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ABSTRACT

Exposure to Trauma and Social Phobia among Children Attending Mental
Health Services in Riyadh, Saudi Arabia

Background

Experiencing traumatic events can lead to a range of mental health problems
such as Post Traumatic Stress Disorder (PTSD), depression and anxiety. A
range of risk factors have been found to mediate exposure to trauma. However,
there is limited knowledge regarding the relationship between trauma and social
phobia, and the underpinning mechanisms.

Research aims

The aims of this study were to investigate the association between exposure to
trauma and social phobia as well other emotional disorders; and to establish
whether parenting factors mediated this relationship.

Methods

A clinical sample of 89 children aged 9-16 years was recruited from consecutive
attenders in three mental health services in Riyadh city, Saudi Arabia. Children
were diagnosed with emotional disorder, following a clinical interview using the
K-SADS. Measures were completed by parents and children on socio-
demographic information, child psychopathology (Impact of Event Scale,
Revised Children’s Manifest Anxiety Scale, Children’s Depression Inventory,
Social Phobia Questionnaire and Strengths and Difficulties Questionnaire);
exposure to trauma; and parenting factors (Parenting Rearing Style, Parenting
Stress Index-Short Form and General Health Questionnaire).

Results

Exposure to trauma was not directly associated with social phobia symptoms.
However, when exposure was measured as a dichotomous variable (exposed to
any or no traumatic events), children exposed to trauma exhibited higher scores
of social phobia symptoms. Other predictors included the child’s increasing age,
parental stress and reduced emotional warmth. Furthermore, there was a
significant association between the degree of trauma and PTSD symptoms.
Depressive symptoms were predicted by the child’s age, parental rearing style
and parental mental health problems. In contrast, anxiety and general mental
health problems were only predicted by the child’s age.

Conclusions

The findings provide support for the role that trauma and parenting factors may
play in the development and maintenance of social phobia. These findings are
discussed in the context of previous evidence. Clinical and research implications
as well as recommendations for future research are considered.
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Introduction

When | graduated with a Bachelor's degree in Psychology, my first case was a
social phobia patient and this had a significant effect on me, because | had not
realised the potential impact of this condition on the sufferer's life. After
completing my Master’s degree, | developed my interest further in this condition.
When | obtained a PhD scholarship, | was keen to identify a project in relation to
this topic. Since Saudi Arabia is a developing country, a study on the impact of
trauma on child mental health would have implications for other types of
disorder and associated interventions. After a preliminary search, the idea of
studying the relationship between trauma and social phobia started to develop.
My motivation was thus influenced by both the theoretical significance of this

notion and real-life phenomena.

The first and still a major obstacle that | faced in pursuing my goal was the use
of English, both oral and written. | moved to the UK to learn the language at an
appropriate academic level before registering for the PhD. | had to learn all four
key skills—reading, writing, listening and speaking—at the same time and to an
optimal standard. With the difficulties of a new language also came challenges
of acculturation in many aspects of everyday life, including differences in
religion, routines, food, dress and interactions with people, socially and

professionally.

After the initial stage of the PhD, | moved to the phase of data collection, which |

had to prepare well in advance and mostly from the UK, so that | could obtain

XVI



maximum benefit from my time in Saudi Arabia. Once there, | faced other
hurdles, namely the lack of resources, information and service systems which
did not run smoothly, and a paucity of mental health statistics. The majority of
the research had to be completed through perseverance and personal
connections. In particular, obtaining ethical approval required concentrated

efforts and substantial time, which delayed the start of data collection.

Attending the hospitals, working with colleagues and particularly meeting
children and families was rewarding and enjoyable. However, delays in
recruitment or families dropping out of the study were also demoralising, as |
had relatively fixed periods for data collection while commuting between the two
countries. Overall, | developed problem-solving skills in managing the research
process, which was a great experience and will hopefully serve me well in

undertaking further academic research in future.

My knowledge of statistical analysis was initially at undergraduate level, and of
generic rather than specific focus. | had not used these skills for a long time,
despite studying towards a Master's degree in a Psychology department in
Saudi Arabia, which provided students with statistical support. Therefore, | had
to refresh my statistical knowledge in the UK. Since | would be using the SPSS
program, | attended several short courses to familiarise myself with data coding,
entry and analysis. | received substantial help from Dr. John Bankart, Medical
Statistician at Leicester University, in extracting and interpreting the findings,
with further advice from Dr Pat Dugard , Senior Statistician, during the writing up

stage.
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Over the course of my study, | had to augment my skills and knowledge in
various aspects of life. | learned a new language, critical reading of the
literature, research methods, statistical analysis, dealing with and solving a
range of problems, interpersonal skills to relate to different people in the UK and
in Saudi Arabia, and integrating major socio-cultural differences into my work.
This would not have been possible without the confidence and enthusiasm of
my supervisor, Professor Panos, whose faith in me has given me the strength to
overcome all adversities. He was with me step by step, phase by phase. | had
his help, support and endorsement throughout my study at a professional,

academic and even personal level.
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Chapter One
Social phobic disorders in childhood and

adolescence



1.1 Introduction: Definitions, classification and diagnostic criteria

Social Phobia (SP) is an internationally recognised and debilitating psychiatric
condition. Its recognition has increased during the last two decades building on
the emerging evidence-base from epidemiological and other types of research.
Social phobia was initially defined in 1980 by the American Psychiatric
Association as "a persistent fear of one or more situations (the socially phobic
situations) in which the person is exposed to possible scrutiny by others, and
fear that he or she may do something or act in any way that will be humiliating or
embarrassing” (APA, 1987). SP also includes the fear of humiliation and
embarrassment due to the anxiety of the individual that is unable to interact with
unfamiliar people, and in social sittings such as parties, public speaking or
dining out (APA, 1994). According to the DSM-IV classification, the essential

defining characteristics are:

1) A marked and persistent fear of social or performance situations in which
embarrassment may occur;
2) Exposure to the social or performance situation almost invariably provokes an

immediate anxiety response (APA, 2000).

A major difficulty for people who suffer from SP is a fear that is excessive or
unreasonable (Van Velzen, Emmelkamp, & Scholing, 2000). Furthermore,
phobic people cannot balance such fear with the circumscribed situation

(Stemberger, Turner, Beidel, & Calhoun, 1995). Normally, individuals have the



essential social skills to be effective in their interactions with others (Kashdan &
Steger, 2006). However, it is their fear of negative evaluation that prevents them
from interacting. Instead, fear leads to avoidance of situations or focus on their
own internal physiological reactions to anxiety (Spector, Pecknold, & Libman,
2003). Consequently, they can appear to others as disinterested in social
relations, as they avoid meeting with new people, making conversations and
attending social activities, as well public speaking and functioning (Kashdan,

2002).

The diagnostic criteria for SP underwent a number of revisions, with debates
arising from its overlap with other disorders, particularly agoraphobia and simple
phobia. For this reason, SP was not recognised in its own right until 1980.
Despite Marks's classification, some researchers did not agree until that point
that SP was a separate diagnosis. Others, predominantly clinical researchers
increasingly reported on its distinct entity. For example, Nichols (1974) stated
that "the use of the term SP has grown and it is now commonly found to be in
use as part of the everyday language of the clinic”. Roth (1969) supported the
use of the term SP as being more applicable than other phobias to the specific
phenomane it described. At present, in both the DSM-IV and the ICD-10, SP
and agoraphobia are two distinct phobic conditions, and their criteria have been
validated in relation to other phobic disorders. Specialists around the world use
the diagnosis criteria of either DSM-IV by the American Psychiatric Association
(APA, 2000) or ICD-10 by the World Health Organization (WHO, 1993). Table

1.1 describes these criteria.



Table 1.1: Diagnostic criteria for social phobia

according to DSM-IV-TR and ICD-10

DSM-IV

ICD-10

A marked and persistent fear of one or
more social or performance situations in
which the person is exposed to
unfamiliar people or possible scrutiny by
others.

Either of the following must be present:
marked fear of being the focus of
attention, or fear of behaving in a way
that will be embarrassing or humiliating;
marked avoidance of being the focus of
attention, or of situations in which there
is fear of behaving in an embarrassing
or humiliating way.

Exposure to the feared social situation
almost invariably provokes anxiety,
which may take the form of a situational
bound or situational predisposed panic
attack. In children, this may be
expressed by crying, tantrums, freezing,
or shrinking from social situations with
unfamiliar people.

At least two symptoms of anxiety in a
feared situation must have been
manifest at some time since the onset
of the disorder, together with at least
one of the following symptoms: blushing
or shaking; fear of vomiting; urgency or
fear of micturition or defecation.

The person recognizes that the fear is
excessive or unreasonable. In children
this feature may be absent.

Significant emotional distress is caused
by the symptom or by the avoidance,
and the individual recognizes that these
are excessive or unreasonable.

The feared social or performance
situations are avoided, or else are
endured with intense anxiety or distress.

Symptoms are restricted to, or
predominate in, the feared situations or
contemplation of the feared situations.

The avoidance, anxious anticipation, or
distress in the feared social or
performance situation(s) interferes
significantly with the person’s normal
routine, occupational (academic)
functioning, or social activities or
relationships; or there is marked
distress about having the phobia.

The symptoms listed in the criteria
above are not the result of delusions,
hallucinations, or other disorders such
as organic mental disorders,
schizophrenia and related disorders,
mood (affective) disorders, or
obsessive-compulsive disorder, and are
not secondary to cultural beliefs.

In individuals under the age of 18 years,
the duration is at least six months.

The fear or avoidance is not due to the
direct physiological effects of a
substance (e.g. drug abuse) or a
general medical condition, and is not
better accounted for by another mental
disorder, e.g. panic disorder with or
without agoraphobia, separation anxiety
disorder, body dysmorphic disorder,
pervasive developmental disorder or
schizoid personality disorder.

If a general medical condition or another
mental disorder is present, the fear is
not of stuttering or trembling in
Parkinson’s disease; or exhibiting
abnormal eating behaviour in anorexia
or bulimia nervosa.




Although there is broad agreement between the ICD-10 and DSM-IV diagnostic
criteria, the essential difference relates to the distinction between social phobia
disorder and agoraphobia. ICD-10 suggests that if this distinction is difficult,
precedence should be given to agoraphobia, whereas DSM-IV differentiates
between the two conditions on the basis of fear of social situations. In other
words, if the fear is of being scrutinized by others in a particular social situation
or set of social situations, then the preferred diagnosis is social phobia. In
contrast, if the concern is about having a panic attack, or becoming
incapacitated (e.g. fainting) in a situation or a set of situations, then the

preferred diagnosis is agoraphobia.

Both classification systems describe the necessary features of fear of scrutiny
by other people in social situations, fear of criticism or humiliation, and
avoidance of feared situations. The condition may be diffused/generalized, i.e.
involving almost all social contacts, or discrete/non-generalized, i.e. restricted to

specific social activities or performance situations.

1.2 Epidemiology

1.2.1 Prevalence

SP is one of the most common anxiety disorders, with reported prevalence rates
of up to 16% (Van Ameringen et al.,, 2003). (Kessler et al. (1994); Kroenke,
Spitzer, Williams, Monahan, and Lowe (2007)) estimated the 12-month
prevalence in the US in the range of 7-8%, a higher rate than that determined
by earlier studies (Davidson, Hughes, George, & Blazer, 1993; Schneier,

Johnson, Hornig, Liebowitz, & Weissman, 1992). In a community study of



adolescents and young adults in the US, a lifetime prevalence SP of 9.5% in
females and 4.9% in males was established according to DSM-IV criteria
(Magee, Eaton, Wittchen, McGonagle, & Kessler, 1996; Schneier et al., 1992;
Wittchen, Stein, & Kessler, 1999). Several epidemiological studies have
attempted to determine the lifetime prevalence, and these have been found to
vary between 2.4% and 16% in Western countries (Furmark, 2002; Mohammadi,
Ghanizadeh, Mohammadi, & Mesgarpour, 2006; Schneier et al., 1992). In
Australia a prevalence of 2.8% was found according to the International
Classification of Mental and Behavioural Disorder (ICD-10) and 2.3% according
to DSM-IV diagnostic criteria (Seidman et al., 2002). This variation of prevalence
can be explained by cultural and a measurements issue, in addition to the

definition of social phobia, which is based upon these studies.

Social phobia in children and adolescents has attracted attention in recent years
in clinical practice and research. Some studies estimated DSM-IIl and DSM-III-R
rates of social phobia in children at approximately 1% (Kashani & Orvaschel,
1990; R. McGee et al., 1990). In the US Kendall and Warman (1996) provided
evidence that DSM-IV diagnostic rates of social phobia in children is equal to the
rates of DSM-III-R. In Germany, Essau, Conradt, and Petermann (2000) found a
DSM-1V lifetime rate of 16% in adolescents. To date, there have been no studies
of DSM-IV social phobia prevalence rates in children, although some studies
reported cases of social phobia in children by using diagnostic criteria from prior

versions of the DSM classification (Velting & Albano, 2001).



In a clinical study in Saudi Arabia among patients attending a psychiatric out-
patient clinic in Riyadh over a period of one year, SP was diagnosed in 9.2% of
all psychiatric disorders (Arafa et al., 1992). According to Chaleby (1987), more
than 13% of patients who visited psychiatric clinics in Saudi Arabia had SP.
Interestingly, little is known about the prevalence of SP amongst women in this
country, as the majority of visits to psychiatric clinics are by men, due to cultural
reasons. Bassiony (2005) explored these cultural reasons in more detail in the
Saudi culture, and suggested the following potential explanations. The work
force is predominantly composed of males, which exposes them to more social
interactions, thus more pressure and opportunities to seek medical advice.
Access to health services is easier for males than for females, because if
females wish to attend, they usually need to be accompanied by a male relative,
who may not be convinced that this is a necessity, and this acts as a treatment
barrier. Moreover, psychiatric consultation in Saudi culture is still affected by
stigma, and this is disproportionately higher for females, whose confidentiality is

even less protected as they have to inform a male relative.

Although there has been less evidence on the prevalence of SP in children and
young people compared to adults, there have been some important studies.
Among Saudi adolescents with mental health problems, the most frequent
symptoms were of phobic anxiety (17.3%) (Mahfouz et al., 2009). Al Gelban
(2009) found that phobic anxiety symptoms were the most prevalent (16.4%) in
545 Saudi girls students. To date, there have been no epidemiological studies

with children for SP in Saudi Arabia or other Arab countries, which supports the



need to conduct the present study with children in Saudi Arabia to address this

research gap.

1.2.2 Age of onset

The age of onset is usually in late adolescence or early adult life (Amies, Gelder,
& Shaw, 1983; Bruce et al., 2005; Kessler et al., 2005; Lieb et al., 2000; Marks
& Gelder, 1966; Stemberger et al., 1995; Van Ameringen, Oakman, Mancini,
Pipe, & Chung, 2004). Some researchers have suggested that SP may begin
earlier, often in childhood, where it may shade imperceptibly with behavioural
inhibition and avoidance of novelty (Davidson et al., 1997). Bogels and Tarrier
(2004) stated that an earlier onset SP in infancy and early childhood might exist,
but developmentally appropriate instruments to measure it have yet to be

developed.

In a US study, the mean age at onset was 15.5 years, while first onset after the
age of 25 years was uncommon (Schneier et al., 1992). In Sweden, Ost (1987)
found that the mean age of onset among social phobics was 16 years. The
National Comorbidity Survey and the Epidemiologic Catchment Area study
established an average age of onset of 16.0 and 15.5 years respectively (Magee
et al., 1996; Schneier et al., 1992). Some studies have reported an earlier age of
onset. For example, Rapee and Spence (2004) found the average age of onset
of SP to be prior to adolescence. A similar study by Otto et al. (2001) indicated
that the majority of individuals with SP reported a mean onset of 10 to 13 years.
This trend was similar to the NIMH Epidemiologic Catchment Area Study, which

indicated an onset of prior to 11 years of age (Chartier, Walker, & Stein, 2003),



while Beidel, Turner, and Morris (2000) reported an even earlier onset of eight

years.

Overall, most studies established that the mean age at onset was during
adolescence, while few studies found that the mean age was during childhood.
These inconclusive results indicate that culture, instruments and sampling may

have played an important role in the outcome of those studies.

1.2.3 Co-morbidity

SP has been found to co-present with other psychiatric disorders. Several
researchers have confirmed high rates of co-morbidity between SP and
depression. In one of the earliest studies, Weissman et al. (1996) found that
23.7% of people suffering from SP were also suffering from major depression.
Liebowitz, Gorman, Fyer, and Klein (1985) showed that almost half of patients
with SP met DSM-III-R criteria for major depression and depressive symptoms.
Stein, Tancer, Gelernter, and Vittone (1990) investigated further the relationship
between major depression and SP. Patients with SP and those with panic
disorder had comparable past rates of major depression, 37% and 30%
respectively. Chambers, Power, and Durham (2004) examined the relationship
between SP, depression and anxiety among 8-14-year-old children, and found
high comorbidity rates. This has been a consistent pattern across several
studies with adults and children, including available research from Arabic
countries. Arafa et al. (1992) investigated the clinical profile of SP in Saudi
patients. Depression was the main co-morbid disorder, while general symptoms

of anxiety, hypochondriasis and paranoid ideation were other co-morbid



conditions. Personality assessment indicated neurotic and withdrawal

characteristics.

SP is associated with an increased risk for abuse of illicit substances. For
example, in a study by Clark and McManus (2002), a large proportion of
adolescents who abused alcohol also met criteria for SP. Other studies found
that the occurrence of substance abuse, either for alcohol or for illicit drugs, was
two times higher for those with SP compared with those not having social
phobia (Page, Jones, & Wilson, 2004; Zimmermann et al., 2004). Phobic people
often use alcohol to cope with anxiety and relax, thus reduce the degree of

pressure in such situations.

SP is also a common co-morbid diagnosis in a wide range of mental disorders
such as autism spectrum (Gillott, Furniss, & Walter, 2001), affective psychosis
and bipolar disorders (Cassano, Pini, Saettoni, & Dell’Osso, 1999; Del’Osso et
al., 2003; Freeman, Freeman, & McElroy, 2002). SP could be secondary to
mental impairment (Thomas, Randall, & Carrigan, 2003). For example,
individuals with autism have difficulties in social interaction that can lead to
socially embarrassed behaviour as well as to misinterpretation of others’
behaviour. This is true in psychotic disorders too (Bdgels & Tarrier, 2004).
Depression could, however, be the cause of social isolation that is related to SP

(Stein et al., 2001).
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1.2.4 Gender

Studies on gender differences in SP are largely inconclusive. In psychiatric
clinics, Marks and Dar (2000) showed that women are less preponderant among
social phobias than among other phobias. In Saudi Arabia, two studies showed
that social phobic patients were predominantly male. Arafa et al. (1992) found
that 97.2%, and Chaleby (1987) that 80% were male respectively. This possibly
largely reflects cultural influences in service utilisation, as discussed previously.
They may also be cultural factors involved that explain gender differences in the
development, presentation and detection of SP in Saudi Arabia, and these will
considered in more depth in chapter 3 on the sociocultural aspects of that

society.

This trend of gender differences is less conclusive from studies with children.
For example, Strauss and Last (1993) found that approximately equal
proportions of male and female children were referred with SP and simple
phobias. This is inconsistent with findings from studies on children’s subclinical
fears, in which girls reported more fears and worries than boys (Buka, Stichick,
Birdthistle, & Earls, 2001; Strauss & Last, 1993; Turk et al., 1998). Essau,
Conradt, and Petermann (1999) studied 1035 adolescents, aged 12-17 years,
and found that more girls than boys received the diagnosis of SP and that

prevalence increased with age.

It is plausible to consider that gender effects interact with age, and that there
may be different profiles in the general population and clinical samples. Clearly,

the gender proportion of patients presenting for treatment also varies from
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culture to culture. In particular in the Saudi culture and Arabic countries in
general, the cultural mechanisms on help-seeking and attendance possibly
become more pronounced as children enter late adolescence and young adult
life. The researcher could not find studies that aimed to explain the reasons for
gender differences among children. Understanding a number of other risk
factors involved in the development and prognosis of SP are, however,
important, as several vulnerabilities are often inter-related, and these will be

reviewed in the next section.

1.3 Aetiology of social phobia
The aetiology of SP is presented in three sections: internal, environmental and

cultural factors, which will be addressed in more detail.

1.3.1 Internal factors

1.3.1.1 Genetic predisposition

Genetic factors appear to play an important role in the development of SP. Twin
studies provide us with specific information about genetic influences in the
development of SP. Kendler, Neale, Kessler, Heath, and Eaves (1992) reported
that the familial aggregation of SP was consistent with phobia proneness and
heritability estimates, indicating that these play an important but not
predominant role in the aetiology of SP. Several studies have suggested the
family nature of SP, and have established considerably higher rates of SP

among first degree relatives (Chapman et al., 1995; Reich & Yates, 1988).

12



Rapee and Spence (2004) demonstrated that genetic factors can play a
significant role in the development of SP in childhood. (Rowe et al., 1998)
specifically proposed that a repeat polymorphism in the dopamine transport
gene was associated with SP in children. Another study by Arbelle et al. (2003)
found a significant correlation between shyness and the long forms of the
serotonin transporter reign polymorphism. However, Theall-Honey and Schmidt
(2006) found no correlation between shyness in four-year olds and the same
receptor genes. Overall, studies on the genetic contributions did not take in
account environmental effects which could be important in the aetiology of social

phobia.

1.3.1.2 Temperament

The previous findings may also indicate the importance of temperament traits.
Susceptibility to emotional stimulation, customary strength and speed of
response, quality of prevailing mood, and fluctuation and intensity of mood are
the characteristic phenomena of an individual's emotional nature known as
temperament. This is regarded as dependent on their constitutional makeup,
and therefore largely hereditary in origin (Caspi & Shiner, 2006). Although
several classification schemes for temperament have been developed, none has

achieved consensus among academics (Rimm-Kaufman & Kagan, 2005).

1.3.1.2.1 Behavioural inhibition
‘Inhibited’ characteristics, which are known as ‘passivity’ (a subdued, nervous,
and fearful demeanour), were identified by Kagan (1989) as the only

psychological quality that persisted over time. Recently, research interest in this
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early temperament construct has increased. Whether, and to what extent,
inhibited temperament in childhood poses a developmental challenge, or
contributes to mental health problems is an interesting research question
(Gladstone, Parker, Mitchell, Wilhelm, & Malhi, 2005). A study by Van
Ameringen, Mancini, and Oakman (1998), revealed that individuals with SP also
rated themselves much higher in retrospective behavioural inhibition compared

to those with other anxiety disorders.

A study by Hayward et al. (2000) found a 4:1 odds ratio for students who
reported a history of childhood behavioural inhibition between those with social
phobia and students without any disorders. Schwartz, Snidman, and Kagan
(1999) established a significant association between an inhibited respondent
and SP in adolescence. Moreover, teenage girls who reported childhood
inhibition were also more likely to present with SP symptoms. In a study by
Chaleby and Raslan (1990), 20% of adults with SP retrospectively described
their childhood as poorly adjusted, and recalled having been inhibited,

withdrawn and with few friends.

It can thus be concluded that childhood behavioural inhibition may significantly
contribute towards a psychological tendency for the development of social

phobia in adolescence and young adult life.

1.3.1.2.2 Neuroticism
Emotional vulnerability to stress is the definition of the personality trait of

neuroticism (Luteijn & Bouman, 1988). Negative effect, worries, and reports of
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somatic symptoms are often related to this personality type (Gray & Watson,
2007). Watson et al. (2005) analyzed the connection between
neuroticism/negative emotionality, extraversion/positive emotionality, and mood
and anxiety disorders. The results showed a strong correlation between
extraversion/positive emotionality, ‘anhedonia/depressed’ affect and SP. In
children, McNaughton and Gray (2000) found that half of heritable and related
anxiety disorders were linked to the personality trait of neuroticism. Overall,
evidence suggests that neuroticism is not specific to SP, as it also implicated in
the development of other emotional disorders such as anxiety and depression;

however, this is another trait that could act as a risk factor.

1.3.1.2.3 Cognitive factors

Individuals with SP consistently rate their behaviour in social situations
negatively, which supports the theory that cognitive factors are important in both
the aetiology and maintenance of SP. Clark and Wells (1995) established that
negative self-evaluative thoughts are more prominent in people with SP.
Similarly, Voncken, Alden, and Bdgels (2006) found that people with SP were
inclined to overestimate the visibility of their anxiety and to underestimate how
interesting and agreeable they were. They still viewed their performance

negatively, even after a substantial period of time (S. T. Wallace & Alden, 1997).

Reavis (2005) conducted a study of 65 children aged between 9 and 13 years.
Findings indicated that lower self-perception of acceptability to other children
and more cognitive errors were more common in children with severe SP

symptoms. Cartwright-Hatton, Tschernitz, and Gomersall (2005) undertook a
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similar study with children aged between 10 and 11 years. They established a
reverse relationship between self-perception performance and SP. In patrticular,
children with more sever SP symptoms were more likely to express negative
self-evaluation thoughts, and to place more attention on their nervous
dispositions. This body of evidence was influential in the development of
cognitive-behavioural therapy (CBT) and related psychological interventions for

SP.

1.3.1.2.4 Social skills deficits

The lack of social skills accentuates both the development and maintenance of
SP. Parent-child interaction styles are effected by negative reinforcement of
avoidance behaviours, and the influence of peer relations as operant factors
contribute to the perceived and imagined social threat or traumas to maintain SP
(Kashdan & Herbert, 2001). People with SP perceive themselves as lacking
important skills, in contrast with the assumption that the affected children suffer
from a lack of social skills and should be treated with social skills training

(Cartwright-Hatton et al., 2005).

Wallace and Alden (1997) explained that negative interpersonal experiences
were a result of an increase in anxiety self-assessment and other negative
emotions, weak self-efficacy and heightened avoidance behaviours. As a result
of operant conditioning, the development of undesirable social skills could be
due to the excessive social avoidance behaviours during one's sensitive
developmental stages of late childhood, which further enhance maladaptive

cognitive biases. Rapee and Spence (2004) studied the social skills, social
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outcomes, self-talk, outcome experiences and performance self-evaluation of
children with SP during social evaluative tasks. They found lower than expected
performance, with a higher level of negative self-talk on social evaluated tasks.
Spence (2003) also compared social phobic children to matched non-anxious
controls. Children with SP were rated by themselves and others as less socially
competent with peers, less assertive, and less socially skilled. In addition, during
behavioural observations, children with SP initiated fewer and shorter
interactions with other children and spoke less. Social skills deficits can be both
cause and effect in SP, although these studies could not establish an etiological
direction because of their cross-sectional design. Either way, their recognition is
important in devising intervention programmes, which often specifically target

this aspect of social functioning.

1.3.1.2.5 Fear of negative evaluation

The innate and persistent fear of human interaction and performance in social
situations, due mainly to the need to avoid embarrassment, humiliation and
negative regard by others, is the crux of SP. According to Hirsch, Clark, and
Mathews (2006), people with SP draw persistent fear from their own negative
interpretation of social information, although in reality they are rarely regarded
negatively by others in common social situations. Individuals with SP rated their
performance as of poor quality in public speaking (Abbott & Rapee, 2004). For
this reason, the Fear Negative Evaluation is widely used as a measure of
changes in CBT, as demonstrated by Cox, Borger, and Enns (1999) in an earlier

study of treatment outcomes.
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SP patients are more likely to infer negative consequences, by excessively
interpreting negative social events, compared with patients with other anxiety
disorders and non-clinical controls (Lusia Stopa & Clark, 2000). Voncken,
Bogels, and Peeters (2007) extended this in a study of social scenarios
interpretations. People with SP were more likely than controls to make negative
interpretations of social scenarios presented to them. These findings should,
however, be interpreted with some caution because of methodological
limitations of these studies, in particular the unequal sample size of the

experimental and control groups, with much smaller control samples.

Musa, Lépine, Clark, Mansell, and Ehlers (2003) carried out a study to establish
the association between SP and attention bias to social-threatening words, as
well as to determine the effects of concurrent depressive disorder. They found
that patients with SP tended to pay more attention to social threat words, while
patients with SP and a concurrent depressive disorder preferred to avoid threat
words. Moreover, there may be some connection between SP and one’s
attentional bias to physical threat, emphasizing the importance of co-morbidity

assessment in the investigation of attentional biases.

1.3.2 Environmental factors

As personal characteristics interact with environmental factors from early life,
children learn social behaviours, and about themselves in relation to other
people. The family environment has a substantial impact on a child’s

development, which can mediate or moderate life events and other risk factors.
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1.3.2.1 Parent/child interaction

This is particularly important in the development of SP. Several studies
investigated the effect of perceived parenting style based on retrospective recall,
which can be subject to memory bias. People with SP tended to describe both
their parents as lacking in emotional warmth, and as being critical and
overprotective (Arrindell, Emmelkamp, Monsma, & Brilman, 1983). Arrindell et
al. (1989) reported that social phobic people tended to consider their parents
more negatively in relation to perceived parenting style than people with
agoraphobia. A substantial proportion of 21% reported negative or even
neglectful parenting experiences (Shaw et al., 2006). Parental negative
criticism/evaluation and the absence of positive evaluations can lead to
children's expression of shame, as shown by a study of interactions between
parents and their three-year-old children during performance tasks (Alessandri &

Lewis, 1993).

Retrospective studies of child-rearing practices reveal that children with SP
perceived their parents as socially isolated, avoidant, and deliberately shunning
social activities with relatives and friends. Further, children may consider their
parents to have SP and are overly concerned about the opinions of others
(Bruch & Heimberg, 1994). Because of their parental worries and
overprotection, the model of a maladaptive social interaction pattern proposed
that the child is not being provided with an appropriate environment that

promotes social growth (Brown, Craig, Harris, Handley, & Harvey, 2007).
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The socializing patterns and habits of the family thus have a significant effect on
the child. If a child is provided with limited opportunities for social interactions,
they may find it harder to learn or anticipate that social situations are not
necessarily harmful (Rapee, Schniering, & Hudson, 2009). Furthermore, they
may be conditioned to avoid social situations, thereby reducing their chances to
develop appropriate social skills and meaningful relationships with peers.
Socially phobic adults may also condition in their children the notion that social
interactions are unpleasant and should be avoided. Consequently, they may
unknowingly reinforce their child’s worries about the opinions of others, thus

enhance their preoccupation with social approval (Hudson & Rapee, 2002).

Similar findings were reported by several Saudi studies, although these
measured a range of parenting factors, which may have also been underpinned
by cultural mechanisms. For example, 66% of SP adult patients described their
father’'s parenting style as harsh, distant, physically abusive, and humiliating
contrasted with 9% attributing similar characteristics to their mother (Chaleby &
Raslan, 1990). Arafa et al. (1992) found that the negative effects of
overprotection and criticism by fathers played an important role in the origins of
social phobia. This indicates that, while generic mechanisms operate in all
societies, these also interact with cultural factors. For example, Arab and Saudi
societies have higher parental expectations for their firstborn. When these
expectations are not perceived to have been met, children are more likely to
become sensitized to failure, consequently less socially active and able to

negotiate with their peers than their younger siblings (Dwairy et al., 2006).
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1.3.2.2 Exposure to trauma (negative life events)

Traumatic experiences can significantly influence the lives of children and
adolescents (Brown, 2002; Brown et al., 2007; J.-P. Glaser, van Os, Portegijs, &
Myin-Germeys, 2006; Hovens et al., 2010; Sar et al., 2010). Trauma exposure is
related to several factors, for example, this is higher in neighbourhoods that
experience continuous family and communty violence (Pine & Cohen, 2002).
Further, trauma from a family member or close relative can be compounded by
other risk factors for psychopathology (Fergusson, Horwood, & Lynskey, 1996).
A large body of research has establised the strong association between
exposure to trauma and a number of mental health problems. For this reason,
the next chapter is dedicated to exposure to trauma and how this impacts on

children’s mental health.

1.3.3 Cultural factors

Culture can be defined as the sum of a group or nation’s way of thinking,
believing, feeling, and acting (Swartz, 1997). It thus reflects the way of life for a
group of people (Rozin, 2003). Culture can also be described as the mould of
behaviours that is accredited to the members of any given society, learned and
passed on from generation to generation. It includes the language, religion, and
customs of a group of people, along with their feelings and attitudes. In general,
it can be passed on by parents, the government, schools, and society. It should
be noted that each culture has history, and everything that happens becomes
part of its cumulative history (Pillai & Chaudhary, 2009). Ethnicity or the
geopolitical boundaries of a particular nation or country are the terms referred to

as culture, and these are the features that indicate the existence of a particular
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distinct culture. Individualistic versus collective, industrialized versus agricultural,
or simple versus complex are the polarized variables that often categorise the

culture (Triandis & Suh, 2002).

Psychologists who try to reduce the cultural influences or at least to minimize
the impact of these unwanted effects, are interested in the mechanisms that
might have an effect on the applicability of psychological theory and practice
(Berry, 1980; Lewis-Fernandez & Kleinman, 1994; Triandis & Brislin, 1984). The
experience and expression of SP can also be affected by culture-related factors.
There are worldwide psychobiological mechanisms that can be discerned
across cultures (Matsunaga, Kiriikke, Matsui, lwasaki, & Stein, 2001; Rapee &
Heimberg, 1997; Stein, 1993). Some researchers have described a disorder
labelled the “offensive type” of SP, which is listed in the DSM-IV under its
Japanese name, Taijin kyofusho, and which has been categorized as a culture-
bound disorder. Its central feature is the fear that one will embarrass or cause
offence to others through unpleasant odour, facial expressions, or movements

(APA, 1994; Matsunaga et al., 2001).

Taijin kyofusho (TKS) has traditionally been considered as being closely related
to a high level of interpersonal sensitivity, perceived as a cultural characteristic
of Eastern communities (Kleinknecht, Dinnel, Kleinknecht, Hiruma, & Harada,
1997). Consideration of TKS has raised the possibility that the way in which
basic SP is expressed may be related to fundamental features of the culture. A

study suggested that the concerns of more collectivist communities may focus
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on distress to others, while those of more individualistic communities may focus

on distress to the self (Dinnel, Kleinknecht, & Tanaka-Matsumi, 2002).

In fact, TKS in the East and disorders such as DSM-IV SP in the West, have
similarities in both phenomenological and psychobiological aspects, indicating
that cultures shape the expression of particular fundamental mechanisms, in this
instance perhaps involving self-perception and self-presentation in social
situations (Matsunaga et al., 2001). There is some definitive evidence that SP is
a universal disorder. Epidemiological studies state that this is highly prevalent in
most countries (Weissman, Bland, Canino, Faravelli, et al., 1996), and some
studies, such as by Stein (1993) and Hollander et al. (1998), found that several

features of SP are similar (e.g., age of onset, gender, psychiatric sequelae).

