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Abstract 

This thesis examines long-term, negative consequences of various behaviours 

characteristic of negative parenting styles, specifically verbal maltreatment (insulting 

children), physical maltreatment (beating or hitting children), and lack of 

encouragement. Psychological scales were employed to explore the relationship of each 

of these factors to mental and physical health in adults. As a part of this research, a new 

questionnaire, the Arabic Parenting Style Questionnaire (APSQ), was developed and 

compared with existing measures. 

Seven separate studies were conducted with Saudi Arabian participants in order to 

investigate the questions put forth in this thesis. To explore the impact of harsh 

parenting and emotional discouragement, the relationships of these variables to mental 

and physical health were examined in both non-clinical and clinical samples including 

both men and women and a broad range of ages (19 to 60 years). 

Findings indicate that parents' discouraging their children from expressing thoughts and 

feelings, and parents' being verbally and physically harsh towards their children, are 

both powerful risk factors for a broad array of long-term health outcomes in both 

clinical and non-clinical samples. Various aspects of the individuals' childhood 

relationships with their parents, as measured using the new APSQ, are significantly 

correlated with the following health- and wellness-related variables in adulthood: 

quality of life as assessed on the Global Quality of Life Scale (GQLS), health 

complaints as assessed using the Minor Health Complaints Questionnaire (MHCQ), 

well-being mood state, life satisfaction as assessed with the Life Satisfaction Scale 

(SLS), depression. Chronic Fatigue Syndrome, Borderline Personality Disorder, and 

specific physical diseases (asthma, cancer, heart disease). 
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Chapter 1 

Child abuse, abusive parenting, and their consequences for 

mental and physical health 

1.1 Introduction 

Relationships and experiences during childhood are important to human development 

because those relationships and experiences lay the foundation for later growth and 

development (Kelly, Zuckerman, & Rosenblatt, 2008). According to one of John 

Bowlby's classic ideas (1960, 1991), positive early interactions between children and 

their primary caretakers promote favourable conditions for the healthy development of 

interpersonal relationships, cognitive abilities, and self-regulation of affect. The 

importance of caretaker-child (or parent-child) relationships has been emphasized by 

research finding that social behaviour, interpersonal expectations, and affect regulation 

abilities are all impacted by early relationships (e.g., Alink, Cicchetti, Kim, & Rogosch, 

2009; Fonagy, Gergely, Jurist, & Target, 2002; Kelly et al., 2008). In addition to these 

particular skills, parent-child relationships have long-lasting consequences. Depending 

on the nature of the parent-child relationship, the consequences may be positive or 

negative. For example, the relationship may prevent or promote the development 

psychiatric symptoms, especially anxiety and depressive symptoms (e.g., Lima, Mello, 

& Mari, 2010). Maltreatment during childhood is a substantial risk factor for later 

psychological problems (e.g., Alink et al., 2009; Cicchetti & Toth, 2005). 

Child abuse and maltreatment have occurred through-out recorded history (e.g., Al-

Eissa, 1998) and continue to occur in all regions of the world (e.g., Johnson, 2000; 

Malley-Morrison, 2004), including United States (US; e.g., Johnson, 2000), the United 

Kingdom (UK; e.g., Glaser, 2005), Eastern Europe (e.g., Lewis et al., 2004), India (e.g., 

Sharma & Gupta, 2004), Africa (e.g., Lachman, ,1996), Lebanon, and Saudi Arabia 

(e.g., Malley-Morrison, 2004). Several researchers (e.g.. Dock, 1991; Finkelhor & 

Korbin, 1988) and international organizations (e.g.. World Health Organization [WHO], 

UNICEF) now recognize child abuse and maltreatment as international issues. The 

short- and long-term negative consequences of child abuse and maltreatment impact not 

only individuals, but families and societies. In the short-term, child abuse and 

maltreatment are concerning because they cause physical harm (e.g., bruising and other 

injuries to the skin, Swerdlirt; Berkowitz, & Craft, 2007; head injuries, Cheung, 1999; 
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broken bones, failure to thrive, Gothard, Runyan, & Hadler, 1985) and even death (e.g., 

Glaser, 2005; Johnson, 2000; Crume, DiGuiseppi, Byers, Sirotnak, & Garrett, 2002), 

and they may also be considered violations of children's rights (e.g., UNICEF, 2009). 

Child abuse has a negative impact not only on the individual children who are abused, 

but for society in general (Sullivan & Knutson, 1998). Societies must also often carry 

the additional burden of financial expense for frequent hospital visits made by victims 

and former victims of abuse, who tend to seek medical attention more often than 

individuals without histories of abuse (Sharma & Gupta, 2004). Social implications 

including increased violence outside the family have been associated with child abuse 

and other forms of family violence (e.g., Aba-Alrgosh, Almaghloth, Albishr, Almokaid, 

& Alenezi, 2002). In particular, the cycle of violence and the continuing occurrence of 

domestic violence worldwide are noteworthy; the negative impact of domestic violence 

is unquestionable. Early exposure to abuse and violence are risk factors for continuing 

the cycle (e.g., Finkelhor & Dziuba-Leatherman, 1994; Malinosky-Rummell & Hansen, 

1993). Specifically, exposure to violence and aggression, including being the target of 

aggression and witnessing violent behaviour in the home, are associated with an 

increased likelihood that the child will be involved in domestic violence as an adult 

(Ronan, Canoy, & Burke, 2009). However, childhood abuse is a risk factor for, not a 

certain determinant of, individuals' becoming abusive parents. The majority of 

individuals who are abused as children do not go on to abuse their own children 

(Kaufman &Zigler, 1989). 

Many countries (Sweden, e.g., Finkelhor & Dziuba-Leatherman, 1994; Iceland, e.g., 

Malley-Morrison, 2004; the US and Canada, Melton, 2005) have identified at least 

some forms of the abuse and maltreatment of children as criminal acts. However, the 

answer to the question of what constitutes abuse and what constitutes normal and 

appropriate parenting practices is not clear. Culture (e.g., Finkelhor & Dziuba-

Leatherman, 1994; Malley-Morrison, 2004) and individual attitudes, experiences, and 

perspectives (e.g., Herzberger & Tennen, 1985a, 1985b) have an impact on whether an 

individual believes that a specific behaviour should be considered abuse. Some 

countries (e.g., Sweden) have made corporal punishment (e.g., spanking) illegal, 

whether at home, school, or elsewhere, identifying the prohibited forms of physical 

punishment as physical abuse (Finkelhor & Dziuba-Leatherman, 1994). Other countries 

(e.g., Iceland) have made it illegal for schools and institutions to use corporal 
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punishment, but have not banned parents' use of such forms of punishment (e.g., 

Malley-Morrison, 2004). These different laws for parents and for other institutions (e.g., 

schools) indicate that the parent-child relationship is still viewed as unique. 

For the study of child maltreatment, parenting, and the impact of early parent-child 

relationships, Saudi Arabia is of interest for several reasons. First, recent cultural 

changes in Saudi Arabia suggest greater attention is being granted to the issue of how 

children are treated. In a recent newspaper article. Dr. Mansour Alnezeha, director of 

Taibah University, stated that 45% of children in Saudi Arabia are subjected to 

domestic violence (Al-Nozha, 2011). in Saudi Arabia, family and parent-child 

relationships have been considered particularly private (e.g., Malley-Morrison, 2004), 

but this view may be changing. In the past decade, popular reports and media in Saudi 

Arabia have noted the Saudi medical and security communities' attention to the rate and 

social implications of various forms of domestic violence, including but not limited to 

child abuse (see Aba-Alrgosh et al., 2002). In addition. Dr. Hoda Kattan, a nationally 

known female paediatrician in Saudi Arabia, has gained attention from researchers and 

academics and has called for the establishment of guidelines to assist medical 

professionals in dealing with possible cases of child abuse (Kattan, 1994). As discussed 

in later chapters, various community and governmental programs have been developed 

with the goal of protecting arid assisting children. Second, some parenting behaviours 

that might be considered abusive in other cultures are considered normal or even 

promoted in Saudi Arabia. For example, corporal punishment continues to be a standard 

parenting practice and is deemed acceptable in Saudi Arabia (e.g., Malley-Morrison, 

2004). Parents often control their children's behaviour by yelling at or verbally abusing 

the children, exhibiting parenting behaviours that may be considered harsh or abusive to 

individuals from Western cultures. Third, relatively little is actually known about day-

to-day parenting styles and behaviours in Saudi Arabia. Specifically, the prevalence of 

abusive parenting and the impact of behaviours considered abusive are unknown in 

Saudi Arabia (e.g., Al-Eissa, 1998; Kattan, 1994). Al-Eissa (1998) and Kattan (1994) 

have even noted that the perspectives of professionals (e.g., physicians) may make it 

difficult to gain an accurate count of the number of children who have suffered abuse, 

because some physicians believe that parents cannot maltreat their own children. 

Fourth, the simple number of children in Saudi Arabia makes their welfare a topic of 

interest. The vast majority - 70% in 2002 (Malley-Morrison, 2004) - of the population 
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of Saudi Arabia is under the age of 18 years, and so the vast majority of the country is 

children. 

The purpose of this thesis is to investigate the long-term impact of Saudi Arabian 

individuals' childhood experiences with their parents on the individuals' well-being, 

mental health, and physical illness. The impact of parent-child relationships and 

negative or harsh parenting styles, not only the behaviours severe enough that they 

would be easily or universally acknowledge as abuse, are of interest. Although the 

behaviours considered to fall within the definition of "abuse" differ from culture to 

culture, child abuse generally carries a stigma which (as discussed below) may impact 

whether the abuse is reported. If abuse-related behaviours are decoupled from the label 

"child abuse," it may be easier for individuals to discuss or report the prevalence of 

abuse-related behaviours. Consider asking an individual, "So, how often did your 

parents abuse you as a child?" Contrast that question With, "How often did your parents 

yell at or criticize you?" or, "Did your parents often encourage you to express your 

thoughts and feelings?" Asking questions such as the two latter also casts a larger net. 

There are many variations of parenting styles, not only abusive and non-abusive. When 

questions such as these examples are used, participants can talk about their parents' 

negative and potentially detrimental behaviours without the participants' necessarily 

agreeing or labelling the behaviours as negative (and without the participants' needing 

to label their own parents as abusive). 

In order to address the research questions posed in this thesis, a culturally appropriate 

measure of negative parenting styles was needed. As part of this thesis, the Arabic 

Parenting Style Questionnaire (APSQ) was developed to assess negative parenting 

styles and specifically for use in Saudi Arabia and other gulf countries. The 

development of the scale drew on measures and research from existing research 

literatures. In addition, a new, open-ended survey of Saudi Arabian individuals was 

used to gain insight into the issue from their perspectives (see chapter 6). The final 

APSQ includes items addressing the frequency with which children were treated 

harshly (e.g., verbally insulted, physically beaten) by their parents as well as 

encouragement of children's expressing their thoughts and feelings, all from the adult 

children's perspectives. 
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In subsequent studies presented in chapters 7 through 12, the APSQ was administered to 

samples that varied in terms of diagnosed psychological and physical health problems in 

order to address research questions regarding the long-term health impact of negative, 

abusive, and non-supportive parenting styles. Specifically, responses to the APSQ were 

examined among samples of the general public, Saudi Arabian students, individuals in 

Saudi Arabia diagnosed with substance abuse addictions, and individuals in Saudi 

Arabia undergoing treatment for medical conditions (e.g., cancer, heart disease, 

asthma). 

l.l.a Deflning and identifying child abuse 

When initially considered, child abuse may seem simple to define, but what constitutes 

abuse is impacted by individual experiences and intimately tied to societal and cultural 

rionns. For example, in a study designed to test the popular belief that child abuse is 

transmitted from generation to generation, Herzberger and Tennen (1985a) found that 

American college students who reported having experienced moderate and severe 

physical and emotional punishments (e.g., being spanked, hit with a belt, insulted, 

rejected) in their own childhoods rated those behaviours as less severe, more 

appropriate, and less abusive than did student who did not report having experiences 

such punishments. That is, individuals who had been punished in ways that might 

popularly be considered as "abuse" in American culture did not identify those 

punishment behaviours as abusive and may, indeed, have viewed the behaviours as 

appropriate. The individuals' histories are likely to have impacted their own view of 

behaviours as abusive or not abusive. 

Cultural and professional perspectives on what constitutes "abuse" and abusive 

parenting practices have also changed over time. Through the course of the 20"̂  century, 

the stance of American paediatricians moved from considering corporal punishment as 

morally sanctioned, to viewing it as a means of controlling behaviour, to considering it 

to be physical abuse (Evans & Fargason, 1998). Similarly, in a review of the Dutch 

judicial child protection system's records from 1960 to 1995, Komen (2003) found that 

physical punishments were met with considerably more condemnation in the 1980s and 

1990s than in earlier records frorn the 1960s and 1970s. 
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What constitutes child abuse, maltreatment, and negative or abusive parenting? When is 

a parent's behaviour harsh, and when it is abusive? Is spanking a common and 

acceptable punishment for a small child, or is it physical abuse? When is yelling at a 

child typical parenting, and when is it abusive? What constitutes emotional abuse? 

When Kempe, Silverman, Steele, Droegemueller, and Silver (1962) drew attention to 

the issue of child abuse nearly 50 years ago, they described "battered child syndrome". 

The title alone suggests that the initial definition of abuse was focused on physical 

abuse, or battering. Over the course of the last 50 years, child abuse has become more 

broadly recognized, and child maltreatment - not just physical abuse - has garnered 

attention. The issues of child abuse and maltreatment are impacted by cultural norms, 

but that is not to say that child abuse is only culturally relative; absolute standards have 

been suggested (e.g., Finkelhor & Korbin, 1988). 

Under the broad umbrella of "child abuse" are a tremendous variety of behaviours to 

which children fall victim. Chase (1975) categorized these behaviours as physical 

abuse, emotional abuse, and physical neglect. Today, there is general agreement in the 

research literature and across disciplines, including psychology and medicine, as to the 

categories of child abuse: physical abuse, sexual abuse, emotional abuse, and neglect 

(e.g., Finkelhor & Korbin, 1988; Glaser, 2005; Gothard et al., 1985; Lewis et al., 2004; 

McCoy &. Keen, 2009). Despite the widespread use of these categories and terms, there 

are no broadly adopted definitions for each type of abuse. Different research studies 

have adopted different definitions of these terms and operationalised the terms 

differently, making comparison across studies difficult (Cicchetti & Manly, 2001). In 

addition, not all studies examine all the different types of abuse (e.g., some may focus 

on only emotional abuse or only physical abuse) or distinguish among the different 

types of abuse (e.g., studies may talk generally about abused children). Nevertheless, 

there is general agreement as to the types of behaviour or treatment that fall into each 

abuse category. For purpose of the current work, the types of abuse are defined as 

discussed below. 
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1.2 Types of abuse 

1.2.a Physical abuse 

Any deliberate physical injury inflicted upon a child by an adult is generally considered 

physical abuse; one primary criterion for determining if physical abuse has occurred is 

whether a physical injury has been inflicted. In a survey conducted in the US, Gil 

(1970) noted that children identified as the victims of abuse suffered bruises and welts, 

abrasions, lacerations, bone and skull fractures, burns, and other wounds. According to 

Kattan (1994), child physical abuse can be "in the form of hitting, cutting, bruising, 

imprisonment, attacks of a sexual nature, or strangling and so on" (p. 2). However, 

physical abuse may also occur without apparent physical injury, or without the physical 

injury being noted or identified. In Saudi Arabian culture, parenting behaviour and 

abuse are considered private matters. 

Sexuality is a taboo subject that is not discussed in Arab cultures. The combination of 

the private nature of family life in Saudi Arabia and the face that sexuality is a socially 

unacceptable topic for discussion makes the study of child sexual abuse particularly 

challenging. In addition, child sexual abuse is difficult to study because it is complex to 

define and is controversial even in those studies that have been published. There is no 

single, specific, practical definition for child abuse. Rather, the definition differs from 

culture to culture and country to country. In Saudi Arabia specifically, there is no 

research about sexual child abuse, and what might be considered abuse in Western 

countries might not be in Saudi Arabia. 

1.2.b Emotional abuse 

Emotional abuse, because it is not visible in physical, concrete indicators, may be more 

difficult to define and to identify. Emotional abuse includes behaviours that cause 

emotional and psychological harm and that are distinguishable from physical abuse and 

neglect, although emotional abuse often co-occurs with other types of abuse (e.g., Kent 

& Waller, 2000; Spertus, Yehud, Wong, Halligan, & Seremetis, 2003). Many of the 

behaviours that are considered emotionally abusive are verbal, including shaming, 

humiliating, ridiculing, blaming, and yelling (e.g., Kattan, 1994; Finkelhor fe Korbin, 

1988). Parents might, for example, tell children that they are worthless, that the parents 

wish the children were dead or wish they had never been born (e.g., Cawson, Wattam, 
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Brooker, & Kelly, 2000). Emotional abuse has also been defined to include exposing 

children to violence between parents (e.g., Trocme, Fallon, MacLaurin, & Neves, 2005) 

and withholding of warmth, comfort, and love from the child (e.g., Perris et al., 1986). 

The long-term impact of emotional abuse may, in some cases, be more serious than the 

long-term consequences of physical abuse. Emotional abuse may lead to adjustment and 

emotional problems later in life (e.g., Emery, 1989; Grusec & Walters, 1991; Wolock& 

Horowitz, 1984). 

Although there is some consensus in defining emotional abuse (and maltreatment), 

these types of abuse are multi-faceted and complex. According to Moeller and 

Bachmann's (1993) review of the literature, six distinct categories of abusive treatment 

have begun to emerge through research. The six categories are (1) chronic denigration 

of the child's qualities, capacities, desires, and emotional expressiveness; (2) isolation; 

(3) terrorizing (threats to kill or abandon the child); (4) subjecting a child to excessive 

age-inappropriate demands; (5) subjecting the child to viewing extreme inter-parental 

violence; and (6) denial of services to a seriously emotionally handicapped child. Of 

note is the fact that Moeller and Bachmann (1993) present one of very few analyses to 

identify belittling or denigrating children's expression of their own emotions as a form 

of abuse. 

1.2.C Neglect 

In addition to maltreating children by inflicting harm (e.g., hitting, criticizing), 

maltreatment may also take the form of neglect. Neglect is defined as failure to meet a 

child's basic needs, including food, housing, clothing, and medical care (e.g., Kattan, 

1994; Leeb, Paulozzi, Melanson, Simon, & Arias, 2008). Neglect has been expanded to 

include neglect of children's emotional nee:ds and emotional well-being (e.g., Glaser, 

2005) and the children's educational needs (e.g., Kattan, 1994). Neglect can be 

intentional, or may occur due to parents' ignorance about their children's needs or 

because the parents are incapable of meeting the children's needs due to the parents' 

own mental health challenges or disabilities (Finkelhor & Korbin, 1988). Children may 

appear neglected if the parents lack the resources (e.g., money) to meet their children's 

needs, but Finkelhor and Korbin (1988) argue that these parents should not be 

considered neglectful because to label them as such is to re-victimize them (i.e., 

coupling low resources and socio-economic status with a label as neglectful). 

29 



1.3 Assessment of child abuse 

Various studies of child abuse and maltreatment have adopted not only different 

definitions of abuse, but they have also used a wide variety of assessment methods. The 

variation in these methodologies makes the comparison across studies challenging. For 

example, it cannot be assumed that different measures tap into or assess each variable in 

the same way, even if the variables are labeled and described similarly across various 

assessment instruments. A challenge to comparing child abuse, neglect, and 

maltreatment reports is that information is rarely presented with enough detail that 

researchers can account for data collection issues and how those issues might impact the 

measurements (e.g., Fallon et al., 2010). In addition, as Fallon et al. (2010) and others 

note, many incidents of abuse and neglect are never admitted or reported. 

Nonetheless, each of the different assessment methods has its own advantages and 

disadvantages, making each method an effective choice in certain circumstances. Three 

common sources of information about the type, frequency, and incidence of abuse that 

children experience are (1) medical and hospital records; (2) statistics collected by 

governmental agencies such as Child Protective Services; and (3) individual interviews 

and self-reports, either from children or from adults who may report retrospectively. 

1.3.a Medical and hospital records 

Medical and hospital records of child abuse are created when a child who has incurred 

abuse is seen by a medical professional who identifies physical or other signs of abuse, 

documents those indicators as signs of abuse, and who may diagnose the child as a 

victim of abuse. Potential strengths of this type of assessment include the potential for 

documentation (e.g., photographs) of signs of abuse, clinical examinations for 

additional indicators of abuse, the possibility of observing sequentially developing 

physical and emotional signs of abuse during routine exams, and physicians' capacity to 

identify indicators of abuse based on overall knowledge of biomedical and 

physiological systems (Lane & Dubowitz, 2009). Many paediatricians have been found 

to report discomfort with mandatory reporting and might shy away from reporting 

suspected abuse, but their comfort level with identifying and diagnosing abuse can be 

increased through specialized training (e.g.. Lane & Dubowitz, 2009; Reece & Jenny, 

2005). 
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There are many opportunities for victims of abuse to fall through the cracks of the 

medical system. First of all, children who have been abused may not be brought to the 

hospital or examined by a medical professional. If the children are brought in for 

treatment or examination, doctors and other medical professionals may fail to document 

signs of abuse for any number of reasons. Paediatricians in the US have reported being 

uncomfortable and having low levels of confidence in their ability to diagnose abuse, 

and fear of ramifications if a diagnosis is inaccurate (for discussion, see Lane & 

Dubowitz, 2009). In Saudi Arabia specifically, physicians might resist diagnosing child 

abuse or neglect because they do not think parents can maltreat their own children, they 

may have inadequate training to identify abuse, they may not feel they can be certain of 

the diagnosis and want to avoid undue stigma for the family, and they may face 

personal and legal risks if the diagnosis is inaccurate (e.g., Al-Eissa, 1998; Kattan, 

1994). Cases of abuse might also go undiagnosed if doctors are not adequately trained 

in recognizing non-physical signs of abuse (e.g., behaviour). 
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Table 1.1. Child Maltreatment: Assessment Methodologies 

Abuse or MaltreatmenI Comments 

Study 
Research 
topic(s) Location Sample 

N (male, Avg. 
female) Age Subtype Assessment Findings Strengths Weaknesses 

Medical and hospital records 
Lane & 
Dubowitz 
(2009) 

Paediatricians' 
perception of 
their own 
experience. 
comfort, and 
competence 
dealing with 
child 
maltreatment. 

US American 
Acadenay of 
Pediatrics 
members 
(doctors) 

147 
(46%, 
54%) 

44 
years 

physical abuse, 
sexual abuse. 
neglect 

Self-report 
questionnaire 

Physical abuse: 97 Takes into account the 
paediatricians reported at least issue of paediatricians' 
one suspected case (78 had training and approach to 
expert available; 50 referred to evaluating and reporting 
expert), 57.6% felt competent to abuse. 
evaluate; Sexual abuse: 83 
reported at least one suspected 
case (74 had expert available, 
54 referred to expert), 30.6% 
felt competent to evaluate; 
Neglect: 92 reported at least one 
suspected case (69 had expert 
available; referred 39% of 
cases), 50.4% felt competent to 
evaluate. Paediatricians 
expressed a need for additional 
training and expert consultants 

Government statistics 
CPS records and domestic violence was indicated Large sample size 
associated as present in 20% of cases 
documentalion (case referred to CPS, 38% of cases 
activity, narrative investigated, and 47% of 
interviews) moderate to high risk cases. 

Does not include 
information regarding 
accuracy in diagnosing 
abuse or the relationship 
between feelings of 
competence and actual 
competence 

English et 
al. (2005) 

Children's 
exposure to 
adult-to-adult 
domestic 
violence in 
child 
maltreatment 
reports. 

Washington 1-year cohort 
(state), US of all cases 

reported to 
Child 
Protective 
Services in 
the state of 
Washington 

2,000 not exposure to adult-
(sex not reporte to-adult domestic 
reported) d violence 

Limited to individuals 
referred to CPS, The 
random sample of 2,000 
CPS cases is not 
representative of the entire 
sample of individuals in 
the CPS because the 2,000 
were selected based on 
severity of abuse. 
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Fallon et 
al.(2010) 

Evaluation of 
approaches 
used to 
determine the 
extent of 
reported child 
maltreatment in 
Canada and the 
US 

Canada, US study 
compares 
national 
survey 
methodology 

n/a n/a CIS-2003: 
Physical abuse (5 
types), sexual 
abuse (8), 
emotional 
maltreatment (3), 
neglect (8), 
exposure to 
domestic 
violence; NIS-3: 
Physical abuse, 
sexual abuse (3), 
emotional abuse 
(4), neglect (3 
types: physical, 
emotional, 
educational), 
other; NCANDS: 
Physical abuse, 
sexual abuse, 
neglect, medical 
neglect, 
psychological 
maltreatment, 
other 

Canada: Canadian 
Incidence Study of 
Reported Child 
Abuse and Neglect 
2003 (CIS-2003: 
survey coded by 
child abuse 
investigators), US: 
National Incidence 
Study 1993 (NIS-3: 
submitted by CPS 
workers and child 
welfare sentinel, 
recoded by 
evaluative coders), 
National Child 
Abuse and Neglect 
Data System. 
(NCANDS: from 
automated systems) 

NIS can detect children not National data, 
reported to a CPS because it Standardized survey 
includes reports from sentinels, results can be compared 
NCANDS and CIS include a from survey to survey 
"suspected" level of verification (within each system). Data 
for non-confirmed but can inform policy, 
concerning cases. 

Data are not 
independently verified. 
Most data depend on child 
being reported to system. 

Trocme & 
Bala 
(2005) 

summary of the 
characteristics 
associated with 
intentionally 
false reports of 
child abuse and 
neglect within 
the context of 
parental 
separation 

Canada (51 
child 
welfare 
service 
areas) 

7,672 not 
investigations reported 
of child abuse (cases, 

not 
individual 
children, 
are 
specified) 

not physical abuse, 
reporte sexual abuse. 

Canadian Incidence 
Study of Reported 

neglect, emotional Child Abuse and 
maltreatment Neglect 1998 (CIS-

1998; first national 

135,574 child maltreatment 
investigations were conducted 
in Canada in 1998, a rate of 
21.58/1,000 children. 43% 
substantiated; 23% suspected by 

Large, national sample in a Due to the structure of the 
variety of socio-economic CIS data, the data 
situations included for this study are 

standardized (no 
narratives) 

study of investigated not substantiated; >31 % cases 
child abuse and 
neglect cases 
conducted in 
Canada) 

are unsubstantiated; 4% 
intentionally fabricated 
(typically neglect). 
Professionals and service 
providers reported >65% of 
cases, schools and police report 
most of remainder. 

33 



Trocme, Investigating a 
Fallon, doubling of 
MacLaurin abuse reports 
, & Neves between 1993 
(20(35) and 1993 

Ontario, 
Canada 

44,800 not CIS 1993: 17 
investigat reporte forms in 4 

Ontario Incidence OIS-1993: 44,800 
Study from 1993, investigations (12,300 

ions in 
1993, 
64,800 in 
1998 

categories 
(physical abuse, 
sexual abuse, 
neglect, emotional 
maltreatment); 
CIS 1998: 
Similar to OlS 
1993 with 6 new 
forms. 

1998 substantiated; 13,7000 
suspected); OIS-1998: 64,800 
investigations (24,400 
substantiated; 14,300 
suspected). Increase of 5.6 
(OIS-1993) to 10.3(018-1998) 
per 1,000 children. 

Large sample, OlSs allow Types of abuse and 
for reporting 3 kinds of number of types of abuse 
abuse per case/child. that can be reported are 

limited by the instruments 
used in the 0IS. 

Zellman 
(1990) 

Decision
making 
processes of 
individuals 
required to 
report 
suspected child 
maltreatment 

15 states in 
the US 

mandated 
reporters 

1,196 not physical abuse. Questionnaire Mandated reporters weigh Strives to examine the Self-reports of likely 
reporters 
- e g . , 
social 
workers, 
childcare 
providers, 
doctors 

reporte sexual abuse, 
neglect 

addressed reporting potential efficacy in making 
behaviour using decisions; reporters must 
hypothetical balance potential to do harm, 
vignettes to address 
physical abuse, 
sexual abuse, neglect 

factors that impact behaviour may not be the 
reporting of abuse (crucial same as actual behaviour 
to understanding statistics 
overall) 

Interviews and self-reports 
Edwards & 
Forman 
(1989) 

children's use 
of anatomically 
correct dolls, 
drawings, or 
verbal 
descriptions in 
communicating 
abuse-related 
information 

Dade girls assumed 
County, to have not 
Florida, US been sexually 

or physically 
abused based 
on lack of 
report, lack of 
treatment; 27 
Caucasian, 14 
African-
American, 4 
Latina 

45(100% 9-10 
female) years 

Report of 
educational 
information about 
sexual abuse 

Participants shown a 
12-minute video on 
sexual abuse, then 
asked to retell what 
they remembered 

Individuals using dolls or 
drawings gave more 
information, but difference was 
not significant 

Multiple racial groups Included girls only (girls 
are more frequently 
reported as targets of 
sexual abuse); results may 
not generalize to boys. 
Assumption of lack of 
abuse. Vignettes that were 
included in the 
educational video were 
potentially traumatic. 

Finkelhor, first national US (all 50 
Hotaling, survey of adults states) 
Lewis, & regarding 
Smith childhood 
(1990) sexual abuse 

Randomly 
selected 
(phone 
numbers 
randomly 
generated) US 
sample 

2,626 
(1,145 
men, and 
1,481 
women) 

range Sexual abuse 
18-60+ 

Los Angeles Times 
Poll, a retrospective 
phone interview of 
adults 

27% of women, 16% of men 
reported having been sexually 
abused as children. Living in 
unhappy families was a risk 
factor for both men and women. 

National sample of both 
men and women, 
demographically 
representative of the US. 

24% refusal rate for the 
survey Unknown if a 
pattern characterizes those 
who refused to take part 
Screening questions 
regarding sexual abuse are 
not very detailed; sexual 
abuse may not be well-
defined. 
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Moeller & 
Bachmann 
(1993) 

Rates of 
childhood 
abuse; 
association of 
childhood 
abuse with 
adult physical 
and 
psychological 
health 
problems. 

US (all 50 
states) 

Winegar & Reliability and 
Lipschitz validity of 
(1999) adolescent 

psychiatric 
patients' reports 
ofabuse 

US 

gynecology 
clinic patients 
(668 of 1,108 
patients who 
were sent 
surveys); 
predominantly 
Caucasian 
(92.5%), 
middle class, 
and college 
educated 

668 
(100% 
women) 

mean 
33,6 
yrs; 
range 
16-76 
vrs 

adolescents in 
an inpatient 
unit in a state 
psychiatric 
facility; 48% 
Latino, 42% 
African-
American, 5% 
Caucasian, 
and 5% Asian 
or other 

71 (34 
males, 37 
females) 

physical abuse 
(termed "physical 
contact"), sexual 
abuse ("sexual 
contact"), 
emotional abuse 

8-page, self-
administered, mail-
back questionnaire. 
Questions addressed 
family histor>', 
physical and 
psychological health, 
and childhood 
stressful events and 
abuse 

14.7 
+/- 1.6 
yrs; 
range; 
11.1 to 
18.3 
years 

physical abuse, 
sexual abuse, 
exposure to home 
violence 

Traumatic Events 
Questionnaire-
Adolescent Version 
(TEQ-A) 

53% reported childhood abuse, 
28.9% reported I type of abuse; 
18.7% 2 types; 5.4% all 3 types. 
Race, education, employment 
status, number of offspring, and 
sexual preference did not differ 
significantly between subject 
reporting abuse and not. 
Women abused as children 
reported significantly more 
hospitalizations for illnesses, 
more physical and 
psychological problems, lower 
overall health ratings. More 
childhood abuses were 
associated with worse health as 
an adult. Test-retest reliability 
(N=30) was high. 

Psychiatrically hospitalized 
adolescents' self-reports of 
maltreatment concur with best-
estimates. Rates of agreement 
varied — sexual abuse: 88% 
(kappa = ,75); physical abuse: 
83% (kappa = ,65); witnessing 
home violence: 75% (kappa = 
,49) Maltreatment disclosure 
was not significantly influenced 
by gender, age, educational 
level, or ethnicity 

Large, non-clinical 
sample. 

Sample limited to only 
middle class women 
seeking gynecological 
care only; results may not 
generalize to other 
samples. 

Responses compared with 
a "best-estimate" source 
consisting of data from 
child protective service 
and police reports, medical 
records, and clinician 
interviews. 

Unknown if data would 
generalize to situations of 
more mild or 
unsubstantiated abuse, or 
generalize to other 
ethnicities (sample largely 
Latino). 
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Wood, 
Orsak, 
Murphy, 
Cross 
(1996) 

Child and US 
interviewer 

& behaviours 
within semi-
structured 
interviews with 
children 
suspected of 
being victims 
of sexual abuse 

28(50.1%) 
preschoolers 
aged 2-5 yrs 
(9 boys; 19 
girls); 27 
(49.1%) 
school-aged 
6-11 yrs (8 
boys; 19 girls) 

55(17 
boys 
(30 9%); 
38 girls 
(69.1%)) 

Mean Sexual abuse 
= 5.7 
yrs 
(SD = 
2.3) 

Child Abuse 
Interview Interaction 
Codine Svstem 
(CA1ICS)~55 
videotaped 
interviews 

No meaningful differences in 
between boys' and girls' 
behaviour. Assumption that a 
credible disclosure of abuse 
must include child displaying 
was not supported. Preschoolers 
and school-aged children 
showed behavioural differences. 
Girls and school-aged children 
judged as more credible. 
Leading behaviours from 
interviewer were not found to 
be related to ratings of 
credibility. 

Real-world, ecologically 
valid study of actual 
interviews. Adequate 
inter-rater reliability of 
child and interviewer 
behaviours (e.g., anger, 
disclosing information). 

Interviews considered 
credible vs. not credible, 
but interviews labeled as 
not credible include those 
in which the child gave no 
disclosure, denied sexual 
abuse, refused to 
cooperate, or gave 
insufficient information. 
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1.3.b Government statistics 

In some countries (e.g., the US, Melton, 2005; Canada, Fallon et al., 2010), reporting of 

suspected child abuse is legally mandated. In these and other countries, public and 

government programs for the protection of children keep records regarding the 

maltreatment of children. One advantage to systems such as these is that a variety of 

professionals who come in contact with children, including doctors, teachers, and other 

childcare workers, serve as points of contact with children and are required to report 

abuse. This means that children do not necessarily need to be taken to a doctor for 

medical treatment in order for physical signs of abuse to be observed and reported. In 

addition, non-physical signs of abuse, such as acting out or frequently missing school, 

might be noticed, reported, and investigated. Another advantage is that a very large 

number of individuals who are victims of abuse can be identified. In the five years 

between 1993 and the date of their report in 1998, Wang and Daro (1998) noted that the 

official number of child maltreatment cases reported to authorities in the US was 

approximately three million per year. The number of substantiated cases, the subset that 

were investigated and verified, was approximately one million per year, or one case per 

70 children (Wang & Daro, 1998). More recently, in 2007 child protective services in 

the US found that approximately 794,000 children were victims of abuse or neglect (US 

Department of Health and Human Services, 2009). 

Despite these strengths, one clear disadvantage of the use of protective service records 

to estimate the incidence of abuse and maltreatment and to gain information about 

maltreatment types is that between half and four-fifths of all victims of child 

maltreatment and abuse are thought to go unreported (e.g., Bolen & Scannapieco, 1999; 

Green, 1988; Sedlak & Broadhurst, 1996). Though well-intentioned, many of the 

world's child protective service agencies - including those in the US and Canada - are 

over-burdened (Melton, 2005). As a consequence of agencies' being over-burdened, not 

all cases of abuse reported to child protective services in the US and Canada are 

investigated, and so reported cases may be unsubstantiated (Sedlak & Broadhurst, 1996; 

Trocme et al., 2005). In addition, the process of deciding whether or not to report an 

incident of suspected abuse is not infallible. Some individuals may be more prone to 

reporting than others (Zellman, 1990). 

Failure to document multiple types of abuse that co-occur when one child is subjected 

to different types of abuse (e.g., physical abuse and neglect), in addition to failure to 
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report multiple targets of abuse (i.e., multiple children) within a family also mean that 

forms and incidence of maltreatment may be underestimated even among children 

whose abuse is reported (e.g., English et al., 2005; Fallon et al., 2010). Furthermore, a 

related challenge to using statistics from child abuse and neglect reports is that they are 

rarely presented with extensive detail regarding exact definitions of abuse, details of the 

events that occurred, or how the data were collected. This lack of detail means that 

maltreatment statistics may vary widely, but how they vary and if they vary 

systematically (e.g., across types of abuse) is impossible to determine (Fallon et al., 

2010). 

I.3.C Interviews and self-reports 

Interviews regarding experience of child abuse and maltreatment may be conducted 

with children in a variety of settings (e.g., hospitals, mental health facilities, schools), 

with adults regarding their own childhoods (e.g., in mental health facilities), or with the 

parents of children suspected of being abused. Interviews remain a common method of 

gathering information regarding potential allegations of abuse, even sexual abuse 

(Wood, Orsak, Murphy, & Cross, 1996). In addition, self-report questionnaires in which 

respondents answer multiple-choice or open-ended questions may be used to gather 

information. 

Interviews and questionnaires both afford the advantage of allowing examiners, medical 

practitioners, or researchers to ask about abuse that may not be associated with visible 

indicators (e.g., emotional abuse, verbal abuse, some forms of neglect). A research 

study utilizing the Traumatic Events Questionnaire-Adolescent Version (TEQ-A) in an 

inpatient psychiatric setting found that responses to the self-report questionnaire were 

consistent with other forms of data collection, such as medical reports, even when used 

with patients who exhibited serious emotional and behavioural difficulties (see Winegar 

& Lipschitz, 1999). Studies such as this one indicate that questionnaires may be an 

efficient way of gathering valid and reliable information, though the results may not 

generalise to other samples. 

