect to 
find reduced levels of global measures of social competence 
and prosociality in children with internalizing problems. 
Given that internalizing problems comprise withdrawal, we 
hypothesize that children with internalizing symptoms will 
show deficits in social initiative.
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Method

Our review was conducted in accordance with the guide-
lines outlined by the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) statement 
[65]. The literature search was primarily conducted within 
the literature databases PsycInfo, PubMed and Google 
scholar, carried out by the first author. As this article 
focuses on the association between social competence 
and psychopathology in preschoolers, the following search 
terms had to appear in the title or keywords to narrow the 
broad field of research on social interactions among chil-
dren: (“social competence” OR prosocial OR prosocial OR 
“social initiative” OR “social skill*” OR “social interac-
tion*”) AND (interna* OR externa* OR psychological OR 
psychopathology OR depress* OR anxi* OR hyperact* 
OR ADHD OR attention OR impulsiv* OR disruptiv* OR 
conduct OR defiant OR oppositional OR emotional OR 
behavioural). Thus, inclusion criteria were studies that 
assessed social competence, prosocial behaviour and/or 
social initiative in relation to psychopathology in pre-
school age children (around 3–6 years). Psychopathology 
could be examined on a dimensional level (externalizing or 
internalizing symptoms) or on a categorical level (concrete 
disorders such as depression or anxiety). Only publications 
in peer reviewed scientific journals in the English language 
published prior to September 2016 were included in the 
primary research. Additionally, a hand search following 
the same inclusion criteria was conducted in accordance 
with the ancestry approach [66]. Exclusion criteria were 
samples that did not include preschool age children, inter-
vention studies, a primary focus on the development of a 
new diagnostic tool, a specific subpopulation being ana-
lysed (such as obese children), the relation between chil-
dren’s psychopathology and social competence being only 
a subordinated question or gender differences being a main 

focus. There was no registered protocol. The procedure 
and results of the literature search are depicted in Fig. 1.

In the final selection of studies, we also examined the 
presence or absence of following supplementary methodo-
logical aspects: multi-informant assessment of symptoms/
competence (at least two different perspectives), multi-
method assessment of symptoms/competence (at least two 
different methods), categorical/dimensional assessment of 
symptoms (categorical: the study assigned children to a 
clinical group exhibiting symptoms or to a healthy control 
group, dimensional: children’s symptoms were measured on 
a continuum).

Results

Table 1 shows the 21 studies included in the review. For 
each study, children’s age, sample size, methods of assessing 
children’s symptoms, the operationalization and assessment 
of social competence, and the main findings are reported. 
If sufficient information was provided, effect sizes were 
calculated, converted to d if r-, f- or η2-values were given 
as original effect size measures [67, 68] and rounded to 2 
digits. According to Cohen [69], d = 0.20 is considered a 
small effect, d = 0.50 a medium effect and d = 0.80 a large 
effect. The table further differentiates between longitudinal 
and cross-sectional studies and between clinical and com-
munity samples. In case of a longitudinal design includ-
ing both preschool and school age children, results of the 
preschool age assessments were focused on. Criteria for a 
clinical study were the use of instruments that allowed for a 
clinical diagnosis and the assessment of clinically relevant 
symptoms in at least a subset of the sample.

In total, 16 studies of all 21 studies comprised proso-
cial behaviour, 4 studies comprised social initiative and 12 
studies comprised global measures of social competence 
(exclusively or in addition to prosocial behaviour and social 

Fig. 1  Process and results of 
literature research 1203 studies iden�fied

Screening of �tles and keywords

52 studies

Textual review of remaining 69 studies
Hand search (17 studies addi�onally iden�fied)

Inclusion of 21 studies

471 studies
Screening of abstracts

Cross-sec�onal (N=8) Longitudinal (N=13)

Clinical (N=5) Community (N=11)Community (N=3) Clinical (N=2)
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initiative). Regarding children’s symptoms, 19 studies 
measured externalizing symptoms and 9 studies internal-
izing symptoms. The main results of Table 1 concerning the 
relation between social competence and externalizing and 
internalizing symptoms are summarized in Table 2.

Regarding supplementary methodological aspects, 13 
studies of the 21 studies used a multi-informant approach 
to assess children’s symptoms and 12 to assess children’s 
social competence; 7 studies used a multi-method approach 
to assess children’s symptoms and 9 studies to assess chil-
dren’s social competence. In 8 studies, children’s symptoms 
were categorised; in 13 studies, symptoms were measured 
on a continuum.