While SP can be considered similar across cultures, the criteria for defining the
disorder can differ. These differences reflect the variation of values between
collectivist and individualistic cultures. While a relatively low level of social fear
will be viewed as distressing and interfering in an individualistic society, social
advantage is gained by asserting one’s rights and acting as leader. In contrast,
in a collectivist society, a high level of social fear is considered to be less
dysfunctional, where some degree of SP would be viewed as normal.
Concurring with this proposition, scholars identified that Thai parents viewed
externalizing behaviours in their children as more problematic than internalizing,
compared with American parents who did not show a strong differentiation
(Lambert, Weisz, & Knight, 1989; Weisz, Sigman, Weiss, & Mosk, 1993; Weisz,

Suwanlert, Chaiyasit, & Walter, 1987; Yeh & Weisz, 2001). Hence, internalizing
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symptoms such as SP might be perceived as more impairing in some societies

than others (Rapee & Spence, 2004).

Testing existing theories with individuals belonging to different cultures (i.e.
cross-cultural studies) would overcome cultural bias or lack of validation in this
field of research. This would strengthen the applications of psychology
worldwide, and could accelerate the progress towards the universal
understanding of the impact of trauma and a range of risk factors on child
mental health. Unfortunately, such research is still rather limited, due to
conceptual, methodological, measurement, pragmatic and economic

constraints.

Notwithstanding this lack of mental health evidence, our understanding can be
informed from sociological research findings. It is, for example, well established
that the Saudi culture is heavily disciplined, with rigid moral codes and highly
valued customs and rituals (Kraidy, 2007). Rules are often applied to even minor
social rituals, according to social status, gender and age; while deviations from
these rules are considered as not acceptable (Al-Hemaidi, 2001). It is thus
plausible to consider that individual with personality traits or behaviours on the
edges of societal norms can be more vulnerable in their social functioning and
mental health domains, particularly to emotional maladjustment (Chaleby,
1987). At the same time, it is important to acknowledge that the Saudi society is
undergoing an enormous and rapid process of socioeconomic development and
change such as urbanization and upward social mobility (Dwairy & Achoui,

2006). As population groups have moved from Bedouin and rural areas to
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expanding or newly constructed modern urban centers, their values can also be
subject to sublet changes (Al-Saggaf, 2004). In a highly pressurised and
aspiring socioeconomic environment, vulnerable individuals or those with
existing mental health problems can struggle to perform according to expected
norms and expectations, thus enter a cycle of further social avoidance and
(Arafa, et al. 1992). Although the impact of these sociocultural factors on mental
well-being is not definitive because of the lack of interdisciplinary research, their
potential relevance should be kept in mind when considering mental health

conditions, specifically those with a strong social context such as social phobia.

1.3.3.1 Social phobia in Saudi Arabia

The majority of studies in Saudi Arabia have been published in the Arabic
language, with only a small amount published in English. Most of these studies
investigated relationships between social phobia and factors such as parental
rearing style; or variables such as age, gender, economic status, and academic
achievement. Other authors studied the differences in personality between
social phobia and other disorders. Some studies also evaluated therapeutic
programs to mitigate or reduce the symptoms of social phobia. Their results
mostly agreed with the findings of previous research in Western countries. To
the researcher‘s knowledge, there has been no research published as yet with
children or adolescents. Most studies published in English were presented in the
previous section of this chapter, and only relevant findings will be mentioned in
this section. The first study was published in English in 1987 by Chaleby, who
found that adult social phobia constituted approximately 13% of all emotional

disorders in an out-patient clinic sample. Most patients were young, unmarried
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(51%), male (80%), and of relatively higher educational (28% University, 49%
high school) and occupational (57% clerk and professional) status. A
subsequent study by Chaleby and Raslan (1990) in Saudi Arabia, found that SP
was highly comorbid with other mental health disorders. Like other service-
based studies, a constraint was the self-selection of the sample, which was
recruited from a private and a specialised hospital setting, i.e. whether the
findings can be generalised to standard health services or indeed to the general

population.

A third study was conducted by Arafa et al. (1992), and replicated the earlier
finding on the high prevalence of SP in Saudi Arabia. Al-Khodair and Freeman
(1997) completed a comparative study on social phobia across two cultures; i.e.
Saudi Arabia and Scotland, and found differences in the profiles of the two
groups. The age at assessment and the course of the disorder were different.
Saudis were much younger with shorter period of illness; Scottish subjects had
significantly higher anticipatory fears; the Saudi group felt more at ease when
they were with younger people, while age had no effect on the Scottish group;
the Scottish group reported more panic attacks, history of depression,
agoraphobia, history of abusing alcohol and using psychiatric drugs. In
conclusion, social and cultural differences appeared to have some effect on
social phobia in terms of age at treatment, duration of illness, co-morbid panic

disorder, depression, alcohol problems and in some social situations.

Social phobia is a disorder commonly associated with other anxiety and

psychiatric disorders. In a predominantly clinical male sample, Bassiony (2005)
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estimated the prevalence of depression in patients with SP, and the relationship
between the severity of SP and depressive symptoms. The study found that
59% of SP patients had another psychiatric disorder. Of those, 41% had
depression, 92.5% of whom developed it later than SP. The aim of the Al
Zahrani (2007) study was to test out an aetiological model of SP and related
phobias in a Saudi population. The study found that the development of social
phobia, commencing in early life, during childhood, and developing in later life
were significantly affected by fear of negative evaluation and victimization. El-
Tantawy, Raya, Al-Yahya, and Zaki (2010) studied SP among Saudi psychiatric
out-patients to investigate its prevalence, demographic and clinical
characteristics. In out-patient attendees, the one-month prevalence of social
phobia was 5.63%, with higher rates of dysthymic disorder than major
depression among social phobia patients. These patients also had high levels of
neuroticism and low levels of extroversion. The sample study was again
recruited from a specialized service and was only followed-up over a short

period of one month.

1.4 Outcome and prognosis

The prognosis of SP may include its duration, complications, symptomatic
outcome, prospects of recovery, recovery period, and other outcomes. Early age
of onset has been associated with poorer outcome and lower recovery rates
(Davidson, Marshall, Tomarken, & Henriques, 2000; DeWit et al., 2005; Mersch,
Emmelkamp, & Lips, 1991). Although the age of onset could be an
epiphenomenon of the severity or duration of the illness, this has remained a

significant predictor when these factors were controlled for.
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Co-occurring personality disorders are frequent among adult patients with SP.
Avoidant personality disorder has been negatively related to short-term outcome
(Chambless, Tran, & Glass, 1997; Feske, Perry, Chambless, Renneberg, &
Goldstein, 1996). Other anxiety (e.g. agoraphobia) (Angst, 1993) and mood
disorders frequently co-occur with SP (Chartier et al., 2003). Clinically it
appeared that co-occurring body dysmorphic disorder might hinder
improvement, as it represents an additional reason for social avoidance. Both
the short-term (Bruce et al., 2005) and long-term outcome (Borge, Hoffart, &
Sexton, 2010) have been found to be related to the initial severity of illness in
some studies (Chambless et al., 1997). Overall, the inconclusive status of these
pre-treatment patient characteristics as outcome predictors does not justify

specific aetiological hypotheses.

SP may be chronic over the life course, albeit with fluctuating severity (APA,
1994). This is supported by prospective clinical studies reporting that the
probability of recovery is less than for other anxiety disorders (Bruce et al.,
2005; Yonkers, Bruce, Dyck, & Keller, 2003). In addition, cross-sectional
population studies, using retrospective data, support the view that SP has a
chronic course (Chartier, Walker, & Stein, 2001; Davidson et al., 1993; Ruscio et
al., 2008). In contrast, data from prospective population studies suggest a better
prognosis of spontaneous recovery (Degonda, Wyss, & Angst, 1993; Vriends et

al., 2007). To date, there has been no longitudinal research with children.
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1.5 Treatment

There are various approaches to the treatment of SP that have been supported
by empirical studies, including both psychological and pharmacological
approaches.  Evidence-based psychological interventions for SP include
cognitive-behavioural therapy (individual or group), cognitive-behavioural
therapy (CBT) plus medication, and attention training. Each of these treatment
strategies and evidence for their effectiveness will be reviewed in this part, with
a focus on children and adolescents studies as much as possible, because of

this relatively limited evidence.

CBT is one of the most common treatments for SP. It frequently combines
exposure with cognitive restructuring. Tsao, Mystkowski, Zucker, and Craske
(2005) found that CBT reduced SP symptoms. It could be used individually or in
groups (Albano & Kendall, 2002). In a study of children with SP, these were
randomly assigned to either child-focused CBT or waiting list controls (WLC). At
post-treatment, in comparison to the controls, children in the CBT group showed
greater reduction in social phobic symptoms (Spence, Donovan, & Brechman-
Toussaint, 2000). This result was supported by a later study with children and

adolescents (Bogels & Siqueland, 2006).

Group approaches offer an important advantage over individual cognitive-
behavioural group therapy (CBGT). The mere act of attending a group session
is itself a powerful exposure exercise. Individuals with SP find attending the
group challenging, but can benefit from being able to practice speaking in front

of others and learning to manage their anxiety (Manassis et al., 2002). Hayward
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et al. (2000) provided evidence on the effect of CBGT in treating female
adolescents suffering from SP. Gallagher, Rabian, and McCloskey (2004)
examined CBGT with children with the SP and waiting list controls. Significant
improvement was observed in the SP group, but there were no differences
between the individual and the group format. Therefore, CBT is already
established in the treatment of CBT, although further evaluation is required on
its specificity. It appears that both treatment modalities can lead to improvement
in cases of social phobia. It is plausible that cognitive-behavioural therapy
should be used individually with more severe cases of social phobia, while

therapeutic groups can be used to replicate social situations.

The effectiveness of two pharmacological and non-pharmacological treatment
options in SP was compared by Oosterbaan, Balkom, Spinhoven, Oppen, and
Dyck (2001). Using a randomized, placebo-controlled clinical trial design to
compare the impact of CBT with Moclobemide, better outcomes were found for
CBT with Moclobemide but not with a placebo. In contrast, Fedoroff and Taylor
(2001) found that medications such as benzodiazepines (BDZs) and selective
serotonin reuptake inhibitors (SSRIs) provided the most effective treatment for

SP, at least in the short-term.

Wells, White, and Carter (1997) examined the potential efficacy of attention
training in a single case replication series. There was a decrease in anxiety and
negative thoughts with the use of a reversal design, where attention training
instructions were used to mitigate the effects of attention training by reinstating

self-focus. When compared to the large number of studies of cognitive-
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behavioural therapy, attention training has received relatively little research
attention. Although it is incorporated into cognitive-behavioural treatment

packages, it has yet to be established as a stand-alone treatment.

SP involves an intense fear of unfamiliar social situations or of being watched
and evaluated by others. These social situations may be so frightening that they
can result in anticipatory anxiety and avoidance. Using CBT can, therefore, help
patients to overcome their difficulties by changing their thinking, behaviours, and

emotional responses.

1.6 Conclusions

SP is a common psychiatric disorder. Individuals with SP have a strong fear of
being humiliated or embarrassed in front of unfamiliar people. They also suffer
from thoughts of being scrutinized and observed by others, which leads to
physiological cognitive and emotional responses (APA, 1987). Social phobic
people cannot adapt in social situations, as the internal and/or external factors

that cause them anxiety also tend to disrupt their interactions in social situations.

Several factors appear to play an important role in the development of SP, and
these were considered in detail. Internal factors such as genetic predisposition
and temperamental traits can contribute to the development of social phobia.
Environmental factors are also important, as children learn to socialize within
their family, and any adverse experiences such as negative parenting or trauma
can lead to dysfunctional patterns. Both individual and family factors can in turn

interact with cultural factors in the development and maintenance of social
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phobia. Although there are various approaches to the treatment of SP, a large
body of empirical studies supports that the current treatment of choice for SP is

CBT.

The literature review confirmed the importance of instruments in measuring
mental disorders; many studies have shown vast differences in their findings,
due to different instruments used in different cultures. In addition, there are no
measures for childhood social phobias which are culturally appropriate for the
Saudi society or other Arab communities. Previous studies could not counter the
gender differences in SP generally, and there have been no epidemiological
studies with children for SP in Saudi Arabia or other Arab countries. This
supports the need for a research to address this gap of instruments,
epidemiology, and gender differences. In addition, previous studies found that
SP is associated with a number of disorders, but no studies aimed to determine
this relationship, particularly between SP and post-traumatic stress disorders.
Parents are the predominant environment faced by the child from early life and
parent-child interaction styles significantly affect child development. The
relationship between the child and their parents thus plays a crucial role in the
development of the child's mental health, and the later emergence of disorders.
Surprisingly, there is limited evidence on the role of parenting and trauma-
focused factors in interventions for SP. In order to consider their role in this
condition, before developing appropriate interventions, it is important to
understand the potential impact of trauma. This will be considered in more detalil

in the next chapter in the wide context of child mental health problems.
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Chapter Two

Impact of Trauma on Child Mental Health
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2.1 Definitions and concepts of trauma

Trauma has been described by many health researchers and social scientists,
who suggest that it consists of a number of components, following physical or
psychological injury. The term ‘trauma’ originates from an ancient Greek word
meaning ‘to pierce’. In the context of physical injury, it indicates that the skin is
broken. In relation to the psychological side, trauma is “an event that in a similar
intense or violent way ruptures the protective layer surrounding the mind, with
equally long-lasting consequences for psychic well-being” (Bentovim, 1992, p.

24).

Psychological trauma was developed as a concept more than a century ago by
Janet (1889), who suggested that vehement emotions result from negative
experiences which interfere with appropriate information processing and with
appropriate actions following the evaluation of cognitive appraisal. Janet
considered that continuous exposure to trauma would generate excessive
physiological responses to the event experienced by the individual, which would
trigger emotional mechanisms for coping with traumatic experiences. Freud
expressed the belief in 1914 that the response to trauma was biologically based,
labelling this response ‘traumatic neurosis’, which he claimed was a result of
threatening stimuli that led to feelings of overwhelming helplessness (Hanna,
2008). Kardiner (1941), who was the first to define Post-Traumatic Stress

Disorder (PTSD) in the USA, suggested that traumatized individuals continue to
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live in the emotional environment of the traumatic event, with continuing

attention for and sensitivity to any threat.

A critical step in this research and diagnostic process was the inclusion of the
formal category of PTSD (which will be discussed in detalil later), to help identify
the effects of severe experiences on the psyche and the body (Van der Kolk,
McFarlane, & Van Der Hart, 1996). The diagnostic classification system DSM-
IV. (2000) defined trauma as resulting from exposure to actual or threatened
events such as death or serious injury. The individual may be exposed directly
or witness these events. McFarlane and Yehuda (1996) add that,
notwithstanding concerns about stigmatizing individuals with psychiatric labels,
the PTSD diagnosis appears to provide victims with legitimization and
justification of the psychic distress, thus helping them make sense of their
experiences. It has also helped to change societal attitudes and enhanced
victim empathy (Van der Kolk et al., 1996). Scaer (2001) affirms that symptoms
like re-experiencing, avoidance and arousal defined in the DSM-IV (1994) are
not sufficient to identify traumatic stress, but should also include somatic and

comorbid symptoms related to previous trauma.

Neurobiological and psycho-physiological approaches to trauma have been
more closely aligned in recent years, for example by Van der Kolk et al. (1996),
Levine and Frederick (1997), Scaer (2001) and Ross (2003), by holistically
linking mind and the body. Scaer (2001, p. 6) defines trauma as “anything that
represents a threat to our survival as human beings”, adding that “the

mechanism by which traumatic stress occurs is by impinging upon or rupturing
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that intangible but real perceptual boundary that separates our safe sense of
self from the world around us”. Levine and Frederick (1997) define trauma as an
event that creates a physiological ‘freeze’. Other researchers have commented
on ‘freeze’ by referring to the individual’s reaction to trauma. In addition, different
definitions of trauma resources have been put forward. (Krystal (1978)) states
that psychic surrender, observed as ‘freezing of the affect’, may represent an
exact reaction to intense stress. (Hobfoll (2002)) considers the freeze response
to be a reaction to exposure to extreme stress, sufficient to meet the criteria of
traumatic stress. Ross (2003), referring to the response to a real threat to one’s
life, body and identity, affirms that its impact will remain in memory. Tedeschi,
Calhoun, Linley, and Joseph (2004) adopt a broader characterization of trauma,
suggesting that in the event of trauma, the person’s adjustment skills are
extremely challenged, as is their ability to make sense of and find meaning in

life.

From the above mentioned, it becomes clear that the concept of trauma is
defined in different ways, as some researchers described and determined
trauma by the events themselves, while others described the results of exposure
to trauma and its negative effects on the individual. In the next section, we will

discuss the impact of trauma physiologically and psychologically.

2.2 Physical and psychological impacts of trauma
The impact of traumatic events on the lives of human beings is marked at
different levels of the human experience, i.e. emotional, somatic-physiological,

behavioural, cognitive, social and spiritual realms (Ross, 2003). People are
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generally affected by traumatic events in a negative way, although the extent
varies (C. Davis et al., 1995). Calhoun and Tedeschi (1999) list some common
examples of the emotions evoked: worry and fear, shame and apprehension,

guilt and terror, depression and anxiety, anger and irritability.

Cognitive domains are known as the most prevalent components of PTSD
(Horowitz, 2001). Well established cognitive effects include numbness, disbelief,
repetitive and intrusive ruminative thoughts, the belief that the world has
changed or that life has become insecure and uncomfortable, lower self-esteem,
and feeling that one is more exposed to harm. Behavioural impact includes the
likelihood of the problematic use of legal and illegal drugs, alcohol abuse, sexual
dysfunction, psychological difficulties and aggression (McCann & Pearlman,
1990). In addition, the tendency to withdraw socially is in part the result of

feeling misunderstood by others.

The impact of trauma also varies in the somatic-physiological domain. After
traumatic events, individuals are likely to suffer from physical and physiological
symptoms expressed as physical illness and physical discomfort. Traumas such
as domestic violence or sexual attacks can stimulate the nervous system.
Psychological symptoms which can appear when trauma continues to stimulate
the body for a period of time include being out of breath, muscular stress and
frequent startle response (Scaer, 2001). In recent years, research has shown
that trauma survivors commonly complain of physical conditions such as
gastrointestinal symptoms, heart trouble, urinary tract infections, asthma,

fiboromyalgia and constant fatigue (Deighton, Gurris, & Traue, 2007). These
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symptoms and conditions are not necessarily caused but rather accentuated by

traumatic stressors.

It is well established that trauma has significant impact on the lives of both
adults and children, depending on how they process and deal with the event. In
contrast, there has been limited research on certain aspects of this effect of
trauma, what makes children withdraw from society and remain isolated from

others, or on the relationship between trauma and social phobia.

2.3 Types of trauma

Developments in the field of trauma research in recent years have led many
researchers to the conclusion that the term ‘traumatic event’ is broad and
includes several components (Fullerton, Ursano, Norwood, & Holloway, 2003).
This section presents brief information on the various types of trauma, including
war, disaster, transportation accident, sexual assault and neglect, providing an
overview of each type in terms of definition and key evidence on its
psychosocial characteristics. The types of trauma are presented under three

categories: human-induced, transportation accidents and natural disasters.

2.3.1 Human-induced

This section considers trauma caused by other people, within the family, school,

neighbourhood or community. These causes range from neglect to warfare.
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2.3.1.1 Physical abuse

Helfer, Kempe, and Mondale (1976) define physical abuse as being non-
accidental and as causing or making an extensive threat of defacement, harm of
bodily performance, or other severe physical injury. The Department of Health
(2000: p. 5) in the UK defines physical abuse of a child as “hitting, shaking,
throwing, poisoning, burning or scalding, drowning, suffocating, or otherwise
causing physical harm to a child”. This definition does not determine whether
physical abuse is accidental or deliberate. Corby (2003) considered a number of
factors that need to be taken into account in establishing physical abuse: the
seriousness of the injury, the intention of using violence and the child’s age, as it
is usually the case that the younger the child the greater the likelihood that
abuse will be officially reported (Durrant, 2008). Many child abuse cases are not
reported. Sappington (2000) found that 5.7 cases of physical abuse for every
1,000 children were registered by child protection agencies, and 6% of pupils
had been physically abused as children and were at risk of suffering from mental
health problems. There is also a high possibility of inter-generational continuity

(Doumas, Margolin, & John, 1994).

Attention to the impact of physical abuse has increased in recent years. Several
studies have demonstrated that maltreatment is harmful for a child’s current
quality of life and that it also has adverse effects on later development. Physical
abuse may adversely affect children’s emotional and behavioural well-being.
Silverman, Reinherz, and Giaconia (1996) found that abused males were more
likely to report suicidal thoughts at age 15 and were more likely to suffer from

depression, PTSD, anti-social behaviour and substance abuse at 21 years. In
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Saudi Arabia, Al Ayed, Irfan Qureshi, Al Jarallah, and Al Saad (1998) studied
children attending from the emergency service at King Khalid University
Hospital in Riyadh over one year, and reported that four out of thirteen children
in attendance had been physically abused, three of whom with serious injuries.
Other studies were constrained by methodological problems, nevertheless also
detected high rates of physical abuse. For example, Mansour et al. (2010) found
that 12.2% of participating students from two Universities had been subjected to
physical abuse as children. Their reports, as in other retrospective studies, may
have been subjected to memory bias, but these have been triangulated from
other samples and sources. Rates of physical abuse were, as expected, much
higher within clinical populations. Al Eissa and Almuneef (2010) found that this
was the most prevalent type of abuse, with 48.9% of children attending the
psychiatric department at King Abdulaziz Medical City for the National Guard

over eight years having experienced such trauma.

Child abuse occurs in all societies (Pereda, Guilera, Forns, & Gémez-Benito,
2009). In Arab countries such as Saudi Arabia it is important to consider several
socio-cultural characteristics that may be relevant to the definitions of abuse, its
implications, attitudes toward victims of abuse, and how communities deal with
the problem (Muhammad M. Haj-Yahia & Safa Tamish, 2001). It has also been
demonstrated that doctors do not have adequate knowledge or competencies to
detect abuse and to implement appropriate legislation (Al Ayed et al., 1998).
Many children had not been diagnosed as having suffered from abuse, hence
not adequately protected, as reported by Kattan, Sakati, Abduljabbar, Al-Eisa,

and Nou-Nou (1995), including the death of a child, which was not linked to
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abuse until four years later when his sister made a disclosure. Despite some
differences in research findings, it is well established that exposure to physical
abuse universally affects children’s mental health and development, whatever
their sociocultural background. Consequently, child abuse has high costs for
society across several public sectors such as providing investigations,
protection, alternative care, judicial process, treatment or education (Geeraert,

Van den Noortgate, Grietens, & Onghena, 2004).

2.3.1.2 Sexual abuse

Childhood sexual abuse has been defined as “... forcing or enticing a child or
young person to take part in sexual activities, whether or not the child is aware
of what is happening. The activities may involve physical contact, including
penetrative and non-penetrative acts. They may include non-contact activities,
such as involving children in looking at, or in the production of pornographic
material, watching sexual activities, or encouraging them to behave in sexually

inappropriate ways” (Department of Health, 2000: p. 6).

Sexual harassment has the highest incidence when the child is around nine
years of age. The offender is usually a male in his mid-20s or above (Briere,
1992; Briere & Elliott, 2003; Finkelhor & Browne, 1985). As with other types of
child abuse, self-reported sexual abuse may not be taken seriously in court if not
supported by other evidence from a social, psychological and medical

perspective (Swahn et al., 2006).

41



(Walker, Carey, Mohr, Stein, and Seedat (2004)) report that the prevalence of
child sexual abuse ranged from 6% to 62% in girls, and between 3% and 31%
among boys. In the US National Comorbidity Survey, sexual abuse during
childhood was retrospectively reported by 13.5% of women and 2.5% of men
(Molnar, Buka, & Kessler, 2001). A recent study by Pereda et al. (2009),
however, reviewed the prevalence of sexual abuse in 28 countries and
concluded that up to 53% of women and 60% of men had suffered some form of

sexual abuse.

In Saudi Arabia, there have been several on the occurrence of sexual abuse
across different settings and samples. For example, among health professionals
working in major hospitals in Riyadh 22.7% of abused children they had
encountered over one year had been sexually abused, although the actual total
number was low at the time, which indicated a high proportion of undetected
cases (Al-Saud, 2000). Al-Zahrani (2005) interpreted such findings of low real or
low detection rates as partly reflecting a traditional society with strong religious
faith. In a more recent general population study by Al Eissa and Almuneef
(2010), the incidence of child sexual abuse was established as 15%, which
possibly indicates improvement in both measurement by such research and in
wider attitudes that encouraged children and families to disclose such incidents.
Research evidence in Arab societies is, however, still constrained by socio-
cultural factors that affect the perceptions and definitions of sexual abuse,
processes to facilitate disclosure, and methodological variation in sampling and

instruments among the existing studies (Haj-Yahia & Tamish, 2001).
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The association between sexual abuse and psychopathology is well established.
Many studies of children who have been sexually abused support the
relationship between sexual abuse and mental health problems (Horwitz,
Widom, McLaughlin, & White, 2001; Mullen, Martin, Anderson, Romans, &
Herbison, 1993; Spataro, Mullen, Burgess, Wells, & Moss, 2004). Follow-up
studies of sexual abuse victims have also established a psychological impact in
later life (Joiner et al., 2007; Kendler et al., 2000; Roberts, O’Connor, Dunn, &

Golding, 2004).

2.3.1.3 Emotional abuse

Child emotional and psychological abuses are usually considered to be
synonymous. Emotional abuse is increasingly recognised as a major risk factor
that can significantly impede a child’s growth and well-being, with long-term
implications (D. Glaser, 2002). However, definitions are not consistent, for which
reason policies and service responses still vary considerably. Countries differ in
the disclosure of emotional abuse in the context of their civil and criminal
liability; therefore, there are also extensive differences in the rates of detection

and reporting (Hamarman, Pope, & Czaja, 2002).

A US survey found that 6% of children had reported emotional abuse and
neglect (Health & Services, 2000). In England, the Child Protection Register
records children’s names under the categories of emotional, sexual and physical
abuse, and neglect. The category of emotional abuse included 43.5% of all
children on the Register (Department of Health, 2010). In Saudi Arabia Al-

Zahrani (2005) found that the prevalence of emotional abuse was 22.8%. This
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study also found that child emotional abuse was significantly associated with a
family size of six or more children, which is the average family size in the Saudi
society. This could be a proxy indicator of other risk factors associated with
overcrowding. In all countries, the number of children documented as having
been emotionally abused, hence in need of support and protection, is possibly
an underestimate. It is also generally acknowledged that emotional abuse is
usually an intrinsic element in all types of maltreatment (Carpenter et al., 2009).
Although many studies established the importance of emotional abuse and its
impact on child mental health, these have also acknowledged that this is the
most difficult to prove or criminalize the perpetrator, by legally demonstrating

negligence towards a child.

2.3.1.4 Neglect

Neglect is defined as the failure to provide for a child’s physical and/or
psychological needs, with likely adverse consequences on their health and
growth. Furthermore, those unmet needs can be to provide adequate food,
home and clothing, protection from physical harm or danger, and access to

suitable health care or treatment (Department of Health, 2000: p. 6).

Measurement of child neglect is not easy, because it is not often observed
directly outside the family; thus many cases are not reported. Available
evidence, however, suggests that child neglect is common (U.S. Department of
Health & Human Services, 2004, 2006). Although child neglect occurs in all
religious, ethnic and cultural groups, there are substantial differences in

regulations and child protection legislation among countries (Dubowitz &
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Bennett, 2007). Neglect rarely has a single cause; multiple risk factors are
usually involved (Molina, 1983; Wu et al.,, 2004). These include the child’s
disability (Kendall-Tackett, Lyon, Taliaferro, & Little, 2005), parental mental
illness (S. L. Wilson, Kuebli, & Hughes, 2005), life conditions such as unsafe
areas or poor leisure facilities (Korbin, 2003) and social factors such as poverty,
with the associated burden (Sedlak & Broadhurst, 1996). Domestic violence is
particularly likely to be a risk factor for child neglect, as for other types of abuse,

so the mechanisms involved will be discussed in the next subsection.

2.3.1.5 Domestic violence

Domestic violence is defined as persistent physical and/or emotional aggression
in the home that affects children, adults or any member of the family, through
physical, emotional, sexual or economic abuse. It is usually committed by men
against women within an intimate relationship, and is recognised by either self-
reporting, observation, or witnessing by other people (Abramsky et al., 2011).
Between 1995 and 2005 in England and Wales, domestic violence was the
highest recorded offence (59%). It also has the highest rate (46%) of repeated
victimization, i.e. when victims are attacked more than once (Nicholas, Povey,
Walker, & Kershaw, 2005). Furthermore, in the UK, it is the offence most
frequently reported to the police (Dobash, Dobash, Cavanagh, & Medina-Ariza,
2007). More than 5,000 children and one in nine women suffer from domestic
violence (Stanko, 2006). In some situations, women can be violent towards their
partners, but most of these are cases of self-defence (Hague, Thiara, &

Mullender, 2011).
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Exposure to domestic violence can lead to psychopathology in both adult victims
and their children, with this association established in several studies of battered
mothers (Briere & Jordan, 2004; Wolfe, Crooks, Lee, Mcintyre-Smith, & Jaffe,
2003). Children may be involved in domestic violence in an active way by being
subjected to abuse, or in a passive way by witnessing or overhearing it. In a
study of children who had withessed domestic violence, C. McGee (2000)
found that the effects included fear, powerlessness, depression or sadness,
antisocial behaviour, low self-esteem, negative mother-child and family
relationships, low educational achievement and involvement in aggressive

behaviour of their own.

2.3.1.5.1 Links between domestic violence and child abuse, and emerging
services in Saudi Arabia

Saudi Arabia signed and ratified the United Nations Convention on the Rights of
the Child in 1996 (Almuneef & Al Buhairan, 2012), which was subsequently
adopted by all health facilities throughout the country. The lack of accurate
statistics on incidence and prevalence rates has constrained the estimation of
the real extent of the problem, despite the increased number of child abuse
cases associated with exposure to domestic violence, who attended hospitals
(Almuneef & Al Buhairan, 2012). Risk factors, indicators and categories of child
maltreatment and domestic violence, as well as the interaction between the two
traumatic situations, are not as yet well defined. This has hindered the
development of multidisciplinary services for the victims of both domestic and

child abuse and their families.
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The increasing reports of abuse in recent years may reflect increased
awareness and changes in public attitudes toward child abuse and neglect.
These have frequently been highlighted my media campaigns since 2002. As a
consequence, between 2000 and 2004 multidisciplinary teams were established
at the main hospitals. In 2005, the National Family Safety Programme (NFSP)
was developed and dedicated to the prevention of child abuse and domestic
violence (Al-Khenaizan, Almuneef, & Kentab, 2005; Al Eissa & Almuneef, 2010;
AlJasser & Al-Khenaizan, 2008) In 2007, the NFSP submitted a national project
to establish Child Protection Centres (CPCs) in major hospitals throughout the
Saudi Arabia. The project received full approval and support by the National
Health Council (NHC), which is the highest health service authority in the

Kingdom (Almuneef & Al Buhairan, 2012).

2.3.1.6 War

War is one of the greatest human disasters, affecting society dramatically, by
destroying economies and communities over a long period. It is often
accompanied by acts of terrorism, bombings, kidnappings and sniping. Civilians
suffer from the scourge and effects of wars, with a substantial body of evidence
on the emotional impact on children (Daniel S. Pine, Costello, & Masten, 2005;
Thabet, Abed, & Vostanis, 2004), particularly in the forms of anxiety and PTSD
(Thabet, Tawahina, El Sarraj, & Vostanis, 2008). As with other types of trauma,
armed conflict can affect children through both direct and indirect mechanisms
(Thabet, Karim, & Vostains, 2006). A number of studies have found that children
exposed to conflict experience a variety of stressors and that many develop both

short-term and long-term post-traumatic stress reactions.
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Common symptoms and reactions in the aftermath of a potentially traumatic
event include sadness, anger, fear, numbness, feeling jumpy or jittery,
moodiness or irritability, change in appetite, difficulty in sleeping, nightmares,
avoidance of situations that are reminders of the trauma, impairment of
concentration, and guilt because of survival or lack of harm during the event
(Banyard, Rozelle, & Englund, 2001; Barenbaum, Ruchkin, & Schwab-Stone,
2004; Thabet et al., 2008; Thienkrua et al., 2006). Mental health problems are
compounded by the lack of basic needs, collapse of community supports,
migration or displacement, and resulting socioeconomic adversity (Reed, Fazel,

Jones, Panter-Brick, & Stein, 2012).

Most of these studies were based on war exposed areas. Saudi Arabia has not
experienced such devastating events of war conflict. Most research thus
examined the effects of certain events such as the terrorist bombings in some
areas, and the experience of the war to liberate Kuwait. The majority of these
studies predominantly focused on security rather than on the psychological

impact of trauma.

2.3.2 Transportation accidents

Road traffic accidents (RTAs) are daily events worldwide and their victims
constitute one of the most frequently studied adult and child populations with
regard to psychopathology and PTSD in particular. There have been many
studies of RTAs, because of the frequency of these events and the relatively

easy access to survivors through accident and emergency departments.
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RTAs cause physical and mental health problems in children, for example
PTSD, depression and anxiety, all of which affect the child’s psychosocial
functioning. Survivors of RTAs can be preoccupied with the traumatic incident
for up to three months or longer, and may present with a number of PTSD
symptoms (emotional, cognitive or physical) (Jones, Harvey, & Brewin, 2007).
Four weeks after the RTA, 29.1% children fulfilled diagnostic criteria for PTSD,
20.3% reported significant levels of anxiety and 17.7% reported depressive
symptoms. Girls were more likely than boys to develop PTSD (Bryant, Mayou,

Wiggs, Ehlers, & Stores, 2004; Stallard, Salter, & Velleman, 2004).

Other incidents such as train crashes (Forsberg & Saveman, 2011) and sinking
of ships are similar to RTAs in their impact on child mental health. Udwin, Boyle,
Yule, Bolton, and O'Ryan (2000) examined risk factors for the development of
PTSD in adolescents and young adults who were followed up 5 to 8 years after
having survived a shipping disaster. Developing PTSD was associated with
being female with learning and psychological difficulties before the disaster As
many as 51.5% of adolescents developed PTSD six months after the disaster,

while 17.5% still suffered from PTSD after 5-8 years.