When using questionnaires to assess incidence of abuse and maltreatment in a broader 

population, issues of self-report and questionnaire response rates must be taken into 

account. Finkelhor (1994) found variation in response rates from 48 percent to 99 
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percent. In retrospective studies using questionnaires and surveys, typically 25 percent 

or more of the individuals sampled fail to respond (Finkelhor, Hotaling, Lewis, & 

Smith, 1990; Haugaard & Emery, 1989). Unfortunately, it cannot be assumed that the 

sample of individuals who respond to a questionnaire is representative of the population 

as a whole if the participants self-select into the sample. Gorey and Leslie (1997) have 

found that people choose to take part in studies in which they identify with the problem 

or issue that is being studied, and so individuals who consider themselves to have been 

abused may choose to complete a questionnaire and individuals who have not may opt 

not to take part in the study. 

Despite potential weaknesses, interviews and questionnaires continue to be particularly 

valuable in that they are, at times, the only possible method for collecting information, 

particularly if it is retrospective. Retrospective studies are considered a means of 

obtaining information on a broader range of persons (more than the small percentage 

who come into contact with authorities), but the validity of these results is dependent on 

the accuracy of early memories and reporting (Moeller & Bachmann, 1993). The 

process of recalling events and experiences is a complex one, and there are issues to 

take into consideration when asking an adult to recall childhood and when asking a 

child to recall and relate his or her experience. Individuals' memories are vulnerable to 

suggestion such that an individual may believe he or she recalls an experience that has 

been hinted at or otherwise discussed by a researcher, therapist, protective services 

officer, or any other individual. Children's memories may be particularly vulnerable to 

suggestion, but the relationship between age and suggestibility is not necessarily 

consistent or well understood (Ceci, Ross, & Toglia, 1987; Edwards & Forman, 1989; 

King & Yuille, 1987; Loftus & Davies, 1984) and therefore cannot be easily taken into 

account. 

1.4 Reports of abuse and the potential for false memories 

Effects of human memory must be considered when assessing child abuse through any 

means other than direct observation or inspection of physical wounds that are 

unambiguously the result of physical abuse. The reporting of abuse involves recalling 

and communicating memories, irrespective of whether an individual is explaining how 

he or she incurred an physical injury, sharing details of past abuse or maltreatment, 

corripleting a self-report questionnaire, or taking part in an interview. In psychology, 

thene is a history dating back over 100 years (e.g., James, 1890; Miinsterberg, 1908) of 
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studying not just the fact that memory is fallible, malleable, and suggestible, but the 

precise circumstances that impact memory (for discussion see Pope, 1996). Specifically, 

individuals' accounts of their observations and experiences have been found to be 

susceptible to (I) social influences (see de Rivera, 1997); (2) dissonance reduction and 

the desire to maintain a consistent self-concept (e.g., Aronson, 1995); (3) information 

gained after the event (e.g., Bird, 1927); (4) emotional significance such that memories 

that have emotional significance, such as John F. Kennedy's assassination in the US, are 

often erroneous or error-ridden (e.g., Winograd & Neisser, 1992); and (5) affect (e.g., 

negative affect, Joormann, Teachman, & Gotlib, 2009; depression, Yeh & Hua, 2009; 

stress, trait anxiety, and depression, Roberts, 2002). 

In the context of child abuse, issues of memory are at the center of highly contentious 

issues. One controversy has centered on whether False Memory Syndrome exists. False 

Memory Syndrome has been defined as a condition in which a person strongly believes 

in a memory of a traumatic experience (e.g., child sexual abuse) that is objectively false. 

Often, the memories associated with False Memory Syndrome are recovered through 

work with a psychotherapist (de Rivera, 1997). Whether there is adequate evidence to 

claim scientific basis for False Memory Syndrome has been questioned by many 

researchers (e.g., Pope, 1996; de Rivera, 1997; Dallam, 2001; Kaplan & Manicavasagar, 

2002), and claims about the ease with which extensive autobiographical memories may 

be implanted has caused great concern (e.g.. Pope, 1996). Of direct, practical 

consequence is the concern that allegations of abuse may be false, because such 

allegations are devastating to individuals and their families (de Rivera, 1994, 1997). On 

one hand, research has demonstrated that children rarely confabulate stories of having 

been abused (e.g., Goodwin, Sahd, & Rada, 1978; Thoennes & Tjaden, 1990). On the 

other hand, memory is known to be fallible, there exist studies of individuals who claim 

to have recovered memories only later to retract their claimed memories (de Rivera, 

1997), and child abuse offenders have convincingly argued that they are innocent 

(Dallam, 2001). 

In the specific context of child abuse, how and how easily is memory influenced? In 

general, the evidence is mixed but researchers agree that the creation of entirely false 

memories does not happen easily (for a review, see Lindsay & Read, 1994). Inaccurate 

memories of childhood are more often characterized by the forgetting of negative 

experiences that did occur than by remembering negative experiences that never 
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actually happened (Brewin, Andrews, & Gotlib, 1995). Two main factors are believed 

to influence the likelihood of an individual's reporting a false memory: (1) the strength 

of suggestive influences and (2) the perceived "plausibility" of the suggested event 

(Lindsay, 1998). For example, a suggestion of childhood abuse is considered more 

likely to be true if made by someone who could have witnessed the event (e.g., a 

sibling) rather than by someone who could not have witnessed the event (e.g., a 

therapist, Pezdek, 1994). Other researchers (e.g.. Olio, 1994; Berliner & Williams, 

1994) point out that implanting memories of a single, isolated event does not prove that 

memories for a generally traumatic childhood can be created in patients who have no 

history of trauma, and that memories of childhood abuse are unlikely to be implanted in 

individuals' whose family lives were generally healthy (de Rivera, 1997). The 

potentially implanted memories may seem plausible because they are similar to actual 

memories for individuals whose childhoods were generally negative or traumatic, but 

are less likely to be adopted or accepted as true by individuals whose childhoods were 

generally positive. 

Experimental research has attempted to identify the boundary conditions under which 

false memories can be created. Porter, Yuille, and Lehman (1999) reported success in 

getting 56 percent of research participants to report memories of at least some aspects of 

a false stressful event (e.g., dog attack) - 26 percent "recovered" a memory, and another 

30 percent reported recalling some aspects of the experience. The researchers used 

extensive suggestive techniques (guided imagery, repeated questioning) and told 

participants that the situation had been witnessed and reported by a parent. Using 

similar techniques, Pezdek, Finger, and Hodge (1997) were successful in getting only 

three of 20 adult participants to "recall" false memories that they had been lost in 

shopping malls as children (a relatively common experience), but were unable to induce 

false memories of rectal enemas during childhood (less common, and more similar to 

sexual abuse). 

The specific impact of maltreatment and abuse on memory is a developing research 

topic, and conclusions should be considered tentative (Goodman, Quas, & Ogle, 2010). 

However, Goodman et al. (2010) do point to trends in the research. Specifically, except 

in cases of severe abuse that causes damage to the brain, there is little evidence that 

maltreatment is associated with changes in basic memory processes. Nonetheless, just 

as the validity of self-reports and interviews should always be considered, validity in the 
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context of a retrospective report of childhood experience among individuals who may 

have experienced abuse must be considered. 

For information regarding accuracy of reports of abuse, accounts of abuse that has also 

been documented in another way or reported by another individual have been examined. 

In longitudinal studies, individuals with legally and medically documented histories of 

abuse have reported no or sparse memories of the events, then later recovered accurate 

abuse-related memories without prompting (e.g., Duggal & Sroufe, 1998; Williams, 

1995). In Duggal and Sroufe's (1998) article, the experiences of a woman called 

•'Laura," who had participated in a prospective longitudinal large-scale study of children 

followed closely from birth to adulthood, were reported. The study was not focused on 

memory for trauma. During earlier phases of the study, when asked if she had been 

sexually abused at any point, Laura indicated she had not. At age 18, Laura had a 

conversation with her boyfriend in which they discussed their earliest memories; Laura 

reported feeling strangely during the conversation, then remembering having been 

abused by her father. Her memories were later corroborated by notes recorded taken by 

a therapist who had worked with Laura's family when she was a child and her parents 

were going through a tumultuous divorce. 

A sample of 129 women who had medically documented histories of sexual abuse 

during childhood were interviewed with regards to their abuse histories and their 

memories of their abuse (Williams, 1995). Seventeen years after the emergency room 

examinations, 80 of the women recalled the abuse. Sixteen percent of women who 

recalled their abuse reported that at some time in the past they had forgotten about the 

abuse. The women who had recovered memories and those who had always 

remembered had the same number of discrepancies in their accounts of the abuse. These 

studies indicate that the forgetting of abuse and the recovery of abuse-related memories 

are not restricted to individuals who have mental health issues (but also in community 

samples), and that recovery of memories of abuse does not require a therapist's 

involvement (i.e., may occur spontaneously or in other settings). 

In a study of 71 adolescents (34 males, 37 females) hospitalized for psychiatric 

illnesses, participants were assessed for history of sexual abuse, physical abuse, and 

witnessing home violence using a 46-item self-report questionnaire (TEQ-A; Winegar 

& Lipschitz, 1999). The self-report results were then compared to reports from child 
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protective services, the police, medical hospitals, and clinicians. Rates of agreement 

were 88 percent (kappa = .75) for sexual abuse, 83 percent (kappa = .65) for physical 

abuse, and 75 percent (kappa = .49) for witnessing home violence. Adolescents' sex, 

age, education, and ethnicity were not found to be related to the accuracy of their 

reports. The researchers concluded that adolescents hospitalized for psychiatric reasons 

provided self-reports of maltreatment that concurred well with best-estimate sources. 

However, the prevalence of Hispanic individuals in the sample might limit the 

generalisability of the results to other, culturally disparate samples. 

In a study of 70 adult women enrolled in an outpatient clinic to receive treatment for 

psychological problems, Meyer, Muenzenmaier, Cancienne, and Struening (1996) 

found evidence of test-retest reliability for physical abuse (kappa = .63) and sexual 

abuse (kappa = .82), and of validity when comparing women's reports to clinical 

assessments (physical abuse: 75 percent agreement, sexual abuse: 93 percent 

agreement). Although 75 percent agreement may be considered low given the impact 

and importance of child abuse, the researchers concluded that childhood histories of 

physical and sexual abuse can be assessed using standardized tests among women with 

mental illnesses. 

As discussed above, there is no conclusive evidence that individuals who have been 

abused have differently functioning memories (i.e., information storage and retrieval 

processes) than individuals who have not been abused. However, the content of 

memories appears to be impacted by negative affect (e.g., depression, Yeh & Hua, 

2009; stress, trait anxiety, and depression, Roberts, 2002) in general and specifically in 

individuals who experienced childhood maltreatment. Individuals who have been 

abused as children also tend to have more negative self-views and overly general 

memories (e.g., Valentino, Toth, & Cicchetti, 2009). In any population, and particularly 

in populations of individuals high in negative affect and who have been abused, 

retrospective accounts of past experiences do not correspond perfectly with historical 

reports (e.g., therapist's notes from the time of the event, medical records). Any single 

individual's reports of his or her experiences may also differ slightly from report to 

report. Nonetheless, the correlation between historical record and retrospective accounts 

remains robust. Although details of events may be impacted by mood, emotion, and by 

faults of the human memory, individuals' reports of abuse are valuable, meaningful, and 

relatively accurate sources of information about their experiences. 
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The process of implanting memories is not simple and not likely to occur as a result of a 

few probing questions from a psychologist, let alone from a questionnaire or other 

assessment (e.g., Pope, 1996). If a memory of a single event has been implanted, it is 

most likely that the event seems plausible to the person based on other, actual childhood 

memories because an abusive incident is consistent with those other memories (e.g., 

Pezdek, 1994), and that that individuaTs family life and overall childhood were not 

healthy (e.g., de Rivera, 1997). Furthermore, and more important for the current thesis, 

retrospective reports and self-reports, including those provided by clinical populations 

with documented histories of childhood abuse, have been demonstrated to show test-

retest reliability (e.g., Meyer et al., 1996) and validity (e.g., Meyer et al., 1996; Winegar 

&Lipschitz, 1999). 

1.5 Negative, harsh, or abusive parenting styles 

Apart from specific acts of abuse, parents may also interact with their children in ways 

that are generally negative or adopt parenting styles that are detrimental to the 

children's well-being. The concept of a parenting style is complex and consists of 

caregivers specific behaviours that impact the child individually but also in 

combination; the concept of parenting style is intended to encompass normal variations 

(i.e., not abuse) and focuses on control of children (Baumrind, 1991). However, as 

discussed above, because of cultural and individual differences, parenting behaviours 

that are considered child abuse in some contexts may be considered standard parenting 

practices in other cultures. There is no clear delineation between child abuse and 

negative parenting practices, and there has been minimal investigation into the long-

term impact of negative parenting practices. Studying parenting style and parent-child 

relationships in Saudi Arabia may afford insight into the impact of mildly abusive, 

negative parenting practices that are not considered abuse within the Saudi culture. 

Generally, parenting styles vary along at least two dimensions: responsiveness and 

demandingness (Maccoby & Martin, 1983). Responsiveness refers to parents' being 

attuned to their children's particular wants and needs and thereby fostering the 

children's individuality and, in particular, the children's self-regulation and self-

expression. In contrast, demandingness refers to parents' pushing children to act as parts 

of the family and to behave in specific and mature ways, and also the parents' 

willingness to confront and correct children when they disobey (Baumrind, 1991). The 

44 



balance of these dimensions leads to four categories of parenting styles (Darling, 1999). 

Baumrind (1991) identified three styles - permissive, authoritarian, and authoritative -

and Maccoby and Martin (1983) later added neglectful (or uninvolved). Permissive 

parents are highly responsive but not very demanding, authoritarian parents are not very 

responsive but are very demanding, and authoritative parents are both responsive and 

demanding (Darling & Steinberg, 1993). The fourth style of parenting, neglectful or 

uninvolved parenting, occurs when caregivers are neither responsive to their children's 

needs and wants nor demanding of specific behaviours from their children. These 

neglectful parents are not very engaged in their children's lives. Research (conducted 

primarily in the West) has indicated that the different parenting styles are associated 

with different outcomes among children. Specifically, the authoritative parenting style 

has been associated with positive outcomes across sex or gender, ethnicity, and socio

economic backgrounds (Davis et al., 2001). 

What is the relationship between being subjected to abuse (physical abuse, emotional 

abuse, or neglect) during childhood and developing health problems later in life? Is less 

severe maltreatment, such as would be identified as negative or abusive parenting or 

non-supportive parenting, associated with the development of health problems as well? 

If so, what is the relationship between these negative early experiences and later health 

problems? Parent-child interactions do not occur in isolation; parents and children live 

within societies and are subjected to outside pressures (Jones & McCurdy, 1992). Child 

maltreatment tends to co-occur with other stressful circumstances (e.g., poverty). 

However, maltreatment itself has been identified as a risk factor for and has been found 

to be linked to a wide array of negative outcomes across a variety of domains, including 

overall well-being, mental health, and physical health. Determining the relationships 

between childhood experiences, parent-child relationships, and other factors is complex 

and requires rriethodological rigor. Noting associations or simple correlations between 

child abuse or negative parenting and poor health during adulthood is not enough to 

determine that abuse has caused a long-term consequence. A child might display low 

intelligence and become a victim of abuse as a result, or a child might suffer brain 

damage as the result of physical abuse, or lack of education as the result of neglect. 

Research utilizing statistical techniques (e.g., modelling, regression) to predict long-

term health outcomes is needed to more fully understand the relationships between 

childhood experiences and adult health and well-being. 
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1.6 The focus of the current research 

Prior to conducting the first study in this thesis, I did not have a specific topic in mind 

for my research, but 1 was interested in examining factors that determine well-being in 

Saudi Arabia. As will be discussed in chapter 5, interviews and discussions conducted 

with Saudi Arabian participants pointed to the parent-child relationship as a significant 

and important childhood experience. In particular, participants discussed the 

importance of positivity and negativity from parents and how these traits are passed on 

to and impact children's abilities to cope with their lives and the world in a healthy way. 

This discussion prompted an interest in parenting styles broadly speaking and a focus on 

parenting styles that encourage negative thinking and might be related to emotional 

challenges in particular. The topics covered in the current research were intentionally 

kept relatively narrow so that specific issues, which have never before been explored in 

Saudi Arabia, could be examined. 

As discussed earlier in this chapter, child maltreatment can arguably be categorised into 

physical abuse, emotional abuse, and neglect, with sexual abuse often considered within 

the area of physical abuse. However, the focus of the current research is not on abuse, 

but parenting styles, and particularly harsh and negative parenting styles, which may be 

related to or a precursor to more severe abuse. Previous research has reported that 

67.5% of a sample of female college students in Saudi Arabia reported having been 

physically punished, and 65.1% of the of the same sample of students considered the 

punishment to be justifiable (Achoui, 2003). If these attitudes generalise to the 

population in Saudi Arabia, then the majority of the population considers physical 

punishment to be justifiable and acceptable. Saudi Arabia also has a relatively 

conservative society compared to other Arab and Muslim societies, providing further 

reason to suspect that physical punishment would be accepted there. Societal 

acceptance of parenting behaviours including physical punishment might create a 

culture in which harsh parenting practices, such as yelling at children, and other 

negative parenting practices are seen as mild and are accepted. However, these harsh 

and negative parenting practices may lie on a continuum of negative parenting, which 

ranges from harsh parenting (i.e., verbal criticism) to clear-cut abuse (i.e., physical 

abuse as discussed earlier in this chapter). As pointed out earlier, the meaning of the 

term "abuse" differs between cultures. 
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Child sexual abuse and severe neglect were excluded as topics of study from the current 

research. In part, I was interested in harsh parenting styles that might be considered 

normal and acceptable within Saudi culture. In addition, parenting style, family life, 

and sexuality are extremely private matters in Saudi Arabian culture. As a 

consequence, child sexual abuse is an extremely sensitive topic and challenging to 

study. Individuals would be unlikely to openly or cooperatively disclose any 

experiences related to child sexual abuse if the topic were broached in the research 

context. Furthermore, bringing up the issue of child sexual abuse in the research 

context might also cause otherwise cooperative research participants to opt out of a 

study. For these reasons the topic of childhood sexual abuse was entirely excluded 

from the current study. Extreme neglect (i.e., beyond lack of encouragement and lack 

of emotional support) was also excluded from the current research. There is no current 

research in Saudi Arabia on the topic of neglect - research is limited to case reports of 

physical abuse in some hospitals, not the less visible child neglect. 

This research focuses on several outcome measures that might be relevant to parenting 

style. First, this research examines positive and negative affect as these are primary 

determinants of mood, and there has been some theoretical prediction that negative 

mood should be particularly related to harsh parenting. The commonly used scale, the 

Positive and Negative Affect Scale (PANAS) was used for this purpose. Other 

measures of well-being, such as quality of life, are also relevant to mood, and several 

measures of well-being were included to show that any relationship with parenting style 

that was found was not scale-specific. However, the PANAS is theoretically of 

particular interest because of the suggestion in infornet theory that repeated early 

negative experiences should lead particularly to negative affect. Scales of well-being 

tap into a mixture of positive and negative affect, so do not provide a way of predicting 

these two, separable components of well-being. 

Second, depression is a common dysphoric state that is known to be associated with 

adverse conditions. There are several measures that are available for depression, some 

of which require purchase and others are free. The PHQ-9 is one of the free measures, 

and given the large number of participants in this research, this was an important 

consideration. In addition, the PHQ-9 is well used, short, and is a commonly used 

measure of depression, particularly in recent research. 
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Third, as a mental health professional, 1 was interested in Borderline Personality 

Disorder, or BPD, as my experience working with addicts suggests that this could be a 

problem. The measure of Borderline Personality Disorder was used only in my sample 

of addicts. There is only one main scale used for this purpose, the Borderline 

Personality Disorder Scale (BPDS; First, Gibbon, Spitzer, Williams, & Benjamin, 1997) 

Because harsh parenting could lead to negative psychological consequences, it was of 

interest to see whether the relationship between harsh parenting and outcome occurred 

within a group that has clinical properties. 

Finally, 1 was interested in the possibility that parenting style (how an individual was 

parented by his or her own parents) was associated with physical health. My selection 

of patient groups was guided largely by what was available, and I selected patients with 

asthma, cardiac health problems, and cancer. There are centres available for these 

patients, which makes the data collection practical, but these groups also span chronic 

and terminal diseases. 

48 



Chapter 2 

Child abuse and Saudi Arabia 

2.1 Culture in Saudi Arabia 

As discussed in chapter I, child abuse is neither simple to define nor easy to identify. 

Determining whether parenting practices are abusive is a challenge in part because 

parenting practices must be viewed in the context of the culture in which they occur. 

Although some practices (e.g., beating a child to death) are clearly abuse, others (e.g., 

spanking, slapping, yelling) are more questionable. Child abuse is partially a socially 

and culturally constructed concept, and so consideration of social factors and cultural 

characteristic is necessary when considering definitions and consequences of abuse. 

Religion plays an enormous role in shaping Saudi Arabian culture and the culture of 

other countries in the Arab Peninsula. Saudi Arabia in particular is a nearly exclusively 

Islamic country (Achoui, 2003). Almost everyone in Saudi Arabia is identified as 

Muslim, and government legislation is based on Islamic religious law, or Shari'a (Long, 

2005). The Islamic religion and teachings shape Saudi Arabian culture and every aspect 

of life in Saudi Arabia, from public to private, from law regarding child-rearing to 

actual parenting practices and parent-child relationships. Abusive behaviour, including 

physical punishment of children, is disallowed under Islamic law (Al-Mahroos, 

Abdulla, Kamal, & Al-Ansari, 2005; Al-Moosa, Al-Shaiji, Al-Fadhli, Al-Bayed, & 

Adib, 2003). Despite the prevalence and importance of Islam in Saudi Arabia, Islamic 

law and Saudi Arabian culture can and do diverge, as is evidenced by the occurrence 

and prevalence of child abuse and abusive parenting practices in the country. 

Families in the Arab Peninsula have been described as adhering to tradition, with 

paternal leadership and authority, and authoritarian rule (e.g., Soitman, 1986). 

Individual freedom and freedom of expression are discouraged. According to Soitman 

(1986), the raising and socialization of children typically involves strict discipline, 

including punishment, threats of punishment, and provoking feelings of guilt, to push 

children to conform to familial expectations. Al-Eissa (1998) argues that societal 

acceptance of corporal punishment, and use of such punishment in schools, creates an 

atmosphere in which parents also accept the use of such harsh discipline techniques. In 
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his 2006 book on issues of cultural sensitivity in counselling and psychotherapy, 

Marwan Dwairy also explored the issue of societal acceptance of potentially negative 

parenting practices within Arab cultures. For example, Dwairy discussed Achoui's 

(2003) study in which 67.5% of female college students in Saudi Arabia indicated that 

they had experienced physical punishment during their lives. Regarding attitudes 

towards physical punishment, 65.1% of students reported that physical punishment 

could be justifiable and acceptable (Achoui, 2003). As Dwairy (2006) discussed, if 

these trends among college students' perspectives are also true of perspectives in the 

general population, the general population can be expected to find physical punishment 

acceptable. 

Dwairy (1997) has also argued that parenting practices that are considered harsh and 

that are expected to have negative consequences for the mental health of children in the 

West may be considered normal in Arab and Muslim regions. In the West, authoritarian 

parenting practices have been found to be moderately correlated with poor mental health 

outcomes for children and adolescents, but research has indicated that the relationship 

between authoritarian parenting and children's mental health in more authoritarian 

cultures (e.g., Saudi Arabia, Egypt) is much weaker (e.g., Dwairy, Achoui, Abouserie, 

& Farah, 2006a). 

Other research conducted in Saudi Arabia suggests that the relationship between mental 

health outcomes and parent-child relationships needs to be further explored to be 

understood. For example, Al-Gelban (2007) found a strong relationship among 

depression, anxiety, and stress in a sample of 1,723 male students in Saudi Arabia and 

suggested that the students' relationships with their parents may be a predictor. In 

addition, research conducted in Iraq has suggested that positive, healthy behaviours are 

promoted by positive parenting styles (Al-Kubaisi, 1988). 

2.2 Prevalence of child abuse in Saudi Arabia 

There is little clarity regarding the prevalence of child abuse in the Arab Peninsula and 

in Saudi Arabia specifically. According to Al-Mahroos (2007), there is a popular 

assertion that the incidence of child abuse in the region is low but, as Al-Mahroos points 

out, the assertion is not evidence-based. In contrast, in a recent newspaper article the 

director of Taibah University estimated that just under half (45%) of all children in 
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Saudi Arabia are subjected to domestic violence (AI-Nozha, 2011). Historically, child 

abuse and issues surrounding parenting, such as use of discipline techniques, have 

received relatively little attention in Saudi Arabia and the rest of the Arab Peninsula. 

The prevalence of child abuse in Saudi Arabia, compared to most other countries around 

the world, is relatively undocumented and unknown (Gerner, 1985). The majority of 

cases of child abuse that occur in Saudi Arabia are believed to go unreported 

(Karthikeyan, Mohanty, & Fouzi, 2000). The cases of abuse reported to legal 

authorities, to medical professionals, and in the research literature are assumed to under-

represent the actual incidence of abuse. Although the numbers are unlikely to represent 

the true frequency of abuse, in a review of medical literature reporting child abuse 

across seven countries in the Arab Peninsula between 1987 and 2005, Al-Mahroos 

(2007) concluded that all types of child abuse had been observed in the region. 

Insufficient data collection and under-representation of abuse should not be 

misconstrued as low incidence of child abuse. Currently, the question is not whether 

child abuse occurs in Saudi Arabia or other regions of the Arab Peninsula, but rather 

what patterns there are to the maltreatment (abuse and neglect) children in these cultures 

experience, what factors can be identified as predictors and risk factors for 

maltreatment, how maltreatment can be prevented, and what the long-term impact of 

childhood maltreatment may be (see AI-Mahroos, 2007). 

Understanding the prevalence of child abuse and abusive parenting practices in Saudi 

Arabia is complicated by contradictory statements in the medical and research literature. 

In the medical literature, documentation of child abuse in Saudi Arabia has been noted 

to date back more than 130 years (Al-Ateeqi, Shabani, & Abdulmalik, 2002). Other 

sources claim that reports of child abuse began to be published, to a limited degree, in 

the medical literature of the Arab Peninsula in the late 1980s and early 1990s (e.g., Al-

Eissa, 1998; Al-Mahroos et al., 2005). Recently, however, some cases of child abuse 

have been more visible (Al-Eissa, 1998) and published (Roy, Al Saleem, Al Ibrahim, & 

Al 'Hazmi, 1999), and the topic is garnering increased attention. The local, Saudi 

community and the international community are both increasingly sensitive to and 

concerned about the issues of child maltreatment and abuse, and so Saudi Arabia has 

recently begun to develop a plan for future studies of prevalence of child abuse in all 

regions of the Kingdom of Saudi Arabia (NationaT Family Safety Program [NFSP], 

2010). 
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Although statistics are inconsistent and the prevalence of child abuse is largely 

unknown, it has been suggested that the frequency of child abuse in Saudi Arabia is 

increasing (NFSP, 2010). The Centre for Crime Prevention (CCP; 2009) in Riyadh 

reported that 45 percent of Saudi children are subjected to at least one form of abuse in 

their daily lives, and that 60 percent of the entire population of Saudi Arabia has 

experienced abuse during childhood. A recent research study conducted with the King 

Abdulaziz Medical City for the National Guard supported the NFSP and CCP 

conclusions that child abuse in Saudi Arabia is on the rise. Examining three distinct 

time periods between 2000 and 2008 (2000-2004, 2005-2006, 2007-2008), specified to 

correspond with stages of development in the national child protection system, Al-Eissa 

and Almuneef (2010) examined a sample of 188 individuals at the King Abdulaziz 

Medical City for the National Guard. The findings indicate that the most common form 

of the child abuse was physical abuse, and that 11 children died as a result of intentional 

injuries from physical abuse. 

Unfortunately, the lack of clear and formal statistics regarding the prevalence of child 

abuse and child maltreatment in Saudi Arabia make it difficult to identify health-related 

issues (e.g., children's mental health outcomes) that may be related to early experience 

of abuse. In recent research, researchers have begun to comb through hospital records to 

identify cases of child abuse. Based on these studies (see section 1 of Table 2.1), it 

appears that child abuse is more frequently recognized in the modern day than it was 

even five to 10 years ago, and that forms of abuse other than physical abuse (e.g., 

neglect) are garnering increased attention (see Al-Eissa & Almuneef, 2010). 
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Table 2.1. Research examining the level of child abuse and maltreatment in Arab countries 

Parenting factors (Abuse, style) 

Study 
Research 
topic(s) Location Sample 

N (male, 
female) Avg. Age Notes 

Maltreatment 
type(s) 

Assessment of 
abuse or 
parenting stjie 

Impact 

Dependent 
variable Assessment Findings Comments 

Medical Records 
Al-Ateeqi, Extent of 
Shabani, & child abuse in 
Abduimahk Kuwait. 
(2002) 

Kuwait - Al- hospital 
Aniiri and medical 
Mubarak Al- records 
Kabeer 
Hospitals 

Al-Ayed, 
Qureshi, Al 
Jarallah, & 
Al Saad 
(1998) 

Hospital 
emergency 
room cases in 
1-yr period. 

Riyadh, 
Saudi Arabia 
- emergency 
room of 
King Khalid 
University 
Hospital 

16 cases of 
abuse(11 
male, 5 
female) of 
60,640 
medical 
records 

13 (5 male, 
8 female) 

Al-Eissa & 
Almuneef 
(2010) 

Increased 
child abuse 
and neglect 
reporting. 
characteristics 
of the reports. 

Riyadh, 55 of 188 133 
Saudi Arabia referred investigate 
- hospital- cases had d cases of 
based child insufficient 188 
protection evidence to referred to 
center (King justify' program 
Abdulaziz investigatio (53.4% of 
Medical n 133 were 
City) male; 

46.4% 
female) 

mean = 
2.7 yrs,6 
children < 
1 yr, 7 1-5 
yrs; 3 6-9 
yrs 

physical abuse 
symptoms: 
bruises (77%), 
burns (38%), 
intracranial 
hemorrhage 
(38%), fractures 
(23%), cuts 
(15%) 

5.8 years, 
plus 2 
newborns, 
range: 
newborn 
to 10.5 
years. 

Perpetrators of 
abuse were 
identified 
(48.9% were 
parents, 13.5% 
siblings, 9% 
household 
workers, 7.5% 
other) 

physical abuse retrospective 
(13 case.s), sexual analysis of the 
abuse (2), 60,640 medical 
Munchausen records from 1991 
syndrome by to 1998 
proxy(1) 

Non-accidental 
physical injury 
(4; 3 serious), 
sexual abuse (3), 
neglect(4; 1 
death; 1 severe 
emaciation), 
suspected 
Munchausen 
syndrome by 
pro.\y (1), child 
labor with neglect 
(1) 
physical abuse 
(48.9%), neglect 
(32.3%), sexual 
abuse (15%), 
emotional abuse 
(3.8%) 

emergency room 
medical exams 

evaluation of 
medical records 
for children 
admitted to 
hospital program 
(2000 to 2008) 

physical injury, 
follow-up 

medical exams 
(no long-term 
impact assessed); 
patient follow-up 

16 cases of abuse among 
60,640 medical records; 7 
children returned to 
biological parents, 7 
unknown, 2 died 

very few identified abuse 
cases (16/64,640) 

physical health clinical 
(e.g., head injury examinations 
and convulsions, 
death, skin 
lesions) 

article is a descriptive 
report of case studies, 
patients and families were 
often referred for 
counseling, social services 

physical injuries medical exams; no Referred cases increased 
(head injur>', long-term impact from 6.4/yr in 2000-2004 
fractures), death assessed to 61.5/yr in 2007-2008. 
(11) Physical abuse was most 

common in 2000-2004 
(61%) and 2005-2006 
(76%); neglect was most 
common in 2007-2008 
(41.6%). 

Changes in policy and 
public education appear 
associated with 
increased treatment for 
abuse. 
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Al-Mahroos, 
Abdulla, 
Kamal, & 
Al-Ansari 
(2005) 

Child abuse. 
its 
management. 
characteristics 
of the abused 
and abusers. 

Bahrain -
Salmaniya 
Medical 
Complex 

150(53% 
males, 
47% 
females) 

7 ± 4 
years 

diagnosed 
physical abuse 
only, sexual 
abuse only, and 
combination of 
both 

Physical abuse 
only (50), sexual 
abuse only (87), 
both physical and 
sexual (10), 
neglect(3) 

evaluation of 
Child Protection 
Committee 
records. 
Psychiatric 
Hospital records, 
Salmaniya 
Medical Complex 
computer database 

physical injuries, 
death (7) 

, No assessment of 
long-term impact. 
Focus is 
prevalence and 
characteristics of 
abused, abusers. 

Many patients (N = 128) 
were referred for 
psychiatric assessment but 
did not receive it (families 
refused) Most cases of 
abuse were referred by 
medical professionals, not 
police (3%) or schools 
(5%). No cases of 
diagnosed emotional 
abuse were found. 

Case Studies 
Elkerdany et Siblings who 
al. (1999) died from 

physical 
abuse (2 case 
studies). 

Jubail, Saudi siblings 
Arabia -
Jubail 
General 
Hospital 

2(1,1) I 6-day 
old boy, 1 
18-month-
old girl 

physical abuse hospital exam death medical exam Case I (boy): probable 
"shaken baby syndrome", 
severe physical 
symptoms, repeated 
abuse, police stated that 
law never insists taking a 
child from parents in 
Saudi Arabia; Case 2 
(girl): probable "shaken 
impact syndrome", died in 
emergency room from 
skull fracture and brain 
death 

Deaths may have been 
prevented if 
professionals were 
allowed to take children 
from parents after 
repeated, unexplained 
injuries. 

Kattan, Specific and 
Sakati, rare symptom 
Abduljabbar, as a sign of 
Al-Eisa, & child abuse 
Nou-Nou (case study). 
(1995) 

Saudi Arabia siblings 2 (girls) 1 5- Possible causes physical abuse diagnosis of 
month-old of physical subcutaneous fat 
girl, 1 18- symptoms were necrosis by 
month-old systematically medical 
girl eliminated. professional 

health medical exam Mother admitted 
physically abusing 
daughters when 
emotionally distressed. 
The father was informed 
and took responsibility for 
daughters' care, promised 
another adult female 
would be with the 
children at all times until 
his wife had been treated. 
Children's condition 
improved. 

Article recommends 
system for dealing with 
abuse in Saudi Arabia 
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Roy, Al 
Saleem, Al 
Ibrahim, & 
Al Hazmi 
(1999) 

Child abuse Saudi Arabia 
with acute 
renal failure 
due to 
rhabdomyolys 
is(case 
study). 

1 (female) 5 yrs Maternal 
grandmother 
claimed child's 
father had 
forcibly taken 
the girl from her 
grandmother 2 
months earlier. 

physical abuse medical 
professional, 
physical exam 

physical health 
(complex renal 
symptoms, renal 
failure) 

medical exam Stepmother admitted to 
abusing child with a 
broomstick to discipline 
her. 

medical and technical 
report; not necessarily 
useful outside medical 
community 

Parenting Styles and Psychological Health 
Dwairy, 
Achoui, 
Abouserie, 
& Farah 
(2006a) 

Parenting 
style and 
Arab 
adolescents' 

8 Arab 
societies -
Saudi 
Arabia, 

mental health, Yemen, 
family Egypt, 
connectedness Algeria, 

Jordan, 
Lebanon,the 
Palestinian 
occupied 
territories, 
Israel 

1,217 rural, 2,893 
1,676 (1,181 
urban males, 
adolescents 1,712 

females) 

16-17 yrs 
(mean not 
reported) 

parenting style Parental Authority mental health: 
(inconsistent, Questionnaire psychological 
controlling, disorder 
tlexible) symptoms 

(identity 
disorder, 
generalized 
anxiety, 
depression, 
conduct 
disorder), 
connectedness: 
feelings of 
connectedness 
between 
generations 

mental health: Inconsistent parenting Does not clearly present 
Psychological associated with lower data for countries 
State Scale (subset connectedness (F(2, 2825) individually 
of items), =88.20, p< ,0001, n2= 
connectedness: 071), more mental 
Multigenerational disorders (F(2, 2826) = 
Interconnectednes 47 72, p < .0001, r|2 = 
s Scale .039) than those raised 

according to the 
controlling or flexible-
oriented parenting pattern. 
Authoritative parenting 
was associated with a 
higher level of 
connectedness (r = 37, p 
< .0001) and better mental 
health in adolescents. 
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Alyahri & Harsh Mukalla 
Goodman corporal (city), 
(2008) punishment in Yemen and 

Yemen. Tuban (rural 
area), 
Yemen 

203 rural, 
993 urban 

1,196(603 
male, 593 
female) 

8.4 yrs 
(range: 7-
10) 

Harsh corporal 
punishment = 
hitting with a 
stick, belt or 
any other 
object; tying; 
pinching; and 
biting. 

harsh corporal 
punishment 
(potentially 
abuse) 

Dwairy & 
Menshar 
(2006) 

Parenting Egypt 
styles and 
adolescents' 
individuation 
and mental 
health 

50% rural, 351(212 
50% urban male, 139 

female) 

16-17 yrs 
(mean not 
reported) 

parenting style 

parent reports -
disciplinary 
practices assessed 
using prompt 
"Tell me how you 
deal with <child> 
when he/she 
behaves very 
badly," Also used 
Strengths and 
Difficulties 
Questionnaire, 
and a 
questionnaire 
about family 
background and 
family life. 
Parental Authority 
Questionnaire 

school student 
performance, performance: 
psychopathology routinely collected 

school data, 
teacher reports; 
psychopathology: 
teacher version of 
Strengths and 
Difficulties 
Questionnaire 

mental health: 
psychological 
disorder 
symptoms 
(identity 
disorder, 
geneializeJ 
anxiety, 
depression, 
conduct 
disorder), 
connectedness: 
feelings of 
connectedness 
between 
aenerations 

>l/2 rural and 1/4 urban 
caregivers reported using 
harsh corporal 
punishments. Harsh 
corporal punishment was 
significantly associated 
with poor school 
performance (odds ratio = 
1.37) and both 
behavioural (odds ratio = 
3.08) and emotional 
difficulties (odds ratio = 
1.94). 