Discussion

A large body of research has identified social competence 
deficits being related to mental disorders such as depres-
sion, anxiety, ADHD or conduct disorders in later childhood 
and adolescence [57–59, 62]. As preschool age (3–6 years) 
represents a highly sensitive period for both social compe-
tence [3, 29] and psychopathological development [48, 51], 
we conducted a systematic literature review regarding the 
relation between preschool age children’s social competence 
and psychopathology. Twenty-one studies published prior to 
September 2016 were included. Besides global measures of 
social competence, we focused on the two dimensions proso-
cial behaviour (fulfilling others’ needs) and social initiative 
(fulfilling own needs) [9, 10] and their relation to external-
izing and internalizing symptoms. We hypothesized that 
externalizing symptoms would be associated with deficits in 

global measures of social competence and prosocial behav-
iour as well as with elevated levels of social initiative. We 
further hypothesized that internalizing symptoms would be 
associated with deficits in general social competence as well 
as prosocial behaviour and social initiative.

Social competence and externalizing symptoms

As hypothesized, we found strong evidence for a negative 
relation between young children’s level of externalizing 
symptoms and global measures of children’s social com-
petence [35, 71, 73, 75, 76]. Looking at the two specific 
dimensions of social competence, prosocial behaviour and 
social initiative [9, 10], we found a negative relation between 
children’s level of externalizing symptoms and their level of 
prosocial behaviour cross-sectionally in community [71] as 
well as in clinical samples [76], and also longitudinally in 
both community [79] and clinical samples [88]. Two studies 
did not find a relation between externalizing symptoms and 
prosocial behaviour [77, 83], which may be due to the het-
erogeneous operationalization of prosocial behaviour (SDQ 
items versus behavioural observation). Only two studies 
explicitly examined the relationship between social initiative 
and externalizing symptoms. These two studies give hints 
that social initiative and externalizing symptoms may not be 
associated. Thus, one could also argue that aggression, often 
exhibited along with externalizing symptoms [71], might 
rather be a problem of low self-control [120] and not neces-
sarily an exaggerated form of standing in for own needs.

In conclusion and in line in line with research on children 
and adolescents beyond preschool age, we found evidence 
that in preschool age, deficient social competence, especially 

Table 2  Summary of main 
results

+ Indicates a positive relation, − indicates a negative relation, 0 indicates no relation

Global measures 
of social compe-
tence

Prosocial behaviour Social initiative

Externalizing symptoms + 0 studies + 0 studies + 0 studies
− 9 studies 

(d = 0.14–
2.13)

[35, 71, 73, 
75, 76, 78, 
82, 83, 87]

− 12 studies (d = 0.32–1.40)
[8, 70–74, 76, 79, 81, 84, 86, 88]

− 0 studies

0 0 studies 0 2 studies
[77, 83]

0 2 studies
[8, 72]

Internalizing symptoms + 0 studies + 3 studies (d = 0.32–0.47)
[79, 83, 85]

+ 0 studies

− 2 studies 
(d = 0.09–
0.39)

[35, 82]

− 4 studies (d = 0.39–0.91)
[79, 84–86]

− 3 studies 
(d = 0.33–
1.09)

[8, 80, 85]
0 0 studies 0 2 studies

[8, 81]
0 0 studies
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prosocial behaviour, is already associated with both clinical 
and subclinical levels of externalizing symptoms. Social ini-
tiative seems not to be deficiently or excessively expressed. 
Effect sizes appeared within the range of small to large 
effects [69] with the majority being either small or medium.

Children with externalizing symptoms were often 
described as under-inhibited in social interactions 
[121–123], which may explain the above reported findings. 
These children tend to approach their peers with such inten-
sity that they are not able to hide their dominant intention 
(e.g., getting a reward themselves) in favour of comforting 
others, and they will even display aggressive behaviour to 
receive a benefit. This might shed light on why deficits of 
various forms of prosocial behaviour may occur as a cor-
relate of externalizing symptoms.

It is more difficult to attribute a causal role to social 
competence in the development of externalizing symptoms, 
though: One study found a longitudinal relation between 
prosocial behaviour and externalizing symptoms [84]; how-
ever, other studies found no relation [83] or only a correla-
tional, non-causal relation [86]. One explanation for these 
findings might be the heterogeneous operationalization of 
social competence and also the large variety of informants 
on children’s symptoms and competences in the cited stud-
ies. Thus, more targeted future research to identify the way 
children’s social competence affects psychopathological 
development and vice versa is needed.