Previous studies found that survivors of all types of accidents continued to
remember the traumatic events in the form of PTSD symptoms, which might
also lead to anxiety and/or depression. Children were found to be affected
through mechanisms similar to those which operate following exposure to other

types of trauma.
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2.3.3 Natural disasters

Research into natural disasters has significantly enhanced the understanding of
children’s reactions to trauma. The large numbers of children affected by natural
disasters have provided the opportunity for cross-sectional and longitudinal
research. Natural disasters are defined by the International Strategy for Disaster
Reduction (2004) as “extensive events that affect the functional capacity of a
nation or a community by causing individual, community, economic, or
environmental effects that are beyond the capacity of the affected community or
society to cope using its own resources” . In common with findings from studies
of other types of trauma, survivors report high PTSD rates with comorbid
psychopathology, according to evidence from research with children exposed to
hurricanes, earthquakes and floods (Celebi Oncu & Metindogan Wise, 2010; Liu
et al., 2011; Prawira et al., 2010; Wiguna, Guerrero, Kaligis, & Khamelia, 2010).
The prevalence of PTSD varied considerably in these studies, depending on the
extent of exposure to trauma, age, proximity to trauma, measures, design,
length of time after the event and the nature of the disaster (Baddam, Russell, &

Russell, 2007).

In summary, there are several types of human or environmental-induced
trauma, whose impact on children has been reviewed in this section. A number
of risk factors have been identified in the development and maintenance of
mental health problems such as the nature, severity and proximity of the trauma;
impact on parental mental health and parenting capacity; social and family

support networks; and socioeconomic adversity;. The majority of these studies
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have shown that exposure to trauma was associated with emotional disorders,
predominantly post-traumatic stress disorders (PTSD). For this reason, the
evolution and current criteria of PTSD will be discussed in more detail in the

next section.

2.4 Post-traumatic stress disorder

PTSD is widely defined as an emotional condition that develops following
exposure to events which result in psychological trauma. In children, these
events involve the threat of death or serious injury to the child or to someone
else, or some other threat to the child’'s own or someone else’s physical or
psychological integrity, and which weaken the child’s ability to cope. Diagnostic
symptoms of PTSD include persistently re-experiencing the original traumatic
event(s) through images, thoughts or nightmares; avoidance; anything
associated with the traumatic event; and increased arousal, like failure to sleep,
continuation of anger and extreme vigilance (APA, 2000; Flannery, 2004; R. C.
Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Ozer, Best, Lipsey, &
Weiss, 2003; Ryan et al., 2008). The current DSM-IV-TR (APA, 2000) and ICD-
10 (WHO, 1993) diagnostic criteria are presented in Table 2.1. In both cases
PTSD is characterized by three clusters of symptoms, relating to re-
experiencing the incident, arousal and a range of behavioural responses,

including intrusive recollection, avoidant and hyper-arousal symptoms.
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Table 2.1: Diagnostic criteria for PTSD according to DSM-IV-TR and ICD-10

Criteria DSM-IV-TR ICD-10
Stressor v v
Subjective v
Re-experience v v
Avoidant v v
Amnesia v v
Numbing v
Foreshortened future v
Arousal v v
Onset one month six months
Functional impairment v

At least three months after experiencing a traumatic event, PTSD tends to
become chronic (Wickrama & Kaspar, 2007). The National Co-morbidity Survey
in Germany found that more than 70% of adolescents experienced symptoms
for more than a year, while over one third remained symptomatic for three years
(Perkonigg, Kessler, Storz, & Wittchen, 2000). Children exposed to direct
trauma reported a high prevalence of PTSD. For instance, the PTSD prevalence
following trauma was 11.2% at six months after the trauma and 13.4% at twelve

months (Liu et al., 2011).

Overall, there is strong evidence that children’s exposure to trauma can lead to
the development of mental health problems, in particular PTSD. More recent
studies have investigated in detail the factors that play a role in the development
and maintenance of child psychopathology, and these have highlighted the
importance of understanding the mechanisms involved. This research has been

influential in identifying children who are at high risk of developing persistent
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symptoms, therefore in need of prevention or treatment. The role of these risk

factors is now discussed in more detail.

2.5 Responses to trauma

Many researchers have investigated why some children develop
psychopathology when exposed to trauma, while others do not, and which
factors account for the marked variation in the nature, severity and duration of
responses. The establishment of risk factors would enhance the quality of
assessment and interventions, with a more effective use of resources. The
literature presents some evidence on mediating factors, which are usually
grouped into three categories, related to the traumatic experience, to the
individual child and to the trauma factors (family and the wider environment)
(Green, Grace, & Gleser, 1985; Pfefferbaum, 1997; Tucker, Pfefferbaum, Nixon,

& Dickson, 2000; Udwin et al., 2000).

Severity and proximity are dependent on exposure to the traumatic event and
have emerged as a predictors in many studies (Keller, Herzog, Lavori,
Bradburn, & Mahoney, 1992; Lonigan, Phillips, & Richey, 2003; Yule & Williams,
1990). Layne et al. (2001) found that children who were present at a school
during a sniper attack reported higher levels of PTSD symptomatology than
those who were exposed indirectly, such as by hearing about the attack.
Anthony et al. (2005) found that the degree of exposure to a hurricane was
associated with the intensity of anxiety symptoms. Other characteristics of

natural disasters which have been less fully investigated include witnessing
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death or injury and being separated from one’s family (Van Hooff, McFarlane,

Baur, Abraham, & Barnes, 2009).

Findings on the influence of individual characteristics like age, gender and
ethnicity have been inconclusive. Some studies have found that girls are more
likely than boys to report PTSD and other emotional disorders, but this pattern is
not consistent across all research. Similarly, it is difficult to draw firm conclusions
on the impact of age and ethnicity (Blom, 1986; Groome & Soureti, 2004,
Pynoos et al.,, 1987; Schnurr & Green, 2004; Steinberg, Brymer, Decker, &
Pynoos, 2004; Udwin et al., 2000). Koplewicz et al. (2002) indicate that a
number of mediating age factors in response to the disaster might explain these
contradictions. These include the variation with age in the evaluation of
disasters, coping strategies and children’s beliefs about the determinants of

traumas.

In contrast, there have been few studies on the effects of pre-trauma
temperament. Children with earlier physical or emotional vulnerabilities are more
likely to develop PTSD symptoms (Buka et al., 2001; Kilpatrick et al., 2003; Terr,
1995; Yule et al., 2000). Tsui (1990) found that the survivors of the sinking of a
ship (the Jupiter) who had higher academic skills pre-trauma were more likely to

have better psychosocial outcomes.

As regards post-trauma factors, children’s functioning after a traumatic event
has been widely associated with parental adjustment (Punamaki, Qouta, & El-

Sarraj, 2001; Scheeringa & Zeanah, 2001; Smith, Perrin, Yule, & Rabe-Hesketh,
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2001). This could be explained by parents suffering from PTSD, and/or not
providing emotional support. The survivors of the Buffalo Creek dam disaster
were followed up for two years by Korol, Kramer, Grace, and Green (2002), who
found that the strongest predictors of outcome were the parents’ level of
irritability and the family atmosphere. These parental factors will therefore be

considered in the next section.

2.6 Parental psychopathology

The family is the first line of protection and safety following exposure to trauma;
the quality of the parent-child interaction is particularly important. Conversely,
parents who cannot cope with stress may adversely affect their children. Green
et al. (2000), in a study of children exposed to a dam collapse, found that
parental mental health symptoms such as irritability or depressed mood were
predictive of children’s PTSD symptomatology. Adolescents were more affected
by the reactions of their parents. It is plausible that younger children were more
likely to receive care from older siblings, who would thus adopt a parenting role
which acted as an additional stressor. Korol, Green, and Gleser (1999) found
that children living close to a nuclear waste reactor reported more PTSD

symptoms than their parents.

Smith et al. (2001) studied children’s and mothers’ reactions to trauma in Bosnia
and found that 58% of both children and their mothers suffered from high levels
of PTSD, while a substantial proportion reported depression and anxiety. Laor
and Wolmer (2000) assessed mothers and children for PTSD symptoms after a

Scud missile attack in Israel. They found that a large number of children had
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PTSD and that these symptoms were correlated with mothers’ pathological
reactions. Gurwitch, Sullivan, and Long (1998) established that a family’s
reaction could moderate the negative effects of trauma on children and thus
help their children’s coping and adjustment. Thabet, Ibraheem, Shivram, Winter,
and Vostanis (2009) studied children in Gaza Strip a war zone a war zone and
found an inverse association between parental support and children’s PTSD
reactions, confirming earlier findings on children exposed to various types of
trauma (Gil-Rivas, Holman, & Silver, 2004; Khamis, 2005; Zahr, 1996). Parents
provide safety zone, comfort and encouragement; children are influenced by
their parental attitudes, emotional well-being and the help they provide to face
adversity. When any of the parenting components is adversely affected by
trauma, this is likely to impact on the child’s well-being. Previous studies have
been criticised for not eliciting gender effects among parents, or which parent

may have more impact on girls or boys.

2.7 Co-morbidity with other mental health problems

PTSD can co-occur with psychosomatic complaints and somatization disorders
(Clay-Warner & McMahon-Howard, 2009; Escalona, Achilles, Waitzkin, & Yager,
2004; McCarroll, Ursano, Fullerton, Liu, & Lundy, 2002), alcohol and substance
abuse (J. M. Wallace & Muroff, 2002), conduct disorders (Famularo, Kinscherff,
& Fenton, 1991; Spatz Widom, DuMont, & Czaja, 2007), or depression (Eksi &

Braun, 2009; Vranceanu, Hobfoll, & Johnson, 2007).

The US National Comorbidity Survey found that 88% of male and 79% of female

children diagnosed with PTSD also met criteria for other psychiatric diagnoses
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(Kilpatrick et al., 2003). Several studies found that depression and anxiety were
the most prevalent comorbid disorders (Breslau, 2009; Creamer, Burgess, &
McFarlane, 2001; Goenjian et al., 2000; Kar & Bastia, 2006; Kessler et al., 1995;
Nelson et al., 2002; O’Donnell et al., 2004; Rojas, Ariz & Kinder, Bill, 2009;
Silove, Sinnerbrink, Field, Manicavasagar, & Steel, 1997; Udwin, Boyle, Yule,
Bolton, & O’Ryan, 2000). Among children who had experienced war in Bosnia,
those suffering from PTSD were also likely to report depression and anxiety
(Papageorgiou et al., 2000). Similarly, after an earthquake in Armenia, high
rates of comorbidity between PTSD, depression and anxiety were established,
and these were particularly associated with separation from family members
(Goenjian et al., 1995). Finally, many studies found long-term continuities in
emotional disorders (Di Gallo & Barton; Di Gallo, Barton, & Parry-Jones, 1997,

Gillies, Barton, & Gallo, 2003; Stallard et al., 2004)

This chapter has discussed the evidence on how exposure to different types of
trauma can affect the quality of a child’s life. A substantial proportion of survivors
of trauma reported physical or psychological presentations, or both. A number of
factors have been found to place children at risk or to protect them in the
presence of trauma. Most research has demonstrated a direct link between
exposure to trauma and PTSD, with some evidence on how trauma can lead to
other emotional disorders such as anxiety or depression. However, there is also
a gap in knowledge on the relationships between exposure to trauma and social
phobia, and whether any mediating factors play a role in this association. The
next chapter will formulate the questions, aims and hypotheses of this research

project. This gap in the literature provides the rationale for the present study.
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Chapter Three

Methods
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3.1 Introduction
In this chapter, the research methods will be discussed in detail. The aims,
sampling framework, measures, research procedure and statistical analysis are

presented in the following sections.

3.2 Research aims and hypotheses

The study had three aims, each with an associated hypothesis:

Aim_1: To investigate the association between exposure to trauma and
emotional disorders in children attending child mental health services in Riyadh,
Saudi Arabia.

Hypothesis 1: Exposure to trauma is significantly associated with emotional

disorders.

Aim 2: To investigate the association between exposure to trauma and social
phobic disorders in the same sample.

Hypothesis 2: Exposure to trauma is significantly associated with social phobic
disorders.

Aim 3: To investigate the role of mediating factors such as parental responses in
the association between exposure to trauma and social phobic disorders.

Hypothesis 3: The association between exposure to trauma and social phobic disorders

is mediated by parental responses, specifically by parents’ own anxiety levels.

3.3 Research design
A cross-sectional design is commonly used in descriptive or observational

studies. It can be applied to representative samples, which can help to establish
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the relationship between different variables of interest in a specified sample at a
particular time, as this design is relatively cost-effective. Furthermore, it can be
completed over a short period and can be used to collect data in order to inform
service planning (Susser, 2001). The current study adopts such a cross-
sectional design, to investigate the relationship between exposure to trauma and

social phobia in children.

In particular, a two-stage model was adopted. In the first stage, the Schedule for
Affective Disorders and Schizophrenia for School-Age Children (K-SADS; see
section 3.8.2 for a detailed description) was used to determine whether children
fulfilled the inclusion diagnostic criteria. All children who received the diagnosis
of emotional disorder and their parents were included in the second stage

(questionnaire rated).

3.4 Background of Saudi Arabia

The Kingdom of Saudi Arabia (Figure 3.1) occupies the largest part of the
Arabian Peninsula (Al-Farsy, 1986) and attracts attention worldwide as the
location of the two holiest sites of Islam: Makkah and Medina. The Prophet
Mohammed began to preach Islam in Makkah. Saudi Arabia was founded as a
religious state and its population is Muslim (Al-Rasheed, 2002). The population
of Saudi Arabia according to the latest official report, issued in 2010, was
27,136,977, comprising 18,707,576 Saudis and 8,429,401 non-Saudis, with
growth rate of 3.2% per annum (Ministry of Economy and Planning, 2010). The

area of Saudi Arabia is 2,217,950 square kilometres (Niblock & Malik, 2007).
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This provides the country with a wide geographic and climatic variety, and with a

desert climate as the major characteristic (Niblock, 2006).

The extended family is the basis of Saudi society and is typically composed of a
couple, their unmarried offspring, their married sons and daughters-in-law, and
their grandchildren (Yamani, 2000). The Saudi society has experienced rapid
development and changes in a relatively short period of time. Such social and
economic changes have affected the family unit, and this has, in turn, had
further effect on society (Almalki, FitzGerald, & Clark, 2011). One major example
is the discovery and exploitation of oil. In the pre-oil period, extended families
were dominant in society, but their status and influence has been on the decline,
particularly in urban areas. While seeking education and employment
opportunities, as well as access to better services, large parts of the population
have moved from rural and Bedouin to inner-city areas. The implication of these
geo demographic changes has been that smaller family units have set up new
households in the emerging urban sites, but have been increasingly cut off from
their traditional family and social support networks (Al-Khateed, 2008). The
declining number of extended families has resulted in increased individual
ownership of property (Rawas, Yates, Windsor, & Clark, 2012). Consequently,
family functions in the educational, religious, and community domains have
been seriously disrupted through the separation between home and work life, in
contrast with the traditional integration of the past. In addition, the economic
unite and productivity capacity of the family is not constituted as it was in one
time (Al-Khateeb, 2008). Even though, the family name and status plays an

important role in determining the individual's status in society, his acquisition of
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a good education and job and individual's social networks and close connection

to the patronage system (Esmaeili, 2009).
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Figure 3.1: Saudi Arabia map

3.5 The role of women in the Saudi society: potential relevance to the
development and presentation of social phobia
As social phobia is a condition with a particularly sociocultural underpinning in
both its presentation (with symptoms such as shyness and avoidance of social
places) and aetiology, and this is much more prevalent among females from
adolescence to adult life, it is important to consider such factors that could be of
relevance in the Saudi society. In Arab and Islamic societies, it appears that
women have few opportunities in taking a leading role in politics and economics
(Douki, Ben Zineb, Nacef, & Halbreich, 2007), despite assurances from Islam on

their care, protection and attention, as illustrated by the holy Quran.
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For example, Allah states: “They are a libaas (protection) for you and you are
the same for them”. Furthermore: “And among his signs is this that he created
for you wives from among yourselves that you may find repose in them, and he
has put between you affection and mercy” (Al-Rum 21). These Quranic verses
describe how men and women should come together, protect, and beautify one
another. It is stipulated that each has to support, work and act on behalf of the
other (Al-Sadlaan, 1996). This is the prescription of Islam with regard to the
treatment of women. In a traditional Arab society, it is custom that men work
outside the home and provide financial support to their family, while their wives
take care of the house and children, while providing emotional support to their
husbands (Fargues, 2003). As already discussed in previous chapters, recent
years have seen significant socioeconomic changes, which have also influenced
and often transformed these roles. In that respect, an increasing number of
women work and share a larger proportion of the labour market with men than in

the past(Metcalfe, 2008).

In Saudi Arabia, social, political and economic factors have affected different
spheres of the society. The labour recruitment from other Arabic and Western
countries that followed the expansion of the oil economy, and which contributed
significantly to the rapid development of Saudi Arabia by boosting its economy
and the expansion of the construction, has also resulted in and the relative
divergence of lifestyle (Hamdan, 2005). Other changes were initiated by the Gulf
wars and the communications revolution such as satellite broadcasting and the
internet. For example, the media constantly debate issues such as women's

rights to drive and their inclusion in male-dominated jobs (Jamjoom, 2010).
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Generally, in neighbouring Arab countries women have obtained some
freedoms in life style; they can vote, drive their own cars and travel alone
(Omair, 2008). Despite the fact that Saudi Arabia is slightly different than other
Arab countries, it nevertheless endorses women’s active role in religious and
cultural activities. This often conflicts with social realities such as women not
working with men unless there is a definite need — as banks, schools and the
larger hospitals (Basaffar, 2012). Even in these environments they may have
separate working areas, and contact their male colleagues via the internet, e-
mail, or telephone. Although, gender segregation may not lead to the radical
isolation of women from public life, their role remains largely peripheral ((Hilsdon
& Rozario, 2006). This strict code and lack of freedom of movement for women
has prevented many female from gaining employment, while the popular female

occupations are over-subscribed (Omair, 2008).

In relation to social affairs, similar disparities apply, as women can Vvisit each
other at home or in shops, clubs, cafés and restaurants provided for them
(Vogel, 2000). It is thus important to determine attributes or symptoms
associated with social phobia to this sociocultural context. Islam and the Arab
society consider shyness to be a positive quality in women, contrary to the
Western media portrayal of Arab women as suppressed and underestimated
(Al-Khodair & Freeman, 1997). However, the reality in some Arab communities
is that boys are regarded as an asset to the family, whereas girls are regarded
as a liability (Birenbaum & Nasser, 2006). Arab traditions emphasize

submissiveness and dependency as important feminine attributes in the
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upbringing of girls, while the belief that the function of the woman is to produce
and care for children is widely held, particularly in the rural areas and among
Bedouins (Hamdan, 2005). The rapid rise in the number of educated women is
inevitably changing their traditionally limited roles within the family and the
society as a whole, hence expectations on their social attributes (Doumato,

2003).

During this early transitional phase, Saudi women increasingly participate in
senior management positions, consequently in the decision-making process in
the public and private sectors, due to their increased enrolment at all levels of
education, and in various fields of employment and aspects of public life (Al-
Ahmadi, 2011). Women’s right to education and employment are increasingly
being recognised as a tool of empowerment and active participation (Hilsdon &
Rozario, 2006). Gradually but steadily, Saudi women occupy high positions that
comprise a Deputy Minister, a University President, Shura Council consultants,
board members of Chambers of Commerce, and many other new and

challenging positions (Basaffar, 2012).

Nevertheless the participation of Saudi and Arab women in these arenas (be it
political, economic or social) continues to be compounded by a number of coded
and unwritten social morals in a patriarchal, male-dominated society (Omair,
2008). Furthermore, there have not been significant changes in their domestic
duties, which may include family tasks that were previously in the men's domain
such as shopping or supervising the children's homework (Douki et al., 2007).

Other significant constraints in some Arabic countries, including Saudi Arabia,
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are posed by restrictions on women’s mobility within their country (e.g. in public
transport), or having to obtain permission to travel overseas from their husband
or guardian (Metcalfe, 2008). These roles are also being influenced though by
factors such as the migration of large population groups from rural to urban

areas (Calvert & Al-Shetaiwi, 2002).

Overall, one can conclude a number of often conflicting religious, sociocultural
and economic factors that continuously impact on women'’s role within the Saudi
society. These contradictions are reflected in societal attitudes and have been
established by sociological research. For example, it is widely perceived within
Arab communities that the most important decisions in the family are made by
men, who hold this power from a patriarchal society and their tribe (Hamdan,
2005). However, women increasingly contribute to several of the decisions that
were exclusive to men in the past (Al-Ahmadi, 2011). In the Saudi society, there
are two broad attitudes towards women. Parts of the community see the need
for women to take their full part in society under Islamic rules such as her right in
education, employment, driving, and political participation. Consequently,
several customs and traditions must change to that effect (Basaffar, 2012). In
contrast, others believe that Saudi women are active family members, for which
reason remaining at home is more important than working; and that they still
need to be under the protection and guidance of men. Inevitably, there are
ongoing debates on integrating these often opposed views in driving changes in

legislation and implementation in everyday life (Jamjoom, 2010).
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Linking these sociological perspectives with the mental health literature is
important for the context of this study, since women in the Saudi society are
viewed as shy, and are characterized by modesty and religiousness, it can be
difficult to determine those who experience significant anxiety in social or
interpersonal situations (Al-Khodair & Freeman, 1997). This is because many
women do not have a great deal of exposure to these situations, thus anxiety
may be interpreted as part of their feminine shyness. Indeed, those women who
do experience significant anxiety may not find that it impacts greatly on their
day-to-day functioning (Ahmed M & Alansari, 2004). Therefore, little is known
about the experience of social anxiety in women compared to men in this
culture. This is an important consideration arising from the research evidence,
both in relation to the psychopathology of social phobia and parenting capacity,
which are central variables in the conceptualization of the design of this study.
For those reasons, we may need to revisit these issues in the interpretation of

the findings.

3.6 Child mental health problems and services in Saudi Arabia

In order to understand the context of mental health services provided for
children in Saudi Arabia, it is essential to consider a number of issues. Mental
health services in Saudi Arabia have developed slowly and many Saudis, like
others in Arab societies, have limited mental health awareness (Abolfotouh,
1997; Al-Krenawi & Graham, 2000; El-Islam, 1982). Children are not routinely
referred to psychiatric services. Common reasons for referral are behavioural

and emotional problems; lack of established organic causes for physical
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symptoms; difficulties in adjusting to chronic or recurrent illness; family history

of mental iliness; and suspected abuse or neglect (Al-Haidar, 2003).

The development of mental health services requires rational planning, with
sound epidemiological evidence of the prevalence of mental health problems. In
the UK, approximately 1 in 10 children have a mental health problem (Ford,
Goodman, & Meltzer, 2003), while in Australia, one in six (18%) of secondary
school students were reported to suffer psychological distress (Van de Ven et
al., 2002). In general, the prevalence of mental health problems among children
has been investigated in many studies in both developed and developing
countries. While prevalence figures vary considerably between studies,
apparently 10 to 20% of all children have at least one mental health problem
(WHO, 2002). Many researchers have shown that up to 50% of adult sufferers
of anxiety disorders identify the onset of their symptoms in childhood; and that
stress levels are escalating at an alarming rate among adolescents (Al-Gelban,
2007; Brooks, Harris, Thrall, & Woods, 2002; Pollock, Rosenbaum, Marrs, Miller,

& Biederman, 1995).

The socioeconomic changes which have already been discussed, have
inevitably affected children and young people as well. The current population is
predominantly young, with 60% of Saudis under the age of 30 years and 47%
under 15 years (Ministry of Economy and Planning, 2010). In a recent study,
Abdel-Fattah et al. (2004) found that 8.3% of pupils (94.4% being children and
5.6% adolescents) suffered from emotional and behavioural problems, which is

consistent with epidemiological research from western and low/middle income
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countries. In Saudi study a high prevalence of mental health problems was
established among young patients attending primary health care settings (Al-
Faris et al.,, 1997), two-thirds of which were not detected (Al-Fakeeh, 1994),
there is no evidence for children attending primary care. The main reasons were
a shortage of psychiatrists and lack of necessary mental health training to

General Practitioners (Al-Faris et al., 1997).

The Ministry of Health in Saudi Arabia has prioritised the development of
primary health centres, since these constitute the first level of health care,
before processing referrals to general or specialist hospitals, to diagnose and
treat health conditions, especially chronic and widespread ones such as cancer,
heart disease, diabetes, obesity and psychiatric disorders. The number of
primary health centres has expanded in all areas of Saudi Arabia, to a total of
2,094 (MOH, 2009), with trained doctors and health staff. Scholarships have
been awarded for the required specialties, and specialists from other countries
have been recruited where necessary. In a related context, with regard to
mental health, similar improvements have led to the establishment of 21
specialized mental health hospitals across the Kingdom (MOH, 2009). Children
and adolescents are referred to the same Psychiatry departments as adults,

there being no specialist child and adolescent mental health services as yet.

3.7 Sample
The sample consisted of children aged 9-16 years referred during a six-month
period to psychiatrists, who had initially made a diagnosis of emotional disorder

following a clinical interview, according to the researcher’s request to use ICD-
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10 or DSM-IV criteria. The selection of the participants for stage one of this
study was confined to first-time referrals, before the initiation of treatment. The
recruitment sources were out-patient clinics at the three main hospitals in
Riyadh city. Each hospital has a psychiatric department and its patients were
referred from a variety of sources, such as primary care clinics or schools. Over
a period of six months (April to September 2008) the researcher recruited 217
participants. All were seeking treatment for the first time, and most of them
completed the diagnostic interview. Figure 3.2 presents the sampling
framework. Children were subsequently selected for stage two according to an

independent diagnostic assessment using the K-SADS.

Figure 3.2: Sampling framework

Stage One: Children referred from psychiatrists with diagnosis of emotional
disorder

217

1
Stage Two: Excluded by the researcher before conducting the K-SADS (58)

159

!
Dropped out after inclusion (70)

89

1
Final sample
89

The instruments used in the study were self-administered. Therefore, the age
group was limited to 9 to 16 years, to ensure that children would be able to read
and have sufficient cognitive capacity to complete the instruments.
Consequently, the researcher excluded children unable to complete the self-

rated questionnaires if they had moderate to profound learning disability.
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Children who could not read and those with illiterate parents were also
excluded. This partly affected the sampling frame, as the majority of participants
came from the Al Badu area or the villages around Riyadh, which have high
rates of illiteracy. Although the exclusion criteria including inability to complete
the instruments, the sample still included participants from the Al Badu area and
the villages. Some participants dropped out because they lived outside the city
and had difficulty in returning to complete the study instruments; while others
dropped out for unknown reasons, failing to return the questionnaires or to
answer the researcher’s calls. Maybe initially agreeing but then refusing to send
the forms back was a passive way of declining to take part, which can be
culturally prominent when people do not like to directly decline to someone of
perceived higher status. The researcher engaged the participants by
encouraging them to complete the instruments at the clinic, by providing a
comfortable place for them, and by offering drinks and snacks. Thus the total
number of children not included in the sample was 128 (Table 3.1), leaving a
total of 89 subjects who consented to participate in the study. All participants
were aged between 9 and 16 years (M=13.09, SD=2.53); 47 were male (52.8%)

and 42 female (47.2%).

Table 3.1: Reasons for non-participation in the study

Reasons Number
Excluded | Learning disability 16
re:gat::ier llliterac Children 10
y Parents 32
Dropped | Living outside Riyadh 22
out Withdrew 48
Total 128
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Several governmental and private hospitals and clinics provide mental health
services in Riyadh city. The study was conducted at the three main hospitals
(Figure 3.3), due to the availability of the majority of cases from these settings.
Other services were excluded, as these were provided by other departments
such as paediatrics or internal medicine. Some hospitals and clinics had
psychiatric specialties, such as adult psychiatry and addiction, but not for

children.

The selected hospitals were the Riyadh Military Hospital (RMH), the Al-Amal
Complex for Mental Health (ACFMH) and the King Fahad National Guard
Hospital (KFNGH). The largest number of participants were referred from the
KFNGH (n=40, 44.9%), because of its participation in the National Family Safety
Programme, followed by the ACFMH (n=30, 33.7%) and the RMH (n=19,
21.3%). After stage one, the researcher interviewed these children, and found
that the majority suffered from one or more of the main emotional disorders, i.e.
social phobia, post-traumatic stress disorder (PTSD) or anxiety disorder. The
focus was on the main diagnostic categories of emotional disorders, as previous
studies had found trauma exposure to have a predominant impact on emotional
symptoms. This association was found to be mediated by several factors. The
only type of emotional disorder that had not been studied was social phobia,
which was the rationale for this study, as discussed in previous chapters. Table

3.2 lists the diagnoses of cases selected from each hospital.
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Table 3.2: Referral source and diagnhosis

K-SADS Diagnosis

. Social
Hospital Social Sr?cll;ﬂ phobia, Anxiety Total
ospita pk?;kl)?a pa?] dla anxiety |Anxiety| and |PTSD o

anxiety and PTSD

PTSD
KFNGH 1 2 2 6 19 10 40
ACFMH 5 3 3 14 4 1 30
RMH 12 1 1 2 3 0 19
Total 18 6 6 22 26 11 89

As seen in the table above, the number of children diagnosed with SP and

PTSD were few, however, this reflects that psychopathology is not pure, with

high co-morbidity between SP, PTSD and other disorders.
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Figure 3.3: The selected hospitals and their locations in Riyadh

3.8 Measures
To test the hypotheses set out in section 3.2, a total of 11 instruments were

selected to measure four broad groups of variables (Table 3.3). The first
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instrument elicited socio-demographic information from the participants and the
second was the semi-structured diagnostic interview to select the sample. The
third group consisted of rating scales of the main types of emotional disorders,
and the fourth comprised questionnaires on potential mediating / risk factors

according to the research literature.

Table 3.3: Research measures

1 | Socio-demographic information checklist

2 | Semi-structured diagnostic interview (K-SADS-IVR)

Impact of Event Scale (IES)

. . Revised Children’s Manifest Anxiety Scale (RCMAS)
Ratings of emotional

3 symptoms Children’s Depression Inventory (CDI)
Social Phobia Questionnaire (SPQ)
Strengths and Difficulties Questionnaire (SDQ)
Exposure to Trauma (ET)

4 Potential mediating/ | Parenting Rearing Style (EMBU-C)

risk factors Parenting Stress Index (PSI) Short Form (SF)
General Health Questionnaire (GHQ)

The following subsections describe each measure in detail.

3.8.1 Socio-demographic checklist

The initial checklist consisted of 11 questions for the child and the parent, which
were developed according to the existing literature. It elicited the following data
on the child: gender, age, educational status, number of siblings, child order and
referring hospital. The questions about the participant’s parents were as follows:
father’'s and mother’s educational status, standard of living and parents’ marital
status (Appendix 3.1). During the statistical analysis, the researcher reduced

variables if these overlapped or were significantly associated, i.e. the child’s and
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parents’ educational status; the child’s age and educational status; and the

parents’ educational status, which also reflected the family’s standard of living.

3.8.2 K-SADS-IVR

The K-SADS is a semi-structured diagnostic interview tool designed to assess
current psychopathology in children and adolescents. The K-SADS-P was
initially developed by Puig-Antich and Chambers (Ambrosini & Dixon, 2000).
The K-SADS-IVR is a revision of the K-SADS-IIIR, which was DSM-IIIR and
DSM-III compatible. This edition of the K-SADS-IVR is consistent with DSM-IV
and DSM-IIIR criteria. The major changes in the current edition are that
diagnoses have been updated to include generalized anxiety disorder, which
was new to the DSM-IV for children and adolescents. Post-traumatic stress
disorder (PTSD) has also been added. All of the diagnoses assessed by the K-

SADS-IVR are listed in Table 3.4.

76



Table 3.4: K-SADS diagnostic categories

Avoidant Simple phobia
EMOTIONAL Generali_zed anxiety Soci_al phobia
DISORDERS Overamflous . Panic dlsordgr .
Separation anxiety Post-traumatic stress disorder
Obsessive-compulsive
Major depression Bipolar disorder
a) non-endogenous a) Mania
AFFECTIVE b) endogenous b) Bipolar |
DISORDERS C) psychotic c) Hypomania
Minor depression d) Bipolar Il
Dysthymia Cyclothymia
Attention deficit-hyperactivity
BEHAVIOURAL | Oppositional defiant
DISORDERS Conduct
Substance abuse/dependence
EATING Anorexia nervosa
DISORDERS Bulimia nervosa
PSYCHOSES | Schizophrenia
Schizoaffective
OTHER Schizotypal
DISORDERS Paranoid

The researcher used the emotional disorders section of the K-SADS, consistent
with the aims of study. The remaining sections of the K-SADS were not

included, as they were not required for the selection of the sample.

The tool was first administered to the parent(s) alone, then to the child alone,
finally achieving summary ratings which included all sources of information. In
each case, the authors recommend that raters use their best clinical judgment
when there are discrepancies between different sources. The interviewer should
rate the signs and symptoms first, then use this information to arrive at an
overall severity rating; the severity ratings for the K-SADS-P are scaled either O
to 4, or 0 to 6. When a symptom has been scored as 3 or more, this indicates a
positive diagnosis. There are also several items which refer to the absence or

presence of symptoms, and which are scored 0 to 2 (0=No information,

77




1=symptom absent, 2=symptom present). For symptoms scored from O to 6, the
coding is 0=No information, 1=Not at all, 2=Slight, 3=Mild, 4=Moderate,
5=Severe, 6=Extreme. For symptoms scored from O to 4, the coding is 0=No

information, 1=Not at all, 2=Slight, 3=Mild to Moderate, 4=Severe to Extreme.

Validity of the K-SADS

The K-SADS has been validated against several established diagnostic
instruments. For example, one study compared it to the Beck Depression
Inventory (BDI) for adolescents, the Children’s Depression Inventory (CDI) for
pre-adolescents and the clinician-rated Hamilton Depression Rating Scale
(HDRS) in 356 adolescents and 116 children attending psychiatric out-patient
clinics. Patients with major depressive, minor depressive and dysthymic disorder
were compared with non-depressed psychiatric controls. The findings supported
satisfactory validity (McConville, Ambrosini, Somoza, Bianchi, & Minnery, 1995;
McLaughlin, Ambrosini, Fallon, Bianchi, & Metz, 1997). Table 3.5 summarizes

some of these findings.