Psychological Significant negative 
State Scale, relationships of 
Mulligenerational authoritative parenting 
Interconncctednes style to identity disorder 

Random sample of 
school children. 

s Scale (Beta = -.14), conduct 
disorders (-.29), and 
general mental health (-
A6} 

Study uses adolescent's 
self-reports only, 
depends on their 
perceptions of how their 
parents treat them 
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Dwairy 
(2008) 

Development Northern 
of scale to Israel - 2 
assess Arab schools 
parental 
inconsistency 
vs. 
authoritarianis 
m. 

nth grade 178(106 
male, 72 
female) 

16-17 
(mean not 
reported) 

parenting style: 
authoritarian, 
authoritative, 
permissive 

Dwairy's Parental 
Authoritarianism 
and Inconsistency 
Scale, 
Multigenerational 
Interconnectednes 
s Scale, Buri's 
Authoritarian 
scale 

psychological 
disorder 
symptoms 

Psychological 
State Scale 

Authoritarian parenting 
not associated adolescents' 
psychological disorders. 
Psychological disorder 
symptoms be predicted by 
father-mother 
inconsistency (Beta = .33, 
p < .02) and mother 
temporal inconsistency 
(Beta = .22, p<.02; 
R-397(F(2,I68) = 
13.56, p<.000)). 

Dwairy 
(2010b) 

Dwairy, 
(2010a) 

Parental 
inconsistency 
(across 
parents and 
across tiriie) 
and 
adolescent 
mental health. 

Rejection 
from parents 
and 
psychological 
maladjustmen 
t i n 1 
adolescents, 
across 

. cultures. 

9 countries -
France, 
Poland, 
Argentina, 
Kuwait, 
Algeria, 
Saudi 
Arabia, 
Bedouins, 
Jordan, India 

9 countries -
France, 
Poland, 
Argentina, 
Kuwait, 
Algeria, 
Saudi 
Arabia, 
Bedouins, 
Jordan, India 

same 
sainple as 
used in 
other 
studies in 
series 

same 
sample as 
used in 
other 
studies in 
series 

2,884 
(sexes not 
reported) 

2,884 
(sexes not 
reported) 

not 
specified 

not 
specified 

inconsistency parental 
and inconsistency 
unpredictability (temporal, 
of parents is situational, 
considered more father-mother) 
detrimental than 
consistent 
rejection 

Dwairy's Parental psychological 
Authoritarianism 
and Inconsistency 
Scale 
(administered to 
adolescents) 

disorder 
symptoms 

parenting style: Parental psychological 
parental Acceptance disorder 
acceptance/rejecli Rejection symptoms 
on Questionnaire 

Psychological 
State Scale 
(subset) 

not specified in 
this article 
(Psychological 
State Scale 
(subset)) 

Father's (Beta = 12, p< 
,0001) and mother's 
temporal inconsistency 
(Beta = .06, p<.00l)and 
father-mother 
inconsistency (Beta = .08, 
p < .001) associated with 
adolescent psychological 
disorder. 

3rd paper in a series 
(much of demographic 
data is only in 
introductory article). 
Article must be 
examined with others in 

4th paper in a series 
(much of demographic 
data is only in 
introductory article). 

Parental acceptance-
rejection differs across 
countries (not east to 
west). Parental rejection 
associated with adolescent Article must be 
psychological disorders examined with others in 
(from n.s. to .60 (p series. 
<.000l) in Bedouin 
fathers and kids'). Parental 
rejection appears less 
harmful than 
inconsistency. 
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Dwairy, 
Achoui, 
Filus, 
Rezvan nia, 
Casullo, & 
Vohra 
(2010) 

Parental 
factors 
(control, 
inconsistency. 
rejection) and 
adolescents' 
psychological 
disorders 
across 
cultures 

9 countries -
Fiance, 
Poland, 
Argentina, 
Kuwait, 
Algeria, 
Saudi 
Arabia, 
Bedouins, 
Jordan, India 

same 
sample as 
used in 
other 
studies in 
series 

L 

2,884 
(sexes not 
reported) 

not 
specified 

parenting style; Parental Authority 
inconsistent, 
controlling, 
rejecting 

Dwairy & 
Achoui 
(2010) 

Parental 
cotitrol and 
psychological 
disorders in 
West vs. East: 

9 countries -
France, 
Poland, 
Argentina, 
Kuwait, 
Algeria, 
Saudi 
Arabia, 
Bedouins, 
Jordan, India 

same 
sample as 
used in 
other 
studies in 
series 

1 

2,884 
(sexes not 
reported) 

specified 
parenting style: 
Mother's control. 
Father's control 

Questionnaire 
(measure is not 
specified in this 
article) 

Dwairy's Parental 
Control and 
Inconsistency 
Scale; concerned 
with conflicts 
between parents 
and adolescents, 
parental control 
and temporal 
parental 
inconsistency 
regarding each 
conflict situation 

psychological 
disorder 
symptoms 
(emotional 
disorders 
(anxiety, 
depression), 
conduct 
disorders, 
general 
psychological 
disorders 
(overall)) 
psychological 
disorder 
symptoms 
(emotional 
disorders 
(anxiety, 
depression), 
conduct 
disorders, 
general 
psychological 
disorders 
(overall)) 

Psychological 
State Scale 
(subset) 

Psychological 
State Scale 
(subset) 

Psychological disorders 
dilTered across countries 
[F(8,2880) = 32.68, p< 
.0001]. Bedouin, Algerian 
had highest rates, 
Jordanian had lowest 
Parental factors accounted 
for large among of 
variance (R2 = .64) in 
Bedouin sample. 

Parental control was only 
sig. for fathers in 3 
countries: France (r = 21; 
p < .01), Argentina (r = 
.24; p<.001), Jordan (r = 
.21, p<.001). Father's 
controlling behaviour was 
correlated with children's 
psychological disorders in 
West on average (r = . 19; 
p < .0001), not sig in East, 
overall (r = 10; p < 
.0001). 

Article must be 
examined with others in 
series. 

Article must be 
examined with others in 
series 
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Verbal criticism, which might be considered verba:! or emotional abuse in another 

country or culture, is common practice in Saudi Arabia (Dwairy, 2006). Saudi Arabia 

has a history of viewing violence against children as part of the normal, accepted 

process of disciplining and educating children (Achoui, 2003). What are the 

consequences of these parenting practices? How do these societal beliefs translate into 

daily behaviour from parents towards their children? 

2.3 Attitudes towards child abuse and parenting practices in Saudi Arabia 

Some psychologists believe that the permissive attitude about violence and the general 

acceptance of physical punishment to discipline and control children in Saudi Arabia 

has translated to rampant child abuse and maltreatment in the country (Achoui, 2003). 

Cross-cultural studies suggest that there may be some truth to these assertions. For 

example, children are less likely to be the victims of abuse in societies in which physical 

punishment is discouraged and non-violent discipline and conflict resolution are 

encouraged (e.g., Belsky, 1980; Levinson, 1989). In Saudi Arabia, the questions of 

whether and how societal views are related to the prevalence of child abuse are largely 

unanswerable, because the prevalence of child abuse is largely unknown. 

Based on an extensive literature review, AI-Eissa and Almuneef (2010) concluded that 

knowledge of child abuse is becoming more widespread in Saudi Arabian society. 

Historically, child abuse and neglect of children in Saudi Arabia was a rarely recognized 

problem affecting the health of only a few children; when maltreatment was identified, 

it was by health practitioners. Al-Eissa and Almuneef (2010) identified only 11 articles 

on child abuse that were published in the decade between 1990 and 2000, and all 11 

were case studies of individual children. In the year 2000, however, the government 

officially launched a Child Protection group and the abuse and neglect of children in 

Saudi Arabia was officially recognized. 

To date, Al-Eissa and Almuneef s (2010) report is the largest of its kind in Saudi 

Arabia. However, the report has shortcomings. The largest limitation of the study is that 

its results cannot be assumed to represent national trends in Saudi Arabia, because the 

research presented in the report is based only on a review of child abuse cases in one 

health facility, the King Abdulaziz Medical City for the National Guard. 
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2.4 Summary of abuse and its relationship to outcome in Arab countries 

The most noteworthy pattern in research on abuse in Arab countries thus far is that, 

although abuse has been measured and described, there are no studies examining the 

short- or long-term outcome and impact of abuse on the individual who has been the 

victim of the abuse. Along with this lack of focus on the impact of early childhood 

abuse, the existing research has not employed statistical techniques (e.g., regression, 

structural equation modelling) that could be useful in projecting and predicting long-

term impact. 

There are, however, studies examining the impact of authoritarian parenting styles and 

inconsistent parenting styles on children. Although the line of research may have 

originally sought to examine the relationship between well-being and authoritarian 

parenting, the focus has shifted to examination of inconsistency in parenting practices. 

Studies that looked at the impact of authoritarianism and authoritative parenting on 

well-being found that they generally had a weak but positive association with well-

being (e.g., Dwairy et al., 2006). In contrast, inconsistency in parenting (e.g., Dwairy & 

Achoui, 2010) or a combination of acceptance and rejection (e.g., Dwairy, 2010a) were 

clearly associated with negative outcomes, including psychological disorders, in Arab 

cultures. 

The majority of the studies examining the impact of parenting style on well-being 

utilize the Parental Authority Questionnaire, or PAQ. A limitation of these studies is 

the fact that only the PAQ is used to assess parenting, and the correlation of the PAQ 

with measures of well-being are then assessed. The PAQ may be correlated with other 

variables, such as wealth or socio-economic status, and so it is unclear whether parental 

authority or some other, unidentified variable is responsible for the correlation. As 

these studies do not use multiple regression, they overlook the possibility of overlap 

between parenting style and other factors. Research with the PAQ has been carried out 

with students and people under the age of 18 years, and my research is intended to 

include older people. Finally, the PAQ measures authoritarianism as one of its 

subscales, but does not measure harsh parenting. Harsh parenting nfiay be correlated 

with authoritarianism, but the concepts are not identical. My interest in harsh parenting 

focused on the use of physical hitting orbeating and verbal criticism or insults, which 

are not explicitly mentioned in any of the items of the PAQ. However, it cannot be 
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assumed that my scale is better than the PAQ at predicting outcome, and whether or not 

this is the case is an empirical question. Therefore the PAQ was examined in the series 

of studies presented here (see Study 3) and compared to the newly developed 

questionnaire; as discussed in Study 3, the PAQ showed relatively low reliability. The 

low reliability shown by the PAQ may be due to its having been developed for use with 

a different group than the individuals studied here. Alternatively, the format of the 

questions I used, focusing on frequency rather than severity, may have led to better 

reliability. 

Social, governmental, and research interest was drawn to the issue of child welfare in 

the Arab world relatively recently. As shown in Table 2.1, current research on child 

abuse and maltreatment in the Arab world (and particularly in Saudi Arabia) is new and 

sparse, particularly when compared with research in the Western world. Current 

research on child abuse and maltreatment in the Arab world (and particularly in Saudi 

Arabia) is focused on documentation of medical cases of abuse recognized by medical 

professionals, including examination of hospital records and detailed descriptions of 

case studies (sections 1 and 2 of Table 2.1), and the relationship between parenting 

styles and psychological health. There is limited research on parenting style and health 

outcomes, but no research on abuse and health outcomes comparable to that found in 

the West. 

Fn particular, there are substantial and important gaps in knowledge about child-rearing 

practices and abuse in Saudi Arabia that were highlighted in the research summarized in 

Table 2.1. First, little is known regarding the prevalence of corporal punishment 

(including specific types of corporal punishment) and psychological experiences within 

the Arab family (e.g., Al-Mahroos, 2007; Al-Eissa & Almuneef, 2010). Second, some 

studies indicate that there is a correlation between parent-child relationship qualities and 

indicators of the children's mental health (e.g., Dwairy et al., 2010b), but there is a lack 

of clarity about the relationships between parent-child relationships and the children's 

mental health (e.g., Al-Eissa & Almuneef, 2010). Finally, there are few empirical 

studies of parent-child relationships and children's mental health in Arab countries to 

determine the prevalence and magnitude of the impact of parent-child relationships on 

the children. 
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2.5 Conclusion 

Research on the long-term impact of parenting in Saudi Arabia and other Arab countries 

is at an earlier stage of development than in the West (see Table 2.1 in the present 

chapter. In the West, research is focusing on the long-term, negative health 

consequences of abuse. In Saudi Arabia, despite abuse's prevalence in society and 

apparent documentation in hospital records, research continues to describe, define, and 

document abuse. 

A total of seven of the 15 studies included in Table 2.1 are hospital-based 

documentation of child abuse in the Arab world. Four of these studies focus on the 

examination of hospital records, with frequent attention to the King Faisal Specialist 

Hospital and Research Centre (also called KFSH & RC) in Riyadh, Saudi Arabia. Three 

additional studies document small-scale case studies with unusual circumstances (e.g., 

abuse within a single family, exceptional symptoms). Ten children (4 boys, 6 girls) 

under the age of five were identified as victims of abuse when seen in King Faisal 

Specialist Hospital and Research Centre between 1989 and 1992 (Kattan, 1994). Two of 

the children died as a result of their injuries, five were diagnosed with serious injuries, 

and three were found to have moderately severe injuries. Abuse was not suspected in 

one of the two fatality cases until four years after the child's death, when her sister was 

identified as a victim of child abuse. Six of the 10 children suffered varying degrees of 

physical neglect, physical abuse, and sexual abuse. The remaining four children were 

diagnosed with Munchausen syndrome by proxy. Kattan concluded that when a child 

presents a set of symptoms or a disease that is difficult to diagnose the possibility that 

the illness has been caused by the parents should be examined. 

Of the remaining eight studies in Table 2.1, Dwairy is the lead author on seven, the 

exception being from Alyahri and Goodman (2008). These studies are very recent 

(some published in the past year) and focus on the important and highly relevant topic 

of parenting style and its impact on children's short- and long-term well-being. 

However, the fact that four of the seven studies are re-analyses of data collected from 

the same sample of adolescents across nine countries must be taken into consideration. 

Although it is a very large sample (N > 2,800) and thoroughly analysed, additional 

research using different tools, methods, and samples is necessary to support the 

generalisability and robustness of the results reported in these studies. 
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There are no existing studies that examine the long-term impact of early childhood 

maltreatment on physical and psychological health in Saudi Arabia. Given that existing 

research (e.g., Dwairy, 2004) indicates that authoritarian parenting does not have the 

same impact in the Arab world as in the Western world, it cannot be assumed that other 

findings, such as the long-term impact of maltreatment, generalise from culture to 

culture. Contrasting results regarding the impact of parenting style have been found in 

different groups of children and adolescents, even within the Arab world. Indeed, the 

most prominent researcher, Dwairy, has found contrasting results. In a 2004 study, 

Dwairy et al. examined adolescents in Arab countries to determine whether what 

Dwairy refers to as democratic parenting style is related to mental health. They found 

that this style of parenting, which is similar to authoritative parenting, is associated with 

anxiety, depression, behaviour disorders, and identity issues in typical Arabic 

adolescents. In the same study, authoritarian parenting style was not found to have any 

relationship with any of the mental health challenges examined. However, in another 

study published in the same year, Dwairy (2004) found that gifted or exceptional 

children in the Arab world do not show the same pattern of mental health associated 

with authoritarian parenting. For gifted children, authoritarian parenting was found to be 

associated with low self-esteem, increased anxiety, depression, conduct disorder, and 

identity issues. 

A weakness of the literature, which makes studies difficult to compare to each other and 

difficult to compare to research conducted in other regions of the world, is the lack of 

standardization definitions of abuse and tools use to measure abuse. For example, 

Achoui (2003) focused research on a pattern of behaviour that he called corporal 

piinishment. However, the behaviour includes punishment that would be identified as 

physical abuse in other cultures (e.g., beating children). Furthermore, there is no 

specific tool used to assess abuse, whether physical, sexual, verbal, or another type. 

Neglect has only recently, in the last two decades, begun to draw substantial attention in 

Arab countries. There is not a standard definition to apply, so studies' results are 

generally considered in isolation and it cannot be assumed that "physical abuse" (or any 

other sort of abuse) as discussed in one study is the same as discussed in another study. 

In order to better understand adult health and well-being in the rapidly developing 

culture of Saudi Arabia, further research is needed. 
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Chapter 3 

Theories explaining the relationship between child 

abuse/abusive parenting and health outcomes 

3.1 Explaining the impact of early experience on health 

Both physical diseases (e.g., cancer, heart disease, asthma) and psychological disorders 

(e.g., depression) are predicted by a combination of biological factors (e.g., genetics) 

and environmental or experiential factors (e.g., stress). Research shows that events that 

occur in early childhood, such as the experience of child abuse (see chapters 1 and 2), 

can influence disease onset decades later. Over the course of the past decade, questions 

have shifted from focusing on whether childhood stressors might impact long-term 

wellness to examining how these effects occur. In the current research, harsh parenting 

is postulated to be a stressor that is likely to be ongoing or chronic for the child. 

3.1.a The Barker hypothesis 

More than two decades ago. Dr. David Barker found that individuals with low birth 

weights have a greater risk of developing coronary heart disease as adults than 

individuals with average to high birth weights (Barker, 1995; Barker, Osmond, 

Simmonds, & Wield, 1993). Barker was interested in differential prediction of health, 

and hypothesized that low birth weight predicts subsequent physiological health 

problems in adult life (Barker, Osmond, Winter, Margetts, & Simmonds, 1989). 

Empirical evidence has supported the hypothesis, finding that small-for-gestational-age 

infants are at risk for hypertension, type-2 diabetes, impaired glucose intolerance, and 

insulin resistance in adulthood. In 1995, the British Medical Journal named this the 

"Barker hypothesis." 

Although controversy regarding the details remains, it is now widely accepted that 

foetal nutrition and very early infant health are important for long-term development 

(Barker, Gluckman, et al., 1993). In simple terms, the Barker hypothesis states that 

events very early in life shape health and well-being much later in life (i.e., in middle 

and old age; Barker, 1998). This process, called foetal programming, indicates that early 
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experiences shape an individual's physiology, consequently shaping how that 

individual's body will react to the environment and stressors through-out life and 

leading to later health or disease through a variety of mechanisms. The hypothesis 

suggests that health-related issues are determined or programmed very early on in life, 

but fails to identify what mechanisms may be programmed or how their programming 

impacts long-term, adult health. 

3.1.b Infornet theory 

Infornet theory (Hyland, 2011), or psychoneuroimmunoendocrine information network 

theory, addresses the crucial gap between concept and outcome that is apparent in the 

Barker hypothesis. That is, infornet theory posits a mechanism by which early 

experiences, such as stressors, lead to later disease. Infornet theory emphasises the 

complex network of biological and psychological systems that form the basis of human 

experience, and suggests that an individual's internal systems, or infornet, can develop 

patterned responses to negative or challenging experiences and can become unbalanced 

as a consequence of lifestyle or experience. Young organisms are expected to be more 

malleable than adults, and so the impact of abuse during childhood, during sensitive and 

critical periods, may be even greater than the impact of experiences later in life. 

In the current research, infornet theory is used to help explain how the childhood 

experience of verbally abusive, physically abusive, and non-supportive parenting may 

be associated with lack of well-being, with mental health disorders, and with physical 

disease in adulthood. The infornet is considered to have an alarm, a system that alerts 

the body of the need to defend against challenges and threats. The activation of the 

inflammatory response and of the hypothalamic-pituitary-adrenal (HPA) axis (i.e., 

glucocorticoid production) serves as the alarm bell. Activation of this alarm system, if 

frequent or chronic, can disrupt or cause problems in a body's biological functioning. 

Inflammation can be protective, but constant inflammation predisposes the body to 

specific diseases (e.g., Kemeny & Schedlowski, 2007). A suppressed immune response 

(associated with a chronically activated HPA axis) also predisposes a body to disease. 

According to infomet theory, repeated or chronic negative experiences teach an 

individual's system can that the world in general—not only the current threatening 

situations-—poses a threat against which the body must protect itself. Chronic stress, 

65 



which may take the form of repeated acute stress or repeated incidents of abuse, or may 

appear as a constant barrage of mild insults and lack of support from parents, may lead 

to physiological system that anticipates constant threat and responds to the world as 

though the world were constantly negative and abusive. Activation of defence 

mechanisms becomes akin to a habit, and the individual's core system (or infornet) 

becomes changed. The body could then be described as highly reactive and unstable. If 

this is the case, the individual experiences the symptoms of attempted defence 

chronically-inflammation and HPA axis activation, both of which are known to be 

associated with disease. Thus, infornet theory predicts that both psychological and 

physical poor health will result from adverse early experiences, because these early 

experiences 'teach' the body to have psychological characteristics associated with poor 

mental health and physiological characteristics that predispose to disease. A schematic 

representation of the theory is shown in Figure 3.1. 

Figure 3.1. Infornet mechanism 

The current situation The optimal response 

Psychologically mediated inputs 
Appraisal 

Injury 
Infection and antigens 
Biologically mediated inputs 

Change to external environment 
Behaviour 

/ 
Symptoms and Mood 

HPA axis 
IRS 
Other physiological responses 
Change to internal 
environment 

From taken from Hyland (2011). 
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3.1.C Cognition and psychological health 

In the 1950s, formal interest in the role of knowledge and cognition in psychological 

disorders began to develop. Cognition includes a variety of information storage and 

retrieval process, including attention, memory, thinking, perception, conception, 

learning, decision-making, and others (Dobson, Beck, & Beck, 2005). Aaron T. Beck 

took an interest in using cognitive-behavioral therapy (CBT) to change cognitions and 

thereby change the ensuring emotional, physical, and behavioural responses related to 

the cognition (Beck, 1991). Beck's writings on theory and psychological disorders, 

which spanned have spanned multiple decades, revolve around the notion that 

psychological health and disorder are related to cognition, or how information is 

processed (see Clark & Beck, 2010). Cognition is inherently biased and includes errors, 

but there may be different patterns to the bias and errors associated with psychological 

disorders. For example, individuals with psychological disorders may have 

automatically activated cognitive patterns (maladaptive schema) that they use to 

organize, simplify, or make sense of information about the world. If the cognitive 

schema are disordered or biased in an unhealthy, negative way (i.e., to assume that most 

stimuli are threatening), but the use of the schema is automatic, then the schema may 

perpetuate the disorder (e.g., anxiety). How the individual interprets information in his 

or her world prompts emotional, physical, and behavioural responses and may cause 

problems for the individual. CBT posits that it is possible to change the automatically 

activated responses and thus change the person's subsequent emotional and behavioural 

responses (Beck, 1991; Kendall, et al., 1995). 

Early parent-child experiences may teach children, either through their parents' 

modeling or through their parents' treatment of the child in chronically stressful or 

harsh ways, to be fearful, suspicious, anxious, or to otherwise develop negative and 

maladaptive schema. A child who is often yelled at or criticized may learn to expect to 

be yelled at and criticized. A child who is never encouraged or socially supported may 

stop seeking encouragement and support in order to avoid being disappointed or hurt. If 

children develop schema early on based on their relationships with their parents, i.e., 

expecting to be treated negatively or harshly in all social interactions and relationships, 

they may develop psychological health issues later in life. Thus, cognitive theories 

suggest that poor psychological well-being is linked to adverse early experiences. 
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3.Id Attachment theory 

Attachment theory (Bowlby, 1977; Bowlby, Ainsworth, & Bretherton, 1992) is related 

to the cognitive ideas put forward by Beck (e.g.. Beck, 1991). According to Bowlby, 

the quality of relationship with the caregiver determines the child's well-being and later 

health. Bowlby focused on the way negative relationships and separation impact the 

child. Bowlby believed that children had an innate need to form a stable attachment 

with a single person, and if this attachment was disrupted before the age of five, then the 

child would suffer irreversible consequences, namely cognitive, social, and emotional 

difficulties. It seems plausible that the use of harsh parenting, particularly with young 

children, could therefore interrupt the development of the desired stable attachment that 

Bowlby proposed. However, attachment theory does not provide an account of the 

physiological mechanism that is suggested by infornet theory (Hyland, 2011). 

In sum, there are several different theoretical approaches - the Barker hypothesis, 

infornet theory, cognitive theory, and attachment theory - all of which suggest that 

negative childhood experiences will lead to poorer well-being in later life. The 

cognitive theory and attachment theory link adverse circumstances only with poorer 

mental health. However, the other theories suggest that both poorer psychological and 

physical health result from adverse experiences. In particular, infornet theory provides 

a rationale for why there is a link between poor psychological and physical health (the 

two are invariably correlated), by suggesting that there is a common mechanism driving 

multiple forms of poor health (Hyland, 2011). Thus, there is rationale for looking at 

several different types of outcome variable, all of which are related one way or another 

to psychological and physical health. 

3.2 Long-term consequences of child abuse and maltreatment 

The observed consequences of childhood abuse and maltreatment can range from minor 

to devastating. Since at least the early 1960s (e.g., Kempe et al., 1962), clinicians have 

described the effects of child abuse and neglect on the physical, psychological, 

cognitive, and behavioural development of children in the US. The majority of the 

research on child abuse and on the consequences of child abuse has been conducted in 

the West, and so most of the negative outcomes discussed below are from samples of 

individuals living in the West. Given the argument that the impact of child abuse and 

maltreatment is at least partially dependent on how the individual who is abused views 

the treatment he or she receives, and given the variety of other societal and 
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environmental factors that might impact how a negative outcome is exhibited or 

diagnosed, it cannot be assumed that child abuse and maltreatment will be associated 

with the same negative outcomes in all cultures. 

Three prominent categories of consequences, mental health, physical health, and 

medically unexplained or functional diseases, drawn largely from findings of research 

conducted in the West, are discussed briefly below. These categories are not entirely 

discrete (e.g., eating disorders may start out as psychological health problems but 

impact physical health) and any given individual may suffer consequences from 

multiple categories (e.g., depression and physical illness). A specific individual may 

suffer any variety of illnesses that have been found to be associated with early 

childhood experiences of abuse, neglect, and so on. The severity and broad nature of 

these consequences emphasizes the importance and impact of early childhood 

experiences on individuals' development. The following sections examine the research 

on abuse and later health outcomes, and a summary of the reviewed literature is 

presented in Table 3.1. 
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Table 3.1 Three Areas of Impact: Parenting Behaviour and Child Maltreatment in General Literature (Western) 

Abuse or maltreatment Impact 

Study 
Research 
topic(s) Location Satnple 

N (male, 
female) Age Notes 

Abuse or 
parenting 
style 

Assessment 
tool 

Dependent 
variable Assessment tool Findings Comments 

MentalHealth 

Hahm, 
Lee, 
OzonotT, 
& Van 
Wert 
(2010) 

Child 
maltreatment 
and risk 
behaviours 
among 
women 

US 
(national) 

68.9% 
Caucasian; 
16.7% 
African-
American; 
9.8% Latina, 
4.6% Asian. 
87.8% had at 
least high 
school 
education. 

7,576 
(100% 
female) 

44.0% 
18-
21yrs; 
56'0% 
22-27yrs 

Abuse coded as 
"none" or" 1 or 
more times"; co
occurrence of 
abuses was 
examined 

Physical 
abuse. 
neglect. 
sexual abuse 

Iti-home 
interviews: 
National 
Longitudinal 
Study of 
Adolescent 
Health (Add 
Health) 

depression, sexual 
risk behaviours, 
suicidality 

Depression: 
modified Center 
for Epidemiologic 
Studies Depression 
Scale (CES-D); 
other topics 
explored through a 
limited number of 
questions 

Approx half of 
women reported 
some form of abuse 
Abuse was 
significantly 
associated with 
outcomes in all 
categories (odds 
ratios 1.4-3). More 
abuse types put 
women at higher 
risks. 

Fails to 
dilYerenliate 
frequently 
abused and 
occasionally 
abused 
individuals. 
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Moran, 
Vuchinich, 
&Hall 
(2004) 

Forms of 
abuse and 
risk for 
substance 
abuse in 
youth 

rural 
Oregon, US 
(6 public 
high 
schools) 

78% 
Caucasian, 
8% Native 
American, 
6% Hispanic, 
2% African-
American, 
2% Asian-
American, 
4% other. 

2,187 
(54% 
male, 
46% 
female) 

10th-12th 
grade, 
details 
not 
rejjorled 

Responses coded 
in 3- and 4-point 
Likert scales 

physical 
abuse, sexual 
abuse, 
emotional 
abuse 

176-item, 
anonymous 
survey 

Substance abuse: 
tobacco use, 
alcohol use, illicit 
drug use 

76-item, 
anonymous survey 

31.9% reported 
maltreatment, 
physical only: 
10.6%; emotional 
only: 9.5%; sexual 
only: 5.5%; 
physical and sexual: 
6.2%. Teens 
without abuse 
history were least 
likely to report high 
substance use. 
Teens reporting 
physical and sexual 
abuse had highest 
substance abuse. 
Sig. odds ratios 
ranged from 1 4 
(emotional abuse, 
tobacco use) to 
10.46 (sexual and 
physical abuse, 
illicit drugs). 

Researchers 
collapsed 
past and 
present and 
may have 
lost 
information 
about 
whether 
abuse that 
has ended is 
ditTerent 
from on
going abuse. 
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Roy& 
Janal 
(2006) 

Childhood 
sexual abuse 
[is explored 
as a 
predictor of 
suicidal 
behaviour in 
women, men 

US (not 
specified) 

abstinent, 
substance-
dependent 
patients;, 
51% African-
American; 
47% 
Caucasian; 
2% Latino; 
all lower SES 

1,889 40.3 (s.d. 
8yrs) 

examined 
maltreatment 
subtypes 
individually and 
cumulatively 

Physical 
abuse, sexual 
abuse. 
emotional 
abuse, 
emotional 
and physical 
neglect 

34-item 
version of 
Childhood 
Trauma 
Questionnaire 
(CTQ) 

suicidality (a 
suicide attempt 
defined as a self-
destructive act 
with intent to end 
one's life) 

Semi-structured 
clinical mlerview 
by a psychiatrist, 
supplemented by 
other medical 
professionals 

748 (165 women; 
583 men) had 
attempted suicide at 
least once. 
attempters had 
higher scores on all 
CTQ scales; 
females had higher 
scores than men (all 
p<.0001) except 
the physical abuse 
(pfll7)and 
physical neglect 
scale (p < .002 or p 
< .0002?). Women 
reported more 
sexual abuse than 
men, and women 
who attempted 
suicide reported 
significantly more 
sexual abuse than 
women who did 
not 

Study results 
include a 
typo 
regarding 
significance 
level for 
ditTerence 
between 
men and 
woitien on 
physical 
neglect scale 
(both p < 
.0002 and p 
< .002 are 
included). 
Method of 
suicide 
attempt is 
not 
discussed, 
there may be 
a sex 
dil'ference in 
lethality of 
methods, or 
willingness 
to disclose 
suicide 
attempt 
information. 
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Salzinger, 
Feldman, 
Hammer, 
& Rosario 
(1993) 

Childhood 
physical 
abuse and 
children's 
social 
interactions 
and 
relationships 
with peers 

New York 
City 

87 physically 
abused;87 
non-
physically 
abused. 
Urban, 
confirmed 
abuse cases in 
the New York 
State Child 
Abuse and 
Maltreatment 
Register/ 

174 abused: 
10.1 yrs, 
non-
abused 
10.3 yrs 
(range: 8-
12 yrs) 

abused children physical Child 
were recruited abuse, non- Protective 
from a 4-year abused Services 
cohort of (controls) records ~ 
consecutive 
entries of New 
York City cases 
on the New York 
State Child Abuse 
and Maltreatment 
Register. 
Although there is 
no way of 
determining the 
differences in the 
characteristics of 
physically 
abusive families 
indicated for 
abuse on the 
Register and 
abusive families 
who have escaped 
detection, a 
number of factors 
support the 
general 
representativeness 
of such a sample. 
A control sample 
of 87 non-
maltreated 
children, matched 
case by case for 
age and. 
as far as possible. 
ethnicity, was 
recruited 
from among the 
same-gender 
classmates of 
the abused 
children. 

confirmed 
New York 
City cases on 
the New 
York State 
Child Abuse 
and 
Maltreatment 
Register. 
Child 
maltreatment 
of any type is 
"indicated" 
(substantiated 
upon agency 
investigation) 
on the 
Register as 
physical 
abuse, sexual 
abuse, or 
neglect 
according to 
subcategories 
defined in the 
caseworkers' 
Manual; cases 
are frequently 
indicated in 
more than one 
subcategory. 
In our abuse 
sainple, all 
cases were 
indicated for 
some form of 
physical 
abuse. Of the 
76 cases for 
which 
sufficiently 

social behaviour 
(peer ratings of 
social behaviour; 
social networks; 
general behavioral 
disturbance; 
shyness; 
leadership; 
fighting; sharing, 
meanness; 
attention getting); 
number of people 
in social networks; 
intellectual deficits 

Peer nominations 
and 
peer ratings were 
collected in 
classrooms, social 
networks were 
assessed by child 
interview. 
family variables 
were assessed by 
interviewing 
mothers, and 
behavior problems 
were rated by 
parents and 
teachers. 

Our results clearly 
show that 
physically 
abused 
schoolchildren are 
at greater risk for 
poor peer 
relationships than 
non-maltreated 
classmates: in the 
classroom, they are 
at increased 
risk for lower social 
status, especially 
peer rejection; they 
receive fewer 
positive 
and more negative 
choices and so have 
less positive 
reciprocity in their 
relationships 
with classmates; 
and they are 
perceived 
by their classmates 
as engaging in 
more negative and 
fewer positive 
social behaviors. 
In their social 
networks more 
generally. 
their choices of 
friends, even best 
friends, show more 
insularity from 
adults 
and more 
atypicality and 
negativity than do 
those of the 
controls. Abused 
children were more 
aggressive. 

Did not 
directly 
address 
social 
support; 
many 
different 
outcome 
measures 
make overall 
results hard 
to interpret 
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detailed 
agency 
records were 
available, 59 
(78%) were 
indicated in 
the 
subcategory 
"excessive 
corporal 
punishment" 
and 44 (58%) 
had 
demonstrable 
physical 
injury (38 of 
these in the 
subcategory 
"lacerations, 
bruises, or 
welts"). Most 
physical 
injuries 
occurred in 
the context of 
punishment. 
Twelve (16%) 
of our 
physical abuse 
cases were 
also indicated 
for some form 
of neglect. 
There were no 
cases 
indicated for 
sexual abuse 
in our sainple. 
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Sternberg 
et al. 
(1993) 

Trickett, 
Aber, 
Carlson, & 
Cicchetti 
(1991) 

effects of 
domestic 
violence on 
children's 
behaviour 
problems 
and 
depression 

SES and 
child abuse 

Israel 

Washington, 
D C , US 

from lower-
class families; 
identified 
through social 
service 
records. 

physically 
abused 
children, 
controls 

110(61 
boys, 49 
girls) 

132 
(Study 1 -
37 
physically 
abused 
(62% 
boys, 38% 
girls), 53 
controls 
(62% 
boys, 38% 
girls); 
Study 2 -
21 abused 
(67% 
boys; 
33% 
girls); 21 
controls 
(67% 
boys; 
33% girls) 

10.6 yrs 
(range: 8-
12 years) 

children: 
4-8 yrs 
(Study 1 
— abused 
5,84 yrs, 
controls 
5.68 yrs; 
Study 2 -
- abused 
6.2 yrs. 
control 
6.13 yrs); 
children's 
mothers 

Severity and 
frequency of 
abuse were both 
addressed in 
recruitment of 
subjects: 

two studies: 
HCMP and 
NIMH 

witnessing 
spousal 
abuse, 
victims of 
domestic 
violence. 
both, non-
abused 
(controls) 
(excluded 
sexual abuse) 

Study 1: 
physical and 
sexual abuse, 
neglect, 
emotional 
maltreatment, 
inadequate 
child rearing. 
authoritarian 
parenting; 
Study 2: 
physical 
abuse(no 
sexual 
abuse). 
authoritarian 
parenting. 

Records made 
by social 
workers in the 
Department of 
Family 
Services in 
Jerusalem and 
Tel Aviv, 
Israel 

Common to 
both studies: 
Family 
Environment 
Scale. Child 
Reading 
Practices Q-
Sort 

fear. anxiety. 
depression, low 
self-esteem 

fear. anxiety, 
depression, low 
self-esteem 

children: 
Children's 
Depression 
Inventory, Youth 
Self-Report (to 
assess behaviour 
problems); 
parents: Child 
Behaviour 
Checklist 

Child: Peabody 
Picture Vocabulary 
Test-r-Revised 
{receptive 
language skills); 
mother: Child 
Behavior Checklist 

Low correlation 
between children's 
and parents' ratings 
(r=.01 tor =.30). 
Behaviour problems 
in children were 
predicted by 
children's and 
mother's ratings, not 
by fathers'. 

Control group: no 
relationship 
between number of 
problems and SES; 
Abuse group. 
problems and SES 
posilively 
associated 

Results 
suggest 
source of 
information 
must be 
taken into 
account. 

cross-
sectional 
data (no 
infonnation 
about 
causality). 
results may 
not 
generalize to 
other 
populations 
(e.g., rural 
poor, middle 
to upper 
classes); 
data 
presented as 
correlations 
in graphs do 
not always 
indicate 
magnitude 
of 
correlation 
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Ystgaard, 
Hestetun, 
Loeb, & 
Mehlum 
(2004) 

comparison 
of childhood 
physical and 
sexual abuse 
to other 
severe 
childhood 
adversity as 
predictors of 
suicide 
attempts and 
self-
mutilation 

Oslo, 
Norway 

Patients who 
had attempted 
to overdose 
or injure 
themselves 
and were 
parasuicidal 
when 
admitted to 
hospital were 
included in 
study; 72% 
major 
depression, 
55% anxiety 
disorder, 26% 
PTSD, 24% 
borderline 
personality 
disorder; 41% 
alcoholic 

74 (35% 
men, 65% 
women) 

36 
(range: 
16-82) 

Age at time of 
abuse, abuser, and 
whether abuse 
was repeated 
were recorded. 