Social competence and internalizing symptoms

As hypothesized, we found a negative relation between 
global measures of children’s social competence and their 
level of internalizing symptoms within community samples 
[35, 82]. No clinical studies investigating social compe-
tences and internalizing disorders in preschool age could 
be found. Again looking at the two specific constructs of 
social competence, prosocial behaviour and social initiative 
[9, 10], a rather heterogeneous picture emerged in terms 
of prosocial behaviour. Some studies reported a negative 
relation between children’s level of prosocial behaviour and 
their level of internalizing symptoms both cross-sectionally 
and longitudinally [79, 85]. Other studies found a positive 
relation between children’s levels of prosocial behaviour 
and their levels of internalizing symptoms [84]. In studies 
by Perren and colleagues [86] and Groeben and colleagues 
[80], high levels of prosocial behaviour in children with 
internalizing symptoms even appeared to be a risk factor 
for future internalizing symptoms. Thus, children with high 
initial levels of internalizing symptoms seem to suffer from 
highly prosocial attitudes, as their level of symptoms dete-
riorates, especially when combined with low levels of social 
initiative. However, also two studies did not find any relation 

between internalizing symptoms and prosocial behaviour [8, 
81].

Three studies assessed internalizing symptoms and social 
initiative in community samples and found that, cross-sec-
tionally, children with problems in the internalizing spec-
trum also exhibit more social initiative problems [8, 80, 85]. 
Even though these studies were all longitudinal, not all of 
them found social initiative deficits to be a causal risk factor 
for future internalizing symptoms. Consequently, as hypoth-
esized, low levels of social initiative seem to be related to 
internalizing symptoms during early childhood, but we need 
more research on the causal role of social initiative for future 
internalizing symptoms.

In conclusion, the role of prosocial behaviour in the 
development of internalizing symptoms is less clear than 
for externalizing symptoms. It seems that both deficient and 
excessive levels of prosocial behaviour are associated with 
internalizing symptoms and may also play a causal role in 
the future development of internalizing symptoms. Effect 
sizes for the relation between internalizing symptoms and 
social competence appeared within the range of small to 
medium [69] with the majority being small effect sizes. 
Thus, effects appeared to be weaker than for symptoms of 
the externalizing spectrum, which emphasizes the need for 
further research on this topic.

The findings concerning a negative association between 
prosocial behaviour, social initiative and internalizing symp-
toms are in line with research on social competence deficits 
in older children with manifest disorders of the internal-
izing spectrum such as depression or anxiety [15, 16, 59, 
60]. New findings concerning elevated levels of prosocial 
behaviour or extreme worries about close relatives [80, 81, 
84] in children with internalizing symptoms may be related 
to the construct of pathological altruism [124]. In adults, 
this overly high prosocial tendency, while disregarding one’s 
own needs, has been found in relation to increased symp-
toms of the internalizing spectrum [125]. Earlier, Hay [126] 
suggested that excessively high levels of prosocial behaviour 
could represent a risk factor for childhood psychopathol-
ogy. Zahn-Waxler and Schoen [127] argue that, for example, 
children’s exposure to depressed parents or marital conflict 
may lead to a role reversal in the way that young children 
comfort their parents in these situations. The initial concern 
may fuse with feelings of anxiety or even guilt about their 
parents’ problems. This dysfunctional pattern of concern 
and prosocial tendencies could further develop into global 
attributions of being blameworthy, which sets the stage for 
further internalizing symptoms.

The above reported findings concerning the relation 
between internalizing symptoms and social competence may 
also be explained by the general tendency of children with 
internalizing symptoms to be behaviourally inhibited and 
to display withdrawal in social situations [121, 128, 129]. 
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Because of this inherent inhibition, children with internal-
izing symptoms might find it difficult to approach other 
people to assert their rights or to fulfil their needs; thus to 
engage in social initiative. Indeed, our review suggests that 
children with internalizing symptoms tend to exhibit social 
initiative deficits. Also in terms of prosocial behaviour, it is 
important to take into account that different operationaliza-
tions imply different degrees of approaching behaviour. A 
child who intentionally helps another person in need has to 
show much more initiative than a child who is asked to share 
resources that he/she already possesses or whose facial con-
cern for other persons’ needs is measured. One might argue 
that children with internalizing symptoms show reduced 
levels of prosocial behaviour only when they have to over-
come their inherent inhibition in social situations. Develop-
mental research has also shown that so-called self-initiated 
and compliant prosocial behaviour often do not appear to be 
intercorrelated [130]. Thus, it might be the case that these 
two forms of prosocial behaviour show different relations to 
internalizing symptoms, which might explain heterogeneity 
in the reported findings.