Similar results were established by Kaufman, Birmaher, Brent, Ryan, and Rao
(2000), who compared the K-SADS to the internalizing and externalizing
subscales of the Child Behavior Checklist, the Conners Parent Rating Scale for

ADHD and the Screen for Child Anxiety Related Emotional Disorders.
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Table 3.5: Validity, sensitivity and specificity of the K-SADS compared to
the BDI, HDRS and CDI

Measure N Cronbach’s a Sensitivity Specificity
BDI 356 0.90 92 71
HDRS 144 0.82 93 95
CDI 116 0.89 41* 87

BDI: Beck Depression Inventory; HDRS: Hamilton Depression Rating Scale;
CDI: Children’s Depression Inventory.

*The low established sensitivity was not related to the K-SADS but to the CDI. In
the prepubertal sample, the CDI was not very sensitive in identifying affective
disorders, nor did it differentiate between major depressive and dysthymic
disorders. Authors in this field have argued that the CDI measures a broader

depressive construct than other instruments (Jensen et al., 1993).

Reliability of the K-SADS

The test-retest reliability of the K-SADS was investigated by W. J. Chambers et
al. (1985) in 52 children aged 6-17 years; they found that the majority of the
symptoms were reliably assessed in test-retest format for depressive, conduct,
oppositional defiant and attention deficit-hyperactivity disorders. Similar results
of inter-rater reliability using videotaped interviews were established by
Ambrosini, Metz, Prabucki, and Lee (1989). Reliability scores have consistently
improved in recent editions of the K-SADS. Inter-rater reliability has been higher
in  major depressive, minor depressive/dysthymic, generalized anxiety,
separation anxiety and oppositional defiant disorders (Ambrosini, 2000). The
inter-rater kappa coefficients for six diagnoses using the IV version are

presented in Table 3.6.
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Table 3.6: K-SADS inter-rater reliability data scores (kappa)

Diagnosis K-SADS
(n=20)
Major depression 0.90
Minor depression 0.88
Generalized anxiety disorder 0.78
Separation anxiety disorder 0.85
Oppositional defiant disorder 0.80
ADHD 0.80

Training for the use and scoring of the K-SADS

Although there used to be some formal training available in the UK, this is no
longer the case. Professor Ambrosini, the author and developer of the K-SADS
in the USA, confirmed that no training courses were available in the USA or the
UK, in spite of recommendations that training should be undertaken before
using this tool. Professor Ambrosini sent the latest version of the K-SADS and
its scoring forms. The researcher was in regular communication with Professor
Ambrosini, who kindly provided support and offered guidance and advice on
how to use the K-SADS. Any doubts in relation to the K-SADS were discussed

with and supervised by Professor Ambrosini through e-mail (Appendix 3.2).

Before the research took place, in order to become familiar with the K-SADS,
the researcher also received informal training from a clinician (Professor Jon
Arcelus) who had used the K-SADS in a previous PhD study in primary care
(Arcelus, Gale, & Vostanis, 2001; Arcelus & Vostanis, 2003). The researcher
also remained in regular contact with Dr. Sajida Hassan, who had used the
instrument in her own PhD study with schoolchildren in Karachi, Pakistan

(Hassan, 2010; Hussein, Hussein, & Vostanis, 2008).
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3.8.3 Measures of emotional problems

The measures of emotional problems listed in Appendix 3.3 were selected
predominantly to measure the severity of the emotional symptoms of three
disorders: anxiety, PTSD and social phobia. Because of co-morbidity in children,
they were also used to measure other mental health problems such as

behavioural disorders, hyperactivity and depression.

3.8.3.1 Impact of Event Scale

The IES was originally developed by M. Horowitz, Wilner, and Alvarez (1979) to
measure the main PTSD phenomena of re-experiencing or avoiding the
traumatic event and the feelings to which it gave rise. Hence, its 13 items, each
rated on a four-point scale, are grouped into the subscales of Intrusion and
Avoidance. The IES was not initially designed for children, but it has since been
successfully used in a number of studies with children aged eight years and
older. Two studies with adolescent survivors of a shipping disaster (Yule,
Bruggencate, & Joseph, 1994) and children exposed to war trauma in Croatia
(Dyregrov, Kuterovac, & Barath, 1996) found that a number of items were being
misinterpreted by children. These separate studies identified identical factor
structures of the IES, which resulted in the selection of eight items that best
reflected the underlying factor structure, thus producing a shortened version: the

IES-8 for children.

With the establishment of DSM-IV, Zatzick et al. (1997) added items to reflect
adult symptoms of increased physiological arousal, although Horowitz had found

that these did not form a separate factor. Therefore, Yule et al. (1994)
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developed five items to reflect the five DSM-IV Cluster D symptoms of arousal.
The present version is designed for use with children aged eight years and
above, who are able to read independently. It consists of four items measuring
intrusion (e.g. Do you think about it even when you do not mean to?), four items
measuring avoidance (e.g. Do you try not to talk about it?) and five items
measuring arousal (e.g. Do you have sleep problems?). This is called the
CRIES-13. Each item is scored on a four-point scale: Not at all = 0, Rarely = 1,
Sometimes = 3, Often = 5. The maximum total IES score is 65. A cut-off score of
30 and above has been found to indicate the likely presence of post-traumatic

stress disorders (Appendix 3.3.1).

Validity

Joseph, Williams, and Yule (1997) used the 13-item version of the IES to
explore its validity and reported that the total score of the eight-item version
correlated highly with the total score on the 13-item version of which it was part
(r = +0.95, p<0.001). The two versions correlated with a symptom count based
on the number of DSM symptoms reported by adolescents following an acute

trauma, as follows: 13-IES: r = 0.76; 8-IES: r = 0.70.

Reliability

P. Smith, Perrin, Yule, Hacam, and Stuvland (2002) used the 13-item version in
a survey of 2,976 children aged 9-14 years who had experienced war trauma in
Mostar, Bosnia. The scale was translated into Bosnian and back-translated by a
separate Bosnian speaker to establish the cultural accuracy of the questions. No

major differences were found between boys and girls in respect of the factors
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identified, so only the overall results are presented here. The scales had
satisfactory internal consistency. Cronbach’s alpha values were as follows:
intrusion = 0.70; avoidance = 0.73; arousal = 0.60; total = 0.80. The analysis
revealed a three-factor solution corresponding to the three hypothezised sub-

scales and accounting for 49.3% of the total variance.

The IES has been widely used internationally (Elhai, Gray, Kashdan, & Franklin,
2005; Paton, 1990); it has been translated into Arabic for previous studies and
applied to Arab child populations such as in the Gaza Strip, Lebanon and Iraq
(Aroian, Norris, Gonzalez de Chavez Fernandez, & Garcia Averasturi, 2008;
Dyregrov & Raundalen, 1992; Saigh, 1991; Thabet, Abed, & Vostanis, 2001;

Thabet et al., 2008)

3.8.3.2 Revised Children’s Manifest Anxiety Scale

The RCMAS is a self-report instrument designed to measure anxiety in children
and adolescents. It was developed by Reynolds and Richmond (1978) to assess
“the degree and quality of anxiety experienced by children and adolescents”
(Gerard & Reynolds, 1999, p. 323). It is based on the Children’s Manifest
Anxiety Scale (CMAS), which was devised by Castaneda, McCandless, and
Palermo (1956). The revised version of the CMAS omitted, added, and
amended items to meet psychometric standards. Reynolds and Richmond
(1978) renamed the instrument “What | Think and Feel”, although subsequent
papers primarily refer to it as the Revised Children’s Manifest Anxiety Scale.
There are five subscales: The Physiological, Waorry/Oversensitivity,

Concentration, Anxiety and Lie Scales (Lie 1, Lie 2). The RCMAS is suitable for

83



individual or group administration, by clinicians, researchers or teachers, with 6
to 19 year-old children. Each item is given a score of one for a ‘Yes’ response,
yielding a total anxiety score. An overall cut-off point of 19 out of 28 has been
found to identify children who are like to be experiencing clinically significant

levels of anxiety (Gerard & Reynolds, 1999) (Appendix 3.3.2).

Validity

Reynolds and Richmond (1979) conducted a factor analysis with the Anxiety
Scale items, in a test development sample. Three anxiety factors were identified
and were named according to their item content: physiological, worry
/oversensitivity and concentration. However, there were a number of anomalies
with the results, attributed to the small sample size of 329 subjects, compared

with the 28 variables.

Reliability

Wisniewski, James, Genshaft, and Daniel (1987) examined the test-retest
reliability of the RCMAS in 161 children. Analyses of re-testing after one and five
weeks indicated satisfactory reliability (Pearson correlations from 0.60 to 0.88,
significant at p < 0.01) and a non-significant difference between test and re-test
mean raw scores. These results would support the stability of the scale over
brief periods. The RCMAS has been widely used internationally (Chorpita,
Moffitt, & Gray, 2005; Muris, Merckelbach, Ollendick, King, & Bogie, 2002;
Turgeon & Chartrand, 2003; Williams et al., 2003). It has been translated into
Arabic and has been applied in Arab child populations such as in the Gaza Strip

(Thabet et al., 2001; Thabet, Abed, & Vostanis, 2002; Thabet et al., 2008).
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3.8.3.3 Children’s Depression Inventory

The CDI is used to measure depressive symptoms in young life. It is a self-
report inventory designed for the assessment of children and adolescents aged
7 to 17 (Kovacs, 1985, 1992), initially developed because of concerns regarding
the use of the Beck Depression Inventory with young people. The CDI has 27
sets of items. Respondents are asked to choose which of three sentences in
each set best describes his or her thoughts and feelings over the last two
weeks. It yields a total score (ranging from 0-54) as well as five sub-scores:
Mood, Interpersonal Problems, Ineffectiveness, Anhedonia and Negative Self-
Esteem. Scores of 19 and above are thought to be clinically significant and to
indicate a likely depressive episode (Saylor, Finch, Spirito, & Bennett, 1984).
The administration of the CDI takes approximately 10-15 minutes (Appendix

3.3.3).

Validity

In a normative sample of youths, the CDI suicidal ideation item was correlated
with the total scores from the remaining CDI items r=0.45 (Kovacs, 1992). In an
out-patient psychiatric sample, a sample of youths newly diagnosed with
diabetes and a sample of school children, the CDI suicidal ideation item was
correlated with CDI total scores (r=0.52, r=0.22 and r=0.49 respectively)
(Kovacs, 1992). In a study with sexually abused youths, the CDI item regarding
suicidal ideation was correlated with the rest of the CDI score (r=0.27)
(Wozencraft, Wagner, & Pellegrin, 1991). In a different sample of

schoolchildren, endorsement of the CDI ideation item was significantly related to
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scoring above the cut-off for clinically significant depression scores (Larsson &

Melin, 1992).

Reliability

In the same sample of schoolchildren, it was found that 50% of those who rated
the CDI suicidal ideation item at initial screening continued to endorse the
suicidal ideation item at a second testing 6 to 9 weeks later (Larsson & Melin,
1992). The CDI has been widely used internationally (Cole & Martin, 2005;
Honjo et al., 2001, Ivarsson, Svalander, & Litlere, 2006). It has been translated
into Arabic for previous studies and used in Arab countries such as Egypt,
Kuwait and the Gaza Strip (Abou et al., 1991; Ghareeb & Beshai, 1989; Hadi,

Llabre, & Spitzer, 2006; Llabre & Hadi, 1997; Thabet, Vostanis, & Karim, 2005).

3.8.3.4 Measures of social phobia symptoms

Western and Arab studies were searched for tools designed to measure social
phobic disorders in children. Unlike all other instruments measuring emotional
disorders, where up to two or three in each category have dominated the
literature, this was not found to apply to the measurement of social phobia in
children. A number of measures were considered but were not found to be
appropriate for the current study because of either cultural or psychometric
constraints (Beidel, Turner, & Morris, 1995; Gauer, Picon, Vasconcellos, Turner,
& Beidel, 2005; Levin, Hermesh, & Marom, 2001; Neal & Edelmann, 2003;
Osman, Gutierrez, Barrios, Kopper, & Chiros, 1998; Ranta, Kaltiala-Heino,

Koivisto, et al., 2007; Ranta, Kaltiala-Heino, Rantanen, Tuomisto, & Marttunen,

86



2007; Rheingold, Herbert, & Franklin, 2003; M. B. Stein, Torgrud, & Walker,

2000; Stemberger et al., 1995; L. Stopa & Clark, 2001).

The cultural factors that prevented the researcher from using these measures
were that they were designed for different cultures and /or conflicted with the
religion of the chosen population. Unlike other internalizing disorders such as
PTSD or depression, which are largely based on reporting emotions and
cognitions, social phobias always manifest in a social context and are
consequently more strongly influenced by cultural factors. Existing measures
contained several items that described mixed gender situations, activities like
dancing, and/or religious activities like singing in a place of worship, which
would have been inappropriate for the Saudi culture and religion. Any attempt to
resolve these issues by omitting items from the tools or adding new ones might
well have altered their psychometric properties, i.e. their reliability, validity, age

and administrative procedures.

Therefore, it was decided that it was necessary to develop a new questionnaire
to measure social phobia in Saudi children, with reference to a checklist based
on earlier measures and DSM-IV-TR criteria (Table 3.7) (APA, 2000). These
criteria differentiate between adults and children. By covering the main factors in
earlier studies and measures such as assertiveness, general conversation,
traditional social encounters, public performance, physical and cognitive
symptoms and avoidance, the researcher used the most suitable items for the
Saudi culture, such as the statement describing assertiveness (afraid when

becoming the centre of attention), general conversation (afraid when | start to
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talk to someone), or physical symptoms (when | am in social situation, | feel

somatic symptoms).

Table 3.7: DSM-IV-TR criteria of social phobic disorders

Criteria

A marked and persistent fear of one or more social or performance
1 | situations in which the person is exposed to unfamiliar people or possible
scrutiny by others.

Exposure to the feared social situation almost invariably provokes anxiety,
5 which may take the form of a situational bound or situational predisposed
panic attack. In children, this may be expressed by crying, tantrums,
freezing, or shrinking from social situations with unfamiliar people.

3 The person recognizes that the fear is excessive or unreasonable. In
children this feature may be absent.

The feared social or performance situations are avoided, or else are

4 endured with intense anxiety or distress
The avoidance, anxious anticipation, or distress in the feared social or
5 performance situation(s) interferes significantly with the person’s normal

routine, occupational (academic) functioning, or social activities or
relationships; or there is marked distress about having the phobia.

6 | In individuals under the age 18 years, the duration is at least six months.

The fear or avoidance is not due to the direct physiological effects of a
substance (e.g. drug abuse) or a general medical condition, and is not better
7 | accounted for by another mental disorder (e.g. panic disorder with or without
agoraphobia, separation anxiety disorder, body dysmorphic disorder,
pervasive developmental disorder or schizoid personality disorder).

If a general medical condition or another mental disorder is present, the fear
8 in Criterion A is unrelated to it, e.g. the fear is not of stuttering, trembling in
Parkinson’s disease; or exhibiting abnormal eating behaviour in anorexia or
bulimia nervosa.

The resulting Social Phobia measure (SP) covered most social situations, such
as in schools and parties or public places like restaurants, parks and clubs. It
comprised 25 items and used clear language designed for the age group of 9-16
years. Following the format of measures described in the literature, each item
was scored on a three-point scale: Not at all = 0, Sometimes = 1, Often = 2. The
maximum total score on the SP was 50. As this measure was developed by the
researcher, it required further psychometric evaluations. Some of these are

presented below, predominantly factor analysis and the correlation of the items
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with the total score, so that the reader can understand how to interpret the
instrument in the later statistical analysis. As factor analysis requires a large
sample size, the correlation between items and total score provides only a
general indication of its psychometric properties, which was nonetheless
considered sufficient for the objectives of this research. Future studies could
focus on the further development and standardization of this instrument

(Appendix 3.3.4).

At the beginning, SP parent and child items were found to be correlated with the
total score, with values ranging from 0.40 to 0.90. The alpha value for social
phobia symptoms (parent and child) was a = 0.96. Children’s and parents’
responses were also analyzed by means of factor analysis, despite the
constraints of the sample size. Bartlett’s test of sphericity was significant for both

children (x* = 187.7 (300), p<0.000) and parents (x* = 165.4 (300), p<0.000).

In terms of the factorial structure obtained, five factors with eigenvalues greater
than one were extracted in the parents’ sample, explaining a total of 69.45% of
the variance. However, the scree plot shown in Figure 3.4 clearly indicated a
one-factor solution; therefore, the analysis was re-run, restricting the number of
factors to one. The resultant factor had an eigenvalue of 12.17 and explained
around 48.68% of the variance. As displayed in Table 3.8, all items loaded

significantly (i.e. greater than 0.30) on this factor.

Regarding the children’s sample, the same procedure resulted in five initial

factors with eigenvalues above one and explaining an overall of 71.77% of the
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variance. As in the parents’ group, the scree plot shown in Figure 3.5 suggested

a one-factor model and the analysis was re-run, again limiting the number of

factors to be extracted to one. This factor had an eigenvalue of 13 and

explained 52.01% of the variance. High and significant items loadings were

obtained on this factor, as shown in Table 3.8.

Table 3.8: Item loadings for Social Phobia measure (children and parents)

Factor Extracted

No Items -
Children | Parents
1 |Afraid when joining a large group such as at a party 81 .76
2 |Afraid when becoming the centre of attention .62 49
3 |Afraid when | have to do something such as writing while others watch 59 69
me
4 | Afraid when speaking or reading out loud in front of a group .85 .76
5 |Afraid when answering questions in class or at group meetings .80 .76
6 |Afraid at parties, dances, school... And go home early .81 12
7 |Afraid to meet new Kids .88 .79
8 |Too afraid to ask questions in class .60 52
9 |Afraid of eating in front of others 73 73
10 |Afraid if someone starts arguing 40 54
11 |Afraid if someone asks me to do something that I don’t want to do 40 41
12 |Afraid in an embarrassing situation A7 45
13 |Afraid if someone says something that is wrong or bad 45 48
14 |Afraid when | start to talk to someone .88 .83
15 |Afraid if | have to talk for longer than a few minutes .85 .84
16 |Afraid when speaking with other young people around, or in class .85 .85
17 |Afraid when in a school play, choir, music, or dance recital .87 .82
18 |Afraid when ignored or made fun of by others 75 .56
19 |1 avoid social situations (parties, school, playing with others) .84 81
20 |1 leave social situations .82 74
21 |Before going to a party, | think about what might go wrong .58 .63
22 |My voice leaves me or sounds funny when | am talking to others .80 .80
23 |When [ am with other people, I think of ‘scary’ thoughts 74 .70
24 |Before going someplace, | feel (somatic symptoms) .53 73
25 When | am in a social situation, | feel (somatic symptoms) .69 73
Eigenvalue 13.00 12.17
Variance explained (%0) 52.01 48.68
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Figure 3.4: Scree plot of the SPQ for the parents’ sample
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Figure 3.5: Scree plot of the SPQ for the children’s sample
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3.8.3.5 Strengths and Difficulties Questionnaire

The SDQ is a questionnaire for 3-16 year-olds which measures general
emotional and behavioural problems. It exists in several versions to meet the
needs of researchers, clinicians and educationalists. All versions of the SDQ ask
about 25 attributes, five positive and 20 negative. The 25 items are grouped in
five subscales of five items each, generating scores for conduct,
hyperactivity/inattention, emotional and peer problems and prosocial behaviour

(Goodman, 1997, 2001) (Appendix 3.3.5).

The answer for each item is scored as O = Not true, 1 = Somewhat true, 2 =
Certainly true. If the item is phrased positively, these scores are reversed. Item
scores are summed to provide a score for each problem category. The score for
each category ranges from 0 to 10. To generate a total mental health difficulties
score, the scores of the four problem categories (conduct, emotional,
hyperactivity and peer problems) are summed without including the prosocial

score. The total difficulties score can therefore range from O to 40.

Category bands and total difficulties scores can be classified as normal,
borderline or abnormal. These bands, which are not adjusted for age or gender,
have been chosen so that approximately 80% of children in the community are
considered to be in the normal category and 10% in each of the borderline and
abnormal bands (Goodman, 1997). The total difficulties score can also be
classified into normal, borderline and abnormal bands. Scores ranging from O to

13 are considered to be normal, between 14 and 16 borderline and between 17
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and 40 abnormal, i.e. indicating that a clinical assessment would be beneficial

for likely mental health problems.

Validity and reliability

Goodman (1997) initially validated this screening questionnaire in 5-15 year-old
children living in the community (N=467) and children attending a psychiatric
clinic (N=232). The SDQ scores were highly correlated (r=0.74) with the ratings
of a standardized interview (Goodman, 1999). Goodman and Scott (1999)
subsequently compared the properties of the SDQ with the established but
lengthier Child Behaviour Checklist (CBCL) (Achenbach, 1991), by asking
mothers of 132 children aged 4-7 years to complete both. SDQ and CBCL
scores were highly correlated and were equally able to discriminate psychiatric
from non-psychiatric cases. The SDQ was more sensitive than the CBCL in

detecting inattention and hyperactivity problems.

The SDQ has been widely used internationally (Goodman & Goodman, 2009;
Matsuishi et al., 2008; Samad, Hollis, Prince, & Goodman, 2005; Woerner et al.,
2004). It has been translated into Arabic for earlier studies and has been applied
in Arab countries such as Yemen and the Gaza Strip (Almagrami & Shuwalil,

2004; Alyahri & Goodman, 2006; Thabet et al., 2008; Thabet & Vostanis, 2000).

3.8.4 Exposure to Trauma
Several previous studies have examined children’s experience of traumatic
events, especially in natural disasters such as floods, earthquakes or volcanic

eruptions, as well as in situations of community violence and war (Breslau,
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Peterson, Kessler, & Schultz, 1999; Demir et al., 2010; Forsberg & Saveman,
2011; Gold et al., 2000; Johnson & Thompson, 2008; Liu et al., 2011; Silove,
Sinnerbrink, Field, Manicavasagar, & Steel, 1997). These studies concentrated
on measuring psychological disorders post trauma, for a certain population
exposed to one or more disasters or events. They were not designed to
measure the event itself and/or did not include any measurement of the daily life
events that may have affected the individuals. For this reason, a wide variation

of instruments is reported in the literature.

As was the case for social phobia, measures used in previous studies were not
compatible with Saudi culture; for example, strikes and demonstrations are
illegal in Saudi Arabia and racial discrimination is prohibited by Islam. The same
applies to questions on war and natural disasters, as some are not compatible
with the geography of Riyadh, where there are no volcanoes and where no
earthquake has been experienced for many years. Consequently, the measures

used in these studies were not considered appropriate for the current study.

In this study, it was important to measure the adverse life events and trauma
experienced by children at different stages of their lives such as illness,
accidents, thefts and rape. For this reason, the researcher developed a measure
of Exposure to Trauma (ET), based on the literature, the UK National Survey
checklist (DOH, 2005) and previous studies (Briere, 2005, 2010; Briere et al.,
2001; Briere & Runtz, 1989; Evans, Briere, Boggiano, & Barrett, 1994). The ET
was designed to measure the trauma associated with life events such as family

problems, including domestic violence and divorce; neglect; economic hardship;

94



clashes with authority (police, courts); criminal attacks; exposure to parental
mental illness; chronic disease; disability and accidents on public or private

transport. It also covered events like armed violence and floods.

The ET consisted of 19 items (Appendix 3.4) and its purpose was to assess the
effects of trauma through the child’s self-report. The measure was simplified to
suit the children’s understanding. Each child was asked about life events or
problems that s/he may have faced directly, those involving another family
member and being affected by others’ experiences. Responses to each item
were on a two-point scale (Yes or No). Since this was a purposefully designed
measure, three methods of scoring and analysis were used, based on individual
item scores, factor scores (groups of items) and total scores. All children and
their parents completed this scale individually. Their responses were found to be
identical across the entire sample, as the correlation between the child’s and
parent’s response was r = 1. For this reason, the final measure represented
both. As this measure was developed by the researcher, it required further
psychometric investigation and factor analysis, as with the Social Phobia

guestionnaire.

The ET items were associated with total scores, with correlation values ranging
from 0.20 to 0.70. Items of the newly developed ET measure were entered into
a principal components analysis (PCA) with varimax rotation. A criterion of 0.30
was used to determine item loadings and an eigenvalue equal to or greater than
0.1 was used to decide the number of factors to be retained. A scree test was

also used. The sample size was found to be adequate, as indicated by Bartlett’s
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test of sphericity (x> = 507.30 (171), p < 0.000). A seven-factor solution was
extracted. Eigenvalues of the seven factors were 2.80, 2.07, 1.86, 1.82, 1.69,
1.54 and 1.22. The overall solution explained 68.47% of the total variance. The
scree plot was not interpretable, so it was decided to retain and rotate the seven

factors. Item loadings on the extracted factors are shown in Table 3.9.

Although factor analysis was the preferred method, this was constrained by the
sample size. For this reason, an alternative method of scoring was used
whereby the researcher classified the items into six trauma categories according
to the literature, then dichotomized the scoring according to whether
respondents had experienced trauma in any of the items within each category.

These categories and their constituent items are presented in Table 3.10.
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Table 3.9: Item loadings of the Exposure to Trauma measure

Factors

No ltems 1] 2]3a]5]6]7

Have had a separation due to marital difficulties or

broken off a steady relationship? 85

Have you witnessed severe domestic violence, e.g.

seen your mother badly beaten up at home? 87

Have you (or someone close to you) had a major
3 |financial crisis, such as losing the equivalent of three .93
months income?

Have you (or someone close to you) had a problem

with the police involving a court appearance? 62

Have you experienced a severe attack or threat, e.g. by

a mugger or gang? 84

Have you (or someone close to you) had a serious

physical illness such as cancer or heart attack? 77

Have you (or someone close to you) had a serious
7 |mental illness such as schizophrenia or major .76
depression?

Now turning to things that have happened to her/him.
8 |Atany stage in his/her life, has a parent, brother or 52 A7
sister of his/hers died?

Has s/he ever had a serious injury which required a

stay in hospital? 42

Has s/he ever been in a serious accident or badly hurt

in an accident? .82

10

Have you been exposed to something frightening or

11 dangerous, e.g. an accident on a ferry or a train crash?

.83

Have you (or someone close to you) experienced a

12 serious fire, e.g. trapped in a burning house or car?

91

Have you (or someone close to you) experienced other
13 |disasters, e.g. kidnapping, earthquake, explosions, or .85
war?

In the past year, has s/he ended a close friendship, for

14 example, permanently falling out with a best friend?

.66

Has s/he (or someone close to her/him) experienced

15 severe physical abuse?

.55 .46

Have you (or someone close to you) experienced

16
sexual abuse?

.83 .38

17 [Have you (or someone close to you) experienced rape? .69

Have you ever lost something that was dear

18 to you, like a doll or a toy?

91

Has s/he experienced an embarrassing situation (for
19 |example, insults and humiliation) by his/her family or -35 -31
colleagues that s/he still remembers?

Eigenvalue 2.80|2.07 |1.86|1.82|1.69|1.55| 1.2

Variance explained 14.72|10.91|9.79(9.59(8.91|8.13|6.43
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Table 3.10: Exposure to trauma — Categories and items

Family problems (ETS1)

ET1 | Have had a separation due to marital difficulties or broken off a steady
relationship?

ET2 | Have you witnessed severe domestic violence, e.g. saw mother badly
beaten up at home?

ET3 | Have you (or someone close to you) had a major financial crisis, such as
losing the equivalent of 3 months income?

ET4 | Have you (or someone close to you) had a problem with the police
involving a court appearance?

Violence/Abuse (ETS2)

ET5 | Have you experienced a severe attack or threat, e.g. by a mugger or
gang?

ET15 | Has s/he experienced (or someone close to here/him) severe physical
abuse?

ET16 | Have you (or someone close to you) experienced sexual abuse?

ET17 | Have you (or someone close to you) experienced rape?
lliness/Death (ETS3)

ET6 | Have you (or someone close to you) had a serious physical illness such
as cancer or heart attack?

ET7 | Have you (or someone close to you) had a serious mental illness such
as schizophrenia or major depression?

ET8 | Now turning to things that have happened to her/him. At any stage in
his/her life, has a parent, brother or sister of his/hers died?

ET9 | Has s/he ever had a serious illness which required a stay in hospital?

Accident/Disaster (ETS4)

ET10 | Has s/he ever been in a serious accident or badly hurt in an accident?

ET11 | Have you been exposed to something frightening or dangerous, e.g.
being in an accident on a ferry or a train crash?

ET12 | Have you (or someone close to you) experienced a bad fire, e.g. trapped
in a burning house or car?

ET13 | Have you (or someone close to you) experienced other disasters, e.g.
kidnapping, earthquake, explosions, war?

Peer relationships (ETS5)

ET14 | In the past year, has s/he ended a close friendship, for example,
permanently falling out with a best friend?

ET19 | Has s/he experienced an embarrassing situation (for example, insults
and humiliation) by his/her family or colleagues that s/he still
remembers?

Loss (ETS6)
ET18 | Have you ever lost something that was dear to you, like a doll or a toy?
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3.8.5 Parental factors

3.8.5.1 Parental Rearing Style

Parental responses (Appendix 3.5) were measured by the Parental Rearing
Style (EMBU-C) tool. The modified version included 52 items of the pool of 81
items of the original Dutch Egna Minnen Betraffande Uppfostran (Markus,
Lindhout, Boer, Hoogendijk, & Arrindell, 2003), which was developed to assess
perceptions of parents’ rearing practices by children and young adolescents.
Each item was presented to both the father and the mother and was scored on a
four-point Likert-scale (1 = No, never; 2 = Yes, but seldom; 3 = Yes, often; 4 =
Yes, most of the time). The EMBU-C assesses four factors: Emotional Warmth
(19 items), Rejection (17 items), Overprotection (12 items) and Favouring

Subject (4 items) (Appendix 3.5.1).

Validity

The EMBU-C scales have been found to be little to moderately inter-correlated.
A joint higher order analysis (PCA with varimax rotation) of the mothers’ and
fathers’ scales vyielded three factors with eigenvalues greater than 1.

Cumulatively, these explained 80.8% of the total variance (Markus et al., 2003).

Reliability

Reliability analysis revealed that the alpha coefficients for the Emotional Warmth
and Rejection scales were high. In accordance with previous research with the
EMBU, the alpha coefficients for Overprotection and Favouring Subject were
smaller in magnitude. The mean inter-item rs for the four item-sets, for both the

fathers’ and mothers’ ratings, were acceptable according to the criteria of Briggs
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and Cheek (1986). In view of the magnitudes of the homogeneity figures, the
alpha coefficients may be considered to have attained acceptable values. In that
same study, Pearson correlations were determined between each EMBU-C
scale and the trait anxiety scale of the State-Trait Anxiety Inventory for Children
(STAIC) for 37 children. The correlations of trait anxiety with Rejection (F: 0.41,
P=0.006; M: 0.27; P<0.05, one-tailed, n= 37) and with Overprotection (F: 0.29,
P=0.04; M: 0.38; P<0.01, one-tailed, n= 37) indicated that anxious children had
higher scores. The correlations between trait anxiety and Emotional Warmth

were not significant.

Despite the wide use of the EMBU-C in different countries such as Spain, South
Africa and Japan (Castro, Toro, Van der Ende, & Arrindell, 1993; Mofrad,
Abdollah, & Samah, 2009; Niditch & Varela, 2011; Van Gastel, Legerstee, &
Ferdinand, 2009), the researcher could find no study of Arabic speakers that
had used it. However, the positive evidence on its psychometric properties
justified using it in the current study. The instrument investigates parenting
styles and parent-child relations, which in general have similarities across
cultures. Besides, the instrument had been used in several cultures and

languages, making it flexible for further use.

3.8.5.2 Parenting Stress Index / Short Form

The PSI/SF is a direct derivative of the full-length Parenting Stress Index test.
All items of the short form are included in the long form, with identical wording
(Abidin, 1995). The PSI is a measure of relative magnitude of stress in parent

and child interactions (Loyd & Abidin, 1985). The PSI/SF was based on the
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theory that the total stress which a parent experiences is a function of certain
salient child characteristics, parent characteristics and situations that are directly
related to the role of being a parent. The PSI identifies dysfunctional parenting
and predicts the potential for parental and child adjustment difficulties within the

family system (Abidin, 1995).

The PSI/SF assesses three factors: Parental Distress (PD), Parent-Child
Dysfunctional Interaction (P-CDI) and Difficult Child (DC). Each is measured by
12 items, making a total of 36 items, which together take ten minutes for the
parent to complete. Each item is scored by circling SA (strongly agree), A
(agree), NS (not sure), D (disagree) or SD (strongly disagree). It yields a Total
Stress Score, plus scale scores for both child and parent characteristics, which

pinpoint sources of stress within the family (Appendix 3.5.2).

Validity

The correlations between the PSI/SF and the full-length PSI were estimated in a
sample of 530 mothers and their children who attended a paediatric clinic in
Virginia City, USA. Total Stress on the full-length PSI correlated at 0.94 with the
PSI/SF Total Stress, which is exceptionally high and comparable to the two-
week test-retest reliability of the full-length PSI, which is 0.95. Examination of
the pattern of correlations suggests that the PD subscale score was highly
correlated with the Parent Domain score of the full-length PSI (r=0.92), which
was expected, as the PD Subscale consists of items derived from the Parent
Domain subscale. Similarly, the score on the DC subscale, derived from the

Child Domain subscale of the full-length PSI, was strongly correlated with it
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(r=0.87), as was expected. The correlation of the P-CDI score with the Child
Domain and Parent Domain scores of the full-length PSI were lower, at 0.73 and
0.50 respectively. These lower correlations were also expected, because the P-
CDI subscale contains items from both the Child and Parent Domains of the full-

length tool (Abidin, 1995).

Reliability

Test-retest reliability was established at 0.84 for PD, 0.68 for P-CDI, 0.78 for DC
and 0.84 for Total Stress. Reliability was assessed by a re-test at an interval of
six months. Coefficient alpha was calculated as 0.87 for the PD, 0.80 for the P-
CDl, 0.85 for the DC and 0.91 for Total Stress, based on a normative sample of
800 subjects. In addition, Roggman, Moe, Hart, and Forthun (1994) studied 103
parents attending the Head Start parenting programme in the USA and reported
PSI/SF alpha reliabilities of 0.79 for the PD, 0.80 for the P-CDI, 0.78 for the DC

and 0.90 for Total Stress.