Sexual abuse. 
physical 
abuse. 
neglect. 
antipathy 
from parents, 
loss of 
parents, 
severe 
discord in 
family 

Childhood 
Experience of 
Care and 
Abuse 
(CECA) 
interview 
schedule 

suicidality, alcohol participants were 
abuse iiiterviewed at 

hospital intake; 
DSM-IV diagnoses 
(Norwegian Mini-
International 
Neuropsychiatric 
Interview); The 
Alcohol Use 
Disorder 
Identification Test 
(AUDIT), Self-
mutilation also 
recorded. 

35% reported 
severe sexual abuse; 
18% severe 
physical abuse, 
27% neglect, 34% 
antipathy, 37% loss 
of caregiver; 31% 
exposure to family 
violence. Physical 
and sexual abuse 
were independently 
associated with 
repeated suicide 
attempts(controlling 
other childhood 
adversity; odds ratio 
4.13 for physical, 
7.07 for sexual 
abuse). No other 
childhood adversity 
was related to 
chronic suicidal 
behaviour. 

Small 
sample size 
(limited 
analyses) 
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Physical health 

Fuller-
Thomson & 
Brennenstuhl 
(2009) 

childhood 
physical abuse 
and cancer, 
controlling for 
other risk 
factors (stress, 
health 
behaviours, 
SES) 

Manitoba and 
Saskatchewan, 
Canada 

regional 
response rate 
was 84% for 
survey 

13,092 
(5,751 
male, 
7,341 
female) 
For 
analyses, 
ranged 
from N = 
12,947 to 
N = 
12,485 in 
the fully 
adjusted 
model 

mean not 
reported; 
range: 
12-80+ 

Individuals who 
responded "yes" 
to the question: 
"Were you ever 
physically abused 
by someone close 
to you?" were 
considered to 
have been abused 

Moeller & 
Bachmann 
(1993) 

Rates of 
childhood 
abuse, 
association of 
childhood 
abuse with 
adult physical 
and 
psychological 
health 
problems. 

US (all 50 
states) 

gynecology 
clinic patients 
(668 of 1,108 
patients who 
were sent 
surveys); 
predominantly 
Caucasian 
(92.5%), 
middle class, 
and college 
educated 

668 
(100% 
women) 

mean 
33.6 yrs, 
range 16-
76 yrs 

childhood 
physical abuse 
(controlling for 
childhood 
stressors (e.g. 
parental divorce). 
adult health 
behaviours, adult 
SES) 

physical abuse 
(termed "physical 
contact"), sexual 
abuse ("sexual 
contact"). 
emotional abuse 

2005 Canadian 
Community 
Health Survey 

8-page, self-
administered, 
mail-back 
questionnaire. 
Questions 
addressed 
family history. 
physical and 
psychological 
health, and 
childhood 
stressful events 
and abuse 

cancer 

physical and 
mental well-
being ~ 
Objective: 
number of 
hospitalizations 
for illnesses that 
did not involve 
surgery, and that 
did involve 
surgery; 
Subjective: self-
assessment of 
overall health, 
physical 
condition, 
psychological 
health. 

2005 Canadian 
Community 
Health Survey 

8-page, self-
administered 
questionnaire to 
be mailed in 
(1,108 
questionnaires 
mailed out; 671 
returned; 668 
sufficiently 
complete) 

7.4% reported 
physical abuse. 
5.7% had been 
diagnosed with 
cancer. RESULTS: 
Childhood physical 
abuse associated 
with 49% higher 
odds (95% CI, 1.10-
2.01) of cancer 
adjusting for age, 
sex, race. Odds 
decreased to 47% 
higher odds (95% 
Cl' 1.05-1.99) when 
controlling for 
childhood stress, 
adult health 
behaviours, and 
adult SES. 

53% of sample 
reported physical, 
sexual, and/or 
emotional abuse; 
abuse was 
associated with 
subjective poor 
health, more 
hospital visits and 
surgeries; multiple 
abuses were 
associated with 
worse consequences 

Extreinely 
limited 
assessment 
of abuse. 

Used both 
objective 
and 
subjective 
outcome 
measures 
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Medically unexplained symptoms 
" • psychosocial US 

factors and 
Inflammatory 
Bowel ' 
Syndrome 
(IBS) 

Drossman et 
al. (1999) 

206 
(female) 

not 
specified 

Article only very 
briefly discusses 
a previous study 
of women with 
IBS and abuse 
histories. 

sexual abuse, 
physical abiise 

discussed only 
briefly in study 
introduction 

gastrointestinal 
illness, health 

clinical care Functional IBS: 
53% reported 
sexual or physical 
abuse, 31% 
reported rape; 
Organic IBS; 37% 
with organic disease 
reported abuse, 
18% reported rape. 
Regardless of 
diagnosis, women 
with history of 
abuse reported more 
symptoms, more 
pain, and multiple 
somatic symptoms 
(7.1 vs5.8, p< 
.001) and had more 
surEeries(2.7 vs. 
2.0rp<.0l). 

Discussed 
introduction 
to article 
only 
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Heim et al. 
(2006) 

early adverse 
experience and 
risk for chronic 
fatigue 
syndrome 
(CFS) 

Wichita, 
Kansas, US 

43 cases with 
CFS, 60 
without, 
identified 
from a 
general 
population 
sample of 
56,146 adults. 
Included only 
7 non-
Caucasian 
individuals. 

103(8.5% The mean 
men, age of the 
81.5% sample 
women) was 50.5 

years. 

case control study 
desieri 

physical abuse, 
sexual abuse, 
emotional abuse, 
emotional 
neglect, physical 
neelect 

Childhood 
Trauma 
Questionnaire 
(CTQ) 

CFS, 
psychopathology 
(depression, 
anxiety, PTSD) 

CFS medically 
diagnosed; 
Lifetime and 
current 
psychiatric 
disorders 
assessed using 
the Diagnostic 
Interview 
Schedule for 
DSM-IV ; Self-
rating 
Depression 
Scale; State-
Trait Anxiety 
Inventory; 
Davidson PTSD 
Scale 

Exposure to 
childhood trauma 
was associated with 
a 3-to 8-fold 
increased risk for 
CFS across 
different trauma 
tvpes. Subjects with 
CFS had 
significantly higher 
overall childhood 
trauma scores than 
controls (F5,97 = 
4 099; P=.002). 
There were 
significant 
correlations 
between the overall 
CTQ scores and the 
symptom scores for 
depression, anxiety, 
and PTSD (all P < 
.001). 

Clinically 
diagnosed 
CSF; 
community 
sample 
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Helm et al. 
(2009) 

replicate 
findings on the 
relationship 
between 
childhood 
trauma and risk 
forCFSandto 
evaluate the 
association 
between 
childhood 
trauma and 
neuroendocrine 
dysfunction in 
CFS 

Georgia, US 113 
persons 
with CFS 
and 124 
well 
control 
subjects 
identified 
froiri a 
general 
population 
sample of 
19,381 
adults 

44 years. Severity of abuse 
Among was considered. 
the 
sample. 
21.9% 
were 
male. 
24.5% 
were 
nonwhite, 
and 3.8% 
were 
Hispanic 

sexual, physical. 
and emotional 
abuse and 
emotional and 
physical neglect 

Childhood 
Trauma 
Questionnaire 
(CTQ) (self-
reported abuse 
and neglect) 

CFS, 
psychopathology 
(depression. 
anxiety, and 
posttraumatic 
stress disorder). 
HPA-axis 
function 

CFS status 
(diagnosed 
through clinical 
interview); 
Lifetime and 
current DSM-IV 
Axis I 
psychiatric 
disorders were 
assessed using 
the Diagnostic 
Interview 
Schedule for 
DSM-IV non-
melancholic 
major 
depression, 
anxiety 
disorders, and 
PTSD); Self-
rating 
Depression 
Scale; State-
Trait Anxiety 
Inventory; 
Davidson PTSD 
Scale; salivary 
Cortisol 
responses to 
awakening on a 
regular workday 
within 3 days of 
clinic visit 

Exposure to 
childhood trauma 
was associated with 
a 6-fold increased 
risk of CFS. Sexual 
abuse, emotional 
abuse, and 
emotional neglect 
were most effective 
in discriminating 
CFS cases from 
controls 

Categorized 
individuals 
based on 
interpretation 
ofthe 
severity of 
their abuse 

80 



McCauley et 
al. (1997) 

prevalence of 
and correlates 
to childhood 
physical or 
sexual abijse in 
adult women 

Baltimore, 
Maryland, US 

4 community-
based. 
primary care 
internal 
medicine 
practices; 
patients were 
excluded if 
non-English 
speaking, ill. 
intellectually 
disabled, or if 
a companion 
refused to 
leave the 
patient alone 
to complete 
the survey. 

1,931 
(100% 
women; 
204 
abused as 
children; 
470 
abused as 
children 
and 
adults; 
1,257 
never 
abused) 

mean not 
reported. 
18+ 

Examined abuse 
during childhood 
and adulthood; 
470 women who 
indicated they 
were abused as 
children and 
adults were 
excluded. Abuse 
diagnosis based 
on few items. 

physical abuse, 
sexual abuse 

Women's 
Health 
Questionnaire -
- included 
questions on 
childhood and 
adult abuse 

CFS, physical 
symptoms. 
psychological 
symptoms. 
alcohol abuse. 
illicit drug use 

Women's Health 
Questionnaire -
the CAGE 
questions for 
alcohol use. 
Symptom 
Checklist-22 
(SCL-22) for 
psychological 
symptoms, other 
self-report 
questions 

22% reported 
physical or sexual 
abuse before age 
18, 8.5% reported 
both, 6.1% reported 
only physical abuse; 
7.2% reported only 
sexual abuse. 
Women who 
reported abuse as 
children but not 
adults (N = 204) 
had more physical 
(P< 001) and 
psychological 
symptoms (p < 
.001), drug and 
alcohol use, and 
suicide attempts 
than those never 
abused. 

Does not 
address 
severity of 
abuse. Uses 
few 
questions to 
diagnose 
abuse. Large 
sample. 
Women 
only; results 
unlikely to 
generalize. 
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3.2.a Effects on mental health 

Experience of abuse and maltreatment during childhood have been identified and 

extensively discussed as causes of developmental psychopathology (e.g., Cicchetti & 

Toth, 1995; Widom, 2000). Child abuse and maltreatment impact a variety of 

developmental areas and domains of psychological functioning. As children, the targets 

of abuse tend to be fearful, anxious, depressed, and low in self-esteem (Emery, 1989; 

Sternberg et al., 1993; Trickett et al., 1991). The mental health outcomes associated 

with child abuse may also be long-lasting, impacting individuals into adulthood, and 

may take the form of diagnosable disorders or sub-threshold problems (Ronan & 

Feather, 2009). A broad domain of psychological and mental health problems have been 

identified as associated with early abuse. Researchers have identified academic and 

cognitive challenges associated with childhood abuse, including intellectual deficits 

(e.g., Malinosky-Rummell & Hansen, 1993; Salzinger, Feldman, Hammer, & Rosario, 

1993), general academic challenges (e.g.. Battle et al., 2004; Bierer et al., 2003; 

Malinosky-Rummell & Hansen, 1993; Salzinger et al., 1993), and language delays (e.g., 

Bierer et al., 2003; Battle et al., 2004). Problems with social interaction and social 

relationships (e.g.. Battle et al., 2004; Bierer et al., 2003; Malinosky-Rummell & 

Hansen, 1993; Salzinger et al., 1993) and self-esteem (e.g.. Battle et al., 2004; Bierer et 

al., 2003; Emery, 1989; Sternberg et al., 1993; Trickett et al., 1991) have also been 

noted. 

Affect regulation theory suggests that a consequence of child abuse is that the child is 

deprived of love, and the deprivation of love then leads to an over-active desire to gain 

satisfaction not only through love, but'through a range of addictive behaviours (Carter, 

1998; Reynaud, 2010). Thus, on the basis of affect regulation theory, children who 

experience harsh parenting should be more likely to show addictions. This is just one of 

several mechanisms that lead to an association between child abuse and addictive 

behaviour. Stressed organisms cope poorly with their environment in multiple ways, 

and the neuroendocrine effects of stress resulting from child abuse (Hyland, 2011) will 

lead to poorer coping and therefore a greater tendency to engage in maladaptive 

addictive practices. The affect regulation theory and stress theories are linked, however, 

in that there are neuroendocrine changes associated with deprivation of love. Thus, 

affect regulation theory is, form a biological point of view, similar to stress Jheory in 

that both suggest the same neuro-endocrine and immune changes associated with lack 
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of love/stress, namely enhanced hypothalamic-pituitary-adrenal axis activity and 

increases in the inflammatory response system. 

Relationships between childhood abuse and personality disorders have been noted not 

only in clinical populations, but also in community samples of individuals with sub

clinical symptoms (Gibb, Chelminski, & Zimmerman, 2001; Grover et at., 2007; 

Johnson, Smailes, Cohen, Brown, & Bernstein, 2000). Depression has been noted as 

associated with early abuse and negative parent-child relationships in many studies 

(e.g., Emery 1989; Finkelhor & Dziuba-Leatherman, 1994; Malinosky-Rummell & 

Hansen, 1993; Pelcovitz et al., 2000; Sternberg et al., 1993; and Trickett et al., 1991). 

Pelcovitz et al. (2000) also noted that dysthymia, attention deficit hyperactivity disorder 

(ADHD), conduct disorder, and oppositional defiant disorder were associated with 

histories of abuse. 

Individuals with a history of abuse during childhood have been found to be more likely 

to take sexual risks (Senn, Carey, & Vanable, 2008; Hahm, Lee, Ozonoff, & Van Wert, 

2010), to engage in substance abuse (e.g., Finkelhor & Dziuba-Leatherman, 1994; 

Malinosky-Rummell & Hansen, 1993; Moran, Vuchinich, & Hall, 2004), to engage in 

violence in and out of the home (Finkelhor & Dziuba-Leatherman, 1994; Malinosky-

Rummell & Hansen, 1993), and to engage in higher-than-average rates of criminal 

activity (Finkelhor & Dziuba-Leatherman, 1994; Malinosky-Rummell & Hansen, 

1993). Other studies, in both the US and in Oslo, Norway, have found a history of abuse 

to be linked to suicidality in both adolescents and adults (Hahm et al., 2010; Roy & 

Janal, 2006; Ystgaard, Hestetun, Loeb, & Mehlum, 2004). 

The research evidence indicates that individuals who experience abuse and 

maltreatment during childhood are more likely to experience mental health problems 

and psychological challenges, ranging from delayed language acquisition to depression 

and suicidality. However, because abuse and maltreatment are often assessed by 

retrospective reports, the accuracy of information regarding childhood experiences 

(particularly when reported by individuals with mental illnesses) has been questioned. 

Nevertheless, the relationship between abuse and mental health challenges is apparent. 
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3.2.b Effects on physical health 

Some of the short-term physical health consequences of abuse during childhood are 

obvious. Children have been noted to have broken bones, minor and severe brain 

damage, and even to die as a result of physical injuries (Johnson, 2000). However, the 

health-related impact of childhood abuse and childhood experiences can also be long-

term and far-reaching, impacting health into adulthood. Specifically, childhood abuse 

and trauma have been found to be associated with arthritis (Fuller-Thomson, Stefanyk, 

& Brennenstuhl, 2009), cancer (Fuller-Thomson & Brennenstuhl, 2009), and heart 

disease (Fuller-Thomson, Brennenstuhl, & Frank, 2010). Using both an objective 

assessment (number of hospital stays and surgeries) and a subjective assessment (self-

reported overall physical health), Moeller and Bachmann (1993) examined the 

association between self-reported history of childhood abuse and adult physical health 

in a sample of 668 American, female gynecological patients who responded 

anonymously to a mail-in survey. Among the sample, individuals with a history of 

abuse were found to have significantly more hospital visits and surgeries, and lower 

subjective ratings of their own health. 

Unlike mental and psychological health issues, for which there may be disagreement 

regarding diagnoses, many physical health issues (e.g., heart disease, cancer) can be 

objectively measured. Questions may remain regarding the accuracy of accounts of 

early abuse and early experiences, but the physical health outcome variables are 

quantifiable. The pattern found between early childhood abuse and adult physical health 

problems is parallel to that of abuse and mental health problems; individuals who 

experience childhood abuse are at higher risk for physical ailments. 

3.2.C Effects on medically unekplained symptoms and functional diseases 

Medically unexplained symptoms and diseases occur when an individual has symptoms 

of disease (e.g., pain) but no specific physiological abnormality or cause can be 

identified. Various functional diseases have been identified; functional diseases are 

defined by recognised clusters of symptoms that may co-occur relatively commonly but 

still have no identifiable physiological cause. In addition to mental health and physical 

health symptoms, researchers have identified medically unexplained symptoms and 

functional diseases that do not have apparent organic causes as being associated with 

childhood abuse and maltreatment (e.g., medically unexplained symptoms, Roelofs & 

Spinhoven, 2007). Researchers have suggested that, when attempting to determine the 
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etiology of illnesses that have prolonged symptoms and no apparent organic cause, 

physicians should obtain a patient history with attention given to previous trauma 

(Rimsza, Berg, & Locke, 1988). Childhood abuse has also been found to be associated 

with pseudo-seizures (epileptic fits that occur without the brain activity typical of 

epilepsy; Fleisher et al., 2002) and Chronic Fatigue Syndrome (CFS; Heim et ai. 2006; 

Heim et al., 2009; McCauley et al., 1997). In summarizing the long-term impact of 

childhood sexual abuse, Berkowitz (2000) noted somatic symptoms (e.g., irritable 

bowel syndrome, chronic pelvic pain, eating disorders) and higher-than-average rates of 

use of health care resources during adulthood. In an examination of the relationship 

between sexual and physical abuse and gastrointestinal illness, Drossman et al. (1999) 

suggested that psychological distress may be the cause of bowel motility disorders and 

that individuals with a history of abuse may be more likely to experience or perceive 

gastrointestinal pain even after the cause of the pain has subsided. 

In summary, just as with more easily categorized mental health and physical health 

problems, unexplained medical symptoms and functional disease have been found to be 

significantly and positively correlated with childhood abuse. These illnesses without 

apparent organic causes may be a particularly interesting and informative avenue of 

research for the long-term impact of early childhood experiences, because these non

organic illnesses may have their roots in human psychological experiences. How do 

early childhood experiences shape individuals' long-term interpretation of and 

experience of the world around them? 

3.3 Explaining disease 

A growing body of research evidence regarding the relationship of experience with 

disease is consistent with the infornet theory. For example, research has found that 

foetal stress is associated postnatal reactivity to stressors and later health problems (e.g., 

Wadhwa, 2005; Harding, 2001), including deficient brain development (e.g., Lou, 

Hansen, Nordentoft, et al., 1994). New studies, especially those of two exceptionally 

well-documented cohorts in Helsinki, strongly suggest that coronary heart disease and 

the disorders related to it develop through a series of interactions between the individual 

and his or her environment (e.g., Forsen, Eriksson, Tuomilehto, et al. 1997; Frankel, 

Elwood, Sweetnam, Yarnell, & Smith, 1996). The associations between slow foetal. 
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infant, and childhood growth and later coronary heart disease are strong and graded 

(Barker, 2002). 

Saudi Arabian parenting practices often involve verbal abuse, physical punishment, and 

a lack of encouragement to express personal thoughts and feelings. Based on the Barker 

hypothesis, infornet theory, and related findings, it is predicted that verbal abuse and 

physical abuse (punishment) are more detrimental to individuals' health. Being targeted 

with abuse elicits a protective response, prompting the infornet alarm bell to ring and 

the physiological system to respond as though the general situation is negative and 

threatening. 

Abuse is an atypical experience, but disease is common. Individuals diagnosed with 

diseases may report a history of abuse. However, it is important to note that, eventually, 

the majority of people develop diseases, and so nearly everyone who has been abused 

ends up with a disease. Previous research has not adequately determined whether 

individuals who have been abused are more likely to become diseased (or become 

diseased at younger ages, with specific types of diseases) than individuals who were not 

abused. 
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Chapter 4 

Overview of the thesis 

The work conducted in this thesis is presented in seven studies. Study I, presented in 

chapter 5, used qualitative interviews to develop an understanding of Saudi Arabian 

individuals' perspective on the influence of their culture and society in shaping positive 

behaviour. These interviews were used to inform the development of the APSQ. 

The Arabic Parenting Style Questionnaire (APSQ) was developed as a culturally 

appropriate scale for assessing parenting in Saudi Arabia. This thesis presents the 

development of the APSQ. The APSQ was used to test hypothesised relationships 

between childhood experiences (e.g., verbal insults and physical beating by parents) and 

adult physical health, mental health, and overall well-being. Expanding on existing 

research literature, the relationship of childhood parent-child relationships with health 

and well-being among typical individuals, individuals with diagnosed medical illnesses, 

and individuals with mental health challenges (substance abuse addictions) were all 

investigated. 

In Study 2 (chapter 6) and Study 3 (chapter 7), the APSQ was developed and its 

relationships with existing assessment tools were explored. Chapter 6 focuses on the 

development and validation of the new scale, which has two versions. One version of 

the APSQ is called the "child APSQ" and instructs respondents to respond based on 

their experiences with their parents when the respondents were between six and 18 

years of age; the other version, the "adult APSQ", asks about experiences when 

respondents were 18 years of age or older. Study 3 had two aims: to compare the new 

APSQ with a small number of existing scales that may measure related constructs, and 

to select which version (child or adult) of the APSQ to use in the next study. In Study 3, 

the APSQ's relationships with the GQLS, the Big Five Inventory (BFI), and the 

Parental Authority Questionnaire (PAQ) were explored. 

In Study 4 (chapter 8), relationships between the APSQ and health- and wellness-related 

outcomes within a normal Saudi Arabian sample were identified and discussed. 

Specifically, chapter 8 addresses the correlation of the APSQ with the Minor Health 

Complaints Questionnaire (MHCQ), the Positive and Negative Affect Scale (PANAS), 
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the Satisfaction with Life Scale (SLS), and the GQLS among a sample of typical, Saudi 

Arabian participants. 

Chapters 9 and 10 report studies examining the relationships between childhood 

experience and various health- and wellness-related outcome variables among samples 

of Saudi Arabian adults who were diagnosed as having multiple substance abuse 

addictions. Two samples of Saudi Arabian individuals with addictions were examined 

in these studies. One sample was examined in chapter 9, and a separate sample was 

examined in chapter 10. The aim of the study discussed in chapter 9 was to examine the 

correlation of the APSQ with wellness-related variables assessed using the MHCQ, 

PANAS, SLS, and GQLS among a sample of Saudi Arabian individuals with substance-

abuse addictions. Chapter 10 addresses the question of whether experiencing harsh 

parenting practices during childhood and experiencing discouragement from expressing 

feelings during childhood are related to later depression. Chronic Fatigue Syndrome 

(CFS), minor health complaints (measured using the MHCQ), and Borderline 

Personality Disorder (BPD) in individuals with substance abuse addictions. 

In chapter 11, parent-child relationships were used to predict differences between 

individuals with specific diseases compared with individuals who had not been 

diagnosed with diseases. The results of this study show that harsh parenting during 

childhood and discouragement from emotional expression during childhood were 

associated with an increased incidence of cancer, heart disease, and asthma in later life. 

However, when harsh parenting and encouragement were entered into a simultaneous 

multiple regression, only abuse predicted major disease. 

Finally, in chapter 12 the studies presented in the previous chapters are examined and 

discussed collectively and the overarching questions presented in this thesis are 

addressed. 
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Chapter 5 

Study 1: Saudi Arabians' perspectives on the determinants of 

good and bad behaviour 

Abstract 

Aim: The goal of the study presented in this chapter was to explore Saudi Arabians' 

perspectives on factors leading to positive (i.e., socially acceptable) behaviour from 

children. 

Methods and Participants: The study utilizes a qualitative, interview-based design. 

Thirty male participants from Saudi Arabia (M= 33.70 years, SD - 8.96 years), divided 

into six focus groups with five participants per group, took part in the study. 

Participants were recruited such that they represented a range of ages, from 20 to 50 

years, and had a variety of educational backgrounds. 

Results: The participants reported that relationships between parents and children play 

a critical role in shaping children's personalities. Most of the participants identified the 

parent-child relationship as a predictor of children's positive behaviours, health, and 

future. They also suggested that they expect aspects of parent-child relationships to 

predict the development of positive or negative thinking (optimism or pessimism). 

Discussion: Drawing on participant interviews, it is concluded that two primary, 

important issues are likely to influence behaviour, namely parent-child relationships and 

religion. 

Key words: Positive approaches, optimism, self-esteem, gratitude, achievement, 

forgiveness, religion, parent-child relationship. 
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5.1 Introduction 

Relatively little attention has been given to Arabs and Muslims in the mental health 

research literature, and attention to Saudi Arabia has been lacking (Dwairy, 2006). Due 

to this inattention, little is known to psychologists about the perceptions and experiences 

of Saudi Arabians. A qualitative, interview-based study was conducted to explore Saudi 

Arabians' subjective, phenomenological reports of factors impacting their health, well-

being, and skills for coping with stress. The results of this qualitative study shaped the 

questions addressed in the remainder of the thesis. Specifically, the results of this study 

provoked interest in parenting styles and their roles in the parent-child relationship, with 

the parent-child relationship as a factor that might have long-term impact on 

individuals' health and well-being. The analyses presented below focus on this topic. 

The aim of this first study was not to address the issue of harsh parenting, but the results 

did suggest that harsh parenting was an important topic to explore. 

As seen in chapter 2, research addressing the impact of parenting styles on children's 

well-being and development in the Arab world is also relatively meagre. Due to this 

inattention, little is known to psychologists about the perceptions and experiences of 

Saudi Arabians. In later stages of this research, the qualitative study presented in this 

chapter was considered important to the development of the APSQ because it informed 

the inclusion of topics in the questionnaire based on Saudi Arabians' perspectives. 

However, the aim of this study was not to develop a scale to measure harsh parenting -

that aim emerged from the data only after the study was carried out. 

5.2 Methods 

5.2.a Rationale 

The current study involves social interaction with and interviews of participants. Based 

on ethics and religion-abased social custom in Saudi Arabia, it is not generally 

appropriate for men to interact with women who are not in their families. To facilitate 

the current study, conducted by a male researcher (the author), only male participants 

were included. In an attempt to select a sample that was as representative of the Saudi 

population as possible, men with varying levels of education and with ages between 20 

and 50 years were-recruited to participate. 
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A booklet of positive coping techniques was acquired and used for the current study. 

These techniques have been researched in the literature of positive psychology (e.g., 

Joesph & Linley, 2005; Seligman, Steen, Park, & Peterson, 2005; Seligman, Rashid, & 

Parks, 2006), and some have formed the basis for self-help techniques by other doctoral 

students in the research group to which I belonged (e.g., Geraghty, Wood, & Hyland, 

2010a; Geraghty, Wood, & Hyland, 2010b; Wood, Froh, & Geraghty, 2010). The 

booklet was developed using existing material and includes discussion of optimism and 

gratitude as other useful techniques. One reason for using these positive psychology 

techniques is that they are consistent with Muslim beliefs. Thus, positive psychology as 

a concept is suitable for use with the Muslim population of Saudi Arabia. 

5.2.b Participants 

The author recruited a total of 30 participants who were evenly distributed into the six 

groups specified in Table 5.1. The groups were divided such that there were three age 

levels (i.e., 20-30 years, 31-40 years, and 41-50 years) with two education levels (i.e., 

educated, non-educated) for each age level. Individuals with a Bachelor's degree or 

education beyond a Bachelor's degree were considered "educated," and individuals who 

had not attained secondary school certification were considered "non-educated". All 30 

participants were residents of Alhasa, Saudi Arabia. 

Table 5.1 Study 1 sample characteristics 

Education Level 
Educated Non-educated 

Age Group 
20-30 years old 

31-40 years old 

41-50 years old 

5 participants 
(Group 1) 

5 participants 
(Group 3) 

5 participants 
(Group 5) 

5 participants 
(Group 2) 

5 participants 
(Group 4) 

5 participants 
(Group 6) 

5.2:c Recruitment 

The author approached the Civil Social Developmental Committee (CSDC) in Omran, 

Alhasa and asked them to advertise the study. Males who were between the ages of 20 

and 50 years were asked to contact the author by email or telephone. During the initial 

contact, face-to-face meetings were arranged. During the face-to-face meetings, the 

author explained the purpose of the study by stating that the study would be exploring 
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the participants' perspectives on how to improve well-being, and they would be asked 

to evaluate different ways of improving well-being. Participants, all of whom were 

men, were invited to take part. Individuals who agreed to participate gave their written 

consent to take part in the study, and a convenient time when each group could meet 

was scheduled. An introduction, translated from English to Arabic, was presented to all 

participants at the group meeting. The meeting was in a room provided by CSDC in 

Omran. The study was limited to men because the researcher was male. In Saudi 

Arabia, it would not be permitted for a male researcher to interview females, except 

they were to be accompanied by a male member of their family. I felt that such a 

limitation would reduce the validity of the data collected from females, because their 

views would be interpreted by their male chaperones. 

All participants gave informed consent and the studies were deemed ethical by 

University of Plymouth's Human Ethics Committee and were consistent with the Code 

of Ethics of the World Medical Association (Declaration of Helsinki) for experiments 

involving humans. 

5.2.d Procedures 

The groups were provided with booklets presenting various, general approaches to life 

(i.e., coping strategies) that are considered positive, including optimism, self-esteem, 

gratitude, achievement, and forgiveness techniques (see Appendix A). A 10-minute 

presentation on these techniques was also provided to the participants. The presentation 

and questions were in the Arabic language, which all participants spoke fluently. Audio 

from the entire session was recorded digitally. Following the meeting, the researcher 

transcribed the recording in Arabic; the transcripts were later translated from Arabic to 

English. The English translations were given to Arabic-English bilingual translators to 

backtranslate to Arabic. The backtranslated transcriptions were then compared to the 

original transcriptions to identify translation problems; no problems were found. 

The interview passages were analysed, and the most frequently discussed topics were 

noted. The approaches that participants considered to be most important (as stated by 

the participants during interview) and the approaches that participants most frequently 

discussed were identified for further analyses (below). 
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Table 5.2 Interview guide questions for discussion of each positive life technique 

The questions for each technique 
1. What do you like about the technique? 
2. What do you dislike about the technique? 
3. Which is your favourite technique? 
4. Which of the techniques would you like to have if you were depressed? 

5.3 Qualitative analyses 

During the discussions with the participants, several themes that explained the 

participants' preference for one technique (e.g., optimism) over the other options 

emerged. The method of analysis was interpretative phenomenological analysis (IPA). 

The aim of IPA is to gain insight into the phenomenological world of the participant, 

bearing in mind that this understanding will be conditioned by the experimenter's own 

experience (Smith, Flowers, & Larkin, 2009). In this procedure I listened to the tapes of 

the interviews on several occasions each time trying to understand the categories of 

meaning that the participant was trying to express. My aim was to understand the world 

of the participant by forming categories of statements made by the different participants. 

I found that the themes each participant discussed could be classified as related to one 

of two broad issues, religion or the parent-child relationship. Thus, for this group of 

participants, their experience seemed to revolve around these two topics, at least in the 

answers they gave to the cues with which they were presented. In the following sections 

I describe the cues and examples of responses given by some participants. 

For purpose of the following interview transcriptions and to protect the identities of the 

participants, each participant is provided with an identification number. The 

identification number lists first the individual's randomly assigned number within the 

group (i.e., PI is participant 1, P2 is participant 2), and then the individual's group 

number (i.e., Gl is group 1, which consisted of 5 educated men between 20 and 30 

years of age; G4 is group 4, which consisted of 5 non-educated men between 31 and 40 

years of age; see Table 5.1 for group details). 

5.3.a Religion 

Several participants indicated that their choice of a preferred coping technique was 

affected by religious beliefs. There were 10 participants who reported this. The 

researcher asked the participants: 

Which is your favourite technique? 

The first participant, PlGl said: 
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Of course, I believe that the most important technique is optimism because it is 

the hope of life and without this technique we would never have been able to 

mature. It is excellent and very applicable. I like it because our religion 

recommends that we be optimists, not pessimists. Moreover, it helps us to go 

through life without stressors. In addition, there is one factor remaining which is 

the rearing by parents. That is a very important factor. 

In response to the same question, another participant, P2G5 said: 

I think optimism is the most important technique and it appears to be where 

religion enters. Because humans are naturally inclined to nature and all that is 

sacred and supernatural. Also, optimism has a strong presence in the association 

of rehgion and God. Furthermore, I think using this technique requires 

recognition of culture and understanding of the situation so that the technique 

can be used. I believe that all techniques require a kind of awareness and it 

might be required to learn them from an early stage of our lives. For example, 

parents have a main role in cultivating all positive behaviours in their children. 

P2G2 said: 

I like the best technique which is gratitude because it is related to religion. But I 

think all the positive behaviours are dependent on the parents, how they deal 

with their children. 

P2G4 said: 

1 think there is a strong correlation between optimism and self-esteem. If I can 

be confident, I think it is possible to be optimistic. And we can generate the 

optimism from the religion. 

P1G5 said: 

I think all these techniques are behaviours. All of them are very nice, but it is 

difficult for them to exist in a person automatically. We need to learn these 

behaviours from the beginning of our lives. Particularly, it is important to learn 

them during the childhood stage. 

And P3G5 said: 

I like all these techniques and I hope I can perceive all these techniques in 

myself. And self-esteem technique, the person must know and have the potential 

so that the technique can be used. In conclusion, that the interest is more than 

just gestures of self-esteem. Furthermore, all techniques require training and 

practice over our lives, particularly, by our parents. 
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As a follow-up to asking the participants which technique they each preferred, the 

researcher asked the participants: 

What do you like about the technique? 

P4G4, who discussed optimism as his favourite technique, said: 

The religious and the parent-child relationship factors are crucially important. 

Also, I assess all techniques from the perspective of these factors. I imagine that 

this technique has considerable positive effect. 

P1G2 also discussed optimism. In addition, P1G2 said: 

I never forgot any favour that had been done for me. Neither will I forget to 

thank God and learn to respond, including replying to others as I can do. In 

addition, I am grateful to my parents who assisted me to be positive. 

A participant who identified forgiveness as his favourite technique, P1G3, said: 

It is nice to live this life and not carry grudges against people and be tolerant of 

others in order to fulfil a happy and comfortable life. This is what our religion 

teaches us. 

Another participant who also said forgiveness was his favourite technique, P5G3 said: 

I think it is difficult to cultivate a spirit of tolerance in each individual. As well, I 

believe that they interfere with the religious side too. When a person has a strong 

belief and faith, he or she is more likely to be able to forgive other people. 

A participant who said optimism was his favourite technique, P4G3, said: 

I think that there are many benefits for people in our society. The person is 

happy or tends to be positive or negative when he or she feels that life is 

beautiful and those experiences are influenced by parents during the child's 

development. As well, there were directives from Islam religion to do that. 

The researcher also asked the participants: 

Which of the techniques would you like to have if you were depressed? 

In response, P2G4 said: 

Forgiveness is a very good technique because everyone should utilise this 

technique. Yet, it is a part of our religion. 

And, P3G5 said: 

We should know who requires these techniques. Because this issue depends very 

much on the type of situation, such as tolerating abuse by a person or a financial 

issue or a religious contract. The second point is the amount of things. If we 

assess who requires this technique? I return to the rule of religious and parental 
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styles... As mentioned in the Holy Quran: 'And the (faithful) slaves of Most 

Gracious (Allah) are those who walk on the earth in humility and sedateness, 

and when the foolish address them (with negative words) they reply back with 

mild words of gentleness'. In short, a culture of forgiveness requires identifying 

and also requires introducing the concept of confrontation because I think it 

would be effective. 

In summary, the participants indicated that religion is very important for learning 

positive coping techniques and approaches to life, and religion plays a significant role in 

shaping people's behaviour overall. The majority of the participants also shared the 

belief that commitment to religion is related to and dependent on parental guidance and 

the parent-child relationship. 

5.3.b Parent-Child Relationship 

Several participants indicated that their lives and behaviours were affected by their 

parents and discussed how parents teach their children to determine whether a particular 

behaviour is good or bad. Participants discussed these issues when responding to the 

researcher's questions about the various techniques. For example, the researcher asked: 

Which is your favourite technique? 

In response, very generally, P2G3 said: 

I think all techniques are taught techniques. But the important issue is that we 

should learn them in the childhood stage with our parents. 

In response to the same question, P3G2 discussed gratefulness. He said: 

I think it is the best technique for me. Particularly, gratefulness... To perceive 

that there are people who changed the course of my life to be much better. 1 feel 

I must give those people with thanks and gratitude. Particularly, my parents have 

taught me to be grateful for others because the others are what really matters. 

Many participants discussed optimism. For example, P3G1, said: 

The optimism technique motivates the person to be much better and to have 

good future. Also, I believe that optimism is linked to the level of motivation of 

the person. But, I think it depends on how we learn it from our parents. 
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P4G3 said: 

I remember my parents, when I was a child, they said, 'stay optimistic, not 

pessimistic' 1 believe that positive thinking and positive action are preceded by 

always being optimistic. 

Also discussing optimism, P1G4 said: 

Optimism technique is very excellent. Quite frankly [ have experienced it before 

and I felt comfortable psychologically. So, I tend to be positive because my 

parents taught me to be positive. 

Another participant, P1G5, discussed optimism as well and said: 

I think our societies do not have a spirit of optimism. As well, 1 think it is 

excellent technique to develop the lives of the community or in families with 

their children. 