Summary

In sum, global measures of social competence as well as 
the two dimensions prosocial behaviour and social initiative 
show considerable relationships to preschool age psychopa-
thology. Overall, a moderate degree of both prosocial behav-
iour and social initiative appears to be an optimal adaption 
of children to their environment as the extremes of each 
dimension seem to occur in line with psychopathological 
symptoms [126, 131].

Some of the above reported studies also suggest a causal 
role of social competence in the development of future inter-
nalizing or externalizing symptoms [35, 81, 86]. Other stud-
ies suggest that also symptoms may influence social compe-
tence [78, 83]. Bornstein and colleagues [35] elucidate these 
two possible main directions of effects of social competence 
and psychopathology in detail and review previous research 
on both directions. They found most profound evidence for 
the direction that social competence principally influences 
psychopathology and replicated this finding in their study. 
This direction of effect is also in line with developmental 
task theory [132].

Methodological considerations

Regarding methodological aspects, only a few studies in 
our literature review followed a multi-informant and multi-
method approach. Assessing children’s symptoms as well as 
social competence by a single informant and/or with a sin-
gle measure only can undermine the validity of data due to 
shared method variance or single informant biases. In these 

cases, a large proportion of variance may be attributable to 
the measurement method or perspective of one person and 
not to the construct of interest [133]. Additionally, in child-
hood research, data taken from different perspectives (child 
versus adults) and in different contexts (school versus home) 
often differ considerably [134]. Perren and colleagues [135] 
demonstrated one empirical manifestation of that problem: 
Children who reported greater difficulties than in reports of 
their parents and teachers also mentioned more often being 
victimized by peers. Furthermore, children who reported 
fewer problems in terms of hyperactivity/impulsivity com-
pared to their parents and teachers were more often disliked 
by their peers than children whose self-ratings were consist-
ent with the ratings of adults. Kraemer and colleagues [134] 
suggest that differences between informants and contexts 
should not be considered a problem but as providing impor-
tant additional information on children’s mental health. 
Thus, to draw a more differentiated picture of childhood 
psychopathology, we highly recommend an integration of 
multiple informants and methods in future research.

Many studies in our selection [72, 79, 80] solely used 
questionnaire data from teachers or parents to assess chil-
dren’s social competence. Thereby, some distortion as a 
result of memory biases or social desirability is likely to 
appear. For future studies, we recommend integrating more 
behavioural measures of social competence as is common 
in developmental research. The full range of experimental 
behavioural methods in that field has demonstrated that 
prosocial tendencies occur very early in life [3], so these 
methods could be adapted for future clinical research on 
preschoolers’ social competence. Since interviews or ques-
tionnaires are often hard to conduct with children in pre-
school age, behavioural methods could help to assess the 
child’s perspective regarding situations requiring socially 
competent action.

Behavioural observations may also help to assess proxi-
mate measures of social competence. Many studies of school 
age or preschool age children have used quite distal measures 
such as the quality of peer relations or peer acceptance [32, 
35] which may be considered as social adaptation, a result of 
social competence [34]. As the differential impact of social 
competence on internalizing and externalizing symptoms 
requires further research and more precise measures, data 
from experimental behavioural observation may fulfil this 
requirement as situations with concrete social competence 
demands can be created.

Another methodological issue relates to the diagnostics of 
children’s symptoms. Even though it appears quite difficult 
to clinically diagnose preschool age children [136], clinical 
studies in preschool age exist. However, the majority of the 
reported studies did not claim to be a pure clinical study and 
largely described their sample as subclinical. In discover-
ing the roots of childhood psychopathology, a dimensional 
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assessment of symptoms generally seems more appropriate, 
since subclinical levels of symptoms also cause suffering 
[70], are likely to develop into a chronic manifestation [51] 
and may already be accompanied by social competence defi-
cits [86]. Hence, a categorical comparison of a high risk and 
a low risk group may cause a loss of relevant data, disregard-
ing the rest of the spectrum. Therefore, we also recommend 
studying the relation between competence deficits and early 
psychopathological symptoms on a dimensional level in 
future research.