The PSI has been widely used internationally, including with Chinese, Italian,
Portuguese, Latin American and French Canadian families (Abidin, 1995; Davis
& Carter, 2008; Hassall, Rose, & McDonald, 2005; Lecavalier, Leone, & Wiltz,
2006). These studies demonstrate that the PSI maintains its validity in diverse
non-English speaking cultures. The measure has been translated into Arabic,
and studies have been carried out in Arab countries such as Lebanon, Jordan
and the United Arab Emirates (Azar & Badr, 2006, 2010; Khamis, 2000, 2007,

Krulik, Turner-Henson, Kanematsu, & Al-Ma'aitah, 1999).
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3.8.5.3 General Health Questionnaire

The GHQ is a measure of generic adult mental health problems, which since its
development by Goldberg in the 1970s has been widely used by researchers in
various fields (occupational health, medicine, and psychology) and clinicians
who wish to screen individuals for psychiatric disorders. The questionnaire was
originally developed as a 60-item instrument, but at present a range of
shortened versions are available, including the GHQ-12, the GHQ-20, the GHQ-
28 and the GHQ-30. One advantage of using the GHQ-12 over the GHQ-30 is
that it can be completed more quickly (2-3 minutes). The scale asks whether the
respondent has recently experienced a particular symptom or behaviour. Each
item is rated on a four-point scale (0 = Less than usual, 1 = No more than usual,
2 = Rather more than usual, or 3 = Much more than usual). The GHQ-12 gives a
maximum total score of 36 based on Likert scoring styles (0-1-2-3) (Gao et al.,
2004; Hu, Stewart-Brown, Twigg, & Weich, 2007; Montazeri, Harirchi, et al.,
2003; Montazeri, Vahdaninia, Ebrahimi, & Jarvandi, 2003; Sanchez-Lopez &

Dresch; Toyabe et al., 2007; Ye, 2009) (Appendix 3.5.3).

Validity

A study of 748 young people aged 18-25 years investigated the correlation
between the GHQ-12 and Global Quality of Life Questionnaire scores; a
significant negative correlation emerged (r= -0.56, p< 0.0001), indicating that
those who were more distressed showed lower levels of quality of life
(Montazeri, Harirchi, et al., 2003). An earlier study in Germany investigated the
screening properties of the GHQ-12 in primary care patients compared with the

Symptom CheckList (SCL-90-R), finding a correlation between the instruments

103



of 0.64 and no difference in the performance of the general scores; both
guestionnaires were able to identify symptoms (Schmitz, Kruse, Heckrath,

Alberti, & Tress, 1999).

Reliability

The internal consistency of the questionnaire was measured using Cronbach’s
alpha. The coefficient for the whole sample was found to be 0.87 for both males
and females (Montazeri, Harirchi, et al., 2003). The measure has been
translated into Arabic, and used in studies carried out in Arab countries such as
the Gaza Strip and the United Arab Emirates (El-Rufaie & Daradkeh, 1996;

Thabet et al., 2001; WHO, 2002).

3.9 Translating the measures into Arabic

Psychological tests can be affected by cultural contexts, to an extent which
varies from measure to measure, depending in part on the targeted construct
(Anastasi & Urbina, 1997). Tests of affective and emotional aspects, personality
traits and self-related variables have been found to be highly influenced by
culture, compared to these of cognitive performance. Therefore, it is vital to
ensure that these measures are characterized by sufficient psychometric
properties before using them with samples derived from different cultures;
otherwise, the interpretation of data will be difficult, as it will not be clear whether
the scores can be attributed to the targeted phenomena or whether they are just
measurement errors. All tools in this study were translated into Arabic, using the
back-translation process (Anastasi & Urbina, 1997; Gregory, 2004; Kaplan &

Saccuzzo, 1993, 2008) as follows:
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1. Each tool was translated into Arabic by the author and three bilingual Arabic-
speaking clinical psychologists. Every care was taken to ensure that the Arabic
items reflected the meaning conveyed by the original English items, taking into

account their linguistic contexts.

2. The different versions produced at the previous stage were compared
against each other to ensure that the meaning of each item did not differ
significantly between the English and Arabic versions, taking into account their
linguistic and psychological context. This step produced the first draft of the

Arabic version of each tool.

3. The second version was given to bilingual Clinical Psychologists, who were
asked to translate the questionnaires back into English. A final decision
regarding the similarities between the English and Arabic versions was reached

during this stage and the final Arabic versions were produced.

Although some of the tools listed above had already been translated into Arabic
by other researchers, they were included in this process, because they required
further psychometric investigation. In addition, children's developmental ability to

understand the terms used was taken into account in the previous procedures.

3.10 Research procedure

The researcher contacted the three main hospitals in Riyadh to enquire about
their ethical approval procedures; and to obtain initial information on the number
of patients attending out-patient clinics and the approximate nature of their

cases, in particular emotional disorders, including social phobia. On average,
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about 30 children with emotional disorders as well as social phobia were found
to attend the three hospitals daily. However, no exact figures or statistics were
available, due to the lack of systematic recording. The researcher applied for
official approval from the Ministry of Health and presented the project to its
Ethics Committee, which gave approval for the ACFMH. The KFNGH and the
RMH then gave their agreement, based on the Ministry’s decision (Appendix

3.6).

In the second phase, the researcher met the head of the Psychology
Department and/or the person in charge of the out-patient clinics to explain the
research protocol and the sample target of emotional disorders. The researcher
arranged to liaise directly with the psychiatrists, so that any cases with the initial
clinical diagnosis of emotional disorders were referred to the researcher directly
or after the first appointment. The researcher met with each child and his/her
father/mother, explained the aims of the study, and provided an information
letter and consent form. If they consented to participate in the study, the
researcher conducted an interview with the parent, then interviewed the child to
confirm the diagnosis. According to standardized K-SADS criteria, children with
a confirmed diagnosis of emotional disorder were included in the study. Parents

and children completed the questionnaires in the next phase.

There were some minor differences among hospitals in the process of accepting
patients, but these had no impact on the course of the research. For example,
some hospitals required the patient to be registered before the date of the

screening by a physician, for which reason cases seen in the emergency
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departments were not referred to the researcher. In order to cover the three
hospitals, the researcher attended each daily. He arranged to be contacted to
determine the age and initial diagnosis of each referred child; if the case was
appropriate, he then booked an appointment with the family. At the beginning of
the research, many participants asked to complete the questionnaires at home,
but because of limited returns and parents’ non-response to telephone calls,
they were subsequently encouraged to complete the questionnaires before

leaving the hospital.

3.11 Ethical considerations

Research ethics are increasingly taken into consideration in developing
countries, many of which are trying to reach clear milestones for research ethics
as a result of increased interest in research and attention to human rights
(Dixon-Woods, Young, & Heney, 1999). Organizations that regulate the
relationship between researchers and participants have thus become
increasingly concerned to observe the ethics of research for adults and children
alike (Benatar, 2002; Hyder et al., 2004). Ethically there is a difference between
research conducted with adults, who can express their views freely and
independently (Punch, 2002), and research with children, because of their
inability to make informed decisions to participate in research. They are,
nevertheless, independent individuals, with their own views and experiences.
Ethical guidelines are established to protect these children, respect their views
and opinions, and distance them from potential harm (Keddie, 2000). Therefore,
the purpose and content of the research should be explained to the child and

parent in developmentally appropriate ways. When their understanding and
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approval are ensured, consent should be sought from the parent or guardian

(Christensen & Prout, 2002; Keddie, 2000).

The present research project was designed in line with the British Psychological
Society (BPS) guidelines (2004). Potential participants were given detailed
written information about the study prior to giving their written consent. Due to
the nature of this project, participants were not expected to experience problems
or significant distress resulting from the research procedures. They were
informed about their rights to receive an explanation of the research from the
beginning and to ask questions and request clarifications at the outset or during
the study. They were also told that they had the right to withdraw from the study
at any time, without any effect on their future treatment. Moreover, since the
local supervisor of this research was a psychiatrist, it was possible to provide

rapid access to suitable clinical services when needed.

The researcher faced some difficulties in obtaining ethical approval for the
research, as this had to be given by three different hospitals. In general, all
hospitals required the researcher to present a summary of his research and
copies of the tools to be used in data collection and of the consent forms to be
signed by participants. In addition, each requested a letter from the authority
responsible for the research and from the researcher. The study was approved
by the Commission delegated by the Ministry of Health. The King Fahd National
Guard Hospital accepted that approval, which was sufficient for the application
of research in that setting. Since the majority of its patients served in the armed

forces, the RMH took additional measures to protect any military information
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divulged during the research, and to ensure the integrity of research and the

tools used for security purposes.

The researcher met the parents and children, introduced himself and thanked
them, before explaining the research and its objectives. He assured them that all
information would be treated confidentially, would not exceed the limits of the
research, and would not affect or exceed their personal freedom. Whether they
wished to participate or not would not affect the service they received, and they
had the right to withdraw from the study at any time. The researcher offered to
answer any questions the families had about the study. He then explained how
to complete the questionnaires and the estimated time required. When the
researcher was sure that the participants, especially the children, had
understood the information, he asked the parents to sign the consent form. In
some cases, participants asked to leave after the interview, because the child
was bored, and to be allowed to complete the instruments at home. However,
because of the initial difficulties of non-response noted above, the researcher
encouraged participants to complete the instruments before leaving the clinic, by

providing them with soft drinks or beverages and a place to rest.

3.12 Statistical analysis

The researcher scored and coded the data, then entered it in the
SPSS program, version 18. Following the recommendation of Tabachnick and
Fidell (2007), any missing values were replaced by the mean for the item
concerned in the remaining sample. The researcher worked closely with a

statistician, discussing the various options in the programme to determine the
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descriptive statistics and frequencies, and to establish data such as totals for

each subscale and each instrument.

The measurement of exposure to trauma was initially used to divide subjects
into two groups, i.e. children who had been subjected to trauma and those who
had not. The bivariate correlations between the variables were then calculated
between exposure to trauma (total score) and each of the psychopathology
scores. Linear regression analyses were also performed, to identify which total
ET score predicted each of the psychopathology variables. An alternative
analysis examined the cross-sectional differences between the two groups
(children with at least one self-reported traumatic event and those without any
such experiences) on the psychopathological variables. These analyses were
carried out by means of a t-test. As a final step, analysis of covariance was used
to establish whether social phobia and other psychopathologies were predicted

by any mediating variables.

All of these procedures and their results will be detailed in chapters five and six

(Results 1-2). The next chapter (four) will discuss the psychometric properties of

the research instruments in the pilot study.
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Chapter Four
Pilot study and psychometric properties

of research instruments
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4.1 Introduction

The previous chapter described the instruments selected for this study and
reported previous evidence of their psychometric properties. Overall, most of
these tools had been widely used in different cultures, including Arab countries.
A set of psychometric tests were completed following the translation of the
instruments into Arabic. These tests were selected in accordance with the
published literature; that is, whenever possible, each tool was psychometrically
tested using the same indicators as reported in the original studies. Taking into
account the small sample size of the pilot study, which was not large enough for
psychometric tests on their sub-scales, and its clinical nature, the researcher
estimated the psychometric properties according to the total scores of selected

measures.

Two of these instruments, measuring social phobia symptoms and exposure to
trauma, were purposefully developed for this study, because of the lack of
available tools. Their development was based on the literature and on similar
measures. These two instruments are described in chapter three, while the
present chapter reports the required further evaluation, such as validity and
reliability tests. The aim of the pilot study presented here was to establish the
validity and reliability of the translated versions of the measures. To assess
reliability, the widely used Cronbach’s alpha coefficient (a) was employed, while
validity was tested by means of construct validity, internal validity and the

Pearson correlation between the scores of children and parents. The new

112



instruments were subjected to factor analysis, as described in chapter three
(Anastasi & Urbina, 1997; Gregory, 2004). The K-SADS-IVR semi-structured
interview tool was used to independently confirm the diagnostic criteria of the
selected sample, following the initial clinical assessment by the physician. This
interview was not included in the following procedures, as it was not related to

the research hypotheses of this study.

Furthermore, the pilot study gave an indication of how children understood and
responded to items within the instruments, allowing potentially problematic items
to be corrected, replaced or amended before administering them to the main
sample. The pilot study also provided the researcher with a good opportunity to
become familiar with aspects of the research procedure such as the

administration, the time required and the scoring of the instruments.

4.2 Method

4.2.1 Sample

The sample for the pilot study comprised 20 children and was not included in the
final sample. Children were referred by the three Riyadh hospitals identified in
chapter three. They had been diagnosed with various emotional disorders by the
referring psychiatrists. Their ages ranged from 9 to 16 years, with a mean age of
12.90 (SD = 2.61). There were 12 male (60%) and eight (40%) female children.
Recruitment and data collection took place during March 2008. Eight of the
children (40%) were referred by the Al-Amal Complex for Mental Health, six
(30%) by the King Fahd National Guard Hospital and six (30%) by the Riyadh

Military Hospital. According to the clinicians and the K-SADS, most children
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suffered from one or more of the selected emotional disorders: social phobia,
post-traumatic stress disorder, and/ or anxiety disorders. Table 4.1 shows the

diagnoses for each hospital, including their comorbidity.

Table 4.1: Referral sources of the pilot study sample and their diagnoses

K-SADS Diagnosis
Social
Hospitals Social phobia, Total
phobia | anxiety Anxiety

Social and and and

phobia| anxiety PTSD |Anxiety| PTSD |PTSD
KFNGH 0 0 1 2 1 2 6
ACFMH 0 2 1 3 1 1 8
RMH 3 1 0 1 1 0 6
Total 3 3 2 6 3 3 20

4.2.2. Measures

Nine measures were used, as described in the previous chapter. The majority of
these tools had already been translated into Arabic and had been used in Arab
countries. Only the Parental Rearing Style (EMBU-C) had not been translated
into Arabic, but it had been used in several countries and translated into a

number of languages.

4.2.3 Research procedure

The researcher contacted the three hospitals to obtain ethical approval and to
gather information on the number of patients and the mental health problems
presented. After approval had been obtained, the researcher recruited a sample
of children diagnosed with emotional disorders attending outpatient clinics. He
met with each child and the father or mother, explained the aims of the study
and gave them copies of the information letter and the consent from. If they

consented to participate in the study, the researcher conducted an interview with
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the father or mother. He then interviewed the child to confirm the diagnosis.
According to the standardized criteria of the K-SADS, children with a confirmed
diagnosis of emotional disorders were included in the study. Parents and

children completed the questionnaires in the next phase.

4.3 Results
4.3.1 Descriptive statistic and alpha values of total scores
This section presents the descriptive statistics of total scores for each tool, as

well as their alpha values.

Table 4.2: Descriptive statistics and alpha values

Variable Item No | Mean SD o

Impact of Event Scale-Parent 13 20.85 | 14.46 | 0.91
Impact of Event Scale-Child 21.45| 14.33 | 0.92
Revised Children’s Manifest Anxiety Scale- 1850 | 6.53 0.86
Pargnt . , . . 37

Reylsed Children’s Manifest Anxiety Scale- 2120 | 5.70 0.77
Child

Children’s Depression Inventory-Parent 27 1395 | 543 0.70
Children’s Depression Inventory-Child 13.85 | 4.83 0.52
Social Phobia symptoms-Parent 25 24.35 | 13.73 | 0.96
Social Phobia symptoms-Child 23.45 | 13.93 | 0.96
Strengths and Difficulties Questionnaire- 23.40 | 3.72 0.32
Parent T . . 25

Str_engths and Difficulties Questionnaire- 2290 | 5.00 058
Child

Exposure to Trauma 19 1.90 1.52 0.32
Parenting Stress Index 36 1.08 | 18.09 | 0.67
General Health Questionnaire 13 16.90 | 3.89 0.43

The Cronbach’s alpha values contrasted with those of previous studies. P.
Smith et al. (2002) report a value of a=0.80 for the total score of the Impact of

Event Scale. While Kendall, Safford, Flannery-Schroeder, and Webb (2004)
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found alpha scores of 0.82 for the Revised Children’s Manifest Anxiety Scale
and 0.93 for the Children’s Depression Inventory. Furthermore, a=0.71 was
established for the Strengths and Difficulties Questionnaire (Mellor, 2004).
Roggman et al. (1994) reported PSI/SF alpha values of 0.90 for the total score
and the Cronbach’s alpha coefficient of the General Health Questionnaire has

been estimated at 0.87 (Montazeri, Harirchi, et al., 2003).

The descriptive statistics of subscales scores of the Parental Rearing Style are
presented in Table 4.3, which show means, standard deviations and alpha
values for the pilot study variables. As mentioned in Chapter three, total scores

were not estimated for this instrument (Markus et al., 2003).

Table 4.3: Descriptive statistics and alpha values of Parental Rearing Style
(EMBU-C) subscales

Variable Item No | Mean | SD a
EMBU-C-Parent-father-Emotional warmth 19 51.39 | 10.47 | 0.91
EMBU-C-Parent-father-Rejection 17 34.10 | 5.08 | 0.62
EMBU-C-Parent-father-Overprotection 12 27.27 | 4.40 | 0.64
EMBU-C-Parent-father-Favouring subject 4 8.30 | 2.36 | 0.55
EMBU-C-Parent-mother-Emotional warmth 19 56.58 | 10.72 | 0.92
EMBU-C-Parent-mother-Rejection 17 33.08 | 4.73 | 0.63
EMBU-C-Parent-mother-Overprotection 12 31.56 | 4.28 | 0.67
EMBU-C-Parent-mother-Favouring subject 4 8.30 | 230 | 0.54
EMBU-C-Child-father-Emotional warmth 19 50.82 | 10.80 | 0.87
EMBU-C-Child-father-Rejection 17 34.80 | 9.62 | 0.88
EMBU-C-Child-father-Overprotection 12 28.10 | 6.77 | 0.79
EMBU-C-Child-father-Favouring subject 4 7.40 | 1.90 | 0.37
EMBU-C-Child-mother-Emotional warmth 19 56.85 | 7.57 | 0.77
EMBU-C-Child-mother-Rejection 17 31.35| 6.30 | 0.73
EMBU-C-Child-mother-Overprotection 12 30.60 | 6.50 | 0.33
EMBU-C-Child-mother-Favouring subject 4 9.10 | 2.57 | 0.53
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C. Wilson et al. (2011) used the EMBU-C and found Cronbach’s alphas of 0.87
for Emotional warmth, 0.78 for Rejection, 0.56 for Overprotection and 0.77 for
Favouring Subject. These results suggests that the instruments are reliable

enough for the purpose of this study (Cronbach, 1951).

4.3.2 Association between subscales and total scores

4.3.2.1 Impact of Event Scale

The IES-Parent items were significantly associated with the IES total scores,
with correlation values ranging from 0.56 (p<0.01) to 0.86 (p<0.01). Table 4.4
shows that the associations between the subscales, and those between
subscales and total scores were also statistically significant. These findings

provide support for the internal validity of this measure.

Table 4.4: Bivariate correlations between IES-P subscales and total scores

IES-Parent IES-Parent IES-Parent

Avoidance Arousal Total score
|IES-Parent Intrusion 737 79" 93"
|IES-Parent Avoidance 68”7 88"
|IES-Parent Arousal 91"

" Correlation is significant at 0.01 level

IES-Child items were found to be associated with the total score by values
ranging from 0.47 to 0.83. Table 4.5 also displays significant associations

between subscales, and between total score and subscales.

Table 4.5: Bivariate correlations between IES-C subscales and total scores

IES- Child IES- Child IES- Child
Avoidance Arousal total score
|IES-Child Intrusion 90" 64" 93"
IES-Child Avoidance 71" 95"
|IES-Child Arousal 85"

" Correlation is significant at 0.01 level
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Table 4.6 presents the associations of subscales and total scores between

children and parents.

Table: 4.6 SDQ Child-Parent associations

IES-Child- |IES-Child- [IES-Child- IES-Child total

Intrusion Avoidance |Arousal score
|IES-Parent-Intrusion 87" 727 57" 79"
IES-Parent-Avoidance 74" 68" 42 68"
|IES-Arousal 65 68" 50" 67"
|IES-Parent-total score 83" 76 55 79"

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level
4.3.2.2 Revised Children’s Manifest Anxiety Scale
RCMAS-P items were associated with the total scores by values ranging from
0.24 to 0.74. Table 4.7 indicates that none of the correlations between RCMAS-
Parent-Physiological, RCMAS-Parent-Worry/Oversensitivity and RCMAS-
Parent-Concentration Anxiety were significant, despite all subscale scores being

significantly correlated with the total scores.

Table 4.7: Bivariate correlations between RCMAS-P subscales and total

scores
RCMAS- RF?a'\:'eAn‘:" RCMAS-
Parent-Worry/ . Parent
... .| Concentration
Oversensitivity . total score
Anxiety
RCMAS-Parent-Physiological 32 40 78"
RCMAS-Parent- . .
Worry/Oversensitivity 7 >0
RCMAS-Parent-Concentration 2o
Anxiety '

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level

The items of RCMAS—-Child were correlated with total scores, with values

ranging from 0.21 to 0.82. The correlation between RCMAS-Child-Physiological
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and RCMAS-Child-Concentration Anxiety was not significant; however, all sub-

scales were associated significantly with the total score (Table 4.8).

Table 4.8: Bivariate correlations between RCMAS-C subscales and total

scores
RCMAS RCMAS Child | RCMAS
Child - Worry/ | Concentration | Child total
Oversensitivity Anxiety score
RCMAS-Child-Physiological 55 A4 73"
RCMAS-Child-Worry/Oversensitivity A48 83"
RCMAS-Child Concentration Anxiety 687"

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level

Table 4.9 displays the association of subscales and total scores between
children and parents.

Table: 4.9 RCMAS Child-Parent associations

REMAS- | RCMAS-Child-|RCMAS-Child-| RCMAS-
Child- . )
Physiologic Worry_/_ | Concentration Child
al Oversensitivity Anxiety total score
RCM_AS-P_arent- 67" 69" 53" 7
Physiological
RCMAS-Parent- - x .
Worry/Oversensitivity 70 56 32 14
RCMAS-Parent- . .
Concentration Anxiety 43 35 57 -56
RCMAS-Parent 6™ 20" 50" 85™
total score

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level
4.3.2.3 Children’s Depression Inventory
When total CDI scores were calculated, items for children and parents were
found to be associated with the total scores, with values ranging from 0.23 to
0.79. In this study, the correlation between the CDI-Child and CDI-Parent scores

was 0.36.
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4.3.2.4 Strengths and Difficulties Questionnaire

SDQ-Parent items were associated with total scores, with values ranging from

0.21 to 0.65. Table 4.10 shows that correlations between subscales and total

scores were moderate, even though most of the subscales were not significantly

associated with total scores. The association between SDQ-P Prosocial

behaviour and SDQ-P-Conduct problems was not consistent with previous

studies.

Table 4.10: Bivariate correlations between SDQ-P subscales

and total scores

SDQ-P
SDQ-P | SDQ-P SDQ-P
Emotional | Conduct SDQ-P Peer Prosocial
Symptoms | Problems | Hyperactivity | Problems |Behaviour
SDQ-P-Total Score 66 53 43 43 22
SDQ-P-Emotional _.03 27 23 _.09
Symptoms
SDQ-P-Conduct 19 _20 37
Problems
SDQ-P-Hyperactivity -12 -.28
SDQ-P-Peer 19
Problems '

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level

SDQ-Child items were associated with SDQ total scores, with values ranging

from 0.23 to 0.77. In the same way as for the SDQ-Parent, correlations between

subscales and total scores were moderate, and some of the subscales were not

significantly associated (Table 4.11).
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Table 4.11: Bivariate correlations between SDQ-C subscales and total

scores
SDQ-C SDQ-C SDQ-C SDQ-C
Emotional | Conduct SDQ-C Peer Prosocial
Symptoms | Problems | Hyperactivity | Problems | Behaviour
SDQ-C-Total Score| .65~ 717 52" 35 32
SDQ-C-Emotional 25 42 37 -.33
Symptoms
SDQ-C-Conduct 59" - 03 14
Problems
SDQ-C- .32 .10
Hyperactivity
SDQ-C-Peer 16
Problems '

* Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level

Table 4.12 presents the association of subscales and total scores between

children and parents. Associations between subscales varied from strong to

weak.
Table: 4.12 SDQ Child-Parent associations
SDQ-C- | SDQ-C- | o5 SpQ-C- | spo-c- | SPQ-
; Q-C- . C
Emotional | Conduct Hvoeractivit Peer Prosocial Total
Symptoms | Problems yp Y| Problems | Behaviour Score
SDQ-P-
Emotional 12 -.04 -.20 46" -.16 .07
Symptoms
SDQ-P- o -.15 o
Conduct 12 .82 43 ' .32 .59
Problems
SDQ-P- .27 _.25 -.06 .24 10 .27
Hyperactivity
SDQ -P-
Peer .18 -.03 -.14 .23 -.42 -.09
problems
SDQ-P-
Prosocial 14 50" 40 .08 58" 68"
Behaviour
SDQ-P Total| 5 a1 13 21 06 36
Score

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level

121




4.3.2.5 Parental Rearing Style

EMBU-C-Parent items were found to be associated with subscales, with values
ranging from 0.20 to 0.88. Table 4.13 shows that the associations between
subscales varied from strong to weak, as did the associations between mothers
and fathers. However, as has already been discussed, correlations between
these subscales could not all be strong, since they measured different

constructs.

Table 4.13: Bivariate correlations for EMBU-C-Parent subscales

Emotional Reiection Over- Favouring

Warmth J protection Subject
Mother Father | Mother | Father | Mother | Father | Mother
Emotional | Father .20 -.25 -.35 bS5 | =21 .08 | -14
Warmth - fyother 25 | -35 |-21| .47* | -03 | .32
Rejection |Father 92* | .04 -.10 -30 | -.16
Mother A2 -.02 -.18 | -.04

Over- Father 27 .34 15
protection [y;oiher 29 | 51*
Favouring -
Subject Father 75

*Correlation is significant at 0.05 level

** Correlation is significant at 0.01 level

Similarly, EMBU-C-Child items were associated with the subscales, with values
ranging from 0.23 to 0.84. Table 4.14 presents the associations between
subscales, and the associations between mothers and fathers, which again

varied from strong to weak.
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Table 4.14: Bivariate correlations for EMBU-C-Child subscales

Ex;::st?lal Rejection Over-protection Fg\l:%?:;g

Mother | Father | Mother | Father | Mother F::h Morthe

Emotional | Father 16 -39 | -19 | 42 [ -12 | 04 | -48*
Warmth | Mother -.01 14 15 | 53¢ |-28] -33
Rejection |Father 48* | 56 | 34 |[-01]| .49*
Mother A1 50* | -.25 | .07

Over- Father .07 .09 | .23
protection | Mother -23 | -.19
gi\é?:ging Father .50*

*Correlation is significant at 0.05 level

** Correlation is significant at 0.01 level

Table 4.15 shows that the associations of subscales between children and

parents also varied from strong to weak.

Table: 4.15 EMBU-C Child-Parent associations

. Emotional Rejection Over- Favouring
Child Warmth protection Subject

Father |Mother |Father |Mother |Father |Mother |Father |Mother

Parent
Emotional  |Father | .12 | -.09 | 46 | -08 | 53" | .08 | 26 | .14
Warmth Mother | .04 | 21 | .13 | -18 | 28 | -34 | -12 | -.12
Rejection Father .52: A3 | -19 | 32 | .04 | .20 | -25 | -.42
Mother | .46 .03 -.19 .38 -.04 .15 -19 | -.37
Over- Fater | .07 | -45 | 35 | .13 | 37 | -16 | .35 | .48
protection Mother | -.22 | -.29 .01 -01 | -09 | -50 | -.01 .29
Favouring  |Father | -39 | .08 | 44 | 26 | .10 | .19 | .38 | .57
Subject Mother | -25 | .15 | 44 | 33 | 26 | -03 | .36 | 51

*Correlation is significant at 0.05 level
** Correlation is significant at 0.01 level
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4.3.2.6 Parenting Stress Index - Short Form

PSI items were associated with total scores, with values ranging from 0.27 to
0.71. Table 4.16 presents the relationship between the subscales, and between
subscales and total scores. These were significant, although the correlation

between PSI-Difficult Child (DC) and PSI-Parental Distress (PD) was weak.

Table 4.16: Bivariate correlations between PSI subscales and total scores

PSI-Parental | PSI-Child Dysfunctional | PSI-Difficult
Distress Interaction Child
PSI-total score 85" 917 57"
PSI-PD 63" .09
PSI-P-CDI .64

** Correlation is significant at 0.01 level

4.3.2.7 General Health Questionnaire
GHQ items were correlated with total scores, with values ranging from 0.24 to

0.65. This scale applied to parents only.

4.3.2.8 Social Phobia symptoms

SP-Parent and Child items were found to be correlated with the total score, with
values ranging from 0.40 to 0.90. The correlation of total Social Phobia scores
between children and parents was 0.92 (p=0.01). As was mentioned earlier, this
measure was developed by the researcher; therefore the factor analysis which

was presented in the previous chapter should be taken in consideration.

4.3.2.9 Exposure to Trauma (ET)
In this scale, children's and parents’ responses were identical, as the correlation

between the child’'s and parent’s response was p=1. In addition, the ET items
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were associated with total scores, with values ranging from 0.20 to 0.70. The
correlations between ET and IES total scores were 0.66 and 0.70 for children

and parents respectively (both p<0.01).

4.4 Conclusions from the pilot study

The aim of the pilot study was to evaluate the psychometric properties of the
Arabic versions of the self-report tools measuring a wide variety of emotional
and behavioural variables, in order to use them in the main study. Every care
was taken to ensure that these versions were conceptually and linguistically
equivalent to the original (English) ones, which led to the use of a combined
procedure of back-translation and committee techniques. This was followed by

an empirical investigation to allow statistical testing of the translated tools.

The results can be divided into three groups of instruments, the first consisting
of the Impact of Event Scale, Revised Children’s Manifest Anxiety Scale,
Children’s Depression Inventory and General Health Questionnaire. All these
tools had high alpha values, and high Pearson correlations between their
subscales and total scores. In addition, the associations between the subscales

were strong.

The second group of tools consisted of the Strengths and Difficulties
Questionnaire, Parental Rearing Style and Parenting Stress Index; their alpha
values were high and their subscales were strongly associated with total scores.
However, associations were moderate between their subscales. Although such

weak associations between subscales might be anticipated, the high alpha
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values were satisfactory for the purpose of scientific research, as were the

relationships between the items and the total scores.

The final group comprised the Social Phobia symptoms and Exposure to
Trauma measures. Their alpha values were high, as was the strength of
association between their items and total scores, indicating satisfactory
psychometric properties. However, given that these two instruments are new,
having been developed by the researcher for the purpose of this study, they will

require further evaluation in future research.

In conclusion, to the level of precision allowed by the data, it appears that the
translated versions were generally suitable for this study, taking into
consideration the small size of this clinical sample. In addition, more detailed
evaluation was performed on the two new measures, based on the large sample

of the main study, and this will be presented in the next chapter.
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Chapter Five
Results 1: Association between trauma

and child psychopathology
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5.1 Introduction
This chapter is dedicated to describing the characteristics of the sample and to
establishing the relationship between exposure to trauma and child

psychopathology, through univariate models.

5.2 Missing data and normality

Once returned, questionnaires were checked for completion and respondents
were then asked to supply any missing answers. Most children’s (96.93%) and
parents’ (93.26%) measures had no missing values. Three children missed one
item each on the Parental Rearing Style (EMBU-C) scale, while four parents
missed two items and two parents missed one item, each on the same measure.
Following the recommendation of Tabachnick and Fidell (2007), missing values
were replaced by the mean of that item in the remaining sample. The normality
of distributions was checked by looking at the histograms of the individual

scores. These suggested that scores were distributed normally.

5.3 Descriptive statistics for the study variables

Having dealt with missing data and established normality, the researcher
calculated descriptive statistics for the variables involved in the analysis. Table
5.1 shows the mean, median and standard deviation scores for all the
measures. For ease of presentation, variables are divided into four tables: Table
5.1 presents the child psychopathology instruments of Social Phobia, Impact of

Event Scale, Revised Children's Manifest Anxiety Scale, Children's Depression
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Inventory, and Strengths and Difficulties Questionnaire; Table 5.2 presents the
parent instruments, i.e. the Parental Rearing Style, Parenting Stress Index, and
General Health Questionnaire; Table 5.3 presents the frequencies of different
types of trauma (subscales); and Table 5.4 presents frequencies of Exposure to

Trauma items.

Table 5.1: Descriptive statistics of child psychopathology measures

Variables Mean | Median | Std. deviation
Social Phobia (Parent) 23.25 22 12.40
Social Phobia (Child) 23.74 23 13.63
Impact of Event Scale (Parent) |21.84 20 15.02
Impact of Event Scale (Child) 22.35 19 15.45
Revised Children's Manifest
. 20.42 21 2
Anxiety Scale (Parent) 0 6.20
Revised Children's Manifest
Anxiety Scale (Child) 21.05 22 ©.86
Children's Depression Inventory 13.94 14 5 67
(Parent)
Children's Depression Inventory
. 14.4 1 .

(Child) 6 ° 5.98
Strengths apd Difficulties 23.74 o4 3.87
Questionnaire (Parent)
Strengths and Difficulties

. . : 23.63 23 5.51
Questionnaire (Child)

These scores can be contrasted with those reported in previous studies. In a
clinical sample of children suffering from chronic PTSD, Amdur and Liberzon
(2001) found that the mean score for the total IES was 56.97, with a standard
deviation of 10.46. In a general population study, the mean IES score was 10.66
(SD=13.79) (Andrews, Shevlin, Troop, & Joseph, 2004). The mean score on the
Revised Children's Manifest Anxiety Scale was 18.00 (SD=5.87) in a sample

consisting of children fulfilling PTSD diagnostic criteria (Chemtob, Nakashima, &
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Carlson, 2002), while in a group of schoolchildren it was 12.42 (SD=6.76) (Pina,
Silverman, Saavedra, & Weems, 2001). The mean score of the Children's
Depression Inventory was 10.09 (SD=6.24) in a clinical sample (Kendall et al.,
2004), while the respective mean score in a community sample was 9.40
(SD=7.70) (Stark & Laurent, 2001). Becker et al. (2006) report a mean total
score of the Strengths and Difficulties Questionnaire of 20.4 (SD=6.00) in a
clinical sample, while Palmieri and Smith (2007) estimated a mean score of

12.05 (SD=92) in the general population.