Finally, P1G6 discussed optimism and positive thinking. He said: 

Years ago I was looking for a job, and I had been frustrated. 1 received words 

from my father. He informed me that, if you think well you will be in a good 

situation, but if you think negatively, then you will be in a negative mood and 

you perceive everything as black. After that, 1 always think positively; after a 

couple months I got a job. 

To follow-up on discussion of participants' favourite techniques, the researcher asked: 

What do you like about the technique? 

Discussing optimism, P2G2 said: 

I think optimism technique is not related to the person but it is related with our 

family, and we can gain these techniques as long as the person experienced [the 

techniques] when he or she was a child. What did he or she learn from the 

parents? Therefore, all of us could be taught to be optimist or pessimist. 

P1G2 had discussed forgiveness and he said: 

Yes, forgiveness could remove a lot of problems and negative thinking. In 

addition, my parents always encouraged me to forgive other people. 

The researcher also asked participants: 

Which of the techniques would you like to have if you were depressed? 

P3G4 said: 

I think all the techniques; we could use them daily. I tried to use this technique 

in advance and I got many benefits. As well, this technique plants and develops 
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the enthusiasm, and makes you look forward. Moreover, everyone can have this 

technique if his or her parents assisted them to practise these techniques. 

And P3G5 highlighted central issues, saying: 

I think the most critical factors here are the religious factor and educational 

factor. 

The majority of the participants stated that positive behaviours are associated with 

maintaining optimism, being forgiving, and being grateful, all of which can be learned 

from one's parents. Moreover, some participants mentioned that the self-esteem 

promoting technique supports and promotes other techniques (e.g., forgiveness) in that 

individuals who feel good about themselves are more able to use these techniques. In 

addition, most of the participants indicated that they thought their relationships with 

their parents had affected their later physical or mental health, and their tendency to be 

optimistic or pessimistic. 

5.4 Discussion 

According to the participants, there are two critical factors that contribute to and shape 

people's behaviour. The first factor is religion (universally Islam in the current sample) 

and the second is the parent-child relationship. The majority of the participants 

indicated that they believe that how parents raise their children and what parents teach 

their children are of vital importance in shaping the children's behaviour, their 

personalities, and the quality of their lives. In Saudi Arabia, the parent-child 

relationship is linked closely with the way children are punished and encouraged by 

their parents. Thus, any further examination of the parent-child relationship needs to 

take these factors into account. 

Despite the new shift in emphasis for this thesis, there are several limitations of this 

study, which must be taken into consideration alongside the study's results. These 

limitations include the fact that the participant sample included only men and the fact 

that the participants were given a booklet to review and then discuss. Given that only 

men were included in the sample and that the Saudi Arabian culture treats men and 

women quite differently, it cannot be assumed that the results would generalise to 

women (who may or may not have very different relationships with their parents and 

with their children). The prompting of the participants to discuss coping techniques and 

skills by first providing the participants with a list of potentially useful and healthy 
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techniques is likely to have limited the number of responses (favourite techniques) the 

participants listed and also shaped the participants' discussion of how these techniques 

are learned. There may have been an increased focus on the parent-child relationship 

and particularly on religion because the booklet of techniques was selected based on its 

being culturally appropriate and consistent with Islam (i.e., promoting techniques also 

promoted by Islam). 

Although religion was also an important determinant as reported by participants, 

religion is a sensitive topic in Saudi Arabia, and there is a good deal of mistrust between 

Sunni and Shia communities. The recent unrest in the middle East includes increased 

conflict between these communities, and there are political issues which have been 

simmering for a long time. I am a member of the minority Shia community, and any 

attempt to examine religion with the Sunni community would be considered very 

negatively by that community. So religion was not examined in future studies. 

In summary, the interview participants indicated that the parent-child relationship was 

important in shaping children's futures - but how? What aspects of the parent-child 

relationship were important? In the next chapter, the concept of the parent-child 

relationship and how it has been measured and assessed in previous work will be 

discussed, and then a new assessment tool will be introduced. 

Arab societies overall, and Saudi Arabian society specifically, have not garnered a large 

amount of research attention from psychologists. In order to understand and explain 

behaviour in Saudi Arabia scientifically and systematically, research is necessary. The 

Saudi context is also a rich context for conducting research examining human 

behaviour, particularly as related to religion, because Saudi Arabia has gone through 

many economic and social changes in recent decades and yet religion continues to play 

a central role in the culture. 
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Chapter 6 

Study 2: Development and Psychometric Analysis of the 

Arabic Parenting Style Questionnaire (APSQ) for use in 

Saudi Arabia 

Abstract 

Aim: The aim of this study was to develop and provide initial validation of an Arabic 

Parenting Style Questionnaire (APSQ) for use in Saudi Arabia. 

Participants: The sample of participants who took part in this study includes 548 Saudi 

students (442 male, 106 female) whose ages ranged from 19 to 40 years (M = 23.53 

years, SD = 4.47 years; 80.7% male, 19.3% female) and who were living in the United 

Kingdom (UK). 

Methods and Results: All the participants completed two sets of questionnaires. Factor 

analysis (Principal Axis Factoring, or PAF) using orthogonal rotation (varimax with 

Kaiser normalization) was conducted in order to identify the number of factors 

underlying participants' responses to the original questionnaires (17 items). On basis of 

the analyses, a 10-item form of the APSQ was developed. 

Discussion: The 10-item APSQ was found to demonstrate adequate psychometric 

properties. The 10 items could be divided into three factors, which were descriptively 

labelled as harsh parenting, encouragement, and family preference. 

Key words: Parent-child relationship, psychometric analysis, developing, harsh 

parenting, encouragement, and family preference. 
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6.1 Introduction 

To many people - including lay people and researchers alike - parents play the central, 

principal role in shaping the development of children. Other individuals, such as 

extended family and other caregivers, may offer nurturance and social interaction, but 

the ultimate responsibility for young children usually belongs to their parents. Across 

cultures, societies, and history, the parent-child relationship has been emphasised 

(Barnard & Solchany, 2002). 

Saudi Arabian parents' child-rearing practices have been scrutinized and widely 

criticized, and have gained increasing public attention (Achoui, 2003). A variety of 

sources have made recommendations for how to improve parenting. Psychologists, 

educators, and other authorities have contributed their perspectives (Dwairy, 2006). As 

discussed in previous chapters, public policy has mandated changes in how children are 

treated by creating laws related to the care and protection of children in Saudi Arabia as 

well as in other countries. All of these modifications in the way Saudis interact with 

their children and how Saudis perceive their roles as parents have not come about 

overnight, nor have changes been uniform. 

The impact of parents and parenting style in one culture cannot be presumed to be 

identical to those in another culture. Parenting and child-rearing occur in the context of 

a broader environment, whether identified as the extended family, the town or city in 

which the family lives, or a broad society and culture. A particularly noteworthy and 

potentially important example is authoritarian parenting. In the West, authoritarian 

parenting styles have been found to be associated with negative mental health outcomes 

for children (e.g., Dwairy, 2004; Dwairy & Menshar, 2006). In Arab countries, a very 

weak relationship between authoritarian parenting and children's poor health has been 

found (Dwairy et al., 2006). Furthermore, children and youth in Arab countries have 

been found to not complain about authoritarian parenting (e.g., Hatab & Makki, 1978) 

or about abusive-aggressive behaviour from teachers (e.g., Dwairy, 1998). Researchers 

have suggested that, within Arab cultures, children consider punishment a normal duty 

of parents and teachers, and see punishment as justified (e.g., Achoui, 2003). Of course, 

overgeneralisations are to be avoided. Saudis do differ from one another in their child-

rearing practices. Nonetheless, generally speaking and at a cultural level, punishment 

styles perceived as abusive in other cultures may be quite common in Saudi Arabia. In 

one study, 78.1% of a sample of teachers and parents in Saudi Arabia considered 
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corporal punishment an acceptable for controlling children's behaviour (Al-Dahash, 

1996). 

After the Gulf War and with the increase of social policy concerns, particularly 

advocacy for children's welfare and for education, issues in Saudi Arabia and 

specifically Muslim issues have become more prominent in the global view. When 

looking at parenting styles and child welfare, Saudi society is of particular interest 

because it is considered among the stricter societies compared to other Arab and 

Muslim societies. The current study focuses on the development of a parent-child 

relationship scale for use in Saudi Arabia. The objective was to construct and examine a 

parent-child relationship scale for individuals to use in describing their own experiences 

with their parents. The resulting scale can be used in empirical research to address 

questions regarding the impact of child-rearing practices on individuals' long-term well-

being, mental health, and physical health. 

The overall goal of developing a scale for assessing parent-child relationships in Saudi 

Arabia was achieved through several steps, discussed in this chapter. First, an initial 

Arabic Parenting Style Questionnaire (APSQ) was developed. Second, the initial APSQ 

was modified on the basis of qualitative feedback from a panel of Saudi Arabian 

individuals. Third, two parallel version of the APSQ (one to address parent-child 

relationships in childhood, and one to address parent-child relationships during 

adulthood) were examined to determine if their underlying factor structures were the 

same. The APSQ was further modified on basis of the factor analysis results so as to 

derive a clearer factor structure for each form of the scale. Finally, after items were 

removed from each questionnaire, the reliability of the new subscales and the inter-

correlation of the subscales with each other were examined. 

6.2 Existing questionnaires 

There are several scales for use in assessing various aspects of parent-child 

relationships, but the majority of them only take into account the parents' perspective. 

Only a few scales look at the children's perspective on their relationships with their 

parents. Currently existing parent-child relationship assessment tools are listed and 

described below, then critically discussed. 
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6.2.a Parent as respondent 

1. The Child-Parent Relationship Scale. This scale was developed by Robert C. 

Pianta (1992) and is used to assess the relationship between a parent and child 

from the parent's view. The scale consists of 15 items to which parents respond 

using a five-point Likert scale. The response options are "'definitely does not 

apply," "not really," "neutral/not sure," "applies somewhat," and "definitely 

applies." Parents use these response options to indicate how accurately the 

description included in the corresponding item describes their relationships with 

their children. 

2. The Parent-Child Relationship Inventory (PCRI). This inventory, developed 

by Anthony B. Gerard (2005), consists of seven subscales, Parental Support, 

Satisfaction with Parenting, Involvement, Communication, Limit Setting, 

Autonomy, and Role Orientation. The PCRI was developed to investigate 

parents' views of the task of parenting and their encouragement of their children. 

This inventory was designed for use with mothers or fathers of children between 

the ages of three and 15 years. The results of the PCRl provide a clear, 

quantified description of the parent-child relationship, including identification of 

areas in which problems are more likely to occur. 

6.2.b Child as respondent 

3. The Parental Authority Questionnaire (PAQ). This 30-item questionnaire was 

developed by Buri (1991). The PAQ was created to assess parental styles such 

as permissive, authoritarian, and authoritative parenting from the child's 

perspective, with no particular age limit or specification for the 

child/respondent. Individuals respond to the questionnaire, choosing answers 

that best characterise their parents' behaviour. Answers are provided using a 

five-point Likert scale, with response options of "strongly disagree," "disagree," 

"neither agree nor disagree," "agree," and "strongly agree." 

4. The Parenting Style Questionnaire (PSQ). The PSQ was developed by Smith et 

al. (1996) and consists of five subscales, namely warmth, punitiveness, 

overprotection, accurate monitoring, and neglect. An individual responds to the 

items using a three-point scale to indicate how accurately each item describes 

that individual's parent. That is, the questionnaire is designed to assess parenting 
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behaviour from the child's point of view. Example response options include, "a 

lot like my mum," "a bit like my mum," and "not at all like my mum." 

5. Invalidating Childhood Environment Scale (ICES). The ICES was developed 

by Mountford, Corstorphine, Tomlinson, and Waller (2007) and is a self-report 

measure designed to assess individuals' childhood environments (as reported in 

Haslam, Mountford, Meyer, & Waller, 2008). This scale consists of 14 items to 

which individuals respond using a five-point Likert scale with answers ranging 

from "never" to "all the time". 

6. The Childhood Trauma Questionnaire. This 28-item questionnaire was 

developed by Bernstein and Fink (1998) to measure four components of abuse. 

Emotional Abuse, Physical Abuse, Sexual Abuse, and Physical Neglect. The 

Childhood Trauma Questionnaire is used with adolescents between 12 and 17 

years of age (as reported in Spertus et al., 2003). 

7. Family Environment Scale (Children's Version). This scale was designed by 

Pino, Simons, and Slawinoski (1984) and is used to measure the child's 

subjective view of his or her family environment. 

8. The Child's Report of Parental Behavior Inventory (CRPBI). This 

questionnaire was designed by Lovejoy, Weis, O'Hare, and Rubin (1999) to 

assess child-rearing behaviours (see Stein, Epstein, Raynor, Kilanowski, & 

Paluch, 2005; Schaefer, 1965). The CRPBI includes 56 items. 

All of the scales described above were developed in the West. These Western scales 

may not appropriate for use in Saudi Arabia because the research and theory on which 

the questionnaires were based does not necessarily generalise across cultures, 

particularly across cultures as disparate as the Western and Saudi Arabia (Patterson, 

1978). 

Several scales have been developed in Arabic countries, including Egypt, Qatar, 

Kuwait, and Saudi Arabia, to assess various aspects of parent-child relationships. 

However, for a number of reasons, these questionnaires cannot be assumed suitable for 

use in present-day Saudi Arabia. First, many of the existing questionnaires that were 
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developed in Arab countries are quite old. Finding copies of these questionnaires is 

quite difficult and pertinent psychometric information about them is sparse. 

Furthermore, the content of the questions included on the scales is potentially outdated. 

For example, the Parent-Child Relationship Scale was developed by AInofa'ai in 1985 

(see Barakat, 2000). Saudi conditions and culture have changed dramatically since 

1985, and especially in the last 20 years, in part because of dramatic economic and 

education-related changes that have taken place in Saudi Arabia with the discovery of 

oil, oil revenue, and the business systems developed to support the oil business. As 

discussed in chapters 1 and 2, parenting and beliefs about appropriate parenting 

practices versus child abuse have also changed in the recent past. Given the changes to 

culture and social conditions, questionnaires that were developed long ago cannot be 

assumed to address the issues that are important today. 

Second, research conducted in Arab cultures that has used scales brought in from the 

West has indicated that the existing Western scales may not be suitable for use in Arab 

countries. Psychological scales that are commonly used in Saudi Arabia and that are 

"̂  already available in Arabic were evaluated in research conducted by Kariri (2005) at 

King Saud University in Saudi Arabia. Kariri's findings showed that the majority of the 

scales that are often used in Saudi Arabia are not appropriate for the Saudi population 

because they were simply translated from the English language to the Arabic language 

without attention to cultural differences and norms and without standardization of the 

scales. For the majority of scales used in Saudi Arabia, there is a lack of attention to 

issues of reliability and validity. Other scales have been examined in single, restricted 

regions of Saudi Arabia, but it cannot necessarily be assumed that the scales would 

behave in the same way, with the same levels of reliability and validity, in very different 

regions of the country. The existing scales can be used in the Saudi Arabian context 

only with caution, because the suitability of the scales may not generalise from their 

region of origin to Saudi Arabia. 

The scales described above are not suitable for us in the current research for multiple 

reasons. First, many of the scales assess how parents view the task of parenting and how 

they feel about their children, which are not the variables of interest in the current work. 

Indeed, none of the existing scales assess verbal insult or abuse, nor do they examine 

parents' encouragement or discouragement of their children. Bernstein and Fink's 

(1997) Childhood Trauma Questionnaire addresses the topic of emotional abuse, but 
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only in the context of relatively severe child abuse. Verbal insult and abuse, and 

discouragement of self-expression, are both central variables of interest in the current 

study, but the study aims to examine the impact of abusive parenting broadly, not to 

exclusively assess the impact of child abuse. 

The second reason none of the questionnaires discussed above are suitable for the 

current research is that none of the existing scales contain items to assess factors that 

may be critical for understanding parent-child relationships within the Saudi culture. 

For example, the questionnaires do not include items that ask about insulting children, a 

behaviour that is quite common in Saudi Arabia. The existing scales also fail to address 

issues of parents' preferential treatment or favouritism of male versus female children, 

which may also be an important factor in Saudi Arabian culture. 

Third, the majority of the existing questionnaires use Likert scales for responses, but the 

scales are very limited in range (e.g., 1-5). The restricted range of responses may not 

allow adequate discrimination between participants who report having been frequently 

and severely abused versus occasionally but mildly abused or occasionally but severely 

abused. Discrimination among different frequencies of abusive treatment is important in 

order to determine the impact of different levels of abuse (e.g., severe-but-rare versus 

mild-but-chronic). In my scale, 1 decided to focus on the frequency of harsh parenting 

and encouragement because focusing on these narrow topics provided a simple form of 

quantification (in terms of frequency of events) that cannot be obtained from a severity 

score, because a severity score will always involve some degree of judgement. 

However, by focussing on frequency, it is possible that I may have missed some 

important aspect of harsh parenting. Chapter 10 examines yet another aspect of harsh 

parenting - its predictability. However, the results suggested that frequency by itself 

does provide a useful measure of harsh parenting. 

6.3 Methods 

6.3.a Participants 

Participants in this study were 548 Saudi students, including 442 (80.7%) males and 106 

(19.3%) females, all of whom were studying in the UK at the time of data collection. 

The participants' ages ranged from 19 to 40 years, with a mean age of 23.5 years {SD = 

4.5). All participants gave informed consent and the studies were deemed ethical by 

University of Plymouth's Human Ethics Committee and were consisteint with the Code 

106 



of Ethics of the World Medical Association (Declaration of Helsinki) for experiments 

involving humans. 

6.3.b Scale development 

The typical method of scale development begins with the generation of a large pool of 

potentially questionnaire items, followed by administration of that pool of items to a 

suitable sample and then use of factor analysis to reduce the number of items on an 

empirical basis. The goal is to select a relatively small number of items to assess 

meaningful, statistically reliable factors. The use of factor analysis produces a construct 

valid scale, but not necessarily a content valid scale. A scale has content validity if it 

covers the domains of interest that an external observer believes to be important 

(Anastasi, 1971). The method used here was to start by developing a content valid scale 

and then reduce the items using factor analysis. Content validity was the focus of 

attention in the first instance as there was a theoretical rationale for selecting items with 

particular content. 

Language 

The participants in this study are Arabic speaking, so the author generated the original 

questionnaire items in Arabic. Each item in the questionnaire was translated by the 

author from Arabic to English. The translation was as literal as possible. Next, the 

Arabic translation of the questionnaire was presented to three bilingual English-Arabic 

speakers, all of whom speak Arabic natively, for back-translation into Arabic. 

Subsequently, the back-translated versions of the questionnaire were compared to the 

original, Arabic questionnaire by the other qualified professionals. Finally, a qualified 

native English speaker checked the back-translated items with regard to how similar 

they were in meaning to the original scale items. 

Development of initial item set (10 items) 

A list of 10 items was developed by the author for administration to participants who 

took part in this study. The items were selected to address three content areas or topics; 

all 10 items are presented in Table 6.1, below. The first topic area is harsh parenting and 

includes four items to investigate verbal and physical aspects of how parents may 

behave harshly towards their children. The second topic area, which includes three 

items, addresses the encouragement and how (or whether) parents encourage their 

children to express their perspectives and feelings. The third topic area is family 
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preference, or whether parents preferred the respondent to his or her siblings or vice 

versa, and includes three items. Instructions indicated that respondents were to complete 

the questionnaire by selecting the most appropriate response from a five-point Likert 

scale of potential responses, including "never," "once a year," "once a month," "once a 

week." and "at least once every day." Responses indicated the frequency with which the 

parents of the individual completing the questionnaire engaged in the behaviour 

described in each item. 

Table 6.1 The 10 original items on the Arabic Parenting Style Questionnaire (APSQ) 

Topic Area: Harsh Parenting 
1. Did your parents verbally insult you? 
2. Were you beaten by your parents? 
3. Did your parents verbally insult you in front of others? 
4. Were you beaten by your parents in front of others? 

Topic Area: Encouragement 
5. Did your parents discourage you from expressing your opinions freely? (R) 
6. Did your parents discourage you from speaking frankly when expressing your own opinions? (R) 
7. In general, were you encouraged to express your opinion by your parents? 

Topic Area: Family Preference 
8. Did your parents prefer you to your siblings? 
9. Did your parents prefer your siblings to you? 
10. Did you feel that your parents did not care about you? 

Note: Items marked with an "(R)" are reverse-coded. 

Extension of initial item set through qualitative study (16 items) 

In order to evaluate the completeness of the 10-item questionnaire that was developed in 

the previous step, a focus group of Saudi Arabian students living in the UK was utilized. 

The researcher met 20 Saudi students (13 males, 7 females) in the Saudi Arabian 

Cultural Bureau in London. During this meeting, the 20 participants were given copies 

of the 10-item scale. The participants were asked to read the scale and provide their 

comments and feedback critiquing the items included on the scale. 

The participants suggested seven additional items, which are presented in Table 6.2, 

below. The items were identified as addressing the topics of harsh parenting practices 

and encouraging the expression of thoughts and encouragement. When examined 

qualitatively in terms of content, some of the items might be considered to bridge the 

topics of harsh parenting and encouragement. For example, the items "Did your parents 

criticise you verbally because you expressed your own opinion on life around you?" and 
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"Did your parents beat you because you expressed your own opinion of life around 

you?" address the issue of whether children incurred verbal insults, criticism, or 

physical harm as a result of expressing their own thoughts or encouragement. The final 

item that was added, "Did your parents keep something (e.g., a stick) for beating you?" 

used a Yes/No response scale and so was not combined with other items in the 

questionnaire, but rather examined separately. 

The new total item set included 16 items with seven items addressing harsh parenting, 

seven items addressing encouragement, and three items addressing family preference. 

Table 6.2 Seven additional items added to the APSQ 

1. Did your parents encourage you to speak frankly when e.xpressing your own opinions? 
2. Did your parents criticise you verbally because you expressed your own opinion on life around you? 
3. Did your parents beat you because you expressed your own opinion of life around you? 
4. How often did you lie to your parents for fear of punishment? 

5. Did your parents encourage you to be badly behaved? (R) 

6. Did your parents encourage you to be well behaved? 

7. Did your parents keep something (e.g., a stick) for beating you? (Yes / No) 

Note: Items marked with an "(R)" are reverse-coded. 

Participants also suggested that the response scale should be an eight-point scale 

(instead of a five-point scale), and that answer options should be "never," "once in my 

live," "once a year," "once every 6 months," "once a month," "once a week," "once 

every 2 or 3 days," and "at least once every day." Use of such an expanded scale allows 

respondents to distinguish in more detail between treatment they experienced rarely, 

with moderate frequency, or very often. 

Finally, the participants suggested that the scale should be more age-specific, or ask 

about parental treatment during different periods of childhood. Parents' interactions 

with and behaviour towards their children are expected to changes as the children 

mature and progress through developmental stages. How parents treat their children is 

likely to differ when the children are young and dependent versus when the children are 

in college, are adults, or are married and have their own children. Therefore, two 

versions of the APSQ were created, the first one asking about experiences between^ges 

six and 18 years, and the second asking about parents' treatment of children aged 18 

years and above. 
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Another reason for creating two versions of the questionnaire was to examine whether 

individuals who report current or ongoing negative treatment from their parents also 

report having been treated similarly as children. If someone experiences abusive 

behaviour as an adult, they are more likely to have experienced it as a child (e.g., Yates 

& Wekerle, 2009). If results from the scales at both ages (child APSQ and adult APSQ) 

were highly correlated, the strong relationship between the two measures would suggest 

the reports are accurate. 

6.4 Methods 

16-item APSQ: Completion and factor analysis 

The Saudi Arabian Cultural Bureau in London was asked to permit the collection of 

data in the embassy in London and in Saudi clubs across the UK. Permission was 

granted, and then potential participants were informally approached at the embassy and 

Saudi clubs. The purpose of the study was explained in a personal meeting with each 

potential participant, and each individual was then invited to take part in the study by 

completing the Arabic form of the APSQ. Participants who were interested in 

participating were asked to review, complete, and sign an informed consent form. 

Participants were given a copy of the consent form, a participant information form, and, 

after completion of the questionnaire, a debriefing form. 

6.4.a Participants 

A total of 548 individuals (442, or 80.7%, male, and 106, or 19.3%, female) whose ages 

ranged from 19 to 40 years (M = 23.53 years, SD = 4.47 years) took part in this study. 

All participants were living in the UK when the study was conducted. 

6.5 Analyses 

To determine whether the items included in the APSQ appear to be related to each other 

as predicted, grouping into the harsh parenting, encouragement, and family preference 

categories the items were generated to assess, common factor analyses (Principal Axis 

Factoring, PAF) were used. Participants' responses to items 1 through 16 on both the 

child and adult form of the APSQ were analysed with the assumption that latent 

variables underlie participants' responses. However, before considering the factor 

analyses, participants' responses to the single binomial response (Yes /No) item in the 

APSQ were examined. These results may be considered to yield a general idea of the 

level of negative parenting practices experienced in the sample, if questionnaire 
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respondents whose families kept objects for beating them on hand also actually beat the 

respondents. The frequency of "Yes" and "No" responses to the item, "Did your parents 

keep something (e.g., a stick) for beating you?" are presented in Table 6.3. More 

participants (N = 118, or 21.5% of the sample of 548) indicated that their parents had an 

object for beating them on hand when they were children (between ages 6 and 18) than 

when they were adults (N - 20). There was not a significant difference between 

responses from men and from women for either age group (based on percentages 

indicating yes and no), though there were more men than women in the sample. 

Table 6.3 Did your parents keep 

Sex N {%) 

something (e.g., a stick): 

"Yes" "No" 

for beating you? 

T Sig. 

Child APSQ 

Combined 

Male 

Female 

548(100%) 

442 (80.7%) 

106(19.3%) 

118(21.5%) 

94(21,3%) 

24 (22.6%) 

430 (78.5%) 

348 (78.7%) 

82(77.4%) 

n/a 

0.31 

n/a 

0.76 

0.76 

Adult APSQ 

Combined 

Male 

Female 

548(100%) 

442 (80.7%) 

106(19.3%) 

20(3.6%) 

14(3.2%) 

6 (5.7%) 

528 (96.4%) 

428 (96.8%) 

100(94.3%) 

n/a 

1.23 

n/a 

0.22 

0.10 

Next, the 16-item APSQ forms were analysed using PAF to identify the smallest 

number of meaningful and useful factors that account for the common variance in the 

items that comprise the questionnaire. A large sample of participants is necessary for 

this type of analysis, to account for and minimize the impact of the random effects that 

tend to occur in samples (e.g., Tabachnick & Fidell, 2001). Various recommendations 

regarding adequate sample size have been made, including a general recommendation of 

1,000 participants (Comrey, 1973), and ratios of five to 10 participants per item 

(Gorsuch, 1983). In the current study, there are 548 participants and 16 items to be 

included in the factor analysis, a ratio of more than 34 participants per item. Based on 

Gorsuch's (1983) recommendation, the sample is considered adequately large for factor 

analysis. However, sample size is not the only issue to be considered when determining 

if data are adequate for factor analysis. The data from participants' responses in this 

study are also suitable for PAF because they are complete (all participants responded to 

all questionnaire items) such that none of the data must be estimated or imputed, and the 

participants' used the full range of potential responses (I through 8 on the Likert scale). 



Principal Axis Factoring (PAF) of the 16-item APSQ 

For both scales, common factor analyses (Principal Axis Factoring, PAF) with 

orthogonal rotation (varimax with Kaiser normalization) were conducted to examine the 

component structure underlying the participants' responses to the 16 items (the Yes/No 

question was not included in the factor analyses) in the questionnaire. To determine the 

number of factors in each solution, the scree plots were visually inspected. The scree 

plots were slightly ambiguous but showed inflexions suggesting a three-component 

solution for both forms of the APSQ (see Figures 6.1 and 6.2). 

Figure 6.1 Scree plot associated with factor analysis of the 16-item child APSQ 

Factor Number 

The loadings of the 16 items onto the factors that were retained in the three-factor 

model are included in Table 6.4. The text of each item appears in the first column, and 

each item's loading onto each factor appears under that factor number, in the right-hand 

columns. Items that load most strongly on factor I are listed first, on factor 2 second, 

and on factor 3 last. The items are listed in order of descending magnitude; of loadings 

such that the first item listed on each factor is the item that loads most strongly on that 

factor. For each item, the item's strongest loading (or loadings in the case of 

crossloading) appears in boldface. Crossloadings are identified when the highest 

loading is not greater than .20 more than the second highest and/or second and third 

highest loadings. 
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Table 6.4 Factor analysis (PAF) of the child APSQ 

Rotated Component Matrix 

Item Text 

6. In general, were you encouraged to express your opinion by your 
parents? 

10. Did your parents encourage you to speaic frankly when expressing 
your own opinions? 
8. Did your parents encourage you to be well behaved? 

Factor 

1 2 

1. Did your parents verbally insult you? 
2. Were you beaten by your parents? 
3. Did your parents verbally insult you in front of others? 
4. Were you beaten by your parents in front of others? 
13. How often did you lie to your parents for fear of punishment? 
12. Did your parents beat you because you expressed your own opinion 
on life around you? 

15. Did your parents prefer your siblings to you? 

16. Did you feel that your parents did not care about you? 
14. Did your parents prefer you to your siblings? 

9. Did your parents discourage you from expressing your opinions? (R) 

5. Did your parents discourage you from speaking frankly when 
expressing your own opinions? (R) 

11. Did your parents criticise you verbally because you expressed your 
own opinion of life around you? 

7. Did your parents encourage you to be badly behaved? (R) 

.73 

.76 

.72 

.71 

.51 

.45 

.25 

.15 

001 

-.27 

-.40 

.35 

-.06 

.18 

.12 

.17 

-.01 

.27 

.26 

.59 

.57 

.55 

-.48 

-.45 

.39 

-.29 

-.04 

-.03 

-.11 

-.22 

.08 

.06 

-.19 

-.30 

-.002 

-.06 

.14 

.11 

-.11 

.10 

-.03 

-.005 

.04 

-.07 

.001 

.77 

.74 

.58 

Note: Items marked with an "(R)" are reverse-coded and have corresponding negative 
loadings on their primary factor. 

For the child APSQ, items 5, 9, II, and 12 were identified as crossloading on multiple 

factors, as indicated by the bolded loading indices in the three columns on the right of 

the table. In addition, item 7 loaded particularly weakly (|.29|) on the factor on which it 

loaded most strongly, factor 2. 

Figure 6.2 Scree plot associated with factor analysis of the 16-item adult APSQ 

Factor Number 
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.74 

.71 

.67 

.63 

.61 

-.52 

-.02 

.05 

.00 

-.09 

-.08 

.05 

-.05 

.07 

-.05 

.24 

.31 

-.41 

The factor analysis results are presented for the adult APSQ in the same format as for 

the child APSQ. 

Table 6.5 Factor analysis (PAF) of the adult APSQ 

Rotated Component Matrix Factor 

Item Text I 2 

4. Were you beaten by your parents in front of others? 
2. Were you beaten by your parents? 
12. Did your parents beat you because you expressed your own opinion on 
life around you? 
I. Did your parents verbally insult you? 
3. Did your parents verbally insult you in front of others? 
5. Did your parents discourage you from speaking frankly when expressing 
your own opinions? (R) 
II. Did your parents criticise you verbally because you expressed your own .49 .09 .41 
opinion of life around you? 
9. Did your parents discourage you from expressing your opinions? (R) -.43 -.07 -.39 

7. Did your parents encourage you to be badly behaved? (R) -.31 .10 -.24 

6. In general, were you encouraged to express your opinion by your parents? -09 .83 -.05 
10. Did your parents encourage you to speak frankly when expressing your .03 .83 -.09 
own opinions? 
8. Did your parents encourage you to be well behaved? -.03 .72 .07 
16. Did you feel that your parents did not care about you? .05 -.21 .68 
15. Did your parents prefer your siblings to you? .08 -.01 .63 
13. How often did you lie to your parents for fear of punishment? .35 -.10 .37 
14. Did your parents prefer you to your siblings? .04 .09 .34 

For the adult APSQ, items 5, 9, and 11 were again identified as crossloading, and items 

7 and 13 were also identified as crossloading. As with the child form of the APSQ, item 

7 was identified as having weak loadings across all three factors. 

For both versions of the scale, a three-factor solution yielded three separate groups of 

items. However, as mentioned immediately above, there were some items that loaded on 

more than one factor, and item 7 loaded weakly on all three factors. Examination of the 

crossloading items indicated that they did not load clearly onto the factors statistically, 

and they were also ambiguous in terms of content or interpretation. For example, item 

11 ("Did your parents criticise you verbally because you expressed your own opinion of 

life around you?") crossloaded onto multiple factors for both the child and adult forms 

of the APSQ, and it addresses both the children's expression of their thoughts and their 

parents' verbal insults or criticism. 
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The items with crossloading on multiple factors were removed in order to retain only 

the univocal items, or those that loaded strongly on a single factor. The same items were 

removed from both the child and adult APSQ such that the scales were kept consistent, 

or included the same items. On this basis, items 5, 9, and 11 (which crossloaded on both 

the child and adult APSQ), item 12 (which crossloaded on the child APSQ), and 13 

(which crossloaded on the adult APSQ) were removed. Item 7 was omitted because it 

failed to load clearly or strongly on any single factor in either the child or the adult 

APSQ. 

Factor Analysis (PAF) of the lO-item APSQ 

After the six items were removed, factor analyses specifying a three-factor solution and 

using an oblique (oblimin) rotation were conducted using participants' responses to the 

remaining 10 items. An oblique rotation was used because there was no theoretical basis 

for expecting the factors to be orthogonal. Results of these factor analyses (for both 

versions of the 10-item scale) are presented in Table 6.6 and Table 6.7. The child and 

adult APSQ were analysed separately, and their associated underlying factor structures 

are presented separately, below. 

Visual inspection of the scree plot associated with the 10-item child APSQ clearly 

indicated retention of a three-factor solution, based on the appearance of an elbow in the 

curve after the eigenvalues associated with factor 3 on the scree plot (see Figure 6.3). 

Figure 6.3 Scree plot of the factor analysis (PAF) of the 10-item child APSQ 

Factor Number 

The loadings of each item of the child APSQ onto each of the three factors, as per the 

oblimin rotated three-factor PAF, are presented in Table 6.6. The factor solutions are 
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presented with the items organized by their loadings on each respective factor. Items are 

ordered such that those loading most strongly on each factor are listed first. Each item's 

strongest associated loading is indicated in bold. The items are numbered as they 

appeared on the questionnaire form, so items 5, 7, 9, II, 12, and 13 are missing. 

For the child APSQ, all 10 items were found to clearly load onto a single factor, with no 

crossloading and no weak loadings. The first factor, which accounts for the greatest 

amount of variance in participants' responses to the questionnaire, includes items 

dealing with the harsh parenting of children, individually or on the front of others. The 

second factor includes items addressing encouraging children to openly express their 

views. The third factor consists of items focused on the parents preference of the 

children (i.e., compared to siblings). 

Table 6.6 Structure matrix resulting from factor analysis (PAF) of the 10-item child 

APSQ 

Structure Matrix Factor 

Item Text I 2 3 

2. Were you beaten by your parents? 

i. Did your parents verbally insult you? 

3. Did your parents verbally insult you in front of others? 

4. Were you beaten by your parents in front of others? 

.80 -.05 .27 

.75 -.07 .30 

.73 -.16 .26 

.72 -.27 .12 
10. Did your parents encourage you to speak frankly when expressing your own 
opinions? 

6. In general, were you encouraged to express your opinion by your parents? 

8. Did your parents encourage you to be well behaved? 

-.12 .76 -.13 

-.19 .75 -.12 

-.09 .61 -.03 

15. Did your parents prefer your siblings to you? 

16. Did you feel that your parents did not care about you? 

14. Did your parents prefer you to your siblings? 

.39 -.15 .85 

.29 -.26 .64 

.09 .03 .54 

Visual examination of the scree plot associated with the factor analysis of the adult 

APSQ did not provide a clear basis for selecting a factor solution. An elbow appears in 

the scree plot after the eigenvalue associated with the fourth factor. Other criteria -

specifically interpretability of the factor solution and number of items per factor - were 

considered in order to determine the number of factors in this solution; the number of 

factors retained in the child APSQ was also considered. Organization of the items in 
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three factors, shown in Table 6.7, yielded the same clear and interpretable factors as 

identified in the chjld APSQ. If the four-factor solutions suggested by the scree plot 

were retained, the factors would necessarily include too few items, with at least two 

factors including no more than two items. The two-item factors were not considered 

useful or meaningful. The three-factor solution was thus adopted. 

Figure 6.4 Scree plot of the factor analysis (PAF) of the 10-item adult APSQ 

Factor Number 

Table 6.7 Structure matrix resulting from factor analysis (PAF) of the lO-item adult 

APSQ 

Structure Matrix 

Item Text 

Factor 

1 2 3 

1. Did your parents verbally insult you? 

3. Did your parents verbally insult you in Front of others? 

2. Were you beaten by your parents? 

4. Were you beaten by your parents in front of others? 

76 

72 

71 

59 

-.12 
-.12 

.02 

-.03 

.21 

.27 

.13 

.10 

10. Did your parents encourage you to speak frankly when expressing your own opinions? 

6. In general, were you encouraged to express your opinion by your parents? 

8. Did your parents encourage you to be well behaved? 

15. Did your parents prefer your siblings to you? 

16. Did you feel that your parents did not care about you? 

14. Did your parents prefer you to your siblings? 

-.02 

-.15 

-.03 

.22 

.17 

.11 

.85 

.83 

.70 

-.05 

-.25 

.08 

-.07 

-.09 

-.01 

.92 

.52 

.48 

The resulting APSQ forms 

Following the analyses of the full and the 10-item forms of the APSQ, both the child 

APSQ (for retrospective report of experiences between ages 6 and 18) and the adult 

APSQ (for report from age 18 and up) included 10 items loading onto three factors. 
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Each factor is descriptively named, appearing in the left-hand column of Table 6.8. The 

items loading onto each factor are listed next to the factor names in the table. In the final 

questionnaire, the Harsh Parenting factor includes four items, the Encouragement factor 

includes three items, and the Family Preference factor includes three items. 