Limitation of the current review

The following limitations for the results of the current 
review, which arise from the study inclusion criteria, must 
be taken into account. First, previous research has shown 
that both social competences and psychopathology are mod-
erated by individual and contextual factors such as gender 
[137], parenting styles [138], mental health of parents [139], 
and socio-economic status [140]. However, due to the rather 
limited number of studies that qualified for the review, a 
systematic consideration of these additional factors was not 
yet possible. Hence, more studies are needed taking these 
moderating factors into account when assessing social com-
petences and psychopathology in early childhood. Second, 
while the current review focused on a theoretically based 
and empirically validated definition of social competence 
[6, 10] which applies to children as young as 3 years of 
age and beyond, it must be acknowledged that other early 
forms of social interactions such as social attention [17] or 
parent–child attachment [22] also influence both children’s 
social competence development and psychopathology.

There are also important limitations arising from the 
methods and study designs by the selected studies. First, the 
studies were mainly conducted in western countries where 
individualistic values are predominant in society. Studies 
in other countries, for example, with predominantly col-
lectivistic values, may draw another picture of the relation 
between social competence and psychopathology [16]. Thus, 
future research should also address these cultural underpin-
nings. Second, researchers often find substantial comorbidity 
rates among internalizing and externalizing symptoms [141]. 
Thus, the question if and how social competence problems 
occur in children with both kinds of problems needs to be 
addressed as well. Comorbidity, however, was often not ana-
lysed in the above reported studies [75, 78, 88]. Therefore, 
we were unable to conduct further comorbidity analyses. 
Third, the studies’ scales for assessing social competence 
and psychopathological symptoms appear heterogeneous. 
Thus, it is quite difficult to draw coherent conclusions. Still, 
our definition criteria for prosocial behaviour and social ini-
tiative helped comparing these rather heterogeneous studies. 
Although we are confident that our database search and hand 

search identified most of the published studies to date, we 
did not systematically search for unpublished studies (‘‘gray 
literature’’). On the one hand, this posits a danger to our 
results, as significant results could be overrepresented in the 
literature review (‘‘publication bias’’ or ‘‘file drawer prob-
lem’’). Statistically significant results are more likely to be 
published, while studies with non-significant results often 
remain unpublished in researchers’ file drawers [142]. On 
the other hand, inclusion of unpublished studies, which did 
not undergo or pass peer review, could reduce the quality 
of the literature review. Still, it needs to be considered that 
more non-significant results could still be hidden.

In addition, moderating and mediating factors should be 
considered when interpreting social competence as a risk 
factor for psychological disorders. One important construct 
seems to be children’s emotional competence. Emotional 
competence includes such factors as emotional knowledge, 
recognition and understanding of one’s own and others’ 
emotions, regulating emotions and emotional expression 
[143]. Recent studies have found that children’s degree of 
social competence is highly influenced by their degree of 
emotional competence [23, 47, 144]. In their tripartite model 
of social competence, Perren and Malti [8, 34] conceive of 
emotional competence as a mental process or intrapsychic 
construct of social competence. Thus, further research on 
early social competence deficits in children with internaliz-
ing or externalizing symptoms should also consider potential 
deficits in emotional competence.

Conclusion and future research

Overall, we demonstrated that social competence already 
plays an important role in the earliest manifestations of psy-
chopathological symptoms in children of preschool age and 
may thus be regarded as one important risk or buffer factor 
in ontogeny. While externalizing symptoms are accompanied 
by deficits in global social competence measures and proso-
cial behaviour, no relation to social initiative was found. 
Internalizing symptoms may be accompanied by either defi-
cient or excessive levels of prosocial behaviour. In addition, 
social initiative seems to be impaired in children with inter-
nalizing symptoms. Given these differential effects, inter-
ventions to promote social competences should be designed 
differentially depending on whether the child mainly exhibits 
internalizing or externalizing symptoms.

However, current knowledge on preschoolers is still too 
sparse, as studies on this population are scarce. Additionally, 
within this limited body of research, information is often 
derived from single informants only or assessed by single 
or rather distal measures. Thus, a more comprehensive 
approach to this highly relevant topic is needed, and future 
studies should apply a multi-informant and multi-method 
approach as well as a dimensional classification of children’s 
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symptoms. There is also a need to make use of an empiri-
cally testable operationalization of social competence and 
to consider moderating or mediating factors. As a result, a 
more detailed understanding of correlates and causal risk 
factors in childhood psychopathology will be achieved and 
more appropriate intervention and prevention manuals may 
be developed.
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