Table 5.2: Descriptive statistics of the parental measures

Variables Mean | Median S.td'.
Deviation

EMBU-C*-P-F- Emotional Warmth 52.29 51 9.53
EMBU-C-P-M- Emotional Warmth 56.47 56 7.94
EMBU-C-P-F- Rejection 34.06 32 12.82
EMBU-C-P-M- Rejection 32.63 32 11.58
EMBU-C-P-F- Overprotection 30.39 31 4.61
EMBU-C-P-M- Overprotection 32.21 33 3.40
EMBU-C-P-F- Favouring Subject 8.08 8 2.36
EMBU-C-P-M- Favouring Subject 8.46 9 2.52
EMBU-C-C-F- Emotional Warmth 49.79 51 9.55
EMBU-C-C-M- Emotional Warmth 56.11 55 7.61
EMBU-C-C-F- Rejection 34.85 34 7.92
EMBU-C-C-M- Rejection 32.99 32 6.44
EMBU-C-C-F- Overprotection 30.78 30 11.90
EMBU-C-C-M- Overprotection 33.03 32 11.34
EMBU-C-C-F- Favouring Subject 7.56 7 1.90
EMBU-C-C-M- Favouring Subject 8.52 8 2.46
Parenting Stress Index 109.30 108 13.96
General Health Questionnaire 16.43 16 3.25

* EMBU-C (Parental Rearing Style): P=Parent; C=Child; F=Father; M=Mother

In relation to the parental measures presented in Table 5.2, Lindhout et al.
(2006) report the following mean EMBU-C subscale scores in a clinical sample:

emotional warmth 64.7 (SD=8.8), rejection 23.9 (SD=3.4), overprotection 22.7
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(SD=4.5) and favouring subject 7.1 (SD=1.9). Respective scores in a general
population study were emotional warmth 32.01 (SD=6.59), rejection 15.10
(SD=4.91), overprotection 24.74 (SD=5.14) and favouring subject 23.84
(SD=8.48) (Zlomke & Young, 2009). In another general population study,
Chartrand, Frank, White, and Shope (2008) used the PSI-SF and found that the
mean total score was 65.0 (SD=18.5), contrasted with a clinical sample mean of
100.33 (SD=18.69) (Epstein, Saltzman-Benaiah, O’'Hare, Goll, & Tuck, 2008).
The respective total GHQ mean scores were 4.54 (SD=1.25) in a sample of
University students Ye (2009) and 18.6 (SD=6.1) in a clinical sample (C. Smith,

Hancock, Blake-Mortimer, & Eckert, 2007).

Table 5.3: Frequencies of Exposure to Trauma subscales

ET subscales Response N =89 %
Family problems ves 36 404
yp No 53 59.6
. Yes 15 16.9
Violence/Abuse No -2 831
Yes 28 315
lIness/Death NG 61 685
) . Yes 29 32.6
Accident/Disasters No 50 67 4
Peer relationships ves 12 13.5
P No 77 86.5

Loss Yes 1 1.1
No 88 98.9
Exposure to any Yes 75 84.3
type of trauma No 14 15.7
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Table 5.4: Frequencies of Exposure to Trauma items

Yes/ 'EI
ltem No |-
89| %
1 Have you had a separation due to marital difficulties or No |66 74.2
broken off a steady relationship? Yes | 23| 25.8
5 Have you witnessed severe domestic violence, e.g. seen |No |64 | 71.9
your mother badly beaten up at home? Yes [25]| 28.1
Have you (or someone close to you) had a major financial NoO
3 |crisis, such as losing the equivalent of three months’ 87|97.8
) Yes
income? 2| 22
4 |Have you (or someone close to you) had a problem with No |67 75.3
the police involving a court appearance? Yes |22 | 24.7
5 |Have you experienced a severe attack or threat, e.g. bya [No [87| 97.8
mugger or gang? Yes| 2 | 2.2
6 |Have you (or someone close to you) had a serious No |84 |94.4
physical iliness such as cancer or heart attack? Yes| 5| 5.6
7 |Have you (or someone close to you) had a serious mental |[No [84| 94.4
illness such as schizophrenia or major depression? Yes| 5| 5.6
8 |Now turning to things that have happened to her/him. At No |69| 77.5
any stage in his/her life, has a parent, brother or sister of ves | 20| 225
his/hers died?
9 |Has s/he ever had a serious illness which required a stay |[No [81| 91.0
in hospital? Yes| 8 | 9.0
10 Has s/he ever been in a serious accident or badly hurtin an [No |65 73.0
accident? Yes (24| 27.0
11 Have you been exposed to something frightening or No |73 82.0
dangerous, e.g. an accident in a ferry or a train crash? Yes [16| 18.0
Have you (or someone close to you) experienced a serious |[No |88 | 98.9
12 |,. . :
fire, e.g. trapped in a burning house or car? Yes | 1| 1.1
13 Have you (or someone close to you) experienced other No |87 97.8
disasters, e.g. kidnapping, earthquake, explosions or war? [Yes | 2 | 2.2
14 In the past year, has s/he ended a close friendship, for No |82]92.1
example, permanently falling out with a best friend? Yes | 7| 7.9
15 Has s/he (or someone close to her/him) experienced No |81|91.0
severe physical abuse? Yes | 8 | 9.0
16 Have you (or someone close to you) experienced sexual No |87 97.8
abuse? Yes | 2 | 2.2
: No 84| 94.4
17 |Have you (or someone close to you) experienced rape? Ves | 5 | 56
18 Have you ever lost something that was dear to yourself, No |88 98.9
like a doll or toy? Yes | 1| 1.1
Has s/he experienced an embarrassing situation (for No |84 | 94.4
19 |example, insults and humiliation) by his/her family or ves | 5 | 56

colleagues that he/she still remembers?
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5.4 Association between trauma and child psychopathology

In this section, the association between exposure to trauma and child
psychopathology is presented, through two types of analysis. The first shows
the Pearson’s correlation between exposure to trauma (total score) and each of
the child psychopathology scores: social phobia, depression, anxiety, PTSD and

overall mental health problems.

The second analysis examines the differences between two groups: one with at
least one self-reported traumatic experience and the other with no such
experience, on the child psychopathology variables. These analyses were

carried out by means of a t-test. The t-tests quoted have 87 degrees of freedom.

5.4.1 Correlation tests
There was no significant correlation between the Exposure to Trauma (ET) total
score and most of the psychopathology scores (social phobia, anxiety,

depression and overall mental health problems).

However, there was a significant association between ET and Impact of Event
Scale (IES) total and subscale scores for both parent (P) and child (C). Of
particular importance is the significant correlation between ET and IES-P total
scores (r = 0.64, p < 0.01). Similarly, there was a significant association
between the ET and IES-C total scores (r = 0.60, p < 0.01). Table 5.5 shows the

significant associations between the ET and IES variables.
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Table 5.5: Significant bivariate associations between ET and
psychopathology variables

Psychopathology variables r p
IES-P Intrusion 0.59 <0.01
IES-P Avoidance 0.57 <0.01
IES-P Arousal 0.52 <0.01
IES-P Total score 0.64 <0.01
IES-C Intrusion 0.59 <0.01
IES-C Avoidance 0.57 <0.01
IES-C Arousal 0.52 <0.01
IES-C Total score 0.64 <0.01

5.4.2 Between-groups comparison of child psychopathology

Two groups were identified on the basis of children’s reports on the ET
checklist. The ‘trauma’ group had experienced at least one positive item on an
ET subscale, while the ‘without trauma’ group had not responded ‘Yes’ to any
ET item. The two groups were compared on all psychopathology measures, of

which only those that were significantly different are presented below.

5.4.2.1 Groups with and without exposure to trauma

The trauma group scored significantly higher on two psychopathology
measures: on social phobia (parent) (t = 2.02, p < 0.05) and social phobia (child)
(t=2.23, p < 0.05), and on IES-P total score (t = 7.30, p < 0.01) and IES-C total
score (t = -8.01, p < 0.01), as well as on IES subscales. Table 5.6 shows the
positive findings of the between-groups comparison. Figure 5.1 illustrates the

comparison between children with and without trauma on social phobia scores.
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Table: 5.6: Psychopathology measures that differentiated between

children with and without trauma

. With trauma \:\:2321[:
Psychopathology variable (n=75) (n=14)
mean | SD | mean | SD t p
Social Phobia Parent 24.37 {1210 | 17.21 | 12.68 | -2.02 |0.05
Social Phobia Child 25.11 | 13.29 | 16.43 | 13.61 | -2.23 |0.03
IES-P total score 24.63 | 1452 | 6.93 | 6.56 -7.30 |0.00
IES-C total score 253311483 | 6.36 | 6.12 | -8.01 |0.00

Figure 5.1: Comparison between children with and without trauma

on social phobia scores

30.007

20.004

10.007]

Mean SP- Social
Phobia-Child-total score

0.00

Withowt ITrauma With tll'auma

Children with and without

trauma

5.4.3 Between-subscales comparison of child psychopathology

Mean SP- Social
Phobia-Parent-total
score

25.007

20.007

15.00

10.00

5.007

Without Trauma

T
With trauma

Children with and without
trauma

Children were then divided into two groups according to whether or not they had

experienced each type of trauma. These groups were compared by t-test on the

psychopathology scores.
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5.4.3.1 Exposure to family problems

The family problems group (ETS1) scored significantly higher on the following
psychopathology measures: IES-P total score (t = -4.64, p < 0.01), IES-C total
score (t = -4.33, p < 0.01) and all IES subscales for parent and child; SDQ-P
total score (t = -2.18, p < 0.05) and SDQ-P Emotional Symptoms subscale. In
contrast, the group without family problems scored significantly higher on the
CDI-Child (t = 2.43, p < 0.05), which is not compatible with the literature review
or the findings of previous studies. Table 5.7 shows the significant findings of
the comparisons between the two groups, while Figure 5.2 compares children

with and without family problems on the total SDQ score.

Table 5.7: Significant psychopathology differences between children

with and without exposure to family problems

With family | “Vithout
roblems family
Psychopathology variable P (n=36) problems
- (n=53)
mean | SD |mean | SD t p
IES-P total score 29.92 122.9 16.36 | 13.92 | -4.62 | 0.000
IES-C total score 30.19 1:(%).8 17.02 | 14.29 | -4.33 | 0.000
SDQ-P Emotional Symptoms | 6.92 | 1.63 | 6.02 | 1.90 -2.32 | 0.023
SDQ-P total score 2481 | 3.24 | 23.02 | 4.11 | -2.18 | 0.032
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Figure 5.2: Comparison between children with and without exposure to
family problems on SDQ total scores
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5.4.3.2 Exposure to violence/abuse (ETS2)

The exposure to violence or abuse group (ETS2) scored significantly higher on
the following psychopathology measures: IES-P total score (t = -4.50, p < 0.01),
IES-C total score (t =-6.77, p < 0.01) and all IES subscales for parent and child;
RCMAS (parent) physiological subscale (t = -2.95, p < 0.01) and RCMAS (child)
physiological subscale (t = -2.01, p < 0.05); SDQ-P emotional symptoms (t
= -2.25, p < 0.05), SDQ-P Hyperactivity (t = -2.13, p < 0.05), SDQ-C emotional
problems (t = -2.56, p < 0.01) and SDQ-C hyperactivity problems (t = -2.02, p <
0.05). Table 5.8 shows the significant findings of the comparison between the

two groups.
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Table 5.8: Psychopathology measures that differentiated between children
with and without exposure to violence/abuse

Exposed to Not exposed to

psychopathology variable violence/abuse | violence/abuse
(n=15) (n=74)

mean SD mean SD t p
IES-P total score 36.27 12.72 |18.92 |13.77 |-4.50 [0.000
IES-C total score 40.07 10.50 |18.76 |13.75 |-6.77 |0.000
RCMAS-P Physiological 6.13 2.61 4.03 2.50 -2.95 |0.004
RCMAS-C Physiological 6.07 2.28 4.58 2.67 -2.01 {0.048
SDQ-P Emotional symptoms |7.33 1.88 6.19 1.78 -2.2510.027
SDQ-P Hyperactivity 6.20 1.66 5.12 1.81 -2.13 |0.036
SDQ-C Emotional symptoms |7.20 2.01 5.58 2.30 -2.56 (0.012
SDQ-C Hyperactivity 5.93 2.05 4.85 1.86 -2.02 |0.046

5.4.3.3 Exposure to accidents or disasters

It was found that children without exposure to accidents or disasters (ETS4)
scored significantly higher on two psychopathology measures: RCMAS-C total
score (t = 2.38, p < 0.05), RCMAS-C worry/oversensitivity (t = 1.99, p = 0.05);
SDQ-C total score (t = 2.10, p < 0.05) and SDQ-C conduct problems subscale
(t=2.18, p < 0.05). These results are not compatible with the literature review or

previous findings.

5.4.3.4 Other ET subscales
No significant differences were established for any psychopathology variables

on the illness/death, peer relationships or loss subscales.

5.5 Summary
The findings so far are summarized below, in order to inform the next stage of
the analysis. No significant association was found between total trauma and

social phobia scores or any other types of psychopathology such as depression,
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anxiety or overall mental health problems, as rated by parents and children, in
contrast with the consistent association between trauma and PTSD symptoms
(total and subscales scores). However, when children were divided into two
groups by exposure to trauma, the group with exposure to trauma reported
significantly higher levels of social phobia and PTSD scores, than children
without exposure to trauma. On the contrary, no differences were found when
comparing the two groups in regard to the rest of psychopathology like
depression, anxiety and overall mental health problems, as rated by both

parents and children.

Children’s exposure to family problems was associated with higher IES scores
(child and parent), SDQ total and SDQ emotional scores, whereas there were
no differences between the exposed group and non-exposed group for SP,
anxiety and depression. Furthermore, children exposed to violence or abuse
had significantly higher scores on PTSD, anxiety-physiological, SDQ emotional
and SDQ hyperactivity symptoms than children without exposure to violence or
abuse; but no significant differences were reported on SP and depression,

scores according to both parents and children.

The impact of accidents or disasters was not compatible with the literature
review or previous findings. Similarly, the illness/death, peer relationships and
loss subscales did not differentiate between any of the psychopathology

variables. Table 5.9 presents an overview of the significant differences.

139



Table 5.9: Summary of significant associations

Psychopathology variables High mean Low mean
Social Phobia With trauma Without trauma
With trauma Without trauma
Impact of Event scales With family problems |Without family problems
With violence/abuse |Without violence/abuse
Strengths and Difficulties With family problems |Without family problems

Questionnaire

SDQ-emotional symptoms and|With violence/abuse |Without violence/abuse
hyperactivity

RCMAS Anxiety-physiological |With violence/abuse |Without violence/abuse

Correlation: Exposure to Trauma correlated with Impact of Event Scales scores

These univariate associations informed the next stage of the analysis, i.e. the
multivariable model, which also included potentially mediating factors such as

parenting problems. This analysis will be presented in the next chapter.
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Chapter Six
Results 2:
Multivariate model of the relationship between

exposure to trauma and child psychopathology
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6.1 Introduction

This chapter reports the statistical analysis undertaken to establish whether
social phobia was predicted by a combination of trauma, mediating and
demographics variables, and to test whether other types of psychopathology
were predicted in the same way. The main aim of the analysis was to determine
which independent and mediating variables significantly predicted outcome
variables. This study was mainly interested in social phobia as the dependent
variable, but also had some interest in PTSD, anxiety, depression and general
mental health problems and in their relationships with trauma and parenting
variables. The independent variables entered in the model, therefore, were
emotional trauma, demographic variables, EMBU-C, GHQ and PSI scores. As in
the univariate analysis, trauma was considered in terms of a total score (ET), of
the total score on each subscale (ETS 1-6), or of the dichotomous variable of
having experienced any trauma or not (groups ET1 and ET2) in separate

analyses.

The potential mediating variables consisted of demographic (the participant's
gender, age, and standard of living for the family) and parental variables. The
latter consisted of the following instruments: 1) Parental Rearing Style (EMBU-
C), including the subscales of Emotional Warmth, Rejection, Overprotection,
and Favouring Subject (the researcher combined EMBUC fathers’ with mothers’
responses, resulting in four subscales scores for each child and parent). 2)

Parenting Stress Index (PSI) - Short Form (SF) with total scores and three
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subscales of Parental Distress (PD), Parent-Child Dysfunctional Interaction (P-
CDI), and Difficult Child (DC). In the statistical analysis, both total and subscales
scores were included. 3) General Health Questionnaire (GHQ) total scores. The
outcome (dependent) variables consisted of the psychopathology scores: Social
Phobia (SP), Impact of Event Scale (IES), Revised Children’s Manifest Anxiety
Scale (RCMAS), Children’s Depression Inventory (CDI), and Strengths and
Difficulties Questionnaire (SDQ). Only the total scores of these measures were

used.

6.2 Primary analyses

As reported in the previous chapter, univariate associations were first identified.
In the multivariate model, the aim was to look at the independent and mediating
variables simultaneously with the outcome variables. In other words, using
analysis of covariance (ANCOVA), the purpose was to determine whether
trauma was associated with child psychopathology, taking into consideration
demographic and parental variables. The results are presented separately for

each type of psychopathology.

6.2.1 Social phobia
The findings are presented in three sections, according to the method of

measuring exposure to trauma.

6.2.1.1 Exposure to trauma measured as a total score
Table 6.1 presents the association between ET total scores and social phobia

symptoms (child scores). Increasing age (F=41.23, p=000), low EMBU-C-Child-
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Emotional Warmth scores (F=12.54, p=001), and PSI total scores (F=4.37,
p=040) were significantly associated with SP scores. The ANCOVA was
repeated with age, EMBU-C-Child-Emotional Warmth and PSI total scores as
the only covariates, because although the ET total score was not significantly
associated with SP scores, it was the variable of primary interest; therefore, it
was essential to verify whether it predicted SP in the presence of age, EMBU-C-
Child-Emotional Warmth and PSI total scores. Parameter estimates (Table 6.2)
show that ET total scores did not make a significant contribution; furthermore,
the correlation of age with PSI total score and SP remained positive, which
means that SP scores increased with age and PSI total scores. The correlation
between EMBU-C-Child-Emotional Warmth and SP was negative, i.e. lack of
parental warmth was a significant predictor. In summary, age, lack of parental
warmth and parenting stress predicted social phobia symptoms, but not
children’s exposure to trauma. Parameter estimates are presented in detail in

Table 6.2, but in subsequent analyses only the positive findings are quoted.

Table 6.1: ANCOVA between ET total scores, SP-Child scores covariates

Source Type Ill Sum df Mean E Sig.
of Squares Square
Gender 4128 | 1 4.128 .038 | .845
Age 4422511 | 1 | 4422.511|41.226 | .000
Standard of living for the family 294 | 1 .294 .003 | .958
ET-total score 12.867 | 1 12.867 120 | .730
EMBU-C-Parent-Emotional Warmth 16.243| 1 16.243 151 | .698
EMBU-C- Parent-Rejection 234520 | 1 | 234.520| 2.186 | .144
EMBU-C- Parent-Overprotection 11438 1 11.438 107 | .745
EMBU-C- Parent-Favouring Subject 13455 1 13.455 125 .724
EMBU-C-Child-Emotional Warmth 1345.341 | 1 | 1345.341 | 12.541 | .001
EMBU-C-Child-Rejection .002| 1 .002 .000 | .997
EMBU-C-Child-Overprotection 1576 1 1.576 .015 | .904
EMBU-C-Child-Favouring Subject 20.683| 1 20.683 .193 | .662
Parental Stress Index total score 468.468 | 1 | 468.468 | 4.367|.040
General Health Questionnaire 63.146 | 1 63.146 .589 | .445
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Table 6.2: Parameter estimates of model including ET total scores

95% Confidence
Std. . Interval

Parameter B Error t Sig. Lower | Upper

Bound | Bound
Age 2.921| .426| 6.857| .000 2.074 3.769
ET-total score 329 | 712 462 | .645| -1.086 1.744
EMBU-C-Child-Emotional Warmth | -.384 | .079| -4.866| .000 -.541 -.227
PSI-total A72 | 077 2.227| .029 .018 .326

As the PSI has three subscales, the analyses were repeated with the PSI total

scores being replaced by subscale scores; only positive findings are presented.

The same tests were repeated for social phobia scores as rated by the parent.

Table 6.3 shows that age (F=55.30, p=000), EMBU-C-Parent-Rejection (F=4.33,

p=041) and lack of EMBU-C-Child-Emotional Warmth (F=8.67, p=004) were

significantly associated with SP scores. In particular, ET (total) scores did not

make a significant contribution in predicting SP symptoms when age, EMBU-C-

Parent-Rejection and EMBU-C-Child-Emotional Warmth were taken

account.

into

Table 6.3: ANCOVA between ET total scores, SP-Parent scores covariates

Source TypelllSum | Mean F | sig.
of Squares Square
Gender 11.025| 1 11.025 .131|.718
Age 4638.407 | 1 | 4638.407 | 55.298 | .000
Standard of living for the family .009| 1 .009 .000 | .992
ET-total score 16.330| 1 16.330 .195 | .660
EMBU-C-Parent-Emotional Warmth 23.012| 1 23.012 274 | .602
EMBU-C- Parent-Rejection 363.378 | 1 363.378 | 4.332|.041
EMBU-C- Parent-Overprotection 5395 1 5.395 .064|.801
EMBU-C- Parent-Favouring Subject 8254| 1 8.254 .098 | .755
EMBU-C-Child-Emotional Warmth 727.639| 1 727.639| 8.675|.004
EMBU-C-Child-Rejection 29.039| 1 29.039 .346 | .558
EMBU-C-Child-Overprotection 62.512 | 1 62.512 .745].391
EMBU-C-Child-Favouring Subject 125671 1 125.671| 1.498 | .225
Parental Stress Index total score 148.956 | 1 148.956 | 1.776|.187
General Health Questionnaire 10.895| 1 10.895 .130|.720
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6.2.1.2 Exposure to trauma measured as a category (any exposure vs. no
exposure)

In the next step, the ET total scores were replaced by a dichotomous variable:
whether or not the child had been exposed to any trauma (ET groups). The
findings with SP-Child scores as the dependent variable are presented in Table
6.4. Age (F=39.94, p=000), lack of EMBU-C-Child-Emotional Warmth (F=14.01,
p=000) and PSlI-total scores (F=4.05, p=048) again significantly contributed to
the association with total SP scores. The ANCOVA was repeated with significant
variables and ET group status. Parameter estimates (Table 6.5) show that
exposure to any trauma was significant (p<0.05), in addition to the previous
variables (age, EMBU-C-Child-Emotional Warmth and PSI total score), in
predicting SP scores. Table 6.6, using the estimated marginal means test, also
shows the significant difference in SP scores depending on whether the child
had been exposed to any trauma. This analysis suggests that although the
severity of trauma was not found to predict social phobia symptoms, exposure to
trauma made some contribution, together with the child’s age, parental lack of

warmth and parental stress.
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Table 6.4: ANCOVA between groups of any or no exposure to trauma,
SP-Child score covariates

Source Type Il Sum df Mean E Sig.
of Squares Square
Gender 16.816 | 1 16.816 .162 | .688
Age 4135.601 | 1 | 4135.601 | 39.938 | .000
Standard of living for the family 850 1 .850 .008 | .928
EMBU-C-Parent-Emotional Warmth 27830 1 27.830 .269 | .606
EMBU-C- Parent-Rejection 122.139| 1 122.139| 1.180|.281
EMBU-C- Parent-Overprotection 28.317 | 1 28.317 273 | .603
EMBU-C- Parent-Favouring Subject 13.780 | 1 13.780 133 | .716
EMBU-C-Child-Emotional Warmth 1450.595 | 1 | 1450.595 | 14.008 | .000
EMBU-C-Child-Rejection 2221 222 .002 | .963
EMBU-C-Child-Overprotection 16.493| 1 16.493 159 | .691
EMBU-C-Child-Favouring Subject 15.217 | 1 15.217 147 | .703
ET group status 284.612| 1 284.612 | 2.749|.102
Parental Stress Index total score 418998 | 1 418.998 | 4.046| .048
General Health Questionnaire 47.781| 1 47.781 461 | .499

Table 6.5: Parameter estimates of model including exposure to any

trauma
95%
Confidence
Std. .
Parameter B Error Sig. Interval
Lower | Upper
Bound | Bound
[Without Trauma=.00] -5.743 | 2.855| -2.012| .047| -11.421| -.066
[With Trauma=1.00] Oa . . . : :
Age 2.811 417 | 6.745| .000 1.982 | 3.640
EMBU-C-Child-Emotional -.377 .077| -4.909 | .000 -529 | -.224
Warmth
Parental Stress Index total score .163 .076| 2.161| .034 .013 314

Table 6.6: Estimated marginal means test on social phobia scores between
groups of any or no exposure to trauma

Exposure to trauma 95% Confidence Interval
catF:a or Mean | Std. Error Lower Upper
gory Bound Bound
Any exposure to trauma 18.90 2.617 13.697 24.107
2a
No exposure to trauma 24.64 1.125 22.408 26.882
5&

147




Table 6.7 shows that two of the above variables were significantly associated
with SP-Parent scores, i.e. age (F=55.18, p=000) and lack of EMBU-C-Child-

Emotional Warmth (F=10.25, p=002).

Table 6.7: ANCOVA between groups of any or no exposure to trauma,
SP-Parent scores covariates

Source Type [l Sum df Mean F Sig.
of Squares Square
Gender 2.154 | 1 2.154 .026 | .873
Age 4593.066 | 1 | 4593.066 | 55.183 | .000
Standard of living for the family 034 | 1 .034 .000 | .984
EMBU-C-Parent-Emotional Warmth 34.876 | 1 34.876 419 .519
EMBU-C- Parent-Rejection 251488 | 1 251.488 | 3.021 | .086
EMBU-C- Parent-Overprotection 18.182| 1 18.182 218 | .642
EMBU-C- Parent-Favouring Subject 11.047| 1 11.047 133 .717
EMBU-C-Child-Emotional Warmth 853.495| 1 853.495 | 10.254 | .002
EMBU-C-Child-Rejection 48.947 | 1 48.947 .588 | .446
EMBU-C-Child-Overprotection 30.984 | 1 30.984 372 | .544
EMBU-C-Child-Favouring Subject 109.292 | 1 109.292 | 1.313|.256
ET group status 63.560 | 1 63.560 .764 | .385
Parental Stress Index total score 140.726 | 1 140.726 | 1.691|.198
General Health Questionnaire 5295 | 1 5.295 .064 | .802

Although the PSI total scores were not significant in this model, the analysis was

repeated with PSI total scores being replaced by PSI subscales scores. Table

6.8 shows that PSI-Parental Distress (F=11.12, p=001) was significantly

associated with SP scores.
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Table 6.8: ANCOVA between SP-Parent include
groups of any or no exposure to trauma and PSI subscales

Typelll Mean ,
Source Sum of | df F Sig.
Square
Squares
Gender 248 | 1 .248 .003 | .953
Age 4058.054 | 1 | 4058.054 | 56.679 | .000
Standard of living for the family 2870 | 1 2.870 .040 | .842
EMBU-C-Parent-Emotional Warmth 22285 1 22.285 311 .579
EMBU-C- Parent-Rejection 245.144| 1 245.144 | 3.424| .068
EMBU-C- Parent-Overprotection 20.829 | 1 20.829 291 | 591
EMBU-C- Parent-Favouring Subject 106.135| 1 106.135| 1.482|.227
EMBU-C-Child-Emotional Warmth 668.062 | 1 668.062 | 9.331|.003
EMBU-C-Child-Rejection 11.861| 1 11.861 .166 | .685
EMBU-C-Child-Overprotection 11.624 | 1 11.624 .162 | .688
EMBU-C-Child-Favouring Subject 300.977| 1 | 300.977| 4.204|.044
ET group status 48.546 | 1 48.546 678 | .413
PSI-Parental Distress 796.119 | 1 796.119|11.119| .001
PSI-Parent-Child Dysfunctional Interaction 94.479| 1 94.479| 1.320|.255
PSI-Difficult Child 64.624 | 1 64.624 .903 | .345
General Health Questionnaire 8.160 | 1 8.160 114 | 737

6.2.1.3 Exposure to different types of trauma (ET subscales category)

At the last step of this analysis, exposure to trauma was measured by ET
subscales scores. Table 6.9 shows that age (F=36.36, p=000), lack of EMBU-C-
Child-Emotional Warmth (F=12.81, p=000), PSI total score (F=4.70, p=034) and
ET-Subscale-Loss (F=4.97, p=029) all contributed significantly to the prediction

of SP symptoms.

The ANCOVA was repeated with significant variables and ET subscales scores.
Parameter estimates (Table 6.10) show that these variables remained
significant. In contrast, Table 6.11 shows that the loss item had significantly
differentiated SP-Child scores, but in the opposite direction than expected,

which casts doubts on the validity of the item, or this could be a random finding.
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Table 6.9: ANCOVA between ET subscales scores,

SP-Child scores covariates

Source Type Il Sum df Mean F Sig.
of Squares Square
Gender 2.206 | 1 2.206 .021 | .885
Age 3808.684 | 1 | 3808.684 | 36.357 | .000
Standard of living for the family 14.196 | 1 14.196 136 | .714
EMBU-C-Parent-Emotional Warmth 50.070| 1 50.070 478 .492
EMBU-C- Parent-Rejection 266.600 | 1 266.600 | 2.545].115
EMBU-C- Parent-Overprotection 31424 | 1 31.424 .300 | .586
EMBU-C- Parent-Favouring Subject 297 | 1 .297 .003 | .958
EMBU-C-Child-Emotional Warmth 1342.426 | 1 | 1342.426 | 12.815 | .001
EMBU-C-Child-Rejection 7481 | 1 7.481 .071].790
EMBU-C-Child-Overprotection 331 1 331 .003 | .955
EMBU-C-Child-Favouring Subject 11.909 | 1 11.909 114|737
Parental Stress Index total score 492742 | 1 492.742 | 4.704 | .034
General Health Questionnaire 52.376 | 1 52.376 .500 | .482
ET-Subscale-Family problems 22.115| 1 22.115 211 | .647
ET-Subscale-Violence/Abuse 12331 1 12.331 118 .733
ET-Subscale-lliness/Death 7433 | 1 7.433 071 .791
ET-Subscale-Accident/Disasters A551 1 .155 .001 | .969
ET-Subscale-Peers relationships 106.202 | 1 106.202 | 1.014|.318
ET-Subscale-Loss 520.773 | 1 520.773 | 4.971|.029

Table 6.10: Parameter estimates of the model,

including ET subscales scores

95% Confidence
Std. . Interval

Parameter B Error t Sig. Lower | Upper

Bound |Bound
Age 3.015 414 7.278 .000 2.191| 3.839
EMBU-C-Child-Emotional -.378 .076 | -4.958 .000 -529| -.226
Warmth
PSI total score 173 .075 2.306 .024 .024 322
[without loss=.00] 22.617 9.788 2.311 .023 3.151 | 42.082
[with loss=1.00] 0*

Table 6.11: Estimated marginal means test comparison of children who
had experienced loss or not on SP scores

% fi I I
ET-Subscale-Loss Mean Std. Error 95% Confidence Interva
Lower Bound | Upper Bound
Without loss 23.996% 1.030 21.948 26.043
With loss 1.3792 9.732 -17.975 20.733
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In addition, Table 6.13 shows that age (F=44.14, p=000), EMBU-C-Parent-

Rejection (F=4.42, p=039) and lack of EMBU-C-Child-Emotional Warmth

(F=7.15, p=009) contributed significantly to the prediction of SP-Parent scores.

Table 6.12: ANCOVA between ET subscales scores, SP-Parent scores

covariates
Source T;P;'Uj:? df Sl\gizrr]e F Sig.
Gender 46.549 | 1 46.549 543 | .464
Age 3782.368 | 1 | 3782.368 | 44.145 | .000
Standard of living for the family 7.036| 1 7.036 .082 | .775
EMBU-C-Parent-Emotional Warmth 50.694 | 1 50.694 592 | 444
EMBU-C- Parent-Rejection 378.899 | 1 378.899 | 4.422 | .039
EMBU-C- Parent-Overprotection 6.219| 1 6.219 .073|.788
EMBU-C- Parent-Favouring Subject 1536 1 1.536 .018 | .894
EMBU-C-Child-Emotional Warmth 612.300 | 1 612.300 | 7.146 | .009
EMBU-C-Child-Rejection 11.280| 1 11.280 132 .718
EMBU-C-Child-Overprotection 86.868 | 1 86.868 | 1.014|.318
EMBU-C-Child-Favouring Subject 93.537| 1 93.537 | 1.092 | .300
ET-Subscale-Family problems 30501 1 30.501 .356 | .553
ET-Subscale-Violence/Abuse 10.044 | 1 10.044 117 | .733
ET-Subscale-lliness/Death 42.885| 1 42.885 501 | .482
ET-Subscale-Accident/Disasters 836 1 .836 .010 | .922
ET-Subscale-Peers relationships 19492 | 1 19.492 .228 | .635
ET-Subscale-Loss 203.768 | 1 203.768 | 2.378|.128
Parental Stress Index total score 144834 | 1 144.834 | 1.690|.198
General Health Questionnaire 9.456 | 1 9.456 110 .741

In the above analysis, PSI total scores were not significantly associated with SP

scores. When tests were replaced with PSI subscales scores, Table 6.13 shows

that age (F=47.77, p=000), EMBU-C- Parent-Rejection (F=4.35, p=041), lack of

EMBU-C-Child-Emotional Warmth (F=6.40, p=014) and PSI-Parental Distress

(F=11.93, p=001) contributed significantly to the prediction of SP scores.
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Table 6.13: ANCOVA between ET subscales scores, SP-Parent scores

covariates and PSI subscales

Typelll Mean ,
Source Sum of | df F Sig.
Square
Squares
Gender 28.852 | 1 28.852 .393 | .533
Age 3506.760 | 1 | 3506.760 | 47.766 | .000
Standard of living for the family 30.147 | 1 30.147 411 | .524
EMBU-C-Parent-Emotional Warmth 16.804 | 1 16.804 229 | .634
EMBU-C- Parent-Rejection 319.101| 1 319.101| 4.347 | .041
EMBU-C- Parent-Overprotection 3484 | 1 3.484 .047 | .828
EMBU-C- Parent-Favouring Subject 37.390| 1 37.390 509 | .478
EMBU-C-Child-Emotional Warmth 470.253 | 1 | 470.253| 6.405|.014
EMBU-C-Child-Rejection 1.664| 1 1.664 .023 | .881
EMBU-C-Child-Overprotection 42.260| 1 42.260 576 | .451
EMBU-C-Child-Favouring Subject 274562 | 1 274.562 | 3.740| .057
ET-Subscale-Family problems 19553 1 19.553 .266 | .608
ET-Subscale-Violence/Abuse 62.861 | 1 62.861 .856 | .358
ET-Subscale-lliness/Death 126.394 | 1 126.394 | 1.722 | .194
ET-Subscale-Accident/Disasters 423 1 423 .006 | .940
ET-Subscale-Peers relationships 9.271| 1 9.271 126 | .723
ET-Subscale-Loss 90.377| 1 99.377| 1.354 | .249
PSI-Parental Distress 875.961| 1 | 875.961|11.932|.001
PSI-Parent-Child Dysfunctional Interaction 130.754 | 1 130.754 | 1.781|.187
PSI-Difficult Child 49.206 | 1 49.206 .670 | .416
General Health Questionnaire 15873 | 1 15.873 216 | .643

6.2.2 Multivariate models with other child mental health measure scores as

the dependent variables

Similar procedures of statistical analysis were carried out for the remaining child

mental health outcomes. The key findings are summarised below.