Table 6.8 The APSQ final item set organized by factor 

Subscale kerns 

Harsh Parenting 
1. Did your parents verbally insult you? 
2. Were you beaten by your parents? 
3. Did your parents verbally insult you in front of others? 
4. Were you beaten by your parents in front of others? 

Encouragement 
1. In general, were you encouraged to express your opinion by your parents? 
2. Did your parents encourage you to be well-behaved? 
3. Did your parents encourage you to speak frankly when expressing your own opinions? 

Family Preference 
1. Did your parents prefer you to your siblings? 
2. Did your parents prefer your siblings to you? 
3. Did you feel that your parents did not care about you? 

6.6 Scoring and use of the questionnaire 

The final, 10-item form of the APSQ is included in Appendix C. The final form uses an 

eight-point Likert scale with responses ranging in value from one to eight, and in 

meaning from "Never" to "At least once every day". Subscale scores can range from 

one, indicating that the participant reported his or her parent to never display behaviours 

related to that subscale, to eight, indicating that the participant reported his or her parent 

to show the behaviours described in items on that subscale often (e.g., daily). 

Table 6.9 Frequency of parental behaviour: Questionnaire response options 

Score Meaning of response 
1 Never 
2 Once in my live 
3 Once a year 
4 Once every 6 months 
5 Once a month 
6 Once a week 
7 Once every 2 or 3 days 
8 At least once every day 
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If an individual had a high score on the Harsh Parenting subscale, that individual's 

responses to the APSQ indicated he or she frequently experienced verbal insults or 

physical beatings from his or her parents. If an individual had a high score on the 

Encouragement subscale. that individual's responses to the APSQ indicated that he or 

she was often encouraged to express thoughts and feelings. If an individual has a high 

score on the Family Preference subscale, that individual's responses to APSQ items 

regarding parental preference for one sibling over another indicated that the parents did 

frequently show preferences, or treat the siblings differently. 

Table 6.10 Participants' Responses 

Age of Participants 

APSQ - Child Version (ages 

Harsh Parenting 

Encouragement 

Family Preference 

APSQ - Adult Version (ages 

Harsh Parenting 

Encouragement 

Family Preference 

Sex 
Male 

Female 

6-18) 
Male 
Female 
Male 
Female 

Male 
Female 

18+) 
Male 
Female 
Male 

Female 
Male 

Female 

N 
442 (80.7%) 

106(19.3%) 

442 (80.7%) 

106(19.3%) 
442 (80.7%) 
106(19.3%) 

442 (80.7%) 
106(19.3%) 

442 (80.7%) 
106(19.3%) 
442 (80.7%) 

106(19.3%) 
442 (80.7%) 

106(19.3%) 

Mean 
23.35 

24.27 

2.70 

3.03 
5.20 
4.20 
2.40 
3.21 

1.50 
1.94 
5.10 

4.30 

2.12 

2.75 

Std. 
Deviation 

4.46 

4.43 

1.35 
1.85 
1.91 
1.96 
1.50 
1.92 

1.35 
1.85 
2.20 

2.25 

1.38 
1.57 

T 

-1.91 

-1.85 

4.69 

-4.21 

-1.85 

3.30 

-4.03 

Sig. (2-
tailed) 
0.06 

0.06 

0.02 
0.07 . 

<0.01 
<0.01 
<0.01 
<0.0I 

0.02 
0.07 

0.001 
0.001 
<0.01 
<0.01 

Note. The p-values associated with significant differences between men's and women's 

scores on the APSQ appear in boldface text. 

6.6.a Correlations of the APSQ's three subscales 

Once the three subscales and the items loading onto each subscale were determined, 

correlational analyses were conducted to determine the relationship between pairs of 

subscales on both the child and adult form of the APSQ (e.g., Encouragement, Family 

Preference). All three pairs of subscales on the child version of the APSQ were found to 

be significantly correlated (see Table 6.11), and all three subscales of the adult version 

were also found to be significantly correlated (see Table 6.12). 
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Table 6.11 Correlations between the subscales of the child APSQ 

Factor Harsh Parenting Encouragement 

Encouragement 0.14 
Family Preference -0.31 0.15' 
N = 548. **. Correlation is significant at p < 0.01 (2-tailed). 

Table 6.12 Correlations between the subscales of the adult APSQ 

Factor Harsh Parenting Encouragement 

Encouragement 0.10 
Family Preference -0.23 0.06 
* Correlation is significant atp < 0.05 (2-tailed). N = 548. 

** Correlation is significant a.tp< 0.01 (2-tailed). N = 548. 

6.6.b Reliability 

Cronbach's alpha was calculated for each of the three subscales of both versions of the 

questionnaire in order to determine each subscale's internal consistency, one aspect of 

its reliability (see Table 6.13). The three subscales of both the child APSQ (see Table 

6.13) and the adult APSQ (see Table 6.14) have high internal consistency for 

assessments of individual differences and behaviour (e.g., John & Benet-Martinez, 

2000). 

Table 6.13 Internal consistency of the child APSQ subscales 

Cronbach's alpha Number of Items 

Factor 

Harsh Parenting 0.82 4 

Encouragement 0.75 3 

Family Preference 0.70 3 

Table 6.14 Internal consistency of the adult APSQ subscales 

Cronbach's Alpha Number of Items 

Factor 

Harsh Parenting 

Encouragement 

Family Preference 

0.75 

0.84 

0.64 

4 

3 

3 
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6.7 Discussion 

The 10 items that were retained could be understood in terms of three factors (or 

subscales), which were labelled as Harsh Parenting, Encouragement, and Family 

Preference. The current questionnaire took into account only the frequency of 

individuals' experiences in each of these domains. Future research could strengthen this 

questionnaire and explore the equally important issue of the severity of each type of 

parenting (i.e., how severe was preference for other siblings?). In addition, future 

research could examine the stability of the APSQ's factor structure by examining the 

structure using a new sample of participants and confirmatory factor analysis (CFA). 

Following administration of the APSQ and analysis of the results, it became apparent 

that the interpretation of the Family Preference subscale can be confusing because it is 

not consistent with the other subscales of the APSQ. The subscale treats not being 

favoured as the functional equivalent of being favoured. That is, the subscale measures 

only the level of preference or favouritism shown within a family without regard for 

whether the person completing the questionnaire was the favoured child. Being treated 

as the favourite would likely be associated with different mental health outcomes than 

having one's sibling be favoured. However, because of the design of the subscale, in 

this study, it was not possible to determine whether being treated as the favourite child 

was associated with positive health outcomes. The design of the scale to test 

favouritism in general instead of whether the participant was the preferred child may 

also be the reason that the scale ultimately showed low internal consistency and was 

dropped from the study. 

In studies presented in the next few chapters of this thesis, the newly developed APSQ 

must be compared to the Parental Authority Questionnaire (PAQ), an existing 

questionnaire that assesses parenting style. The PAQ is expected to be related and will 

serve as a criterion for the predictive validity of the APSQ. Furthermore, as 

hypothesized in Study 1 (presented in chapter 5), the parent-child relationship plays a 

critical role in affecting and shaping children's behaviour and their global quality of life. 

In the next chapter, a new study addressing the question of whether the APSQ and 

GQLS are correlated, and whether the APSQ shows any relationship-to traits„in the Big 

Five^model of personality, will be discussed. 
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Chapter 7 

Study 3: Comparison of the APSQ and PAQ as predictors of 

overall quality of life and personality 

Abstract 

Aim: The aim of this study was to determine the degree to which the APSQ is related to 

the Parental Authority Questionnaire (PAQ), to the Global Quality of Life Scale 

(GQLS), and to the personality traits posited in the Big Five model of personality. 

Methods and Participants: Participants included 249 students (149 male, 100 female) 

in the Saudi Aramco Training Program in Saudi Arabia. The participants' ages ranged 

from 19 to 25 years (M = 20-80 years, SD - 1.85). All participants completed four 

questionnaires. 

Results: The subscales of the APSQ were found to have higher internal consistency 

than the subscales of the PAQ. Compared with the PAQ, the APSQ was found to have a 

stronger correlation with the GQLS, suggesting that the APSQ may serve as a better 

predictor of global quality of life. 

Key words: Parent-child relationship, Extraversion, Agreeableness, 

Conscientiousness, Neuroticism, Openness to experience. Big Five personality factors, 

Global Quality of Life Scale, Parental Authority Questionnaire, permissive, 

authoritarian, and authoritative. 
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7.1 Introduction 

The research presented in this chapter examines the degree to which the APSQ is related 

to the Parental Authority Questionnaire (PAQ), to the GQLS, and to the personality 

traits posited in the Big Five model of personality. The APSQ and the PAQ both assess 

parenting style. How are the two related? Is the newly developed APSQ, which was 

developed specifically for use with the Saudi Arabian population, a better predictor of 

life satisfaction (measured using the GQLS) than the existing PAQ? 

The relationship between subscales of the APSQ and the Big Five Inventory (BFI) of 

personality traits were examined in order to determine whether the APSQ appears to be 

systematically related to personality (i.e., is the APSQ assessing an aspect of 

personality, or a unique construct?). The reasoning behind using a personality 

assessment in the validation of the APSQ was to show divergent validity, or to show 

that the APSQ does not measure a personality construct. Although the APSQ might be 

expected to be weakly correlated with a personality construct on the basis of some form 

of mutual causality, there should not be a strong correlation between any APSQ 

subscales and BFI personality constructs. The BFI is one of several measures used to 

assess the five factors of personality and was selected because, unlike some of the 

others, it can be used without charge. 

The purpose of the current study was to examine the newly developed questionnaire and 

assess its utility in predicting global life satisfaction. As reviewed in chapter I, 

childhood experiences of emotional abuse and neglect have been found to be associated 

increased anxiety, depression, posttraumatic stress, and physical symptoms, as well as 

lifetime trauma exposure. Given the long-term impact of these early childhood 

experiences, it is important to be able to accurately and easily assess them. 

7.2 Methods 

7.2.a Participants 

The participants in this study were 249 students, including 149 (59.8%) men and 100 

(40.2%) women, in the Saudi Aramco Training Program in Saudi Arabia. The age of the 

participants ranged from 19 to 25 years (M= 20.8 years, SD = 1.9). 
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7.2.b Recruitment 

The Saudi Aramco Training Program in Saudi Arabia was asked and consented to 

permitting the study to be conducted there. Students who have completed secondary 

school attend the Saudi Aramco Training Program and for two years of training related 

to the operation of oil refining plants with specialisation in a variety of areas (e.g., 

management, international company assignments). Students in the program were 

approached formally and asked whether they wished to take part in the study. The aim 

of the study was explained during a personal (one-on-one) meeting with each potential 

participant. Individuals who indicated interest in participating were given an informed 

consent form to review and, if comfortable, sign. Students were then given a participant 

information sheet regarding the study. Data were collected for the study by having 

students, in small groups of five to 10, independently complete the packet of four 

questionnaires. After the study, a debriefing form about the study was distributed to the 

participants. All participants gave informed consent and the studies were deemed ethical 

by University of Plymouth's Human Ethics Committee and were consistent with the 

Code of Ethics of the World Medical Association (Declaration of Helsinki) for 

experiments involving humans. 

7.2.C Measures 

All participants completed four questionnaires (described below) as part of the study. 

Smoking status, marital status, education, and parental education were all assessed 

because they are known to have significant influence on major health outcomes. 

Arabic Parenting Style Questionnaire (APSQ). The development of the APSQ is 

presented in Study 2 (see chapter 6). There are two final versions of the scale, one 

addressing individuals' experiences with their parents during childhood (age 6-18 years) 

and one addressing experiences in adulthood (after age 18). The final versions of the 

scale include 10 items, which are the same on both scales and which fall into three 

factors, labelled as Harsh Parenting (4 items), Encouragement (3 items), and Family 

Preference (3 items). The APSQ uses an eight-point Likert response scale with potential 

responses of "never," "once in my life," "once a year," "once every 6 months," "once a 

month," "once a week," "once every 2 or 3 days," and "at least once every day" to 

indicate how often a-parent displays the behaviour described in each item. 
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Big Five Inventory (BFI). The shortened version of the BFI includes 21 items covering 

the Big Five dimensions of personality, Extraversion, Agreeableness, 

Conscientiousness, Neuroticism, and Openness to experience (Rammstedt, & John, 

2005). The questionnaire uses a five-point Likert response scale with response options 

of "strongly disagree," "disagree,"' "neither disagree nor agree," "agree" and "strongly 

agree", and respondents are instructed to select the option that best characterises how 

well the description presented in each item suits them. The Arabic version of the 

questionnaire includes only 20 items, because one item assessing artistic skills was 

removed; the item was deemed irrelevant and inappropriate for use in Saudi Arabia 

because artistic endeavours such as acting and playing music are uncommon in Saudi 

Arabia. 

The internal consistency of the five subscales of the BFI have been shown to be 

relatively high with Agreeableness at a = 0.79, Openness a = 0.81, Conscientiousness a 

= 0.82, Neuroticism a = 0.84, and Extraversion a = 0.88 (Benet-Martinez & John, 

1998). 

Parental Authority Questionnaire (PAQ). This scale consists of 30 items designed to 

measure parental authority, or disciplinary practices, from the point of view of the child 

of any age (Buri, 1991). The PAQ has three subscales, permissive, authoritarian, and 

authoritative (or flexible). Each subscale consists of 10 items. The questionnaire utilizes 

a five-point Likert response scale. A translated, Arabic version of the PAQ has been 

used with a sample of 2,893 Arab adolescents in eight countries, including Saudi Arabia 

(Dwairy et al., 2006). However, for the current study, instead of using the entire 

questionnaire, the author chose the five items that loaded most strongly on each 

subscale. 

In previous research, the PAQ has been shown to have relatively high test-retest 

reliability and internal consistency. Buri (1991) found the test-retest validity of the 

questionnaire (with 2 weeks between administration and readministration) to range from 

a - 0.11 to a = 0.92. The internal consistency of the subscales has been shown to range 

from a = 0.74 to a = 0.87 by Buri (1991) and from 0.61 to 0.79 by Dwairy et al. 

(2006b). Dwairy et al. (2006b) found the Permissive subseale to have an internal 

consistency of a = 0.61, the Authoritarian subscale 0.72, and the Authoritative subscale 

0.79. 
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Global Quality of Life Scale (GQLS). This scale consists of one item that asks 

participants to rate their overall quality of life on a scale of zero to 100, with zero 

described as "No quality of life," and 100 described as "Perfect quality of life" (Hyland 

& Sodergren, 1996). Various descriptors are included between zero and 100. The 

GQLS is a one-item scale and so does not have an internal consistency level. 

7.2.d Translation of Scales 

The APSQ was created in Arabic, then translated into English in Study 2 (see chapter 

5). The BFl and PAQ (Dwairy et al., 2006) have already been translated to Arabic in 

previous research and are available in Arabic. Permission was obtained from the scale's 

author prior to translating the GQLS from English into Arabic. The translation of the 

scale was as literal as possible to preserve the meaning of the original questionnaire. 

Once translated, the Arabic version of the GQLS was presented to three bilingual 

(English-Arabic) native speakers of Arabic for back-translation into English. 

Subsequently, the back-translation was compared to the original by the researcher 

conducting this study and his research supervisor. 

7.3 Results 

7.3.a Sample characteristics 

Descriptive statistics are shown in Tables 7.1 and 7.2. Data were obtained on variables 

that are known to be associated with health, such as smoking and education. There are 

some differences between the sexes, including the fact that no women but 45 men 

reported that they smoke. In terms of education, it appears that more women than men, 

and a larger percentage of the women than of men, completed their Bachelor's degrees. 

Table 7.1 Rates of smoking and level of education in men and women 

Smoking Education 

Sex Yes No Intermediate Secondary BA MA 

Male 

Female 

45 
30.20% 

0 

0.00% 

104 
69.80% 

100 

100% 

2 
1.30% 

0 

0.00% 

127 
85.20% 

40 
40% 

19 
12.80% 

60 

60% 

1 
0.70% 

0 

0:00% 

Total 45 204 2 167 79 1 
18.10% 81.90% 0.80% 67.10% 31.70% 0.40% 
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Table 7.2 Father's and Mother's Education in men and women 

Father's 

Male 

Female 

Total 

Mother': 

Male 

Female 

Total 

Non-
educated 

education 

17 

6.8% 

12 

4.8% 

29 

11.6% 

s education 

33 

13.3% 

8 
3.2% 
41 

16.5% 

Elementary 

24 

9.6% 

28 

11.2% 

52 

20.9% 

36 

14.5% 
40 

16.1% 

76 
30.5% 

Intermediate 

28 

11.2% 

24 

9.6% 

52 

20.9% 

32 

12.9% 
40 

16.1% 

72 
28.9% 

Secondary 

42 

16.9% 

36 

14.5% 

78 

31.3% 

23 

9.2% 
12 

4.8% 

35 
14.1% 

BA 

25 

10% 

0 

.0% 

25 

10% 

21 

8.4% 
0 

.0% 

21 
8.4% 

MA 

11 

4.4% 

0 

.0% 

11 

4.4% 

2 

.8% 
0 

.0% 

2 
.8% 

PhD 

2 

.8% 

0 

.0% 

2 

.8% 

2 

.8% 
0 

.0% 

2 
.8% 

Total 

149 

59.8% 

too 
40.2% 

249 

100% 

149 

59.8% 
100 

40.2% 
249 

100% 

There were statistically significant differences between men and women in terms of 

their ages, whether they smoked, their education levels, and their fathers' education 

levels, but not their mothers' education levels. Women had a higher average age (M = 

21.68 years, SD = 1.92; p <.0l) than men {M = 20.21, SD = 1.55). No women in the 

sample reported smoking, though 45 of the 104 men (30.20%) reported smoking, a 

difference that was significant both conceptually and statistically (p < .01). Women also 

had a higher average level of education than men (p < .01), though women reported 

their fathers (p < .01) and mothers (p = .05) had lower levels of education than mean 

reported their own fathers and mothers to have. 

Comparing men and women on the variables examined in the study, including quality of 

life, the APSQ, personality, and the PAQ, only a few differences were significant. On 

average, men reported a significantly higher quality of life than women, with a mean 

GQLS score of 74.97 for men and 67.00 for women. The only difference between men 

and women on the APSQ was reported for experience during adulthood (over age 18). 

On the adult version of the APSQ, women reported experiencing more Harsh Parenting 

than men. There were no significant differences between men and women on the 

personality assessment. On the PAQ, men indicated having experienced more 

authoritative and authoritarian parenting styles than women reported. 
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Table 7.3 Study 3: Comparison of study variables across men and women 
Variables Sex Mean Std. Deviation Sig. (2-tailed) 

Child APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

Adult APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

Big Five 

Extraversion 

Agreeableness 

Conscientiousness 

Neuroticism 

Openness 

PAQ 

Permissive 

Authoritative 

Authoritarian 

Global Quality of Life Scale 

Male 

Female 
Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 
Male 

Female 
Male 

Female 

Male 

Female 

Male 

Female 

Male 
Female 

Male 

Female 

Male 

Female 

Male 

Feinale 

149 (59.8%) 

100(40.2%) 

149(59.8%) 

100(40.2%) 

149(59.8%) 

100 (40.2%) 

149(59.8%) 

100(40.2%) 

149 (59.8%) 

100(40.2%) 

149(59.8%) 

100 (40.2%) 

149 (59.8%) 
100 (40.2%) 

149(59.8%) 

100(40.2%) 

149(59.8%) 

100(40.2%) 

149 (59.8%) 

100(40.2%) 

149(59.8%) 

100 (40.2%) 

149(59.8%) 
100 (40.2%) 
149 (59.8%) 

100(40.2%) 

149 (59.8%) 

100 (40.2%) 

149(59.8%) 

100 (40.2%) 

2.70 

2.60 
5.84 

5.80 

2.60 

2.80 

1.60 
2.20 

6.03 

5.60 

2.40 

2.71 

3.25 
3.12 

3.62 

3.49 

3.86 

3.86 

3.21 

3.19 

3.49 

3.46 

2.68 

2.73 
3.51 

3.10 

3.40 

3.18 

74.97 

67.00 

1.57 

1.63 
1,84 

1.71 

1.65 

1.60 

0.93 
1.44 

1.94 

2.13 

1.52 

1.62 

0.76 

0.63 
0.70 

0.79 

0.77 

0.88 

1.12 

0,87 

0.63 

0.63 

0,68 

0,66 
0,88 

0,83 

0,70 

0,75 

21,42 

17.07 

0,01 

0,31 

-0,84 

-3,57 

1.82 

-1.68 

1.50 

1.38 

0.04 

0.16 

0.41 

0.54 

3.70 

2,13 

3.11 

0.99 

0,75 

0,40 

<0.01 

0,07 

0,09 

0,13 

0,17 

0.97 

0.87 

0,68 

0.59 

<0.01 

0.03 

<0.01 

7.3.b Reliability 

Cronbach's alpha was calculated for each of the three subscales of the APSQ in order to 

re-examine the internal consistency of the three subscales and compare them to the 

internal consistency of the PAQ subscales. Two of the three subscales of the child 

APSQ were found to have high internal consistency as displayed in Table 7.4. In 

comparison, the three subscales of the PAQ were found to have rather low internal 

consistency. 
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Table 7.4 Internal consistency of the adult APSQ subscales and PAQ subscales 

Cronbach's Alpha Number of Items 

Child APSQ 

Harsh Parenting 
Encouragement 
Family Preference 

0.86 

0.76 

0.62 

4 

3 

3 • 

Adult APSQ 

Harsh Parenting 
Encouragement 
Family Preference 

0.84 

0.85 

0.65 

4 

3 

3 

PAQ 

Authoritarian 

Authoritative 

Permissive 

0.56 

0.57 

0.49 

5 

5 

5 

7.3.C Correlational Analyses 

Correlation between the subscales of the APSQ and parenting styles on the PAQ 

The correlation of scores on the adult and the child APSQ subscales with the PAQ 

subscales are shown in Table 7.5. The Harsh Parenting subscaie of the child APSQ was 

found to be significantly correlated with all subscales of the PAQ, the Encouragement 

subscaie was significantly correlated with the Authoritative subscaie, and the Family 

Preference subscaie was significantly correlated with the Permissive and Authoritarian 

subscales. Although fewer (4 out of 9), significant correlations were also found 

between subscales of the adult APSQ and the parenting styles assessed using the PAQ. 

The pattern of correlations among the Encouragement and Family Preference subscales 

and the three subscales of the PAQ are identical across the child and adult APSQ. 

Table 7.5 Correlations between the APSQ subscales and the PAQ parenting styles 

Harsh 
Parenting 

Child APSQ 

Encouragement 
Family 

Preference 
Harsh 

Parenting 

Adult APSQ 

Encouragement 
Family 

Preference 

PAQ subscaie 
Permissive 
Authoritative 

Authoritarian 

-0.15* 
-0.26" 
0.25" 

-0.01 

0.43" 
-0.07 

0.17" 
-0.06 
0.31" 

-0.09 
-0.33" 
0.12 

-0.06 
0.39" 

-0.03 

0.14* 
-0.10 

0.30** 
"N = 249. 

* Correlation is significant at the 0.05 level (2-tailed). 

** Correlation is significant at the 0.01 level (2-tailed). 
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Correlations between the subscales of the APSQ, PAQ, and GQLS 

The relationships between each of the three subscales of the child APSQ and the adult 

APSQ and the broad GQLS were examined through correlations to determine the 

magnitude and directions of their relationships (see Table 7.6). All six correlations were 

found to be significant. The two versions of the APSQ were also found to show the 

same pattern of significant correlations with the GQLS (see Table 7.7). Specifically, the 

GQLS correlated positively and significantly with the Harsh Parenting subscale on both 

the child and adult APSQ. 

Table 7.6 Correlations between the APSQ subscales and the GQLS 

Global Quality of 
Life Scale 

Harsh 
Parenting 

-0.37" 

Child APSQ 

Encouragement 

0.20" 

Family 
Preference 

-0.31" 

Harsh 
Parenting 

-0.44" 

Adult APSQ 

Encouragement 

0.19" 

Family 
Preference 

-0.38" 

N = 249. 

**. Correlation is significant at the 0.01 level (2-tailed). 

Table 7.7 Correlations between the PAQ subscal es and the GQLS 

PAQ 

Global Quality of Life Scale 

Authoritarian 

0.16* 

Permissive Authoritative 

0.01 0.40" 

N = 249. 

*. Correlation is significant at the 0.05 level (2-tailed). 

**. Correlation is significant at the 0.01 level (2-tailed). 

Correlations between the APSQ and BFI 

Significant correlations between subscales of the child APSQ and the Big Five 

personality traits of Conscientiousness, Agreeableness, and Neuroticism were found, as 

presented in Table 7.8. The subscales of the adult APSQ showed some similar and some 

different correlations with personality traits assessed using the BFI (see Table 7.8). 
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Table 7.8 Correlation of the APSQ subscales with the BFI personality traits 

Extraversion 
Agreeabieness 
Conscientiousness 
Neuroticism 
Openness 

Harsh 
Parenting 

0.10 
-0.12 
0.01 

0.07 
0.01 

Child APSQ 

Encouragement 
0.11 
0.04 

0.19" 
-0.04 
0.02 

Family 
Preference 

-0.02 
-0.30** 
-0.03 

0.28" 
0.04 

Harsh 
Parenting 

0.04 

-0.25" 
-0.09 
0.04 

0.02 

Adult APSQ 

Encouragement 
0.09 
0.01 
-0.01 

-0.00 

-0.20*' 

Family 
Preference 

0.06 
-0.21** 
-0.03 

0.16* 
0.06 

N = 249. 

*. Correlation is significant at the 0.05 level (2-tailed). 

**. Correlation is significant at the 0.01 level (2-tailed). 

7.4 Discussion 

The primary goals of the current study were (1) to determine the extent of the 

relationship between the APSQ and the FAQ, (2) to determine whether the APSQ or the 

PAQ served as a better predictor of quality of life, as assessed using the GQLS, and (3) 

to examine the relationship between the APSQ and the Big Five personality traits. As 

shown in Table 7.4, there are some significant relationships between the subscales of 

the APSQ and the PAQ, indicating that the two scales are tapping into similar or related 

constructs. However, the correlations are relatively small, indicating that the two scales 

are not equivalent - they overlap, but are distinctly different scales. 

As shown in Tables 7.5 and 7.6, all subscales of the APSQ are significantly correlated 

with the GQLS, and only the authoritative and authoritarian subscales of the PAQ are 

significantly correlated with the GQLS. Based on both number of significant 

correlations and strength of these correlations, the APQS is more strongly associated 

with scores on the GQLS. Furthermore, individuals who reported lower rates of harsh or 

negative parenting practices (verbal insults, physical beatings) on the APSQ also 

reported higher levels of global life satisfaction on the GQLS and individuals who 

reported more authoritative and authoritarian parenting styles on the PAQ also reported 

higher quality of life (GQLS). 

Addressing the third aim, the relationship between the APSQ and the BFI personality 

traits, few significant relationships between subscales of the APSQ in the current study 

and any of the personality traits were found. These findings are consistent with the 
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divergent validity for which the personality scale was used. However, an interesting 

pattern of small significant, positive correlations between Neuroticism and Family 

Preference was found across both the child and adult APSQ. As discussed in the 

previous chapter, the Family Preference subscale is challenging to interpret. High 

scores on this subscale indicate that one child was treated by the parents as a favourite 

compared to other children within the family. This does not necessarily mean that the 

participant was or was not the preferred child. Nonetheless, a significant, positive 

correlation exists between Neuroticism and Family Preference. This pattern might be 

explored in future research using a scale that assesses preferential treatment by parents 

and siblings within a family in more detail. Alternatively, it might be that the Family 

Preference scale simply measures general dissatisfaction, and is therefore not a valid 

scale. 

Ultimately, the APSQ was determined to be more suitable for the current line or 

research than the PAQ for two reasons. First, the APSQ was demonstrated to have a 

stronger relationship with the GQLS than the PAQ showed. Second, the internal 

consistency of the APSQ scale is higher than that of the PAQ. 

A limitation of this study was the failure to take into account demographic variables and 

these could potentially have altered the results. In particular, if the study was replicated 

with a different sample the results may have been different. However, in personality 

scale development, such demographic effects are normally discussed after the scale has 

been developed and validated across cultures - not all scales are valid across culturesV 

The next chapter is concerned with the relationship between the APSQ and health- and 

wellness-related outcomes. 
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Chapter 8 

Study 4: The relationship between the APSQ and health 

outcomes in a normal Saudi Arabian sample 

Abstract 

Aim: This study had two primary aims: (1) To examine the correlation of the Arabic 

Parenting Style Questionnaire (APSQ) with the Minor Health Complaints Questionnaire 

(MHCQ), with the Positive and Negative Affect Scale (PANAS), with the Satisfaction 

with Life Scale (SLS), and with the Global Quality of Life Scale (GQLS) among a 

sample of normal Saudi Arabian individuals, and (2) to replicate the earlier finding of a 

strong correlation between the child APSQ and adult APSQ. 

Methods and Participants: The sample included 293 (185 male, 108 female) Saudi 

Arabian participants in Saudi Arabia. Participants ranged in age from 19 to 49 years of 

age (M = 27.20 years, SD = 7.27 years). All participants completed all five 

questionnaires used in this study. 

Results: The child and adult APSQ's Harsh Parenting subscaie was found to be a 

significant predictor of individuals' scores on the SLS, the Negative Affect subscaie of 

the PANAS, and inflammation symptoms on the MHCQ. Both the child and adult 

APSQ Encouragement subscales were found to be significantly correlated with SLS, 

with the Positive Affect subscaie of the PANAS, and with the GQLS. 

Discussion: The APSQ was found to predict the results of various measures of well-

being used in this study. The child APSQ was selected for use in subsequent studies 

because the child and adult APSQ show similar patterns of correlation with other scales 

and are strongly correlated with each other, but the child APSQ asks about experiences 

earlier in life, which are more theoretically relevant to the research questions to be 

addressed. 

Key words; Parent-child relationship, Minor Health Complaints Questionnaire (MHCQ), the 

Positive and Negative Affect Scale (PANAS), the Satisfaction with Life Scale (SLS), and Global 

Quality of Life Scale (GQLS). 
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8.1 Introduction 

In the current study, the question of whether results of the APSQ are significantly and 

meaningfully related to health outcomes in a community sample of individuals in Saudi 

Arabia was addressed. The focus of this study was the relationship of verbal insults and 

physical beatings to long-term health- and well-being-related consequences. 

Specifically, the correlations of the APSQ with the Minor Health Complaints 

Questionnaire (MHCQ), with the Positive and Negative Affect Scale (PANAS), with 

the Satisfaction with Life Scale (SLS), and with the Global Quality of Life Scale 

(GQLS) are examined among a sample of typical (non-clinical) Saudi Arabian 

individuals. 

The validity of the self-reported experiences obtained through administration of the 

child version of the APSQ was evaluated by comparing reports of experiences during 

childhood (the child APSQ) to reports of experiences during adulthood (the adult 

APSQ). The decision of whether to use the child or adult APSQ form in future studies 

was informed by these results. 

8.2 Methods 

8.2.a Participants 

A total of 293 Saudi Arabian participants, including 185 (63.15%) men and 108 

(36.9%) women, who were living in Saudi Arabia were surveyed for this study. 

Participants ranged in age from 19 to 49 years of age {M = 27.20 years, SD ~ 7.27 

years). All participants completed all five questionnaires used in this study. 

8.2.b Recruitment 

The Civil Social Developmental Committee (CSDC) in Saudi Arabia was asked to 

advertise the study and to permit the study to be conducted. The Ministry of Social 

Affairs established the CSDC for communities to encourage and support the growth of 

development programs based on the interaction between the government and citizens of 

Saudi Arabia. The potential participants were approached formally at the CSDC and 

invited to learn more about the study. The researcher met with the potential participants 

in small groups of five to 10. The purpose of this study was explained to the potential 

participants and they were asked if they would like to take part. The potential 

participants who were interested in participating were given an information sheet and an 

informed consent form to review and, if they chose to continue and participate in the 
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study, to sign. After informed consent had been obtained, the participants were given 

the five questionnaires to complete. Once the questionnaires were completed and 

returned, the participants were debriefed and given a copy of a debriefing form. All 

participants gave informed consent and the studies were deemed ethical by University 

of Plymouth's Human Ethics Committee and were consistent with the Code of Ethics of 

the World Medical Association (Declaration of Helsinki) for experiments involving 

humans. 

8.2.C Measures 

The following five questionnaires were used: 

Arabic Parenting Style Questionnaire (APSQ). This scale was developed in Study 2 

(chapter 6) and further discussed in Study 3 (see chapter 7). 

Positive and Negative Affect Scale (PANAS). The PANAS is a 20-item self-report 

scale with two lO-item subscales, Positive Affect (PA) and Negative Affect (NA; 

Watson, Clark, & Tellegen, 1988). Previous research has shown the internal consistency 

of the PA subscale to be a = 0.92 and the NA subscale to be a = 0.89 (Harmon-Jones, 

Harmon-Jones, & Abramson, 2009). An Arabic scale based on the PANAS was 

constructed with permission of the authors. Participants were instructed to complete the 

PANAS with regards to their experiences during the few weeks prior. 

Satisfaction with Life Scale (SLS). The SLS is a five-iteim instrument designed to 

measure individuals' global, cognitive evaluations of their lives. The scale takes 

approximately one minute to complete and is in the public domain (Pavot & Diener, 

1993). The internal consistency of the scale has been shown to be a = 0.87 (Diener, 

Emmens, Larse;n, & Griffin, 1985). 

Minor Health Complaints Questionnaire (MHCQ). This questionnaire contains 14 

items to assess the frequency with which participants experience common health 

symptoms (see Hyland & Sodergren, 1998). The health complaints are divided into two 

categories: inflammatory and non-inflammatory (infection) symptoms. Inflammatory 

symptoms include gastrointestinal complaints (constipation, watery diarrhoea, and 

heartburn) and allergic symptoms (wheeze, sneeze, blocked nose, itchy eyes, itchy 

skin). The other category of symptoms are infections and includes non-inflammatory 
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symptoms such as those triggered by infections or other pathogens (e.g., regular colds 

or flu, sore throat, mouth ulcers, fungal infections of the scalp or groin, athletes' foot). 

Previous research has not examined the internal consistency of these scales. 

In the current research, the ratio of inflammatory to non-inflammatory symptoms is 

used to explore the possible theoretical prediction, based on infornet theory (Hyland, 

2011), that threat of physical assault should be more associated with a pattern of 

immune dysregulation that is characterised by activation of the inflammatory response 

system (and hence an over-active immune system) rather than activation of the HPA 

axis (and hence suppression of the immune system; Whalley, Jacobs, & Hyland, 2007). 

Inflammatory but not non-inflammatory symptoms are expected to be associated with 

symptoms such as fatigue and depression, and so it is expected that the ratio of 

inflammatory to non-inflammatory symptoms will be higher among individuals with 

mental health challenges than among their typical counter-parts (i.e., control groups). 

This analysis was an exploratory one to examine whether the ratio of inflammatory 

versus non-inflammatory symptoms provides an interesting and meaningful 

interpretation of data. 

Global Quality of Life Scale (GQLS). The GQLS was described and used in Study 3 

(see chapter 7). 

8.2.d Scale Translation 

The APSQ was translated from Arabic to English for Study 2 (see chapter 6). The 

GQLS was translated from English into Arabic for Study 3 (see chapter 7). The SLS is 

available in Arabic. An Arabic scale based on the PANAS was constructed with 

permission of the authors. Translation permission was also obtained in order to translate 

the MHCQ. Once permission was obtained, both scales were translated by the author 

from English into Arabic with the goal of transcribing the scales as literally as possible. 

The Arabic versions of the two scales were then presented to three bilingual (English-

Arabic) native speakers of Arabic for back-translation into English. Subsequently, the 

back-translated versions of the scales were compared to the original by the author and 

his research supervisor. No problems were found. 
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8.3 Results 

8.3.a Sample characteristics 

Demographic information regarding whether participants smoked, were married, and 

what level of education they had attained was collected. This information is presented 

separately for men and women in Table 8.1. 

Table 8.1 Sample characteristics 

Male 
(185) 

Female 
(108) 

Total 

Smoking 

Yes 

38 

20.50% 

0 

0.00% 

38 

13% 

No 

147 

79.50% 

108 

100% 

255 

87% 

Marital Status 

Single Married 

88 97 

47.60% 52.40% 

64 42 

59.30% 38.90% 

152 139 

51.90% 47.40% 

Divorced 

0 

0.00% 

2 

1.90% 

2 

0.70% 

Intermediate 

8 . 

4.30% 

4 

3.70% 

12 

4.10% 

Education 

Secondary 

104 

56.20% 

46 

42.60% 

150 

42.30% 

BA 

70 

37.80% 

54 

50% 

124 

42.30% 

MA 

3 

1.60% 

4 

3.7%. 

7 

2.40% 

To determine if men and women in the sample differed significantly in terms of 

smoking, marital status, education, father's education level, or mother's education level, 

t-tests were used to compare the two groups. In particular, it was of interest whether the 

same differences observed in the sample of participants who took part in Study 3 (see 

chapter 7) recurred in the current sample. In Study 3, men and women were found to 

differ in terms of smoking/not smoking, their own education, father's education, and 

mother's education. 

In the current sample (see Table 8.2), more men than women smoked (p < .01), women 

were generally more educated than men {p = .02), and men reported their fathers (p < 

.01) and their mothers (p < .01) as more educated than women reported their own 

parents to be. This pattern of differences is the same as found in the sample in Study 3. 
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Table 8.2 Father's and mother's education in men and women 

Father's 

Male 

Female 

Total 

Mother': 

Male 

Female 

Total 

Non-
educated 

education 

57 

19.5% 

44 

15% 

101 

34.5% 

$ education 

66 

22.5% 

54 

18.4% 

120 

41% 

Elementarj' 

38 

13% 

36 

12.3% 

74 

25.3% 

71 

24.2% 

40 

13.7% 

111 

37.9% 

Intermediate 

32 

10.9% 

8 

2.7% 

40 

13.7% 

20 

6.8% 

8 

2.7% 

28 

9.6% 

Secondary 

28 

9.6% 

12 

4.1% 

40 

13.7% 

14 

4.8% 
2 

.7% 

16 

5.5% 

BA 

28 

9.6% 

8 

2.7% 

36 

12.3% 

12 

4.1% 

4 

1.4% 

16 

5.5% 

MA 

2 

.7% 

0 

.0% 

2 

.7% 

0 

0 

0 

0 

0 

0 

PhD 

0 

0 

0 

0 

0 

0 

2 

.7% 

0 

.0% 

2 

.7% 

Total 

185 

63.1% 

108 

36.9% 

293 

100% 

185 

63.1% 

108 

36.9% 

293 

100% 

8.3.b Reliability of the APSQ subscales 

Cronbach's alpha was calculated for each of the three subscales of the child APSQ in 

order to re-examine the internal consistency of the subscales (see Table 8.3). The Harsh 

Parenting subscale and the Encouragement subscale were once again found to have high 

internal consistency. The reliability for the Harsh Parenting subscale is a = 0.75, and the 

internal consistency of the Encouragement subscale is a = 0.78. However, as was found 

in the previous study, the Family Preference subscale demonstrated low internal 

consistency (a = 0.61). The conventional approaches for revising a subscale in order to 

increase its reliability (i.e., removing items that bring down the scale's internal 

consistency) were not appropriate in this case because the APSQ did not contain 

sufficient items to remove items while also maintaining a sufficient number of items 

and content validity of each subscale. 
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Table 8.3 Internal consistency of the child and adult APSQ subscales, SLS, MCHQ and 

PANAS 

Child APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

Cronbach's 

0.75 

0.78 

0.61 

Alpha Nui Tiber of Items 

4 

3 

3 

Adult APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

0.74 

0.92 

0.59 

4 

3 

3 

SLS 

MCHQ-INFECTION 

MCHQ- INFLAMMATION 

PA 

NA 

0.71 

0.45 

0.63 

0.74 

0.76 

5 

6 

8 

10 

10 

The reliability (Cronbach's alpha) was also calculated for each of the other scales used 

in this study. The reliability of the SLS was a = .71, for MHCQ-Infection was a = .45, 

for MHCQ-lnflammation was a = .63, for PA was a = .74, and for NA was a = .76. 

Comparing men and women on the variables examined in the study, including the 

GQLS, the APSQ (adult and child forms), the PANAS, the SLS, and the MHCQ, only a 

few differences were significant (see Table 8.4). Unlike in the previous study (Study 3, 

see Table 7.3), men and women did not differ in terms of GQLS. However, just as in the 

previous study, the only difference between men and women on the APSQ was reported 

for experience during adulthood (over age 18), on which women reported experiencing 

more Harsh Parenting (Adult APSQ - Abuse, in Tables 7.3 and 8.3) than men. Women 

also reported both more Negative Affect and more Positive Affect on the PANAS, and 

both more inflammation and infection symptoms on the MHCQ. 
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Table 8.4 Study 4: Comparison of study variables across men and women 
Variables Sex N (%) Mean Std. Deviation Sig. (2-tailed) 
Child APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

Adult APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

PANAS 

Negative Affect 

Positive Affect 

MHCQ 

Inflammation 

Infection 

Global Quality of Life 
Scale 

Satisfaction With Life 
Scale 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

185(63%) 

108 (37%) 

185(63%) 

108 (37%) 

185(63%) 

108 (37%) 

185(63%) 

108(37%) 

185(63%) 

108(37%) 

185(63%) 

108(37%) 

185(63%) 

108 (37%) 

.185(63%) 

108(37%) 

185(63%) 

108 (37%) 

185(63%) 

108(37%) 

185(63%) 

108 (37%) 

185(63%) 

108(37%) 

2.76 

2.50 

4.44 

4.72 

2.62 

2.92 

1.50 

1.80 

4.52 

4.80 

2.33 

2.57 

2.44 

2.68 

3.29 

3.49 

1.66 

1.86 

1.82 

2.13 

72.16 

73.06 

4.09 

4.28 

1.26 

1.41 

1.83 

2.17 

1.54 

1.81 

0.73 

1.27 

2.19 

2.42 

1.36 

1.71 

0.60 

0.62 

0.51 

0.53 

0.47 

0.58 

0.43 

0.57 

13.85 

17.76 

1.01 

1.38 

1.59 

-1.14 

-1.52 

-2.22 

-1.01 

-1.23 

-3.30 

-3.18 

-3.08 

-4.80 

-.45 

-1.25 

0.11 

0.25 

0.13 

0.03 

0.31 

0.22 

0.001 

0.002 

0.002 

<0.001 

0.65 

0.21 

8.3.C Correlational Analyses 

Correlation of the APSQ with the GQLS, SLS, and PANAS 

Correlational analyses were conducted to determine which version of the APSQ is more 

strongly associated with, or a better predictor of, the well-being-related outcome 

variables assessed in this study (i.e., on the GQLS, SLS, and PANAS). 

The two versions of the APSQ showed the same pattern of significant correlations with 

the other questionnaires used in this study; the Pearson's r and significance levels for 

each correlation are presented in Table 8.5. For both version of the APSQ, the Harsh 

Parenting subscale and the Family Preference subscale were both found to be 

significantly and positively correlated with the GQLS and the SLS, indicating that less 
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frequent harsh parental treatment and less frequent showing of preference within the 

family during childhood and adulthood were related to greater life satisfaction. The 

Harsh Parenting subscale and the Family Preference subscale of both the child and the 

adult APSQ were also found to be significantly negatively correlated with Negative 

Affect as measured by the PANAS. These correlations indicate that less frequent 

negative parenting practices (i.e., verbal insults, beatings) and less showing of 

preference within the family were related to higher levels of Negative Affect. The 

Encouragement subscales of both versions of the APSQ were found to be significantly 

and negatively correlated with the GQLS and the SLS, and also with Positive Affect as 

assessed on the PANAS, indicating that experiencing more frequent encouragement to 

express thoughts and feelings is associated with more life satisfaction and more Positive 

Affect. 

Table 8.5 Correlation of the APSQ subscales with the GQLS, SLS, and PANAS 

Child APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

Adult APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

GQLS 

-0.23" 

0.30" 

-0.25" 

-0.22" 

0.28" 
-0.32" 

SLS 

-0.31" 

0.27" 

-0.24" 

-0.28" 

0.22" 

-0.27" 

PANAS 

Negative Affect 

0.17" 

0.02 

0.16" 

0.24" 

0.06 

0.12* 

Positive Affect 

-0.04 

0.13* 

0.001 

-0.02 

0.23" 

-0.003 
N = 293. 

* Correlation is significant at the 0.05 level (2-tailed). 

** Correlation is significant at the 0.01 level (2-tailed). 

Relationship of parent-child relationship to health: Correlation of the APSQ with the 

MHCQ 

Correlations were used to examine the relationship of the parent-child relationship, as 

assessed using the child APSQ, with minor health complaints (inflammation and 

infection), as assessed by the MHCQ (see Table 8.6). 
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Table 8.6 Correlation of the child APSQ with the MHCQ 

MHCQ 

Inflammation Infection 

Child APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

0.19 

0.02 
_ _ _ ** 
0.22 

-0.01 

0.09 

0.22" 

N = 293. 

** Correlation is significant at the 0.01 level (2-taiIed). 

The relationship of the ratio of symptoms to the APSQ subscales 

This correlation indicates that the Harsh Parenting factor appears to be a predictor of 

later physical health (see Table 8.7). The Harsh Parenting factor was associated with a 

higher ratio, which rules out the explanation that depressed people complain about 

verbal insults and physical beatings and complain about all symptoms. 

Table 8.7 Correlation of the of inflammation to infection and the child APSQ subscales 

Ratio of inflammation/infection 

Child APSQ 

Harsh Parenting 0.22 
Encouragement -0.09 
Family Preference 0.04 

N = 293. 

**. Correlation is significant at the 0.01 level (2-tailed). 

Correlation of the child and adult versions of the APSQ 

The relationship between the two versions of the APSQ was explored by examining the 

correlation of the subscale of each form with the corresponding subscale on the other 

form. Results were as predicted, with the corresponding subscales correlating positively 

and significantly (see Table 8.8). 
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Table 8.8 Correlation of corresponding subscales on the child and adult APSQ 

Adult APSQ 
Harsh Parenting Encouragement Family Preference 

Child APSQ 
Harsh Parenting 0.59* 
Encouragement 
Family Preference 

0.76" 
0.77 

N = 293. 

**. Correlation is significant at the 0.01 level (2-tailed). 

8.4 Determination of which version of the APSQ to use in future studies 

The child version of the APSQ was selected for use in future studies for four reasons. 

First and foremost, the child version is more theoretically relevant. Addressing 

questions of the long-term impact of parent-child interactions on mental and physical 

heailth using a questionnaire that asks about parent-child relationships during childhood 

(i.e., ages 6-18 years) makes sense. Second, the two versions of the APSQ show the 

same pattern of correlation with other measures, such as the assessments of quality of 

life, satisfaction with life, and affect assessed in this study (see Table 8.5). This supports 

the idea that both forms of the APSQ are measuring the same thing or are very closely 

related. Third, the subscales of two forms of the questionnaire are significantly and 

positively correlated, further implying that they may be assessing the same things (see 

Table 8.8). Ultimately, given that the two questionnaires are very highly correlated and 

likely assess the same underlying constructs, but use of a single form is simpler and the 

child version is more appropriate for the current context, the child APSQ is used instead 

of both versions. 

8.5 Discussion 

The two primary goals of this study were (1) to examine the relationship of the adult 

and child APSQ with a health-related assessment (the MHCQ), the PANAS, and two 

assessments of satisfaction with life (the SLS and the GQLS), and (2) to replicate the 

earlier finding that the child version of the APSQ and the adult version of the APSQ are 

strongly correlated. With regard to the first aim, the Harsh Parenting factor of the 

APSQ was found to have a strong significant correlation with SLS, Negative Affect on 

the PANAS, and inflammation symptoms on the MHCQ. Harsh Parenting was related 

to Positive Affect. Significant correlations were also found between the Encouragement 

factor and SLS, and the Encouragement factor and Positive Affect. Encouragement was 
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not related to Negative Affect. This study examining the ratio of inflammatory to non

inflammatory symptoms for the MHCQ. However, the results did not indicate that this 

statistic provide a better account of the data than was obtained by examining the two 

subscales independently. Because ratios of the two scales increases the random error, 

this method of analysis was therefore dropped for future studies - this exploratory 

analysis did not appear to be useful. 

Of particular interest was the finding that harsh parenting was associated with negative 

affect whereas encouragement was associated with positive affect. These findings are 

consistent with infornet theory, as outlined earlier. The correlations with the other 

scales are well-being are consistent with these scales tapping into both positive and 

negative affect, showing the benefit of measuring positive and negative affect 

separately. 

Reports of experiences during adulthood were assumed to be accurate, as they were 

recent or on-going, and strong correlations between child and adult version of the APSQ 

were interpreted as evidence that the child APSQ results were valid. However, a 

limitation of this study is that it is not possible to be certain that the child version of the 

scale provides an accurate account of experiences during childhood. The child version 

of the APSQ was selected to use for the next study because it is theoretically more 

relevant. However, this study was conducted with a non-clinical sample, which is a 

limitation of this study. For a broader exploration of the APSQ's relationship to health 

and well-being, the next chapter is concerned with the relationship between APSQ and 

health outcomes with clinical sample. 
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Chapter 9 

Study 5: Does the child APSQ predict health outcomes in 

Saudi individuals with addictions? 

Abstract 

Aim: The aim of the current study was to examine the correlation between the child 

version of the Arabic Parenting Style Questionnaire (APSQ) and Minor Health 

Complaints questionnaire (MHCQ), Positive and Negative Affect Scale (PANAS), the 

Satisfaction with Life Scale (SLS), and Global Quality of Life Scale (GQLS) among a 

sample of Saudi Arabian individuals with diagnosed addictions to multiple substances. 

Methods and Participants: A sample of 264 Saudi Arabian men with diagnosed 

addictions to multiple substances who were at the Alamal Complex for Mental Health in 

Dammam, Saudi Arabia, took part in this study. The participants ages ranged from 20 tp 

50 years (M = 32.31 years, SD = 7.70). All participants in this study completed five 

questionnaires to examine the correlation of the APSQ with the MHCQ, with the 

PANAS, with the SLS, and with the GQLS. 

Results: There is a strong correlation of the APSQ's Harsh Parenting subscale with 

SLS, with Negative Affect (PANAS), and with inflammation and infection (MHCQ). 

There is also a significant correlation of the APSQ's Encouragement subscale with 

Negative Affect (PANAS), Positive Affect (PANAS), and inflammation symptoms 

(MHCQ). 

Discussion: The Harsh Parenting subscale and the Encouragement subscale of the 

APSQ predict a variety of outcome variables. 

Key words: Parent-Child Relationship, Minor Health Complaints questionnaire (MHCQ), 

Positive and Negative Affect Scale (PANAS), Satisfaction with Life scale (SLS), Global Quality 

of Life Scale (GQLS), addiction. 
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9.1 Introduction 

Evidence from the previous chapter indicates that the APSQ predicts mental health 

issues in a non-clinical, community sample in Saudi Arabia. However, when 

considering the issue of predicting mental health outcomes, individuals who have large 

and life-changing psychological or mental health challenges must be taken into account. 

Especially strong relationships have been found between the abuse of alcohol and other 

drugs and having a history of being maltreated as a child (particularly neglect. Testa & 

Smith, 2009). In the current chapter, the predictive value of the APSQ is examined 

within a sample of Saudi Arabian individuals who have substance abuse problems. 

Individuals with substance abuse problems are of particular interest to the author 

because of his previous clinical experience with this group. In addition, it is interesting 

to see if the relationship between harsh parenting and poor mental health occurs also in 

a group of people who have clinical problems. 

Substance abuse is a topic of particular interest because the drinking of alcohol was 

popular in Arabia before its prohibition by Islam 14 centuries ago. Since its prohibition, 

sporadic surreptitious drinking has continued despite both religious sanction and social 

disapproval. Historically, other types of drug use were virtually unknown (AbuMadini, 

Rahim, Al-Zahrani, & Al-Johi, 2006). However, the rapid socio-economic and cultural 

development associated with the discovery of oil in the Gulf States and the developing 

oil business lead to the adoption of novel attitudes, lifestyles, and recreational pursuits, 

including the use of illicit drugs in Saudi Arabia (e.g., Rahim, AbuMadini, Khalil, & 

Musa, 2005) and in other Gulf States (e.g., Abalkhail, 2001; Kuwaiti Ministry of 

Interior, 1985). In 1986, the Saudi authorities opened three regional hospitals 

specialized in treating substance abuse. One of these was Amal Hospital Dammam 

(AHD), which was renamed as the Alamal Complex for Mental Health in 2008. There 

are no treatment facilities of this kind for women though there is a plan to open a 

treatment centre for women in the future. Compared to men, in Saudi Arabia there is 

greater stigmatization of women who have addiction problems. 

Previous research (reviewed in chapter I, see also e.g., Conroy, Degenhardt, Mattick, & 

Nelson, 2009) has documented a relationship between history of child maltreatment and 

tendency to use illicit drugs. In Conroy et al.'s (2009) study, a control group was 

compared to individuals with opioid addictions. Specifically, males with opioid 

addictions were found to have a history of greater prevalence of physical and emotional 
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abuse, and females with opioid addictions were found to have a history of greater 

prevalence and more severe sexual abuse. These findings occurred even controlling for 

the risk factors associated with child maltreatment (e.g., socio-economic status). Based 

on the relationship between child maltreatment and adult mental health issues, including 

substance abuse, child maltreatment may be an important risk factor to evaluate in order 

to gain a better understanding of substance abuse and addiction. 

9.2 Methods 

9.2.a Participants 

A total of 264 men diagnosed with substance addictions and who were at in-patient 

treatment wards of the Alamal Complex for Mental Health in Dammam, Saudi Arabia, 

took part in this study. The participants' ages ranged from 20 to 50 years {M - 32.3 

years, SD = 7.7). All participants in the sample met the DSM-IV criteria for multi-

substance abuse. All participants were male because the facility treats only men. In the 

hospital where the men were recruited, they did not have access to the addictive 

substances. 

9.2.b Recruitment 

The researcher approached the Alamal Complex for Mental Health in Dammam, Saudi 

Arabia and asked whether they would permit the current study to be conducted there. 

Permission was granted, and the study was conducted in in-patient wards in Alamal 

Complex for Mental Health. The researcher approached the potential participants 

individually, explained the aims of the study, and invited them to take part in the study. 

If individuals were interested in participating, they were given a consent form to read 

and, if comfortable, to sign. They were also given a participant information sheet. Next, 

the author met with the participants individually in a clinic that was provided to allow 

the participants space and opportunity to complete the five scales included in this study. 

After the questionnaires were completed, the participants were given the debriefing 

form. All participants gave informed consent and the studies were deemed ethical by 

University of Plymouth's Human Ethics Committee and were consistent with the Code 

of Ethics of the World Medical Association (Declaration of Helsinki) for experiments 

involving humans. 
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9.2.C Measures 

The measures used in this study were presented in Study 4 (see chapter 8). Specifically, 

the following five questionnaires were used: the child and adult versions of the Arabic 

Parenting Style Questionnaire (APSQ), the Positive and Negative Affect Scale 

(PANAS), the Satisfaction with Life Scale (SLS), the Minor Health Complaints 

Questionnaire (MHCQ), and the Global Quality of Life Scale (GQLS). Although the 

adult version of the APSQ was administered, it was later omitted from analyses because 

the child version was deemed more closely related to the topics that were the focus of 

study (parenting experiences during childhood). 

9.2.d Scale Translations 

The instruments used in this study were used and translated in the previous study. The 

translation procedures were discussed in Study 4 (chapter 8). 

9.3 Results 

9.3.a Sample characteristics 

The sample was examined in terms of marital status, smoking, and the education level 

(see Table 9.1). Of the 264 men in the sample, 174 were single, 68 were married, and 22 

were divorced. The majority of the sample (A'̂  = 248, or 93.90%) reported smoking. 

Most fell into the two middle categories of education {N= 194, or 73.5%) with either an 

intermediate level of education (A'̂  = 72, or 27.3%) or a secondary degree (A'̂  = 122, or 

46.20%). 

Table 9.1 Sample characteristics of male addicts 

Marital Status 
Single 

Married 

Divorced 

Total 

Smoking 

Yes 

162 

93.10% 

66 

97.10% 

20 

90.90% 

248 
93.90% 

No 

12 

6.90% 
2 . 

2.90% 

2 
9.10% 

16 
6.10% 

Elementary 

32 

18.40% 

12 
17.60% 

6 

27.30% 

50 
18.90% 

Education 

Intermediate 

49 

28.20% 

17 
25% 

6 

27.30% 

72 
27.30% 

Secondary 

79 

45.40% 

35 

51.50% 

8 

36.40% 

122 
46.20% 

BA 

14 

8% 
4 

5.90% 

2 
9.10% 

20 
7.60% 

148 



Comparison of samples in studies 4 (non-addicts) and 5 (addicts) 

In order to determine whether individuals with addictions (in the present study) differ 

significantly in terms of demographic information from individuals without addictions, 

the sample from the present study was compared to the sample from Study 4 (chapter 

8). The samples were compared using t-tests, which indicated some significant 

differences. Specifically, individuals who had substance abuse addictions were 

significantly more likely to smoke (/ = -32.97; p < .01), and had a lower level of 

education (/ = -15.47; p < .01), including fewer Bachelor's degrees and no Master's 

degrees (see Table 9.2). Individuals with addictions in Study 5 were also significantly 

older than individuals without addictions in Study 4 (addicts M = 32.31 years, s.d. -

I.IQ; non-addicts M = 27.20 years, s.d. ~ 111; t = 8.02; p < .01). Comparing addicts 

and non-addicts, there were no significant differences between parents' levels of 

education or marital status. 

Table 9.2 Differences in sample characteristics between non-addicts and addicts 

Group 
Addict 
(study 5) 

Non-
addict 
(study 4) 

Total 

Sma 

Yes 
248 

93.90% 

38 

13% 

286 
51.30% 

iking 

No 
16 

6.10% 
255 

87% 

271 
48.70% 

IV 

Single 
174 

65.90% 

152 

51.90% 

326 
58.50% 

larital Status 

Married 
68 

25.80% 

139 

47.40% 

207 

37.20% 

Divorced 
22 

8.30% 

2 

0.70% 

24 
4.30% 

Elementary 
50 

18.90% 

0 

0.00% 

50 
9% 

Education 

Intermediate 
72 

27.30% 

12 

4.10% 

84 

15.10% 

Secondary 

122 
46.20% 

150 

51.20% 

272 

48.80% 

BA 

20 

7.60% 

124 

42.30% 

144 

25.90% 

MA 

0 

0.00% 
7 

2.40% 

7 

1.30% 

Individuals with and without substance abuse addictions showed significant differences 

across a number of variables examined in this study (see Table 9.3). Specifically, 

individuals with addictions reported lower quality of life (GQLS). On the child version 

of the APSQ, they reported more of all behaviours examined - more harsh parenting 

practices, more encouragement, and the display of more preferential treatment of 

siblings within their families during their childhood. On the adult version of the APSQ, 

individuals with addictions reported more harsh parenting practices (verbal insults, 

physical beatings) and the display of more preferential treatment of siblings within their 

families during their adult interactions with their parents. The individuals with 

addictions may be reporting on experiences they have had with their parents since 

developing substance abuse problems, which may impact the parent-child relationship. 

149 



Individuals with addictions also reported marginally less satisfaction with life (SLS), 

more Negative Affect (PANAS), and more inflammation symptoms (MHCQ). 

Table 9.3 Non-addicts and Addicts: Comparison of APSQ and outcome variables 

Child APSQ 

Harsh Parenting 

Encouragement 

Family Preference 

PANAS 

Negative Affect 

Positive Affect 

MHCQ 

Inflammation 

Infection 

Global Quality of 
Life Scale 

Satisfaction with 
Life Scale 

Diagnosis 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

Addict 

Non-addict 

N 

264 (47.4%) 

293 (52.6%) 

264 (47.4%)) 

293 (52.6%)) 

264 (47.4%)) 

293 (52.6%) 

264 (47.4%) 

293 (52.6%) 

264 (47.4%) 

293 (52.6%) 

264 (47.4%) 

293 (52.6%)) 

264 (47.4%) 

293 (52.6%) 

264 (47.4%) 

293 (52.6%)) 

264 (47.4%)) 

293 (52.6%) 

Mean 

3.30 

2.67 

4.93 

4.54 

3.97 

3.73 

2.84 

2.53 

3.31 

3.37 

1.87 

1.73 

1.88 

1.93 

63.56 

72.49 

3.98 

4.16 

Std. Deviation 

1.93 

1.32 

2.20 

1.97 

1.86 

1.65 

0.63 

0.62 

0.60 

0.53 

0.66 

0.52 

0.61 

0.51 

17.03 

15.38 

1.18 

1.16 

t 

4.43 

2.20 

2.33 

5.94 

-1.26 

2.76 

-1.13 

-6,50 

-1.81 

Sig. (2-tailed) 

<.01 

0.03 

0.02 

<.01 

0.21 

<.01 

0.26 

<.01 

0.07 

9.4 Examination of study 5 participants with addictions 

Reliability of the child APSQ subscales among individuals with addictions 

Cronbach's alpha was calculated for each of the three subscales again in order to 

examine the internal consistency of the APSQ subscales as used with the current sample 

of individuals with addictions (see Table 9.4). The internal consistencies of the Harsh 

Parenting and of the Encouragement subscale were found to be relatively high. 

However, the Family Preference subscale was found to have comparatively low internal 

consistency once again. Because of its consistently low internal consistency, the Family 

Preference subscale was dropped from the questionnaire. 
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Harsh Parenting 
Encouragement 
Family Preference 

SLS 

MCHQ-INFECTION 

MCHQ- INFLAMMATION 

PA 

NA 

0.86 
0.81 
0.58 

0.71 

0.45 

0.63 

0.74 

0.76 

Table 9.4 Reliability statistics for the child APSQ, SLS, MCHQ and PANAS 

Cronbach's Alpha Number of Items 

APSQ 
4 
J 

3 
5 

6 

8 

10 

10 

The correlation between the child APSQ and the MHCQ 

The correlation of the child APSQ subscales and the MHCQ subscales were examined 

to determine if childhood parent-child relationships appear to be related to inflammatory 

and infection symptoms experienced by adult individuals with diagnosed substance 

abuse problems. As shown in Table 9.5, all four correlations were of similar magnitude, 

ranging from .12 to .15. Although the correlations are very similar, only three of the 

four correlations had a significance level of .05 or below. 

Table 9.5 Correlation of child APSQ subscales and MHCQ subscales among substance 

abuse addicts 

Inflammation 

MHCQ 

Infection 

Child APSQ 

Harsh Parenting 
Encouragement 

0.15* 
-0.15* 

0.13* 
-0.12 

N = 264. 

*. Correlation is significant at the 0.05 level (2-tailed). 

Correlation of child APSQ with other variables 

Correlational relationships of the APSQ with the SLS, the PANAS, and the GQLS were 

examined (see Table 9.6). Similar to the results from Study 4, a significant correlation 

was found between the Harsh Parenting subscale andlhe SLS. Negative Affect was 

positively correlated with Harsh Parenting and negatively correlated with 

Encouragement. Positive Affect was positively and significantly correlated with 
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Encouragement. The correlation between Harsh Parenting and Positive Affect was very 

small in magnitude, so the correlation would not be likely to reach significance even 

with a larger sample. Reported quality of life on the GQLS was negatively and 

significantly correlated with Harsh Parenting and positively and significantly correlated 

with Encouragement. 

Table 9.6 Correlation of the child APSQ with the SLS, the PANAS, and the GQLS 

Child APSQ 

Harsh Parenting 

• Encouragement 

Satisfaction with 
Life Scale 

-0.23" 

0.08 

PANAS 

Negative Positive 
Affect Affect 

0.27" -0.03 

-0.12" 0.16" 

Global Quality of 
Life Scale 

-0.19" 

0.21" 

N = 264. 

*. Correlation is significant at the 0.05 level (2-tailed). 

**. Correlation is significant at the 0.01 level (2-tailed). 

9.5 Discussion 

The aims of Study 5 were (1) to examine the correlation between the child version of 

the APSQ and the MHCQ, PANAS, SLS, and GQLS among a sample of Saudi Arabian 

individuals diagnosed with multiple addictions, and (2) to compare those individuals 

with a sample of Saudi Arabian individuals without addictions. In addition, the 

refinement of the APSQ was further considered. 

Study 5 utilized the same instruments - the APSQ, MHCQ, PANAS, SLS, and GQLS -

that were utilized in Study 4. The parallel study designs allowed for the comparison of 

individuals with addictions (in Study 5) and without addictions (in Study 4). Both 

studies built on earlier studies, which informed the development of the APSQ and tested 

the APSQ among samples of studies (see Study 3). 

Further item reduction of the scale 

Both the Harsh Parenting subscale and the Encouragement subscale have high 

reliability. However, the Family Preference factor on the APSQ consistently showed 

low reliability. As a result, the Family Preference subscale was dropped from the 

questionnaire. ~~ 
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All correlations between subscales of the child APSQ and subscales of the MHCQ were 

of approximately the same magnitude, with absolute values ranging from .12 to .15. All 

but one of these four correlations were significant, with the correlation of-0.12 between 

the APSQ Encouragement subscale and infection symptoms on the MHCQ falling just 

below the cut-off for significance (p = .05). The Encouragement subscale on the child 

APSQ was thus negatively correlated with infection symptoms with marginal 

significance, and negatively significantly associated with inflammation symptoms on 

the MHCQ. Harsh Parenting on the child APSQ was positively and significantly 

associated with inflammation and infection symptoms on the MHCQ. Both subscales 

were significantly correlated with overall quality of life (on the GQLS) and Negative 

Affect (as assessed using the PANAS). The Harsh Parenting factor was also 

significantly correlated with satisfaction with life as assessed on the SLS. The 

Encouragement factor was significantly and positively correlated with Positive Affect. 

Correlations with minor health complaints 

This study also examined the relationship of the APSQ with minor health complaints 

(the MHCQ subscales) among individuals with substance abuse addictions. 

Relationships of similar magnitudes were found between the APSQ subscales 

(Encouragement and Harsh Parenting) and both of the MHCQ subscales (infection and 

inflammation), though one of these relationships was only marginally significant. 

Specifically, the Harsh Parenting subscale was found to be significantly and positively 

correlated with both infection and inflammation. The Encouragement subscale was 

found to be significantly and negatively correlated with inflammation as well as 

marginally significantly and negatively correlated with infection. 

Comparisons of non-addicts with addicts 

There were some meaningful similarities and differences between the APSQ scores of 

individuals without addictions (in Study 4) and with addictions (in Study 5). The 

pattern of relationships between the subscales of the APSQ and the global quality of life 

assessment (GQLS) was the same for both groups, with Harsh Parenting significantly 

and negatively associated with satisfaction, and Encouragement significantly and 

positively associated with satisfaction. 
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The other assessment of satisfaction, the SLS, showed different relationships. For non-

addicts and addicts alike. Harsh Parenting was significantly negatively related to the 

SLS, as predicted. However, Encouragement was a significant (positive) predictor only 

among addicts. 

With one exception, the APSQ also showed the same relationships with Positive and 

Negative Affect across the sample of addicts and non-addicts. As expected. Harsh 

Parenting was positively and significantly associated with Negative Affect for both 

samples, and Encouragement was negatively and significantly associated with Positive 

Affect for both samples. Encouragement was negatively and significantly related to 

Negative Affect for non-addicts only, indicating that individuals without addictions who 

experienced more encouragement in childhood reported less Negative Affect in 

adulthood (as expected). 

Among non-addicts, minor health complaints (both inflammation and infection) were 

significantly associated with both Harsh Parenting and Encouragement. However, there 

were fewer significant relationships between these variables among individuals without 

addictions. The association between Harsh Parenting and inflammation symptoms is 

positive and significant among individuals without addictions, but no other correlations 

were substantial or near significance. The associations between Harsh Parenting and 

infection and between Encouragement and inflammation are particularly weak (r = -.01 

and r = .02, respectively) and near zero. 

Overall, these data support the hypothesis that the APSQ predicts long-term health 

outcomes, and also that the outcomes relate to physical symptoms (i.e., minor health 

complaints), though less so among individuals with addictions than among individuals 

without addictions. In the next chapter, the relationship of verbal insults, physical 

beatings, and encouragement during childhood to later depression, affect, and Chronic 

Fatigue Syndrome (CFS) will be evaluated, and the relationship of these childhood 

experiences to minor health complaints will be re-examined. 
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Table 9.7 Comparing APSQ responses between non-addicts and addicts 

Study 4: Non-addicts Study 5: Addicts 

Harsh Harsh 

Parenting Encouragement Parenting Encouragement 

GQLS 

SLS 

Negative 

Affect 

(PANAS) 

Positive AfTect 

(PANAS) 

Inflammation 

(MCHQ) 

Infection 

(MHCQ) 

Pearson's r 

P 

Pearson's r 

P 

Pearson's r 

P 

Pearson's r 

P 

Pearson's r 

P 

Pearson's r 

P 

-.19" 

.002 

-.23" 

<.001 

.27" 

<.00I 

-.03 

.65 

.15* 

.013 

.13" 

.03 

.21" 

.001 

.08 

.19 

-.12" 

.05 

.16" 

.01 

-.15* 

.013 

-.12 

.05 

-.22"" 

<.00I 

- .31" 

<.001 

.17" 

.003 

-.04 

.50 

.19'* 

.001 

-.01 

.86 

.30"" 

<.001 

.27** 

<.001 

.025 

.67 

.13" 

.02 

.02 

.72 

.09 

.13 
N (addict) = 264; N (Non-addict) = 293 

**. Correlation is significant at the O.OI level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-taiIed). 
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Chapter 10 

Study 6: Relationship of harsh parenting practices and lack of 

expression to later mental health symptoms in Saudi Arabian 

individuals with addictions 

Abstract 

Aim: The aim of this study was to determine if the experience of harsh parenting 

practices during childhood and having a childhood during which expression of thoughts 

and feelings is discouraged is associated with depression, Chronic Fatigue Syndrome 

(CFS), positive or Negative Affect (on the Positive and Negative Affect Scale, 

PANAS), inflammatory symptoms (on the MHCQ), infection symptoms (on the 

MHCQ), or Borderline Personality Disorder (BPD) among a Saudi Arabian clinical 

sample of individuals with diagnosed addictions. In addition, three new items 

addressing predictability of punishment delivered by parents were added to the APSQ 

and the questionnaire's performance was evaluated. 

Methods and Participants: A clinical sample of 259 men diagnosed with substance 

abuse addictions and receiving treatment at the Alamal Complex for Mental Health in 

Dammam, Saudi Arabia, participated in this study. The participants' ages ranged from 

19 to 58 years (M= 32.27 years, SD - 8.25). The participants completed six self-report 

questionnaires, the child version of the Arabic Parenting Style Questionnaire (APSQ), 

the Minor Health Complaints Questionnaire (MHCQ), the Positive and Negative Affect 

Scale (PANAS), the nine-item Patient Health Questionnaire (PHQ-9), the Chronic 

Fatigue Syndrome (CFS) scale, and the Borderline Personality Disorder Scale (BPDS). 

Results: There was a significant correlation of the Harsh Parenting subscale of the child 

APSQ with Negative Affect (PANAS), physical and mental fatigue (CFS), depression, 

and inflammation and infection (on the MHCQ). The Encouragement subscale of the 

child APSQ was also found to be significantly correlated with Positive Affect as 

assessed by the PANAS. Harsh Parenting on the child APSQ served as a significant 

predictor of BPD. A significant and strong positive correlation was found between the 

APSQ's Harsh Parenting subscale and the BPDS. The internal consistency of the new 

Punishment Prediction items on the APSQ was low, and for this reason the items were 

dropped. 
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Discussion: The APSQ's Harsh Parenting subscale and Encouragement subscale are 

strong predictors of later depression, chronic fatigue (CFS), Positive Affect and 

Negative Affect (PANAS), and inflammatory and infection symptoms (MHCQ). The 

Harsh Parenting factor is also a strong, significant predictor of BPD in a Saudi Arabian 

sample; whether this relationship is causal should be further investigated. 

Key words: the Arabic Parenting Style Questionnaire, Minor Health Complaints 

questionnaire, the Positive and Negative Affect Scale (PANAS), Patient Health Questionnaire, 

Chronic Fatigue Syndrome, Borderline Personality Disorder (BDP), addiction. 
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10.1 Introduction 

The current study builds on the previous investigation of Arabic Parenting Style 

Questionnaire (APSQ) in a clinical sample, but expands the area of investigation to look 

at whether verbal insults, physical beatings, and discouragement of emotional 

expression during childhood relate to specifically to mental health symptoms in Saudi 

Arabian individuals with diagnosed addictions. Specifically, depression, Chronic 

Fatigue Syndrome (CFS), Positive or Negative Affect (on the Positive and Negative 

Affect Scale, PANAS), inflammatory and infection symptoms, and Borderline 

Personality Disorder (BPD) were examined as potentially related to APSQ scores. 

Stress has long been recognized to have negative consequences and be related to the 

development of pathology (e.g., Eitinger, 1972; Meehl, 1962), as was described in 

Chapter 3. Infornet theory (see chapter 3) goes further to suggest a pathway by which 

stress might negatively influence health (Hyland, 2011). What causes or prompts 

stress? Many psychological models of stress (e.g., Lazarus & Folkman, 1984) 

emphasize issues of control and predictability. A stressor may be seen as more 

controllable if an individual feels able to cope with and respond to the stressor. 

Regardless of the cause of stress, when people suffer stress that they perceive as 

uncontrollable, they tend to suffer emotionally, experience physiological disruptions, 

show increased levels of aggressive behaviour, and have difficulty with cognitive tasks 

(e.g., Roth, 1980; Wortman & Brehm, 1975). Indeed, the more uncontrollable and 

unpredictable a stressor is perceived to be, the greater the negative impact, including 

stress and feelings of hopelessness (e.g., Henry, 2005). Other studies have found that 

risk of psychopathology related to stressful events is associated with the level of 

perceived predictability, intensity, and chronic nature of the stressors (Folkman, 

Lazarus, Dunker-Schetter, DeLongis, & Gruen, 1986; McCubbin, Caubte, & Patterson, 

1982). 

Infomet theory (Hyland, 2011) provides a rationale as to why stress leads to negative 

health outcomes. According to this theory, repeated episodes of acute stress lead to 

associative learning changes in a psychoneuroimmunoendocrine information network, 

the infornet. Whereas a single episode of stress leads to the encoding of the information 

that there is currently a stressor present, repeated episodes of stress lead to this 

information becoming fixed such that the organism responds as though there were 

always a stressor, even though the current inputs to the infomet would indicate 
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otherwise. Thus, the chronic changes associated with stress can be explained in terms 

of a form of programming within the body. What are these changes? They consist of 

raised levels of pro-inflammatory cytokines and this pro-inflammatory cytokines create 

systemic inflammation. Pro-inflammatory cytokines protect against infection in the 

short term but in the long term have a very negative impact on the body. Diseases such 

as asthma, cancer, and heart disease as well as many neurological conditions have a 

specific inflammatory component whereby the likelihood of the disease is increased by 

raised pro-inflammatory cytokines. As a result, the incidence of all major diseases is 

increased with stress (e.g., the stress of daily life with low socioeconomic status, daily 

struggles). Thus, it is consistent with existing stress theory and its development in the 

form of infornet theory that the experience of early childhood stress leads to later 

disease. Infornet theory is a network theory and makes the further prediction that young 

networks are particularly plastic such that the experience of stress when young should 

be particularly damaging. Thus, in the context of this thesis, harsh parenting is a 

stressor, and when repeated that stressor leads to raised levels of pro-inflammatory 

cytokines, and the raised levels of pro-inflammatory cytokines (which become locked in 

because the young network is plastic) then lead to a range of different diseases. The 

theory therefore leads to the prediction that childhood stress leads to pathophysiology 

that drives both psychological and physical disease. 