6.2.2.1 Impact of Event Scale

The child’s age (F=7.55, p=008) and ET-total score (F=39.98, p=000) were

significantly associated with IES-Parent scores. When ET total scores were

replaced by any exposure vs. no exposure to trauma, age (F=12.87, p=001),

EMBU-C-Child-Rejection (F=5.29, p=024) and ET group status (F=17.42,

p=000) contributed significantly to the prediction of IES-Parent scores. The
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group exposed to trauma had significantly higher mean IES scores than the
group not exposed to trauma (p=000). When exposure to trauma was measured
according to ET subscales, ET-Subscale-Family Problems (F=15.45, p=000),
ET-Subscale-Violence or Abuse (F=17.23, p=000) and ET-Subscale-lliness/
Death (F=4.64, p=035) were associated significantly with IES-Parent scores.
The groups exposed to specific types of trauma also had significantly higher IES

scores than the respective groups without subscales trauma.

The child’s age (F=8.96, p=004), EMBU-C-Child-Favouring Subject (F=5.94,
p=017), GHQ total scores (F=4.50, p=037) and ET total scores (F=5.96, p=000)
were significantly associated with IES-Child scores. When ET total scores were
replaced by ET group status, age (F=13.87, p=000), lack of EMBU-C-Child-
Emotional Warmth (F=5.20, p=026), EMBU-C-Child-Rejection (F=7.20, p=009),
EMBU-C-Child-Favouring Subject (F=8.16, p=006) and exposure to any trauma
(F=23.62, p=000) contributed significantly to the prediction of IES-Chid scores.
The analysis was repeated for the ET subscales. GHQ total (F=7.02, p=010),
ET-Subscale-Family Problems (F=18.29, p=000), ET-Subscale-Violence or
Abuse (F=30.31, p=000) and ET-Subscale-lliness or Death (F=6.27, p=015)
were significantly associated with IES-Child scores. The groups exposed to a
specific type of trauma also had significantly higher IES scores than the

respective groups without subscales trauma.
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6.2.2.2 Revised Children’s Manifest Anxiety Scale
RCMAS scores were predicted only by the child’s age, irrespective of how
exposure to trauma was measured; for example, for ET total scores, the

contribution of age was F=5.69, p=020.

6.2.2.3 Children’s Depression Inventory

The child’s age (F=6.84, p=011) and lack of EMBU-C-Parent-Emotional Warmth
(F=7.93, p=006) were significantly associated with CDI-Parent scores, when ET
was measured by total scores. These variables remained significant when ET

was included as a category.

Furthermore, only the child’'s age (F=4.35, p=041) was significantly associated
with CDI-Child scores, when ET was measured by total scores. ET group status
age (F=5.60, p=021), EMBU-C-Parent-Favouring Subject (F=8.74, p=004) and
GHQ total scores (F=4.17, p=045) contributed significantly to the prediction of
CDI-Chid scores. When ET was measured by ET subscales, EMBU-C-Parent-
Favouring Subject (F=6.87, p=011) and GHQ total scores (F=4.31, p=042) were

significantly associated with CDI-Child scores.

6.2.2.4 Strengths and Difficulties Questionnaire

The child’'s age was significantly associated with SDQ-Parent scores (F=5.65,
p=020), with ET measured as total score. This was the only significant predictor,
irrespective of how ET was measured, and remained significant for SDQ-Child

scores.
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6.3 Summary of key findings

This section summarizes the key findings reported above in relation to social
phobia, PTSD and the remaining types of child psychopathology. These results
indicate that the child’s increasing age, lack of parental warmth and parental
stress were related to social phobia symptoms. In contrast, the results did not
demonstrate any differences according to the family standard of living and
children’s gender. Exposure to trauma had a strong association with PTSD
symptoms, which, as in previous studies, indicated a dose-effect relationship.
Parental rearing (lack of parental warmth, rejection and favouring subject) and
mental health contributed to this model. The child’s increasing age was the only
significant predictor of anxiety and overall mental health problems. The same
variables, as well as lack of parental warmth, were significantly associated with
depressive symptoms. Once more, the family standard of living and children’s

gender were not associated with this type of psychopathology.

Table 6.14: Key findings

Psychopathology Significantly associated variables

1 | Social phobia Age, lack of parental warmth, parental
stress
Age, parental rearing style, exposure to

2 | PTSD and severity of trauma, parental mental
health problems

3 | Anxiety Age

4 | Depression Age, lack of parental warmth

5 | Overall mental health problems | Age
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Chapter Seven

Discussion
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7.1 Introduction

This chapter presents a critical overview of the findings by revisiting the
research hypotheses, and then discusses their methodological and clinical
implications. The researcher's reflections on the research process are followed

by conclusions drawn from the study.

7.2 Critical overview of findings

The findings of this study indicate that, although the extent of exposure to
trauma is not directly associated with social phobia symptoms, it can act as a
risk factor in conjunction with the child’s age, parental stress and reduced
emotional warmth, which all contributed to the model. These findings partially
support the research hypothesis. In other words, exposure to any trauma was
significantly associated with social phobic disorder, although no dose effect was
established. This supports an earlier finding by Alnaes and Torgersen (1988)
that exposure to trauma in childhood is not directly linked with social phobia,
although this study concentrated on stressful events such as loss of family
members and financial problems. The findings are not, however, consistent with
studies which have indicated a direct relationship between exposure to trauma
and emotional disorders in general, nor with those suggesting that trauma may
escalate into a clinically significant form of emotional disorder. It is also worth
noting that these studies, unlike the present research, did not focus on social
phobia as a separate condition, but rather targeted the entire group of emotional
disorders; nor did they aim to establish an explanatory mechanism to account

for the assumed link between social phobia and exposure to trauma (Brozovich
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& Heimberg, 2011; Erwin, Heimberg, Marx, & Franklin, 2006; Manfro et al.,
2003; Meiser-Stedman, Smith, Glucksman, Yule, & Dalgleish, 2007). In addition,
the results did not indicate any differences according to the socioeconomic

status of the family or according to the child’s gender.

In contrast, the association between level of exposure to trauma and PTSD
symptoms is compatible with previous studies that established such a dose
effect (Beech & Leather, 2006; N. Breslau, 2009; Flannery, 2004; Ryan et al.,
2008; Wykes & Whittington, 1998). The current findings suggest that the
likelihood of exhibiting PTSD symptoms increased in the presence of a history of
trauma,, particularly if parents had mental health problems and a negative

parental rearing style.

The bivariate correlations revealed significant associations of two types of
traumatic events, namely exposure to family problems and violence or abuse,
with both anxiety and overall mental health problems, which is in line with
findings reported in the literature (Catani, Jacob, Schauer, Kohila, & Neuner,
2008; Hovens et al.,, 2010; Spinhoven et al., 2010; Thabet et al., 2008).
However, in the multivariate analyses that followed, specific mental health
problems and anxiety in children were significantly predicted only by the child’s
age, but not by either type of trauma or other sociodemographic variables such

as gender or family standard of living.

Regarding depression, multivariate regression indicated that symptoms could be

predicted by the child’s increasing age, parental rearing style and parental
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mental health problems. This finding may be explained by older children, given
their cognitive capacity, being able to recognise that they are being viewed
negatively by their parents, which in turn may result in exhibiting depressive
manifestations (e.g. low self-esteem). In addition, parents with mental health
problems are less likely to identify this impact or to change their parental

strategies, are therefore more likely to maintain this adverse interaction.

The first hypothesis of this study, that exposure to trauma is significantly
associated with emotional disorders, is thus supported by the findings. The
second, that exposure to trauma is also significantly associated with social
phobic disorders, is partially supported, as already discussed, in that exposure
to trauma had some effect but there was no linear association with its severity.
The third hypothesis, that the association between exposure to trauma and
social phobic disorders is mediated by parental responses, specifically by
parents’ own anxiety levels, is partially supported, as parental stress and lack of
emotional warmth, but not parental anxiety or other mental health problems,

were found to contribute to this association.

7.3 Methodological implications
This section discusses in greater depth the essential methodological issues and

implications of this study.

7.3.1 Sample
Sample size and representativeness are important issues in scientific research.

The researcher considered several alternatives in recruiting the sample, one of
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which was to select the participants from schools. This design would have had
the advantages of recruiting a large sample size with varied demographic
characteristics, and would have required fewer resources than the strategy of
identifying clinical cases. Nevertheless, such a design would also have had
drawbacks, the most notable one being that, in order to select participants with
diagnosable conditions, it would have been necessary to start by screening
quite a large population, whereas the choice of a clinical sample offered the
relative clinical homogeneity of symptoms and diagnoses. The present study
therefore opted for a clinical sample, as this was more closely matched to the

aims and hypotheses of the research.

As explained in chapter three, the researcher estimated that approximately 30
children daily attended psychiatric clinics in the main Riyadh hospitals as out-
patients. Three major Riyadh hospitals were approached to select nominated
participants. Power calculation software was used to determine the sample size
required (Fritz & MacKinnon, 2007; Naing, Winn, & Rusli, 2006). Based on the
literature discussed in chapters one and two, it was estimated that the sample
size should range between 30 and 132; thus the sample used, consisting of 89
children, was deemed sufficient. This final sample consisted of three subgroups

with emotional disorders: PTSD, anxiety and social phobia.

A substantial proportion of families who fulfilled the selection criteria, as
mentioned in chapter three, did not participate in the study (n=70, 32.26% of
total sample). This attrition may have been due to a number of factors, of which

the main one was living outside Riyadh city. One more reason may have been
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the poor standards of literacy among these families. Another reason, which is
culturally common, could be the passive way of declining to participate and/or
returning the questionnaires, because of not wishing to refuse directly a request

from someone of perceived higher status.

There is a possibility that some children suffered from phobic symptoms which
prevented them from returning to the hospital. This could not be tested, because
of the lack of information that would enable comparison with participating
families, as those in the former group did not return the sociodemographic
checklist. This was a limitation of the present study, which might be addressed
in future research by administering all tools at the same time. However, drop-out
from studies of this nature is a common constraint often encountered by

researchers (Naing et al., 2006).

7.3.2 Measures

Saudi Arabia is a newly established state and going through a period of speedy
development. Research is still relatively limited, with a lack of culturally
appropriate instruments. A researcher must usually choose between developing
a new instrument and using an existing one after considering its established
psychometric properties. The second choice is often adopted, because it is
more resource-effective and practical, and because it enables comparison with
findings from different countries. Questionnaires are often translated based on
assumptions of cultural transferability; it should not, however, be taken for
granted that their items effectively represent the measured constructs in the

concerned culture. This concern is of a psychometric nature, in light of the
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indigenous measures in account (Allwood, 2011; Cheung & Leung, 1998).
Psychological constructs vary between cultures, therefore measures translated
from one language to another may not represent the targeted culture properly
by missing important aspects. This does not necessarily invalidate the use of
measures across different cultures. The current study used existing measures
by following translation and back-translation guidelines to capture as many
aspects that could be measured in the targeted culture, for the purpose of the
research. Maintaining the original content of the measure was also important in

enabling comparison with previous studies.

The present study used a semi-structured interview tool, the Kiddie Schedule of
Affective Disorders and Schizophrenia for School-Age Children (6-18) years (K-
SADS-IVR), which was updated by Ambrosini and Dixon (2000) to make it
compatible with DSM-IV criteria. After the researcher had used the emotional
disorders section of the K-SADS that had been translated into Arabic, many
members of hospital staff expressed the wish to use it as a diagnostic interview

in their clinical practice.

The remaining instruments were self-administrated. All of them had previously
been widely used and translated into Arabic, except the Parenting Rearing Style
(EMBU-C), which had not been previously used with an Arabic-speaking
sample. Instruments which have been evaluated in developing countries, have
been translated into various languages and are of low cost are particularly
useful for the general population, as well as for clinical studies. Despite these

advantages, such instruments need further psychometric investigation if they
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are to be used for clinical purposes such as monitoring symptoms, rather than in
research. Overall, measures used in this study were found to be of satisfactory

psychometric suitability, as shown in chapter four.

As discussed in detail in chapter three, the researcher developed the social
phobia and exposure to trauma instruments himself, both because of the lack of
available tools with appropriate psychometric properties and because the
constructs in existing instruments were not applicable to Saudi families.
Preliminary evaluation of the new instruments was encouraging. For instance,
they exhibited good reliability, as assessed by alpha values, and satisfactory
internal validity. Nevertheless, more research is needed to revise them and to
further establish their validity and reliability by re-testing them in larger clinical
and non-clinical samples, in order to explore their factorial structure in more

depth and to contrast their properties with those of established tools.

7.3.3 Cultural issues

The Saudi society is collectively characterized by a number of distinct features.
Among these are close family relationships and a tendency to attribute events to
external (i.e. not related to oneself) rather than internal causes, which is widely
referred to as ‘external attribution’. Another common characteristic is the wide
use of directive parental rearing practices. These features may be attributed to
the deeply collectivist nature of this culture as opposed to the more distant and
individualist ones found elsewhere. It is suggested that the use of external
attribution, for instance, is consistent with the features of collectivism, as it

implies that one is not fully responsible for one’s behaviour and that there are
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‘uncontrolled’ causes which contribute to it (Barrett, 1997; Berry, Phinney, Sam,

& Vedder, 2006; Triandis, 1980).

Perceptions of mental health problems may be different from those in western
societies. In terms of their origins and causes, concepts like ‘devil eye’ or ‘spirit
possession’ are usually considered to constitute valid explanations when trying
to make sense of psychological disorders (Alanazi, 2001). Hence, religious and
traditional healers are usually first approached to seek treatment, while
evidence-based mental health services remain the last treatment option (M. A.

Dwairy, 1998; Lin & Church, 2004).

This particular manifestation applies to almost all psychological disorders,
including social phobia, which may also be subjected to cultural factors that
impact upon its definition and treatment. In the context of strong ties with one’s
reference group through obedience and societal norms, behaviours associated
with social phobia such as avoidance are likely to be found socially ‘appropriate’
in the Saudi society. In fact, shyness is encouraged, especially in young
females, as a sign that a girl is ‘good’ (M. A. Dwairy, 1998; Nobles & Sciarra,

2000).

Results presented in the previous chapters may be understood in the light of
these cultural characteristics. For instance, an association was found between
social phobia and lack of emotional warmth from the parents. Parents represent
the first and the most influential link with the wider community, so the child may

perceive a dysfunctional relationship within the family such as a lack of
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emotional warmth as an indicator of his/her own weakness, a perception which
may be responsible for developing, exacerbating and maintaining the
symptoms. However, while the results may be consistent with this explanation,
the cross-sectional design used in this research does not enable this model to
be tested. Therefore, longitudinal studies would be useful in understanding the

reasons for these contacts.

In addition to social learning, the relationship between parental stress and social
phobia may also have a genetic underpinning; in other words, it may provide
support for the role of inheritance in the development of social phobia. It could
also be viewed from a socio-cultural perspective: individuals from collectivist
backgrounds often consider their parents as role models, so parents’ mental
health is likely to be reflected in the children through the socializing processes
(Triandis & Suh, 2002). Socio-economic status can be understood as the
position of individuals along a level of economic, political, or cultural attributes
(e.g. income, educational achievement, occupational prestige). Several studies
found that Ilow socio-economic status was correlated with child
psychopathology. In other words, a high-level of socio-economic status
hypothesis predicted lower rates of mental disorders because of associated
protective factors (Patel, Knapp, Henderson, & Baldwin, 2002; Wohlfarth,
Winkel, Ybema, & van den Brink, 2001). In this study no differences were found
according to the socioeconomic level of the family in relation to child
psychopathology. Nevertheless, the literature on socio-economic factors and
child mental health problems suggests that these mechanisms should be

investigated in more depth for children with social phobia.
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7.3.4 Ethics

Even with the increase of research demand in Saudi Arabia, incorporating
research ethics into clinical and academic institutions is still growing. Each
recruiting hospital had its own procedure in obtaining ethical approval. However,
they all shared the same basic ethical principles, and also remarkable
similarities in procedures. Participants were provided with information about the
study and what this involved prior to taking part. If they expressed an interest,
verbal and written consent were obtained from children and their parents. Due to
lack of familiarity with this procedure, some parents preferred for the consent

form to be read to them.

Based on observations made while collecting data for the present research, a
number of recommendations to improve research ethics in Saudi Arabia in
particular, and in other countries in general, can be put forward. First, it is
important to establish a general research ethics council, which should aim to
develop a background framework of ethical principles, to work as an advisory
body for on-going and future research, and to monitor research ethics
applications in the country. Second, it is suggested that research ethics be
further incorporated into University courses, especially those related to research
methods and those delivered to postgraduate students. Finally, it is also of
importance that research funding panels consider ethical issues and obligations

as an integral part of their decision-making process.
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7.3.5 Statistical analysis

Two options were considered regarding the statistical analysis, depending on
how exposures to trauma scores were dealt with when looking at their
relationships with the five psychopathology outcomes. Both total scores and
subscales of the psychopathology measures were initially considered. In the first
option, exposure to trauma was studied as a continuous variable, at the levels of
items, factors (subscales) and total scores. The second option, in contrast,
involved the measurement of exposure to trauma as a dichotomous variable

(with or without trauma).

Data was analysed following both these options. However, it was decided to
adopt and report findings predominantly according to the second option, for
several reasons. Results of the first option were complicated and difficult to
explain, because of the large number of variables (i.e. individual items) involved.
Second, it was observed from analysing the individual items that they tended to
show similar relationships with psychopathology variables. Such a repetition of
results would not have added to our knowledge. Finally, findings based on the
second approach were very similar, if not identical, to those from the first option,
but with a smaller number of variables, and were therefore preferable for

reasons of parsimony.

7.4 Methodological strengths and limitations
A strength of this study was the selection of the sample from the main hospitals

in Riyadh, which provide services for most psychiatric conditions and have
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specialists in child mental health. The sample size was compatible with that of
clinical samples in similar previous studies, as reviewed earlier in this thesis.
Besides, this study managed to recruit a clinical sample of children with social
phobia, although this disorder is not a prevalent one. It also collected data on
three types of emotional disorders, in which psychiatric diagnoses were
independently established using the K-SADS tool. Finally, families who took part

returned all measures of an extensive instrument pack.

It is worth mentioning that most instruments were being used with a Saudi or
Arab sample for the first time. While this element of novelty is a strength,
introducing a new instrument to this culture could also be seen as a limitation,
as no norms were available for these measures. Finally, to the researcher’s
knowledge, no studies have so far investigated the association between

exposure to trauma and social phobia in Saudi Arabia.

Regarding the limitations, one was the attrition rate of participants. Patients with
social phobia are not easy to recruit and it is difficult to encourage them to
participate in a multi-stage study, even if they initially provide consent.
Information was not collected on families who withdrew from the study;
therefore, it was not possible to compare them with the participating group. In
addition, it was not specified whether the instruments were completed by the
mother or father. It would have been useful to have collected more in depth data
on the characteristics of the sample, and to have explored their relationship with

the outcome measures.
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Another limitation concerned the representatives of the sample of Saudi
patients. Although it is hard to conclude that the sample truly represented the
target population, several indicators may help to evaluate the extent to which it
did so. The three hospitals provide the main mental health services in Riyadh,
as they receive most psychiatric referrals from general practitioners and state
hospitals, as well as from other Saudi hospitals outside Riyadh (Al Zahrani,
2007). Riyadh, where these three hospitals are located, is the capital and largest
city of Saudi Arabia, with residents originating from all parts of the country. The
research sample recruited participants form different categories of the Saudi
society, i.e. from rural, urban and Bedouin groups, and from different socio
economic and educational strata. Data was collected over a six-month period,

which captured the clinical population of these services.

The emotional disorders measured by the K-SADS consist of avoidance,
generalized anxiety, overanxious disorder, separation anxiety, obsessive-
compulsive disorder, simple phobia, social phobia, panic disorder and post-
traumatic stress disorder. The current research focused on the main types of
anxiety, social phobia and PTSD, because of symptomatic overlap between
different anxiety and phobic disorders. Post-traumatic stress disorder was
included because of its association with different types of trauma (human or
nature induced), which has been strongly evidenced by previous research and
was replicated by this study. The aim of selecting these three diagnostic groups
was to establish whether there were differences in the impact of trauma on child

psychopathology, rather than to examine diagnostic presentations in detail. The
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study was based on children and their parents, whose reports were not

corroborated with those of clinicians or teachers.

Finally, it should be mentioned that the process of devising two measures for the
purpose of this research had some limitations, covered in more detail in the
measures section above. Briefly, these included the lack of external criteria to
validate the newly devised measures, and the sample size employed in

checking their psychometric suitability.

7.5 Practice and service implications
The objectives of research are to identify problems and to initiate solutions. This
applies to the findings of this study, which has potential clinical implications at

three levels: prevention, treatment and clinical training.

In terms of prevention services that target high-risk populations, the study
identified the origin of the hazard: children exposed to trauma are at particular
risk of developing social phobia and other emotional disorders. The risk is
compounded by lack of parental warmth and high parental stress levels.
Recognition of these factors and identification of vulnerable children is thus
important for parents, teachers, social workers, GPs and other frontline

practitioners in contact with children.

In addition, primary prevention through the modification of parental rearing
styles might decrease the likelihood of developing clinical symptoms. The

influence of parental style begins early, so early intervention is essential
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(Landry, Smith, & Swank, 2006; Landry, Smith, Swank, & Guttentag, 2008).
Parenting programmes can provide modelling and education (Barlow & Start,
2007; Goodson, 2007). Such programmes can be complemented by school-
based interventions to lessen the impact of abuse or aggressive behaviour and
to increase self-esteem among schoolchildren at risk (Cunningham, Bremner, &

Boyle, 1995; Weissberg, Kumpfer, & Seligman, 2003).

For children who have already developed a disorder (secondary prevention),
those planning psychological interventions should consider addressing these
factors if they are to be effective in cases of exposure to trauma. Providing
affected children with cognitive-behavioural therapy skills within schools would
reduce worries, fears of negative evaluation by others, and cognitive bias. The
effectiveness of these skills has been indicated in treatment studies of social
phobia, specifically for children and young people with these cognitive
distortions (Spence et al., 2000). It is also worth mentioning that clinicians
should pay more attention to the psycho-social factors that might be involved in
developing or maintaining this condition. A treatment plan that takes into
account both biological and psycho-social aspects of the disorder is more likely
to be beneficial (Beidel, Turner, & Association, 2007; Geist, Grdisa, & Otley,

2003).

In order for both primary and secondary prevention approaches to be effective, it
is important that all professionals interacting with children have adequate skills
in understanding the developmental and psychological nature of this group. In

particular, teachers should receive extensive training in detecting children at risk
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of mental health problems, managing the less complex cases, and referring
children with more severe needs to appropriate services. This should be
incorporated into good-practice guidelines. Besides, well-designed workshops
for parents might increase their awareness of mental health conditions in
general and social phobia in particular, thus helping to reduce the number of

children being referred to specialist mental health services.

It appears plausible to suggest that service protocols developed originally in
individualist societies would also be useful in collectivist societies. Some
adjustment would help improve knowledge, and take into account the specific
aspects of the new cultures, such as by involving the external appraisal
alongside internal processes and the use of self-report questionnaires to detect
child at risk of developing the clinical threshold of the disorder. This would help
to reduce the costs of health care in the context of limited financial resources in
many countries. Health economic evaluation would be important in determining

the cost-effectiveness of such protocols and service models.

7.6 Research implications

Investigating a condition like social phobia requires multi-stage recruitment,
accumulation of data, development of expertise, and establishment of links with
schools and specialist mental health services. As social phobia is often
comorbid with other anxiety disorders, depression, or both, it is even more
difficult to study (APA, 2000; Van Ameringen, Mancini, Styan, & Donison, 1991).
Research into this disorder would thus be more feasible within an academic

institution that has an established ongoing programme of research in this field.
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In investigating this condition, a longitudinal research design would be more
useful; tracking high-risk individuals over a long period would help to identify
aetiological factors. It is highly recommended for future studies to attempt to
approach social phobia in relation to other relevant factors longitudinally. Such a
design would facilitate the better understanding of mechanisms that underpin
the association between trauma, other risk factors and social phobia. The
investigation of these complex and dynamic relationships would promote
knowledge of their causal contribution, by exploring how they interact and co-

vary over time.

Such a longitudinal investigation of the development of social phobia should
approach the relationship between parenting style variables and social phobia,
and should address all significant factors, including family processes. Other
important factors are traumatic conditioning, social skills deficits and early
attachment. Methods of direct observation, self- and parent-rated reports,
including measurement of child rearing practice, would complement such a
longitudinal design in providing different perspectives on trauma, other risk
factors and symptoms. Considering additional types of trauma to those
assessed in the current study would be helpful. It would be particularly valuable
for future research to explore which traumatic events are most prevalent in the
Saudi culture. This would clearly enhance the quality of the research, as well as

inform clinical interventions.
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As mentioned in the previous section, those designing clinical interventions for
this group should consider incorporating aspects of parental rearing. This might
be constructed as a psycho-education component and delivered directly to
parents and other caregivers. Such an intervention might also address parental
mental health problems, as these are often associated with poor mental health

in children (Coren & Barlow, 2001).

The findings of this study provide several opportunities for future research.
Exploring the cross-cultural differences and similarities in the context of the
measures translated into Arabic in this study would be important before these
can be routinely used by services and researchers. This could be achieved at
both item and total score levels. Another important study would be to explore
whether the tendency to exaggerate among Saudi and/or Arab individuals, might
increase vulnerability to SP within these societies; .and to examine how
common this tendency also features in collectivist societies by using samples

from representative collectivist and individualist societies .

7.7 Conclusions

The relationship between children’s exposure to trauma and social phobia was
investigated in this study. Based on responses gathered in the context of Saudi
culture, it found evidence for a partial effect of trauma, mediated by parental
rearing style (lack of emotional warmth) and parental stress, on the development
of social phobia, an association which became more apparent with the
increasing age of the affected children. The study also confirmed previous

findings that exposure to trauma is a significant predictor of post-traumatic
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stress disorder and that this association is also mediated by parenting factors.
Children’s age was found to play an important role in all types of
psychopathology, as it also contributed to the prediction of anxiety, depression

and general mental health problems.

The relationship between exposure to trauma and social phobia in childhood
and young life was explored for the first time in a non-western cultural sample.
Equally, applicable variables were derived from predominantly western countries
to be tested in the context of the Saudi culture. As social phobia may share
universal constructs across cultures, it would be interesting to investigate
diagnostic similarities and differences in further cross-cultural research,
particularly towards the revision of the major classification systems, ICD-11 and
DSM-V. The further understanding of the mechanisms implicated in the
development and maintenance of symptoms will inform interventions for
children, young people and their families who are at risk of social phobia, or who

have already developed impairing mental health presentations.
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Appendices 3.1: Socio-demographic checklist
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Appendices 3.2: Professor Ambrosini e-mails

Alsayed, Zeiad

From: Alsayed, Z.

Sent: 28 January 2008 20:44
To: Ambrasini, Paul J
Subject: RE: K-SADS

Follow Up Flag: Follow up

Flag Status: Flagged

Dear Professor Ambrosini

1 appreciate your acceptance, I will be glad to send you the final Arabic version.
Regards,

Zeiad Alsayed

From: Ambrosini, Paul ] [mailto:Paul.Ambrosini@DrexelMed.edu]

Sent: Mon 28/01/2008 18:31

To: Alsayed, Z.

Subject: RE: K-SADS

Zeiad,

I would be more than happy to help you with your project to translate the K-SADS IVR for use in
Saudi children. I assume you would be planning to translate it into Arabic. This should be a nice
fit with Sajida’s Urdu translation.

I only request that I get a copy of the final version for my records.

Best of luck,
Paul Ambrosini
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Alsayed, Zeiad

From: Alsayed, Z.

Sent: 28 January 2008 02:26

To: Paul. Ambrosini@DrexelMed.edu
Subject: K-SADS

Dear Professor Ambrosini
| have been given your contact by Sajida Abdul Hussein my colleague at institute.

| am from Riyadh - Saudi Arabia. Presently | am doing my PhD at the institute of child health,
university of Leicester under supervision of Professor VVostanis.

| plan to investigation the relationship between trauma and anxiety disorders among children in
Saudi Arabia. | will be using the K-SADS IVR for assessment of prevalence of psychiatric
disorders would like to know whether | need an authorization from the author as | am planning to
translate and modify the instrument for use in Saudi Arabia.

| would be grateful if you could assist me through my study with your valuable suggestions and
expert opinion.
Hope to hear from you soon.

Best regards,

Zeiad Alsayed

(PhD Student),
University of Leicester,

Green Wood Institute of Child Health,
za38@le.ac.uk
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Appendices 3.3.1: Impact of Event Scale
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ALY DA Wl S5 Ko Ldel i ela i ZlaaY) caoadl 5 [l Jie dpaldl el
Aanliad) LY ol (rua) Ledle guacipalall ALl

W | Ul | 1au g
5 3 1 0 Do you think about it even when you don’t mean to? )
§ aal yg0 Aedlall CilaaVL K& Ja
5 3 1 0 Do you try to remove it from your memory Y
¢ ¢l S5 (e dadbiall Sl A5 A& SE Ja
5 3 1 0 Do you have difficulties paying attention or ¥
concentrating?
%may‘;ﬁﬂ\&&bwcﬂ;ﬂ&
5 3 1 0 Do you have waves of strong feelings about it ¢
Siaaball cilaall alall suadll jelial (e cila go cLlE Ja
5 3 1 0 Do you startle more easily or feel more nervous than )
you did before it happened?
Shadliall Culaall aay ST e il jaidi ol Al gean Ui Ja
5 3 1 0 Do you stay away from reminders of it (e.g. places or A
situations)
Phasball claalil &g S Al (el s 5 SLY) quiad Jglad Ja
5 3 1 0 Do you try not talk about it A%
faealiall Elaal) e Euaall cuiad Jalad Ja
5 3 1 0 Do pictures about it pop into your mind? A
Shaslall Elaallh sl ) gea ollie (alis Ja
5 3 1 0 Do other things keep making you think about it? A
fiaalaall claall & K3 5 Al elusl dlia Ja
5 3 1 0 Do you try not to think about it? AR
faealall cilaaYL <l pae Jalad Ja
5 3 1 0 Do you get easily irritable € A g i Ja AR
5 3 1 0 Are you alert and watchful even when there is no Y
obvious need to be? )
e e ool G yie 5 jiaie bly i b
5 3 1 0 Do you have sleep problems? AY
(Al oV dalatia JISE Sl ) o aa) a il 8 JSLEe clial o
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Appendices 3.3.2: Revised Children’s Manifest Anxiety Scale

(RCMAS)-

Sl g Y e lede BlaY) sm 5 A G 4o gene el

J pad 220
A Aa e 8 e il e [ ]

3 LS a1 Jand ¥ Ladie BN e 2

e S A s Lt slans AV 3

4def 2y JS caal U 4

ol A Gan e el eaW gmmy |3

< ) alama (I U 6

3,88 Clala e catal Ul 7

Ol e Caalal Ladls U 8

o) A sgudl e 9

Gl s A sia Ll BEIL e 10

e sl L) L Jadl 3D 38 kD G ¥ AW Ghowal | 11
s (s sl Lla 1 12

Q8 sl Cladl)l A D geaa 2af Ul 13

e ol ey L Jls 35 U 14

ol ga (0580 Laie apm g iy adl Latla U 15

aiz Ladla U 16

sanall 3 aa s ale ml 17

M 5 soelia o dedl 0e 18

SN G =l 19

el pa ikl U 20

Ol Ll 21

Jifinnall 3 Jomngn Lo e oEB Ul 22

i STl sana Ga A JUkY) 23

Gaall Jsdl Waila Ul 24

A Dlal Ll U 25

OB ST Lavie (5 elia = n Wgguad) e | 26

AL A8k oLt dael Al 3 Jsh e la b mai W | 27
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ey 28

Sl Gany s e sl Gaagdl | 29

asll 85 )l L i Ui | 30

Tl cilbal ) e S o e qmeay | 31

W e e Y olal gl y | 32

s gl sl uslal) (e Jal y e 39

guacy QA | 34

G S i oy gl |35

ad iy | 36

o) a3 (Sae Tgu sldf e GBS | 37
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The Revised Children’s Manifest Anxiety Scale

Read each question carefully. Put a circle around the word
YES if you think it is true about you. Put a circle around the
word NO if you think it is not true about you

No. Items

1 | have trouble making up my mind.

2 | get nervous when things do not go the right way for me.
3 Others seem to do things easier than | can.

4 | like everyone | know.

5 Often | have trouble getting my breath.

6 | worry a lot of the time.

7 | am afraid of a lot of things.

8 | am always kind.

9 | get mad easily.

10 | I worry about what my parents will say to me.

11 | I feel that others do not like the way | do things.

12 | I always have good manners.

13 | Itis hard for me to get to sleep at night.

14 | | worry about what other people think about me.

15 | I feel alone even when there are people with me.

16 | I am always good.

17 | Often I feel sick in the stomach.

18 | My feelings get hurt easily.

19 | My hands feel sweaty.

20 | am always nice to everyone.

21 | lamtired a lot.

22 | I worry about what is going to happen.

23 | Other children are happier than | am.

24 | | tell the truth every single time.

25 | | have bad dreams.

26 | My feelings get hurt easily when | am fussed at.

27 | | feel someone will tell me | do things the wrong way.
28 | never get angry.

29 | | wake up scared some of the time.

30 | I worry when | go to bed at night.

31 | Itis hard for me to keep my mind on my schoolwork.
32 | I never say things that | shouldn’t.

33 | I wriggle in my seat a lot.

34 | am nervous.

35 | Alot of people are against me.

36 | I never lie.

37 | | often worry about something bad happening to me.

The Physiological (10): 1+5+9+13+17+19+21+25+29+33.
The Worry / oversensitivity (11): 2+6+7+10+14+18+22+26+30+34+37.
The Concentration Anxiety (7): 3+11+15+23+27+31+35.
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Appendices 3.3.3: Children’s Depression Inventory

The Children's Depression Inventory (CDI)

Jall (4) owbida (cDI )" el B ) gual) ™

B 5 e liial) (e A U 0da B g LSEY) (any B 19 SEy 5 e liial) Gy Gy Jlual) jady Le Ul
Sl (s 4 gana JS (e Baaly JEAT Of dlde (il e S (e A8 gana IS (98T (e gana By gua (P Ay giSa
) Aadle auags ad Al i pAY) (e gaal) DA dlda B bl o o) il (5 iy A B el ) glaall @ sall B (
LS ganall JS (g g 1398 g clgd Al ol ) Ao ganna () ST D day g oLl A

JS (e Baal g B le JUAS o dlia glhaall (Sl Ailald Adla) g dauaa dgla) aa g8 Y AS) A o e
i o 5 Lassll I L8 Loy 0 pdAY) (e gl A il Cial Ll (5 5 31 A Bkl o3h ()9S5 g (Ae gana
Al Sl

< gl ) sha il a0 G
Glad il 30 Ul

U EN U g I AL

) dadle pua da sl Qb & Lay 0 Y (e el 8 lial g elle aati I 6Y) 3 ) il I3V aa el S (
O saaY) A T 5 o je i Caal 5l las ol S Gl JUll bl ) LS Ll g ) ladll
oY)
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No. | Items Arabic
1 | Iam sad some time. Llal oall el Ul
| feel sad a lot of times B il & gall il )
| feel sad all the times <) Jl sk ol il )
2 Nothing will ever work out for MTMMYM\AJS
me
| am not sure everything will D o gl g LY o) e JS\.\A <l ul
work very well for me. Loa T
The everything will be good G T o (g i g plall 5 o LusY)
for me o Al
3 | Ido most of things correctly s A4y yhay oY) e Jeel Ul
| do many things wrong ot 35y jlay 3 0 o Ldl Jeel Ul
| do everything wrong Lot &8y ¢ 3 S deel U
4 | There are many things are (bt 3, el aa 53
enjoyable
Some of things are fun bt lalall 5 eLiY) any
Nothing is fun at all. sty gl g Y
5 | lam bad all the time. Lo Ul B Y S 8
| am bad most of the times Lo 05S) 3K il 4
| am sometimes bad o (S Llal
6 | | think sometimes terrible (Anie ye ) & eludl & S8 Ul
things will happen to me () s
I am worry from some terrible o Bl i) ey (e Jsidia g (308 U
things maybe are happen to JPARSIREC VRN v
me
| am sure that terrible things Cogo duntion e ol A oLl e ST U
will happen to me. RGN
7 | I hate myself (i o S Ul
| do not love myself i caal Y U
I love myself (i caal Ll
8 | All bad things are my fault (e oot Aniaall ye ) Al (LY s
ul
Most of bad things are my Gaant Amtial) pe ol Apd) fLEY) (e i
fault Ul o
The bad things not always my Ly dpadiadl ye o Al e LAY o Y
fault Ul o
9 | I do not think of killing myself s J of 8 sl vl
| am thinking of killing myself, Qb Jadl () (81 5 s JB 3 SS
but | will not do so
| want to kill myself s JB ol 2y Gl
10 | | feel like crying every day. S ol b il ey
| feel like crying most of times SOl al (A el s i i) &
| feel like crying sometimes SOl S el Lal
11 | Things bother me all the time Ly iilat sl aa g3

Things bother me most of
times

3 K Cld @s;uwm\ A

Things bother me sometimes

Ul s il o
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12 | Ilike to be with people ol e ST ol Gl
| do not want to be with 58S gl 8 Gl ae o sST ol caal Y
people most of times.
| do not want to be with Tl il ae 58T ol 2y )1 Y L
people ever

13 | I cannot make up my mind i) 8 ol sl 8l o adaiad Y U
about things
| feel difficult to make up my Gl ol o e il (4
mind about things Lyl
| decide about things easily A gy oLt 8 gl aaal ), 81 U

14 | Ilook good. O S U
There are some things in my sy S5 8 LY (s aa g
look are not good.

I look ugly Oma e S5 U

15 | I have to push myself all the JaSl i i ) sl o adl () o g
time to do my homework A paall Cilaad
| have bush myself more than | JaSl (Jin 5 3a (e ST i gl o)) e Gany
one time to do my homework Al Gl
Homework does not make ) Apmlly 5 S AlSE i A aall Sl
problem for me

16 | I have trouble sleeping every psill e caay ALl S
night.
| have trouble sleeping most psill e a3 ,5S U
of nights
I sleep very well Jas AUl U

17 | I feel tired some time e gl e Al Ulal e
Most of time | feel tired e gl e B ES i) 8 el
| am tired all the time. Caill ol dlgal il Jl gl el

18 | Most days | do not feel like pladall A (gl () oS5 Y ALY lef 4
eating
Some days | do not feel like pladall Al (gl () 5S35 IS Al A
eating
| eat very well s A4y yhay ST U

19 | I do not worry about aches glasl o ¥ 6l e 8 e Ul
and pains
Sometime | worry about aches 5 YY) (any (g Wl G 5813 188 ) pa b
and pains gy
| worry about aches and pains gla sVl 5 AV (e 8B () ST gl J)sha
all the time

20 | I do not feel lonely as gl el Y U
Sometime | feel lonely sas sl il 5,8 Claf b
| feel lonely all time 3o gl el i ) J)gha

21 | I never have fun at school Tag) A yaall 8 daially jadi
| feel fun at school some times Lyl 8 Aaially el Lial
| feel fun at school most of A el 8 daially el 5,38 Cla Sl A
times

22 | I have many friends. 0558 liaal sl

| have some friends, but |
hope that | have more friends

Lﬁﬂojs,goi ‘5443\ Qﬁjcﬁmi‘ﬁ\ u'aa.gggﬂ
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| do not have any friend

23 | My school work is very good. el - Jad - lee
My school work does not be i e S LS s Gl (2l e
good as | used to be before
| do very badly in subjects | s Ll i€ ol g 8 han (s oyl Jee
used to be good in. e

24 | | can never be as good as ) 8L e lua S of oS Y U
other kids
| can be as good as the other Sb Jie Taa oS ol gakind 8 @) )
kids. )
| am good as other kids (o) 8L Jie i U

25 | Nobody really loves me. RN AN
| not sure if there any one g al of e Sl cd Ul
loves me
| am sure that some people sy 0alaiY) (s () (e Sl Ul
love me

26 | Usually | do what | am asked e alhy Lo deel 3ale Ul
to do
Most of times | do what | am ol Le Jael Y U cld 1 4pdel
asked to do
| never do what | am told e bl Lo deel ol (5 30 JIsh

27 | | get on with people ol e ansil Ul
| get into fights sometime. o ) s i aal 3 08 ) b

e jalia

| get into fights all the time.

< aliie & o gl Ul gl J)sha
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Appendices 3.3.4: Measures of social phobia symptoms

Social Phobia Checklist
SlaiaY) Gl daid
(SPC).

Lol 8 ela 1 el i pa 1 Ao i) il gal) 8 Ly i ) al je Y1 (mny 4l 030

Al LY sl (res) Aadle gy

Laila

Ulai

Y]

5l

]

Jaw o Aia 35 28 Ao panal puiail Lavie Gl (Apaldl) gl o Y1 D)
Jod

Aaa¥! a5l Laie Cilal

Laizs 4580 (B L g oLl e 5y Latie AT (dpalal s g 1 )
Qs AY Sl

(%)

Ao gane gl e gy | Condl Lasie GlaT (Ll o 2ay Jf DI3)

Ao geaall pLiinl (3 4 duaill 3 U3 glal Lasie Gala

1oSse Jiall aadl g s jaall ¢l ol ecdliall 4 il

s eliaal 8 o Gl (Ll pld 00 D)

Ciall 3 QY1 £l e 1S Gl

il G Ze gana pld JSYI (e Glal ( Apualall b 20y 1 DIA)

O oo I O w»n| &

Jlaad) aad Tay 13 alal

e Al e 1Y el Ll aasal i il Lasie Gila

11

Ao adl il sl Gl

12

s o U oo J8 aasal 13 alal

13

paaal aa yoal) T Laxie Calal

14

AL G e S0 5l yondl e can gy Laie alal

Suaill 3 4 Jon o pn Al Lavie Glal ((Apaldd a4y D)

16

Tl cllabaally & el el ceall Laxie Galal

17

O3 AY) e saay o lalady Lavie il

18

(AY) go Gaalll —au joall - cBlial) dpelaial) clusbiall st

19

delaay) clulidl e

20

Giand o oSy ) Al Sla) Sl Al ) e 8

21

AT ) G Lavie Saima oy f Jigea U3

22

Tiia oLl 3 8 ¢ oy AT & 08 Lase

23

Gdua al el el (S Lamed Gl Jd

24

L gl el el (elaal clulie o Lavie

25
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Social Phobia

No. | Items
1 Afraid when joining a large group such as at a party
2 Afraid when becoming the centre of attention
3 Afraid when | have to do something such as writing while others
watch me
4 Afraid when speaking or reading out loud in front of a group
5 Afraid when answering questions in class or at group meetings
6 | Afraid at parties, dances, school... And go home early
7 Afraid to meet new kids
8 Too afraid to ask questions in class
9 Afraid eating in front of others
10 | afraid if someone starts arguing
11 | afraid if someone asks me to do something that | don’t want to do
12 | afraid in an embarrassing situation
13 | afraid if someone says something that is wrong or bad
14 | afraid when | start to talk to someone
15 | afraid if | have to talk for longer than a few minutes
16 | Afraid when speaking with other young people around, or in class
17 | Afraid when in a school play, choir, music, or dance recital
18 | afraid when ignored or made fun of by others
19 | | avoid social situations (parties, school, playing with others)
20 | | leave social situations
21 | Before going to a party, | think about what might go wrong
22 | My voice leaves me or sounds funny when | am talking to others
23 | When | am with other people, | think “scary” thoughts
24 | Before going someplace, | feel (somatic symptoms)
25 | When | am in a social situation, | feel (somatic symptoms)
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Appendices 3.3.5: Strengths and Difficulties Questionnaire

Strengths and Difficulties Questionnaire (SDQ)
4 gl 5 5 580 Ghal ga Gl

Adle g g 3L e — L le i mmin — aia e 5,8 S e LYl 2
i B S e cuad 13188 ey 8 celila) 8188 0585 of Jsla dauliall ey as
A Apailly ) 5aY) S S bl e i) 585 O oa o Al e Ll s o Sl e Sl
Som Y el A P

e o | Llesimaa [aSlilhmaa 5 jladl pl
(AT ) elia g calilad |1
SR e — 2aly e 3 Al sl lSla i o gl Y | 2
B e
Ol jami o ol 0 3 YT ol 8T e e s 3
(& - — el — ) sl e imty L AV G| 4
a5 e 1335 3 s | 0
gl alina 5 ke B . gy canll L Al caf sl 3| 6
DS e ey L Jadf e 3| 7
B o Llle s o8 a8 | 8
g% paaaY a1y AW el | 9
sl el )iy (@ at g s JilE) o0y Julad | 10
80 g sy Gise Gia gt | 11
2 L 0sM agleal 5 agle Tl 5 AT pe |8 el | 12
B B A P ARV B L
o el dea | 14
S50 3 A 2l L de puy alw cay | 15
B 8 U gy (32lmal) ) . saaall el 3 me W | 16
o b raal a e ge it | 17
glaally ISl o5 AV ey el pas | 18
S O3 Ay Fa Gsdas o AY) Jualy) | 19
SR S ) INCHPFOR TS WO PN R RN L
(CoAY) Jlak)
il L i gty s | 21
A0 S e gl Al S ) G She ol o 3] | 22
Sl gn palad o 81 S g el ISy el | 23
sisa3 Jemd) (say . 5,88 CGiglaa gt | 24
L ol sy L Al a4 a gl g3 Jeadl 8| 25

¢ s Al ddla) dal Ja

AV Al o o AT ALE Al dlia dadeal) QB dlliad e
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Strengths and Difficulties Questionnaire

For each item, please mark the box for Not True, Somewhat
True or Certainly True. It would help us if you answered all
items as best you can even if you are not absolutely certain or
the item seems daft! Please give your answers on the basis of
the child's behaviour over the last six months or this school
year.

No. Items
1 Considerate of other people's feelings
2 Restless, overactive, cannot stay still for long
3 Often complains of headaches, stomach-aches or sickness
4 Shares readily with other children (treats, toys, pencils etc.)
5 Often has temper tantrums or hot tempers
6 Rather solitary, tends to play alone
7 Generally obedient, usually does what adults request
8 Many worries, often seems worried
9 Helpful if someone is hurt, upset or feeling ill
10 Constantly fidgeting or squirming
11 Has at least one good friend
12 Often fights with other children or bullies them
13 Often unhappy, down-hearted or tearful
14 Generally liked by other children
15 Easily distracted, concentration wanders
16 Nervous or clingy in new situations, easily loses confidence
17 Kind to younger children
18 Often lies or cheats
19 Picked on or bullied by other children
20 Often volunteers to help others (parents, teachers, other children)
21 Thinks things out before acting
22 Steals from home, school or elsewhere
23 Gets on better with adults than with other children
24 Many fears, easily scared
25 Sees tasks through to the end, good attention span

Do you have any other comments or concerns?

Emotional Symptoms : 3-8 -13 - 16— 24.
Conduct Problems: 5 -7 —-12—-18 — 22.
Hyperactivity: 2 -10-15-21-25.

Peer Problems: 6 —11—-14—-19 - 23.
Prosocial Behaviour: 1 -4 -9-17 - 20.
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Appendices 3.4: Exposure to Trauma

Y Ve B R JERCPPERN B 1 1 SR P TR A i [ A PSRN | PSRV P PN
e Aol ol dpalall il la s ikl L e 0 ool m Sl e et lple
-alil a5l

| would mow like to ask about things that have happened or problems that your (NAME CHILDY)
may have directly faced or involved with family member or affected by others experiences.

Ciladall g il daild
Exposure to trauma
Checklist

Since NAME CHILD was bom...

Yes

5_jeandi

[“w

A1 Al gl A g ARl Ml | n ges g g Res A
Hawve had a separation due to marital difficulties or broken off a
steady relationship?

s s om0 g 5 e i e (g et i g A
Have witnessed severe domestic viclence, e_g. saw mother badhy
beaten up at home?

o Sl Ja s Lo (P sy o8 dale a3 Al gall el gl o S A
Have someone close to you had a major financial crisis, such as
losing the equivalent of three-months income?

Aol Lo gl Dol A i s RS A s ] B gl e A
Hawve you [or somecne dose to you) had a problem with the
police invohding a court appearance?

ool Abiac gl (3 joa 8 pa 205 2005 g gl Al s ] 2ad gl e A
Hawve experienced a severe attack or threat, e_g. by a mugger or
Eang?

Ao Aalbda i gt pll (R g geine g pall 4l e ] o gi e g A
Hawe you [or someone dose to you) had a serious physical illness
such as cancer or heart attack?

Al g Rl Al o 25 Ty Al (el 1 5 e e O

Hawe you [or somecne dose to you) had a serious mental illness
such as schizophrenia or major depression?

age el ol g A g ]y i B6 o)y e b G Jal e S
Mow turning to things have happened to her/him. At any stage in
his/her life, has a parent, brother or sister of his/hers died?

TP T T CRCR PRI 7 KN
Has sfhe ever had a serious iliness which required a stay in
hospital?

Cala A Y o s gl 005 Sokall | i e g gl JA
Has sfhe ever been in a serious accident or badly hurt in an
accident?
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R e Skl i ol e i g e B g
=
Hawve you exposure to something frightening or dangerous,
e.g. being in a ferry or a train crash... efc?

11

S S Ay BB s Ha 23€ 1 el (e ] 2 i e A
S Oodla
Hawe you {or someone dose to you) experienced a serious fire,
g.g. trapped in a burning house or car?

3 UGN o s B S o Y S fall Y g i A
igpll g ol o)t g il
Hawve you [or someone dose to you) experienced other disasters,
e.g. kidnapping, earthquake, explosions, or war.

ez, A #dﬁhdﬁjj&}#ﬂiﬂﬂ{ﬂﬁwme
al (s
In the past year, has s/he ended dose friendship, for example,
permanently falling out with a best friend?

14

la £ Lo S iy Bl al e jiall gl g A
Has sfhe experienced |or someone close to here/him) severe
physical abuse?

i S g Bely Al e all 2l gl e el A
Hawve you {or somecne close to you) experienced sexual abuse?

16

danst Tl Al s all gl o e
Hawve you [or someone dose to you) experienced rape?

17

Tiaat gl Aol fua e o306 S Sl oy a8

Have you ever lost something that was dear to yourself, like
a dolly or toy?

Lo oyl Bellay glaclie (U8 a0ty comec B pall i o g s B
BET
Has 5/he experienced an embarrassing situation (for example,
insults and humiliation ) by his/her family, colleagues that he/she
still remembers?

15
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Appendices 3.5: Parental factors
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Appendices 3.5.1: Parental Rearing Style

Parental Rearing Style

(EMBU-C)
(Egna Minnen Betraffande Uppfostran)
Ladla llad) gé [EN ) 8l 8
al | <l al o | Al o | Al |

414 |3 3|2 2 111 Sl Lagd Al Gl olally o iy da | 1
Do your parents show that they love you?

414 |3 3 |2 2 1 |1 @l A 4 a) e S AUy sl Ja | 2
Do your parents spoil you more than they do your
brothers and sisters? (By brothers and sisters, we
mean all the children who live at your house.)

404 |3 3 (2 2 |1 |1 RORET RN E

Do you think your parents love you?

44 |3 3 (2 [2 1 |1 flaseadl L1 Lo ol 5 4y Ja | 4

Do your parents punish you for minor things?
414 |3 302 12 1 |1 | e o Legd a3 O Rt ) G ety s | 5
e L
Are you sometimes disappointed in your parents
because they won’ t give you what you want?

414 |3 3 |2 2 1 |1 e Sy Plaiy ¥ ey clazy 0 L) ol 5 agdany Ja | 6

Al
Do your parents give you things you want, but not
your brothers and sisters? (By brothers and sisters,
we mean all the children who live at your house.)

414 13 3 |2 2 |1 |1 Sagile 13 Ll olall g Jany Ja | 7
If your parents punish you, are they always fair?

404 |3 3 |2 2 |1 |1 e 123 (e jla olall g o diiay Ja | 8
Do you think that your parents are too firm with
you?

414 13 3 |2 2 |1 |1 5 e saY) el aalaiany Ja Aipra Ailea 55 13 | 9
If you have done something stupid, can you then
make it up to your parents?

414 |3 3 |2 2 |1 |1 SAY) s gl G elall g a4y Ja | 10
Do you get a cuddle from your parents every now
and then?

414 |3 3 |2 2 |1 1 e O 505t Joailly aDa j Ll Jae (e ilaiay 4pall 5 Ja | 11

€05 S (gl Al Ciany o e (A peY
Do your parents forbid you to do things that your
classmates are allowed to do because they are
afraid of something happening to you?

414 3 3 ]2 211 1 AT sy B s e s ) e 4l 5 Ja | 12

gl pn
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Do your parents sometimes tell you off or hit you
when there are others around?

*‘hﬁd\ cL@i\J\ mmeﬁma\ﬂ\jf&h\&
Are your parents concerned about what you do
after school hours?

13

Lo o sa¥) s al 13 4ilad sa g 4iae Lusay olal) 5 o 58y Ja

If things aren’t going right for you, do your parents
try to comfort or help you?

14

Anadl aisay SLaiaY) suadolall 5 Ja
Are your parents very concerned about your
physical health?

15

Gt Lea T ailiiay 4030 5 a
Do your parents hit you more than you deserve?

16

Ja ccllly oy ol g da sl JleeY) b saclusal olall 5 4t calla )
§ lacany

-

If your parents ask you to help with the daily
chores and you don’ t do this, do they get angry?

17

e ol g amy e il 13a Ja calee ade () ol e o5 dee 1Y
Gl o gully 2 Aleny Lae Goaens
If you have done something that you should not

have, does this make your parents so unhappy that
you start feeling bad/guilty?

18

£33 5 43 53] e ST il 4l 5 o g L) 4l da
Do you have the impression that your parents love
you more than they do your brothers and sisters?
(By brothers and sisters, we mean all the children
who live at your house.)

19

s jaal) aila jay olall 5 gy Ja
Are your parents interested in your school mark?

20

e oy ¢ b 4 OIS 1Y alae L ol 5 oy 283 Ja
4 ALl

Do you think that your parents would help you if
you had something really difficult to do?

21

st S e dilasholall 5 Ja

Do your parents blame you for everything?

22

o3 Jab o S il Jie e ol g 4l JE o) 5 s o
ngﬁy\

Do your parents ever say things like you are too big
to be still doing things like that?

23

abale 4 Ul afiay Ja copiia olall g S 13)
If your parents are sad, do you sometimes think it's
your fault?

24

Al Legd (o gy olall 5 Ja
Do your parents make it obvious that they love

25
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you?

fad 51 U5 oy 4l f iy O
Do you feel that your parents take account of your
opinions?

26

Liay 438 jran olall 5 e 5y JB ¢ 40l ()5S0 Ladie
When you have a secret, do your parents want to
know it too?

27

Cara oLl () emg ol oy el U
Do you have the feeling that your parents like
being with you?

28

Caled 13 s e o oShe " Jie oLl Glal sl g 1 J iy Ja
"3

Do your parents sometimes say things like "it would
make me really unhappy if you did that"?

29

B Ala e saill Ala ja Jaa (Y slag a5 o aiay
Gaa S alllae) Jie ) e LY e HESD Led alay cad Al
(W 5 <Dla 3 A8 Laally Al Lad)
Do you think that parents are trying to make
growing up a happy time for you and one in which
you learn lots of things(by, for example, give you

good books, going on outings you to camps and so
on?)

30

Can domy cud ad lal) (any b olall g 4l Jsiy Ja
Do your parents sometimes tell you that you've
done well?

31

ol o Y o1l ol Jaxd A ¢ pan 43 Ul sy
fleless

Do you sometimes think you are bad because
you've done things your parents didn't want you to
do?

32

aailiy ey Lad 3 S s gada Lagoal 4ol 5 ol aiay Ja
Tl e 5 dpaly ) 4l Jlad) 5 A yadl)
Do you think your parents have high expectations

as far as your school results; sports achievements
and so on are concerned?

33

G ol Lo a8 3 m gl sy Wlal Aaeim ol 5 sy o
L) (any Jee L 4allan)
Do your parents sometimes make a fuss about the

mess you make or that you're sloppy about the way
you do things?

34

Sl jady Ladic 4agh o 4aclie olall g Jslay Ja
Do your parents try to help you and to be
understanding when you feel unhappy?

35

rbla o i Jary ol o) s adliing Ulal o)l 5 da
Do your parents sometimes punish you even

36
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though you haven't done anything wrong?

fagal clBaal) (e g 55 gl b yra o)Al ) agal) (3
Is it important for your parents what sort of friends
you've got?

37

fagle ol sale il da Jjuadl 8 L Uas s 13
If something goes wrong at home, are you the one
who usually gets blamed for it?

38

¢ g LS aliny ol 5 Ja
Do your parents like you the way you are?

39

SOl Lany ol s ade gl da
Are your parents sometimes harsh and unkind to
you?

40

Cadapad) L2 Gy e Ul ol 5 ailey Ja
Do your parents sometimes punish you for minor
things?

41

el agie o iy ¥ Lai aladay Ul olall 5 da
Do your parents sometimes give you a slap when
you don't expect it?

42

(Jia) s o) flanny I e L) 5 4l g olal) 5 gy Ja
a\ﬂ\}).b;:vd.é ‘umecbu{y\uaudm\y}sgda
25 Lal g LVl iy da cduzaly )l G jlay 98 g 4Saliial
(414
Are your parents interested in your hobbies and
the things you like? (For example, do you
sometimes do things together, do your parents

come along when you're playing sport, do they
enjoy listening to what you have to say?)

43

ULl 4l oy ol 5 Ja
Do your parents sometimes hit you?

44

S48l 4..1L (e 4_1\)&;73 Lﬁ\.g;i b‘ﬂ\} Ja
Do your parents sometimes make you feel really
little?

45

Plalia i shany W 5 o Ludl 4 52 g 4 &l () shany Llal o1l 5 Ja
Do your parents sometimes give your brothers and
sisters things that you don't get? (By brothers and
sisters, we mean all the children who live at your
house.)

46

fad iaas 3 oL e faa S a5 o siay Ja
Do you think that your parents are too worried
about things happening to you?

47

¢ G g ol g ad e da
Do you have the feeling that you and your parents
really like each other?

48

feaadl 4y o 05 bl (s (b 4ie 4l i Ja
Are your parents sometimes angry or unhappy

49

271




about you without telling you why?

Cay o) yad 4l gan Ja (il Sae Jae 13)
If you do something really well, do your parents
seem to be very proud of you?

50

4 3Y 4 enn f o S e latl a0 Al ans b
$ 4 A
Are you allowed to do more than your brothers and

sisters are allowed to do? (By brothers and sisters,
we mean all the children who live at your house.)

51

AUy f adlisley b 4l agas () sy olall 5 Ja
Do your parents show you that they love you by
hugging you or giving you a cuddle?

52

Subscale 1: Emotional Warmth

1-3-7-9-10-14-20-21-25-26-28-30-31-35-39-43-48-50-52.

Subscale 2: Rejection

4-5-8-12-16-17-22-23-36-38-40-41-42-44-45-46-49.

Subscale 3: Overprotection
11-13-15-18-24-27-29-32-33-34-37-47.
Subscale 4: Favouring Subject
2-6-19-51.
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Appendices 3.5.2: Parenting Stress Index / Short Form

PARENTING STRESS INDEX, 3ro ED. (PSI) -P
Instructions:

This questionnaire contains 36 statements. Read each statement carefully. For each
statement, please focus on the child you are most concerned about, and circle the
response that best represents your opinion.

Circle the SA if you strongly agree with the statement.
Circle the A if you agree with the statement.

Circle the NS if you are not sure.

Circle the SA if you disagree with the statement.

Circle the SA if you strongly disagree with the statement.

For example, if you sometime enjoy to movies, you would circle A in response to the
following statement:

| enjoy going to the movies. SA A NS D SD

While you may not find a response that exactly states your feeling, please circle the
response that comes closest to describing how you feel. YOUR FIRST REACTION TO EACH
QUESTION SHOULD BE YOUR ANSWER.

Circle only one response for each statement, and respond to all statements. DO NOT
ERASE! If you need to change an answer, make an "X" through the incorrect answer and
circle the correct response. For example:

| enjoy going to the movies. SA A NS D SD

Before responding to the statements, write your name, gender, date of birth, ethic group,
marital status, child's name, child's gender, child's date of birth, and today's date in the
spaces at the top of the questionnaire.
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SD

NS

SA

5 ylaad)

an IS0 e i) pe Jaledl) o 5508 axey el L) i<
| often have the feeling that | cannot handle things
very well.

Glalinly Y s 5oLt e S oo ad ks cas
Cand 5 Lae S0 IS bl

| find myself giving up more of my life to meet my
children's needs than | ever expected.

B A S Sl s panns |y prmna s
| feel trapped by my responsibilities as a parent

suas obdl Jee o 5ol pe canacal Jabad) 138 5aY 5 A
ki,

Since having this child, | have been unable to do new
and different things.

Jee o) i e Ly o conpal il el Jadall 138 509 5 die
[PAPPSREIN IR

Since having a child, | feel that | am almost never able
to do things that | like to do

53 Bl b Gedle (e 4 il Las asmas o
| am unhappy with the last purchase of clothing |
made for myself.

s Ly e 5oLl sy dlia
There are quite a few things that bother me about my
life

(250) s ot e Cundilaa S JSLEe s Jila 35
Having a child has caused more problems than |
expected in my relationship with my spouse
(male/female friend).

claal oy san glly yadl
| feel alone and without friends

les il Yl sole adgl dlin ) and Laxie
When | go to a party, | usually expect not enjoy
myself

10

Gl & € LS il il e o

| am not as interested in people as | used to be

11

Gy S LS oLtV i e

| don't enjoy things as | used to

12

dal b e ol Jary ik o gy La ) jals
My child rarely dose thing for me that make me feel
good

13

b s o v Y G Y ik ol i) el
Most times | feel that my child dose not like me and
dose not want to be close to me

14

Caxd i e SIS T (I i iy

15
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My child smiles at me much less than | expected.

When | do things for child | get the feeling that my
efforts are not appreciated very much

16

Canlll ol cadgdy o laimy Y Ll ik
When playing, my child doesn't often giggle or laugh.

17

A JULY alins ol LS de oy aleiy ¥ ik say
My child doesn't seem to learn as quickly as most
children

18

dﬁbﬁ}]\aﬁua&ﬁeﬁu}ﬁeeﬁeﬁyﬁﬁﬁ
My child doesn't seem to smile as much as most
children.

19

e lgad gl i€ A e e IS ALl id aalaiy Y

My child is not able to do as much as | expected.

20

sl e LaY) e sl dgall g B ) e LIS il (3 ity
It takes a long time and it is very hard for my child to
get used to new things

21

o A1y Al Sl e lnle) et el 2ol ol Ll

6_11_1 ):..ﬂ
32 A S cud -
3 A5 oS Y Slisaall (e Aol add -
(sde Jaysal g\, -
le e duadl J<iysall \al -
Jamam Al -

For the next statement, choose your response from
the choices "1" to "5" below.

| feel that lam:

- Not very good at being a parent.

- A person who has some trouble being a parent.
- An average parent.

- A better than average parent.

- A very good parent.

22

).:‘Si‘d‘.—’)éidjﬂuijﬁgsu Y] )sl.ﬁmtﬂsﬂojs:'ij Candl g
e 3 e 13 V) e U Las

| expected to have closer and warmer feeling for my
child than | do and this bothers me.

23

Lae e @58l baid ine 55 sladl dany il Ulal
Sometimes my child does thing that bother me just to
be mean

24

JAbY) 4, (e daall WA 5 1S S il | gy
My child seems to cry or fuss more often than most
children

25
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e ) e A e il Laddig Hle IS0
My child generally wakes up in bad mood.

26

A ey a5 | S ) el Qlitia il of et
| feel that my child is very moody and easily upset

27

ol S () oY) Gans Jo i o
My child does a few things which bother me a great
deal

28

L ¥ 0 e LS A8 Jai 535 4000 Nk
My child reacts very strongly when something
happens that my child doesn't like

29

i) aal e 4 gy ik Caaiy
My child gets upset easily over the smallest thing.

30

ikl ol g JSYI i g Bt 8 Cand 5 Lae ST s
My child's sleeping or eating schedule was much
harder to establish than | expected

31

o IV AU L o o) ) Jan YL weslall ol Ll
Jee o il Lty Gy Jany ik agly in Ciaa g
10588 L) iy
i g lae IS Qameal -
il s e -
Caiple Jie an -
i Loe iy Jed -
i e s Jeod -
For the next statement, choose your response from
the choice "1" to "5" below.

| have found that getting my child to do something or
stop doing something is:

1- Much harder than | expected.

2- Somewhat harder than | expected.
3- About as hard as | expected.

4- Somewhat easier than | expected.
5- Much easier than | expected.

32

1-3

6-7

10+

IV LY B oL e Gl ) el el ol Ll

- lae iy Jil Leleny (30 L) 200 5 ey S

Ol cdadalial (oIS dalial 3 AS (i e o) delia) 1D
& o)

For the next statement, choose your response from
the choice "10+" to "1-3".

Think carefully and count the number of things which
your child does that bother you.
For example: dawdles, refuses to overactive, cries,

33
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interrupts, fights, whines, etc.

L1203 145 11 e 5 il Lglony LtY] (i
There are some things my child does that really
bother me a lot.

34

L1213 |4 5 |y s e 58 0S5 A ) ol Ja
My child turned out to be more of a problem than |
had expected

35

L2 3 4] 5 | Jullas bl b 36 allh e i Gl
My child makes more demands on me than most
children

36

Parental Distress PD: 1+2+3+4+5+6+7+8+9+10+11+12

Parent-Child Dysfunctional Interaction P-CDI: 13+14+15+16+17+18+19+20+21+22+23+24

Difficult Child DC: 25+26+27+28+29+30+31+32+33+34+35+36
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Appendices 3.5.3: General Health Questionnaire
dalal) daal) il
General Health Questionnaire
(GHQ)

Have you recently....

A J 5 IS5 A0 ABLY) 3e) 8 g cpualall ALY aalu) DA ple IS dlinua & (oS R e b
OSED e ALY mes e nl Slmd elle Gt Ala) Juadl el Aldas clils) o ) aa s

G S8 | agaas | e B ol 8kl ?
Alinal) Alinal) Alinal) o
Y

0 1 2 3 Loz ot 3 e YU S0 e 1508 13 5e comad o | 1
Been able to concentrate on what you’re doing

0 1 2 3 G sy sl (e SN 38 ) A e sl Ja | 2
Lost much sleep over worry

0 1 2 3 Gosdls a0 ol R5e ez da | 3
Felt you were playing a useful part in things

0 1 2 3 sl glin e i e e Jase i) asecima da | 4
Felt capable of making decisions about things

0 1 2 3 e IS8 deaa @l A3 i da | D
Felt constantly under strain

0 1 2 3 Gielias e il o ofi )08 ey | a5 Cajedi Ja | 6
Felt you couldn’t overcome your difficulties

0 1 2 3 b 0S8 dpesd) lileely ol | ae aidiis | 7
Been able to enjoy your normal day-to-day
activities

0 1 2 3 GlSLie 4al 55 o e 1,0 el ) age i jesi Ja | 8
Been able to face up to your problems

0 1 2 3 Lumas a1 a5e cpmtida | 9
Been feeling unhappy and depressed

0 1 2 3 lui 8 48] ks ) Age el Ja | 10
Been losing confidence in yourself

0 1 2 3 320l aye (ad i dludn | Age o S Ja | 11
Been thinking of yourself as a worthless person.

0 1 2 3 L1 UK wiga s Jsbne aad a1 250 ciped Ja | 12
Been feeling reasonably happy, all things
considered
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Appendices 3.6: Official approval from the Ministry of Health
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