Living in a world that is unpredictable causes a chronically elevated stress level, and 

chronically elevated stress, in turn, has a negative impact on health. In studying youth, 

Grant, Behling, Gipson, and Ford (2005) examined the issue of stressful life experiences 

and experiencing an increased rate of negative experiences and found that, among 

adolescents, increases in stressors account for increases in psychological problems. 

Based on the research indicating that the predictability of stressors affects the degree to 

which the stressors impact people and the assumption that punishment causes stress for 

children, additional items were developed to assess the predictability of punishment. 

The items added to the APSQ to assess predictability of punishment during childhood 

were examined and evaluated in this study. 

Thus, in this chapter stress is referred to specifically in relation to the issue of 

predictability. This idea occurred at this stage of the thesis rather than at the beginning. 

The idea of whether the unpredictability of punishment might be more important than 

the frequency of punishment seemed worthwhile and important to explore. As will be 
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found later in this chapter, this idea was not found to be a useful one. However, the 

failure to find useful data from the unpredictability items may stem from the fact that 

they were added late in the research process. 

In the US, approximately two percent of the general population is estimated to have 

Borderline Personality Disorder (BPD), making it one of the most common personality 

disorder (PD) diagnoses (American Psychiatric Association [APA], 2000; Johnson et 

al., 2000; Klonsky, Oltmanns, Turkheimer, & Fiedler, 2000; Kraus & Reynolds, 2001). 

Recently, Carr and Francis (2009) argued that there may be a pathway from childhood 

maltreatment and/or a dysfunctional family environment to adult BPD, and that this 

pathway may be mediated by individuals" core beliefs and expectations about the world. 

Additional studies in non-clinical samples, clinical samples, and using longitudinal 

methodologies have been recommended to further explore this relationship (see Carr & 

Francis, 2009). Psychological health in Saudi Arabia has not yet garnered adequate 

research attention to provide comparable statistics, but BPD is recognized in Saudi 

Arabia. With respect to BPD, the aim of the current study is to determine whether being 

frequently physically struck, being verbally insulted, or experiencing a lack of 

encouragement during childhood are associated with later BPD in a Saudi Arabian 

sample of men with substance abuse addictions. This study adds a cross-cultural 

perspective and examines BPD symptoms in a clinical sample of Saudi Arabians with 

diagnosed substance abuse addictions. 

10.2 Methods 

10.2.a Participants 

All 259 participants who took part in this study were men with diagnosed substance 

abuse addictions and had been admitted to the Alamal Complex for Mental Health in 

Dammam, Saudi Arabia. Although receiving treatment in the same facility as 

participants in the previous study (Chapter 9), the samples are separate and unique 

individuals. The ages of participants in this study (Study 6) ranged from 19 to 58 years 

(M= 32.3 years, SD - 8.2 years). All the participants were male because there are no 

female patients in the Alamal Complex for Mental Health. 
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10.2.b Procedures 

The Alamal Complex for Mental Health was asked for and freely gave permission for 

this study to be conducted. With the complex's consent, the author commenced 

interviewing clients, asking them if they would like to take part in the current study. 

Next, the potential participants were given further information about the aim of the 

study, their right to withdraw from participation without penalty was explained to them, 

and they were informed that participation in the study would not impact their treatment 

in the Alamal Complex for Mental Health. Potential participants were given information 

forms describing the study and were given informed consent forms to review; if they 

agreed to participate in the study, they were asked to give informed consent by signing 

the form. Individual meetings were held for the participants to be given and to complete 

the five questionnaires, which took 20-25 minutes to complete. After the participants 

completed the five questionnaires, they were given a debriefing form. All participants 

gave informed consent and the studies were deemed ethical by University of 

Plymouth's Human Ethics Committee and were consistent with the Code of Ethics of 

the World Medical Association (Declaration of Helsinki) for experiments involving 

humans. 

10.2.C Measures 

Six scales were used to examine the correlation of the APSQ with inflammation and 

infection on the MHCQ, with Positive Affect and Negative Affect on the PANAS, with 

health information from the nine-item PHQ-9, with fatigue assessed on the CFS scale, 

and with BPD assessed on the BPDS. Each scale is discussed below. All participants 

completed all six questionnaires. 

The Arabic Parenting Style Questionnaire (APSQ). This scale was described in Study 

3 (see chapter 7). However, the third subscale of the original APSQ, Family Preference, 

was dropped because the subscale's internal consistency was low. In addition, a new 

subscale, the Punishment Predictability subscale, described below, was added. 

10.2.d Modification of the child APSQ 

A new set of items was generated to form an additional subscale on the child form of 

the APSQ, modifying it from the version used in previous studies. The new subscale, 

called the Punishment Predictability subscale, included three new items addressing the 
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predictability of punishment parents give. The Punishment Predictability subscale was 

added to test the hypothesis that there is a correlation between predictability of 

punishment during childhood and mental health during adulthood. Each item used a 

seven-point Likert response scale (see Table 10.1). The answer options for the first item 

ranged from "completely unpredictable" to "always knew when it would occur". 

Answer options for the second question ranged from "unable to control" to "able to 

control". Finally, answer options for the third question ranged from "unable to escape" 

to "could always escape". 

Table 10.1 Items included in the new Punishment Predictability subscale 

1. Were you able to predict when the beating would occur? 
2. Were there things you could do to control the severity of beating? 
3. Were you able to escape from the person beating you? 

Patient Health Questionnaire (PHQ-9). This scale consists of a nine-item self-report 

measure to assess the severity of depression. Responses are provided using a five-point 

Likert scale of severity/frequency, ranging from zero ("not at all") to four ("nearly every 

day"; FCroenke, Spitzer, & Williams, 2001). The PHQ-9 as utilized because depression 

is a common indicator of poor health and the PHQ-9 is a commonly used, freely 

available tool for assessing depression. The internal consistency of the PHQ-9 has been 

reported to be a = 0.89 (Kroenke, Spitzer & Williams, 2010). 

Chalder Fatigue Scale (CFS). The CFS is self-report scale consisting of 14 items that 

can be divided into two factors, physical fatigue and mental fatigue, for assessing 

Chronic Fatigue Syndrome. Each item of the subscale is followed by a foUr-point 

response scale, including the responses "much worse than usual," "worse than usual," 

"no more than usual," and "better than usual" (Chalder et al., 1993). The internal 

consistency of the entire scale has been examined, and Chalder et al. (1993) also 

examined the impact of removing each of the items included in the scale; the internal 

consistency ranged from a = 0.88 to a = 0.90. 

Minor Health Complaints Questionnaire (MHCQ). This scale was described in Study 

4 (see chapter 8). 
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Positive and Negative Affect Scale (PANAS). This scale was described in Study 4 (see 

chapter 8). An Arabic scale based on the PANAS was constructed with permission of 

the authors. 

Borderline Personality Disorder Scale (BPDS). The BPDS (First et al., 1997) is a list 

of 15 questions derived from the semi-structured clinical interview for diagnosing 

DSM-IV Axis 11 Personality Disorders (SCID-II). The semi-structured interview 

includes a total of 119 questions to be completed by a psychologist and during a 

psychological interview. The 119 questions address a large number of personality 

disorders; only the subset of items related to BPD were retained for this study. For the 

15-item questionnaire included in this study, participants respond to each item using a 

bimodal scale with answers options of "yes" and "no". The lowest score possible on the 

questionnaire, if an individual responds with a "no" to every item, is 15; the highest 

score possible, if an individual responds with a "yes" to every item, is 30. Higher scores 

on the questionnaire are associated with a higher likelihood of being diagnosed with 

BPD (First et al., 1997). 

The reliability of the interview for assessing BPD has been assessed in a number of 

studies with a variety of results, ranging from as low as a = 0.02 (Weiss, Najavitz, 

Muenz, &. Hufford, 1995) to as high as 0.95 (Lobbestael, Leurgans, &. Arntz, 2011). 

Other reported reliability levels have included a = 0.48 (First et al., 1995), 0.72 

(Dreessen & Arntz, 1998), 0.79 (Arntz et al., 1992), 0.82 (Fogelson, Neuchterlein, 

Asarnow, Subotnik, & Talovic, 1991) , 0.91 (Maffei et al., 1997), and 0.91, 0.93, and 

0.95 (Lobbestael, Leurgans, & Arntz, 2011). 

10.2.e Scale Translation 

The child APSQ was translated from English into Arabic in Study 2 (see chapter 6). The 

newly added subseale was translated from English to Arabic, then backtranslated to 

English. Native English speakers compared the original and the backtranslated versions 

of the questionnaire. The PANAS and MHCQ were translated from English to create 

Arabic forms in Study 4 (see chapter 8). Permission to translate the PHQ-9, CFS, and 

BPDS from English to Arabic was obtained, and subsequently both scales were 

translated by the author from English into Arabic, keeping the translation as literal as 

possible. Then, the Arabic translation was presented to three bilingual (English-Arabic) 
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individuals for backtranslation into English. Subsequently, the backtranslated versions 

were compared to the original questionnaire forms by the author and his research 

supervisor. 

10.3 Results 

10.3.a Sample characteristics 

Characteristics of the sample across all demographic variables that were measured are 

shown in Tables 10.2 and 10.3. 

Table 10.2 Sample characteristics: Marital status and smoking 

Marital Status 

Single 

Married 

Divorced 

Widower 

Total 

Smoking 

Yes 

130 

93.50% 

83 

89.20% 

25 

96.20% 

1 

100% 

239 

92.30% 

No 

9 

6.50% 

10 

10.80% 

1 

3.80% 

0 

0.00% 

20 

7.70% 

Total 

139 

100% 

93 

100% 

26 

100% 

1 

100% 

259 

100% 

Table 10.3 Sample characteristics and mental health variables 

Minimum Maximum Mean SD 

Child APSQ 

Harsh Parenting 

Encouragement 

PANAS 

Positive Affect 

Negative Affect 

CFS 

Physical 

. Mental 

P H Q - 9 

MHCQ 

Infection 

Inflammation 

Border Personality Disorder 

259 

259 

259 

259 

259 

259 

259 

259 

259 

259 

19 

.20 

58 32.27 8.25 

8 

8 

5 

5 

4 

4 

27 

3.83 

4 

2 

2.83 

4.30 

3.30 

2.90 

2.76 

2.64 

10.51 

1.88 

1.91 

1.56 

1.65 

2.11 

.71 

.82 

.63 

.75 

5.36 

.61 

.64 

.26 
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The internal consistency of the APSQ 's subscales 

Cronbach's alpha was calculated for each of the three child APSQ subscales, Harsh 

Parenting and Encouragement to re-examine their internal consistencies with the new 

sample, and Punishment Predictability to examine the internal consistency of the new 

subscale for the first time. The Harsh Parenting and the Encouragement subscales were 

found to have higher internal consistencies than in previous studies. The internal 

consistency of the Harsh Parenting factor was a = 0.86, and of the Encouragement 

subscale was a = 0.80 (see Table 10.4). The internal consistency of the new, three-item 

Punishment Predictability subscale was a = 0.50, indicating relatively low internal 

consistency, particularly compared to the other two subscales of the APSQ. Based on 

this low internal consistency, the new subscale was dropped from future analyses and 

from the APSQ. 

Table 10.4 The internal consistency of the child APSQ subscales 

Cronbach's alpha Number of Items 
Harsh Parenting 
Encouragement 
Punishment Prediction 

0.86 4 
0.79 3 
0.50 3 

Correlations between the child APSQ subscales with MHCQ infection and 

inflammation symptoms 

The previous study examined the two subscales of the MHCQ as well as the ratio 

between inflammatory and non-inflammatory symptoms. The latter analysis was a 

speculative analysis to see if it produced a more interesting pattern of results than the 

subscales independently. This was not the case, so the ratio is not reported for this 

study (examination of the data shows that it is equally as uninteresting as in the previous 

study). As shown in Table 10.5, there are significant and positive correlations of the 

APSQ Harsh Parenting subscale with the MHCQ's infection symptoms. However, the 

APSQ Encouragement subscale was not found to be significantly correlated with 

infection and inflammatory symptoms on the MHCQ. Based on these correlations, it is 

suggested that the APSQ Harsh Parenting subscale may be a better predictor of later 

physical health. 
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Table 10.5 Correlation of APSQ subscales with MHCQ infection and inflammatory 

symptoms 

MHCQ 

Infection Inflammation 

Child APSQ 

Harsh Parenting 
Encouragement 

0.24" 0.26*'' 
0.08 0.02 

N = 259. 

* Correlation is significant at the 0.05 level (2-tailed). 

** Correlation is significant at the 0.01 level (2-tailed). 

The correlation of the child APSQ with assessments of adult health and well-being 

The correlations of the child APSQ subscales with the assessments of depression, the 

PANAS, SLS, GQLS, and CFS were all examined. These correlational relationships 

were examined to determine if childhood experiences of harsh parenting and of 

discouragement to express thoughts and feelings were associated with decreased 

physical health, mental health, and overall well-being in adulthood (see Table 10.6). 

The Harsh Parenting subscale was found to correlate positively and significantly with 

both physical and mental symptoms of CFS. This correlation shows that the individuals 

with addictions who reported experiencing less frequent harsh parenting during 

childhood reported more symptoms of physical and mental fatigue (CFS) in adulthood. 

Table 10.6 Correlation of the child APSQ with later depression. Positive Affect and 

Negative Affect (PANAS), and physical and mental fatigue (CFS) 

Child APSQ Subscale 
Harsh Parenting 
Encouragement 

PHQ-9 

0.22" 
0.09 

PANAS 
Positive 
Affect 

0.03 

0.15' 

Negative 
Affect 

0.37" 
0.03 

CFS 
Physical Mental 

symptoms symptoms 

-0.17" -0.21" 
0.07 0.07 

N = 259. 

* Correlation is significant at the 0.05 level(2-tailed). 

** Correlation is significant at the 0.01 level (2-tailed). 

Multiple regression was used to determine the utility of the Encouragement and Harsh 

Parenting subscales in predicting Negative Affect and, separately, in predicting Positive 

Affect. Results are shown in Table 10.7. Harsh Parenting was identified as a significant 
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Beta 
.37 
.04 

.01 

.05 

Significance 
>.001 
.47 
Adjusted R" = 

.60 

.01 
Adjusted R" = 

.13 

.02 

predictor of Negative Affect, although Encouragement was not. In contrast. 

Encouragement was identified as a significant predictor of Positive Affect, although 

Harsh Parenting was not. 

Table 10.7 Multiple regression models predicting Negative and Positive Affect 

Scales 
Negative Affect - PAN AS Harsh Parenting (APSQ) 

Encouragement (APSQ) 

Positive Affect - PANAS Harsh Parenting (APSQ) 
Encouragement (APSQ) 

The internal consistency of the BPDS 

The internal consistency of the BPDS, examined using Cronbach's alpha was a = 0.84. 

The correlation of child APSQ with adult BPD 

To examine the relationship between the subscales of the APSQ and the measure of 

BPD in adulthood (the BPDS), correlations were examined. There were two primary 

questions of interest. First, is the experience of being beaten and insulted by a parent 

during childhood related to BPD in adulthood? Second, is the childhood experience of 

being discouraged to express thoughts and feelings related to BPD in adulthood? 

A significant, positive correlation was found between the child APSQ subscale Harsh 

Parenting and individuals' self-ratings on the BPDS, r(257) = .30 (p < .01). This 

correlation shows that the addicts who report higher frequency of being beaten or 

insulted (Harsh Parenting) during childhood are more likely to have symptoms of BPD. 

The child APSQ Encouragement subscale was hot found to significantly correlate with 

BPD (see Table 10.8). 

Table 10.8 Correlation of the child APSQ subscales with scores on the BPDS 

BPDS 
Child APSQ 

Harsh Parenting 
Encouragement 

0.30" 
-0.02 

N = 259. 

** Correlation is significant at the. 0.01 level (2-tailed). 
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Multiple regression was used to predict participants' scores on the evaluation of BPD as 

a function of their reported childhood experiences of being beaten, being insulted, and 

being encouraged. Encouragement was not found to be a significant predictor. However, 

Harsh Parenting was found to be a significant independent predictor a tp < .001. 

Table 10.9 Multiple 
Scale 
Borderline 

: regression 

Personality Disorder 

model predicting BDP from APSQ 

Harsh Parenting (APSQ) 
Encouragement (APSQ) 

Beta 
.30 
-.01 

subscales 
Significance 
<.001 
.85 
Adjusted R̂  = .08 

10.4 Discussion 

The child APSQ Harsh Parenting subscale and Encouragement subscale were both 

found to have high internal consistency and were maintained in the questionnaire, 

whereas the internal consistency of the Punishment Prediction subscale piloted in this 

study was quite low. The Punishment Prediction subscale was consequently dropped 

from the study and analyses. 

Further analysis of the Harsh Parenting subscale and the Encouragement subscale found 

both to be strong predictors of adult depression and physical health symptoms in the 

sample of addicts who took part in this study. According to analyses using multiple 

regression, it was determined that Positive Affect and Negative Affect have different 

predictors, with Positive Affect predicted by Encouragement but not Harsh Parenting, 

and Negative Affect predicted by Harsh Parenting but not Encouragement. This pattern 

of results is consistent with the findings from chapter 8, in which a typical sample of 

Saudi Arabian men and women was examined. 

Based on these results, harsh parenting appears to be a strong determinant of adult well-

being. Encouragement also shapes well-being in adulthood, but the effects of 

Encouragement appear limited to Positive Affect; Encouragement was not a significant 

predictor of Negative Affect or of minor health cornplaints. Furthermore, these results 

are consistent with the results found in the community sample of Saudi Arabian 

individuals without addictions (see Study 5, chapter 9), suggesting that these 

relationships may be due to general mechanisms irrespective of sample characteristics. 

The robustness and consistency of the relationships between of Positive Affect and 
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Negative Affect with the two APSQ parenting style factors (Harsh Parenting and 

Encouragement) suggest that they may operate through different mechanisms. 

Harsh Parenting (not Encouragement) is also a significant predictor of BPD symptoms. 

These results are consistent with Carr and Francis' (2009) suggestion that dysfunctional 

childhood environments and families (i.e., including those characterised by abuse 

towards children) pave the paths for children to develop BPD in adulthood. 
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Chapter 11 

Study 7: Childhood parent-child relationships as predictors of 

adult asthma, cancer, and heart disease 

Abstract 

Aim: The aim of this study was to determine if Saudi Arabian individuals who are the 

targets of beating and insults from their parents during childhood and who experience 

discouragement to express thoughts and feelings during childhood have an increased 

incidence of cancer, heart disease, and asthma during adulthood. Individuals diagnosed 

with asthma, cardiac health problems, or cancer who had experienced beatings, insults, 

or discouragement from expressing their thoughts and feelings as children were 

expected to report a decline in health, low Positive Affect, and high Negative Affect. 

Methods and Participants: A total of 700 participants (350 male, 350 female) at five 

different Saudi Arabian health institutes took part in this study. The participants were 

further divided into four different groups: (a) 150 cardiac patients (75 males, 75 

females), (b) 150 asthma patients (75 males, 75 females), (c) 150 cancer patients (75 

males, 75 females), and (d) 250 hospital employees who composed the control sample 

(125 males, 125 females). Participants ranged in age from 40 to 60 years (M= 49.70 

years, SD = 6.10 years). All participants provided demographic information and 

completed two questionnaires, the child Arabic Parenting Style Questionnaire (APSQ) 

and the Positive and Negative Affect Scale (PANAS). 

Results: Results were examined using Binary Logistic Regression and showed a strong 

relationship between the predictor and outcome variables. Harsh Parenting is also a 

significant independent predictor in all cases. There is a marginal effect of smoking in 

the case of asthma (which might be predicted), and Positive Affect is also a significant 

independent predictor for cancer and asthma. However, these results are correlational 

and so it cannot be determined if Positive Affect is a trigger or a consequence. 

Discussion: The results indicated that reports of childhood Harsh Parenting (beatings 

and insults from parents) weire strongly linked to health problems in later adulthood. 

Key words: Parent-child relationship, Positive and Negative Affect Scale (PANAS), asthma, 

cancer, heart disease. 
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11.1 Introduction 

In the current study, the importance of childhood experiences of being beaten, verbally 

insulted, and encouraged in predicting physical illness was investigated. Specifically, 

this study looked at whether Saudi Arabian individuals who are the targets of beatings 

or verbal insults from their parents during childhood and who experience parental 

discouragement from expressing thoughts and feelings during childhood have an 

increased incidence of cancer, heart disease, and asthma during adulthood. These three 

diseases were selected for the current study because previous research by Fuller-

Thomson and Brennenstuhl (2009) has found relationships between the diseases and 

childhood abuse. In addition, the selection of these disease categories was guided by 

pragmatic issues of participant recruitment. In all three cases there were specialist 

hospital units to which I had a good chance of access. 

Individuals diagnosed with asthma, cardiac health problems, or cancer who had 

experienced beatings, verbal insults, or discouragement from expressing their thoughts 

and feelings as children were expected to report a decline in health, low Positive Affect, 

and high Negative Affect. 

Research has shown that foetal and early stress leads to later disease. The mechanism 

for this effect is thought to be due to these early stressors "programming" the body in 

such a way that there are chronically raised pro-inflammatory cytokine levels. Most 

major diseases have an inflammatory factor, so raised pro-inflammatory cytokines may 

predispose individuals to disease. One reason early stress has this effect has been 

proposed in infornet theory, which suggests that the body operates in part as a network 

or parallel processing system which exhibits associative learning (Hyland, 2011). The 

associative learning rule is used to describe activity in the brain and explain 

conditioning and other learning phenomena. An application of the associative learning 

rule suggests that repeated stressors lead the body to "learn" a stress response, even ift 

the absence of a stressor. Network systems are particularly plastic at an early age, and 

so early childhood experiences have a particularly important and long-lasting role in 

terms of pro-inflammatory cytokine levels across the lifespan. 

Parenting style might be expected to correlate with a variety of other life factors (e.g., 

socio-economic status, education level). Health status might also be affected not 

directly by parenting style, but by an intervening, correlated variable. Negative Affect 
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is expected to be related to poor health and to parenting style, though this relationship 

must be explored in order to be understood. Does a harsh and non-supportive parenting 

style lead to both Negative Affect and poor health, or might a child who tends to be 

high in negative affect provoke harsher parenting styles and lead to poor health? In 

order to address these questions and tease apart the relationships amongst these 

variables, affective variables and, demographic information are examined in the current 

study. 

11.2 Methods 

11.2.a Participants 

A total of 700 participants (350, or 50%, male, and 350, or 50%, female) at five 

different Saudi Arabian health institutes took part in this case-control study. As 

described below, the participants were divided into four groups: (a) 150 patients with 

cardiac health problems (75 males, 75 females), (b) 150 patients with asthma (75 males, 

75 females), (c) 150 patients with cancer (75 males, 75 females), and (d) 250 hospital 

employees who composed the control sample (125 males, 125 females). All patients 

were out-patients visiting the clinics at the time at which the questionnaires were 

administered. Participants ranged in age from 40 to 60 years {M = 49.70 years, SD = 

6.10 years). 

11.2.b Recruitment 

The author approached the ministry of health in Saudi Arabia in order to obtain the 

ethical approval to conduct the proposed research and to gain access to three health 

institutions to collect data from the samples of individuals with cardiac and asthmatic 

diagnoses, as well as a control sample. The hospitals were the Saud Al-Babtain Cardiac 

Centre, King Fahad Hospital in Hafouf, and Dammam Central Hospital. In addition, the 

author approached King Fahad Specialist Hospital in Dammam, to obtain the ethical 

approval to conduct the study for collecting data from individuals diagnosed with 

cancer. In each facility, pofehtial participants were politely invited to a separate room 

and asked if he or she would like to take part in the study. 

Data collection was conducted in three parts. In the first part, data were collected from 

the control sample and the individuals with asthma, both at the Dammam Central 

Hospital and King Fahad Hospital in Hafouf. Employees in both hospitals served as the 

study's control group (healthy individuals). Individuals with asthma were drawn from 
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the group of people receiving out-patient (i.e., not required to stay in the hospital) 

services at both hospitals. Data collection for both the healthy group and the individuals 

with asthma lasted for two months. In the second part of data collection, individuals 

who were cardiac patients were identified at the Saud Al-Babtain Cardiac Centre in 

Dammam. The cardiac patients were also out-patients. Data collection for this group 

spanned one month. The third part of data collection, collecting data from individual 

diagnosed with cancer, was conducted with out-patients receiving care through King 

Fahad Specialist Hospital in Dammam. Collection of data from individuals with cancer 

lasted one month. 

11.2.C Measures 

The Arabic Parenting Style Questionnaire (APSQ). For a description of this scale, 

please refer to Study 6 (chapter 10). 

Positive and Negative Affect Scale (PANAS). For a description of the PANAS, please 

refer to Study 4 (chapter 8). An Arabic scale based on the PANAS was constructed with 

permission of the authors. 

11.2.d Scale Translations 

The questionnaires were translated from English into Arabic in studies 2 and 4 (see 

chapters 4 and 6). 

11.3 Results 

11.3.a Sample characteristics 

Sample demographics, with particular attention to sex, smoking, marital status, and 

education are presented in Tables 11.1 and 11.2. 
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Table 11.1 Sample characteristics 

Male 
(350) 

Female 
(350) 

Total 
(700) 

Smoking 
Yes 
121 

17.3% 
19 

2.7% 

140 
20.0% 

No 
229 

32.7% 
331 

47.3% 
560 

80.0% 

Single 
35 

5.0% 
81 

11.6% 
116 

16.6% 

Marital Status 
Married 

282 

40.3% 
228 

32.6% 
510 

72.9% 

Divorced 
15 

2.1% 
15 

2.1% 
30 

4.3% 

Widower 
18 

2.6% 
26 

3.7% 
44 

6.3% 

Non-educated 
31 

4.4% 
27 

3.9% 
58 

8.3% 

Elementary 
46 

6.6% 
49 

7.0% 
95 

13.6% 

Education 
Intermediate 

74 
10.6% 

55 
7.9% 
129 

18.4% 

Secondary 
100 

14.3% 
109 

15.6% 
209 

29.9% 

BA 
91 

13.0% 
107 

15.3% 
198 

28.3% 

MA 
7 

1.0% 
2 

.3% 
9 

1.3% 

PhD 

1 
.1% 

1 
.1% 
2 

.3% 
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Table 11.2 Father's and Mother's education in men and women 

Father's 

Male 

Female 

Total 

Mother' 

Male 

Female 

Total 

Non-
educated 

education 

159 

22.7% 

140 

2% 

299 

42.7% 

s education 

177 

25.3% 
167 

23.9% 

344 
49.1% 

Elementar)' 

76 

10.9% 

68 

9.7% 

144 

20.6% 

94 

13.4% 

88 
12.6% 

182 
26% 

Intermediate 

60 

8.6% 

63 

9% 

123 

17.6% 

44 

6.3% 
46 

6.6% 

90 
12.9% 

Secondary 

44 

6.3% 

53 

7.6% 

97 

13.9% 

27 

3.9% 
40 

5.7% 

67 
9.6% 

BA 

11 

1.6% 

21 

3.0% 

32 

4.6% 

8 

1.1% 

9 
1.3% 

17 
2.4% 

MA 

0 

.0% 

4 

.6% 

4 

.6% 

0 

0 

0 
0 

0 
0 

PhD 

0 

.0% 

1 

.1% 

1 

.1% 

0 

0 

0 
0 

0 
0 

Total 

350 

50% 

350 

50% 

700 

100% 

350 

50% 
350 
50% 

700 
100% 

11.3.b Internal consistency of the measures 

The Cronbach's alpha associated with each of the two APSQ subscales was calculated to 

re-examine the subscales" internal consistency. The Harsh Parenting subscale and the 

Encouragement subscale were found to have relatively high internal consistency, a = 

0.94 and a = 0.87, respectively (see Table 11.3). 

Table 11.3 Internal consistency of the child APSQ subscales 

Child APSQ Subscale Cronbach's alpha 

Harsh Parenting 0.94 
Encouragement 0.87 

Number of Items 
4 

3 

The Cronbach's alphas associated with the subscales of the PANAS, PA and NA, were 

calculated for each sample subgroup. 

Table 11.4 Internal consistency of the PANAS 

Cronbach's Alpha 

Sample PA (10 items) NA (10 items) 

Cancer 0.89 ~" ~~ ~ 0.70 

Heart 0.89 0.75 

Asthma 0.83~' 0.74 

Healthy 0.80 0.74 ' 
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11.3.C Comparison of the control group with patients with asthma, heart disease, 

and cancer 

For the majority of the variables measured in this study, t-tests were conducted to 

examine whether the patients with asthma differed from the healthy control group, 

whether the patients with cancer differed from the healthy control group, and whether 

patients with heart disease differed from the healthy control group. The average age of 

individuals in the healthy control group (M= 4737 years, SD = 5.61) was significantly 

less than the average age of individuals in any of the three patient groups (p < .01). The 

average age of the asthma group was 49.55 years (SD = 6.06), of the cancer group was 

50.47 years (SD = 6,06), and of the heart disease group was 52.97 years (SD = 5.32). 

Differences across all the variables are presented in Table 11.5 and Table 11.6. Patients 

differed from the healthy participants across almost all of the variables, and there are 

statistically significant differences between the paired groups across the majority of the 

variables. There is a lack of effect associated with smoking, which is notable in that is 

contradicts the expected association of smoking with ill health (see Table 11.5). The 

patient groups did significantly differ (p < .01) from the healthy control group in terms 

of marital status, with more single individuals in the healthy control group (see Table 

11.5). 

Table 11.5 Comparison of samples with regard to diagnoses, sex, smoking, and marital 
status 

Sex Smoking Marital Status 
Group N Male Female Yes No Single Married Divorced Widower 
Asthma 150 75 75 28 122 ' 28 111 3 8 

(21.4%) (50%) (50%) (18.7%) (81.3%) (18.7%) (74%) (2%) (5.3%) 
Cancer 150 75 75 31 119 11 118 9 12 

(21.4%) (50%) (50%) (20.7%) (79.3%) (7.3%) (78.7%) (6%) (8%) 
Cardiac 150 75 75 26 124 6 106 16 22 

(21.4%) (50%) (50%) (17.3%) (82;7%) (4.0%) (70.7%) (10.7%) (14.7%) 
Healthy 250 125 125 55 195 71 175 2 2 

(35:7%) (50%) ; (50%) (22%) (78%) (28.4%) (70%) (0.8%) (0.8%) 
Total 700 350 350 140 560 116 510 30 44 

(100%) (50%) (50%) (20%) (80%) (16.6%) (72.9%) (4.3%) (6.3%) 

The three patient groups also significantly differed from the healthy control group in 

terms of their education levels: As shown in Table 11.6, the majority (54.40%) of the 

participants in^the healthy control group had Bachelor's degrees. 
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Asthma 

Cancer 

Cardiac 

Healthy 

21 

14% 

7 

4.70% 
28 

18.70% 

2 

0.80% 

19 
12.70% 

23 

15.30% 

46 

30.70% 

7 

2.80% 

34 

22.70% 

43 

28.70% 
38 

25.30% 

14 

5.60% 

40 

26.70% 

53 

35.30% 
33 

22.0% 

83 

33.20% 

Table 11.6 Sample characteristics divided by diagnosis and educational level 
Education 

Group Non-educated Elementary Intermediate Secondary BA MA PhD Total 

34 I 1 150 
22.70% 0.70% 0.70% 100% 

23 1 0 150 
15.30% 0.70% 0.00% 100% 

5 0 0 150 
3.30% 0.00% 0.00% 100% 

136 7 I 250 
54.40% 2.80% 0.40% 100% 

Total 58 95 129 209 198 9 2 700 
8.30% 13.60% 18.40% 29.90% 28.30% 1.30% 0.30% 100% 

Although the healthy sample was selected to of a similar age to the samples with disease 

(40 - 60 years old) they differenced in terms of other demographic characteristics, 

namely education. Education is a marker of social class. Thus, it is important to 

distinguish the effects of harsh parenting on health compared to social class. All three 

patient groups differed significantly from the healthy control group across the subscales 

of the APSQ and of the PANAS (see Table 11.7). Patient groups reported more 

frequent physical beatings and verbal insults, but less frequent encouragement from 

their parents than the healthy control group reported. Patient groups also reported lower 

levels of Positive Affect and higher levels of Negative Affect on the PANAS than the 

healthy group reported. 
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Table 11.7 Comparison of patient groups to healthy group 

Variables 

APSQ 
Harsh Parenting 

Encouragement 

PANAS 

Positive Affect 

Negative Affect 

Group 

Astlima 

Cancer 

Heart disease 
Healthy 
Asthma 

Cancer 

Heart disease 

Healthy 

Asthma 

Cancer 

Heart disease 

Healthy 

Asthma 

Cancer 

Heart disease 

Healthy 

N (%) 

150(21.4%) 

150(21.4%) 

150(21.4%) 

250 (35.7%) 
150(21.4%) 

150(21.4%) 

150(21.4%) 

250(35.7%) 

150(21.4%) 

150(21.4%) 

150(21.4%) 

250 (35.7%) 

150(21.4%) 

150(21.4%) 

150(21.4%) 

250 (35.7%) 

Mean 

3.60 

4.05 

4.23 
2.11 
3.83 

2.80 

3.85 

4.84 

2.87 

2.07 

2.78 

3.43 

2.64 

2.66 

2.86 

2.41 

Std. Deviation 

1.80 

1.46 

2.45 

1.44 
1.83 

1.17 

2.14 

2.09 

0.70 

0.48 

1.22 

0.68 

0.62 

0.48 

0.63 

0.64 

t 

8.37 

12.95 

9.64 

4.89 

12.55 

4.52 

-7.86 

-23.45 

-5.94 

3.50 

4.51 

6.83 

Sig. (2-tailcd) 

<0.01 
<0.01 

<0.0I 

<0.01 
<0.01 
<0.01 

<0.01 
<0.01 
<0.01 

<0.0l 
<0.01 

<0.01 

Correlations between Positive Affect, Negative Affect, and the subscales of the child 

APSQ are presented separately and collapsed across the four groups in Table 11.8. 

Table 11.8 Correlation of APSQ subscales and PANAS 

Child APSQ 
N 

Asthma patients 
150 Positive Affect 

Negative Affect 
Cancer patients 

150 Positive Affect 
Negative Affect 

Cardiac patients 
150 Positive Affect 

Negative Affect 
Healthy participants 
• 250 Positive Affect 

Negative Affect 
All groups (combined) 

700 Positive Affect 
Negative Affect 

Harsh Parenting 

-0.52" 
0.45" 

-0.37" 
0.15 

-0.79" 
0.06 

-0.23" 
0.36" 

-0.62" 
0.33" 

Encouragement 

0.56" 
-0.43" 

0.50" 
-0.23" 

0.80" 
-0.13 

0.34" 
0.01 

0 .63" 
-0.20" 
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11.3.d Binary Logistic Regression 

Three separate binary logistic regression analyses were conducted to investigate the 

strength of parent-child relationships and other potential predictor variables (e.g., 

demographics, affect) in predicting asthma, cancer, and heart disease (as opposed to 

good health). The independent variables used as predictors in the regression model were 

age, sex, smoking, marital status, education, father's education, mother's education. 

Encouragement as assessed on the child APSQ, Harsh Parenting as assessed on the 

child APSQ, Positive Affect from the PANAS, and Negative Affect from the PANAS. 

The results (shown in Tables 11.9, 11.10, and 11.11) indicate that, for all patient 

subgroups. Harsh Parenting predicts disease status. Other variables that predict disease 

status are consistent with predictions. Harsh Parenting is a significant predictor of 

disease in all three regression models. 

Binary logistic regression for patients with asthma versus healthy control sample 

Estimation terminated at iteration number five because parameter estimates changed by 

less than .001. In the final model, 31 percent of the variance is explained by the 

dependent variables (Cox & Snell R Square = .31), showing that a considerable amount 

of variance is accounted for by the dependent variables. 

A marginal effect of smoking is observed in the case of asthma, which might be 

predicted because asthma is a respiratory disease. In addition. Positive Affect appears to 

be a significant predictor of cancer and asthma; individuals with cancer and asthma had 

lower levels of Positive Affect than individuals in the control group (see Table 11.9 and 

11.10). 
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Table 11.9 Logistic regression for predictors of individuals with asthma versus healthy 

group (note positive B values indicate the variable is associated with better health) 

Predictor variables 

Age 

Sex 

Smoking 

Marital status 

Education 

Father's education 

Mother's education 

Child APSQ 

Encouragement 

Harsh Parenting 

PANAS 

Positive Affect 

Negative Affect 

Regression Constant 

B 

-0.01 

0.67 

-0.73 

-0.29 

0.91 

-0.20 

-0.20 

-0.10 

-0.37 

0.79 

0.003 

-1.84 

S.E. 

0.02 

0.31 

0.35 

0.24 

0.14 

0.15 

0.16 

0.08 

0.09 

0.21 

0.23 

1.73 

Wald 

0.28 

4.66 

4.40 

1.40 

40.74 

1.82 

1.66 

1.59 

15.92 

13.67 

O.OG 

1.14 

Sig. 

0.59 

0.03 

0.04 

0.24 

<0.01 

0.18 

0.20 

0.21 

<0.01 

<0.01 

0.99 

0.28 

Note. Total N = 400. Control N = 250. Patient group N = 150. 
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Binary Logistic Regression for individuals with cancer versus healthy control group 

In the final model, 57 percent of the variance is explained by the dependent variables 

(Cox & Snell R Square = .57), showing that a considerable amount of variance (in 

cancer diagnosis) is accounted for by the dependent variables. 

Table 11.10 Logistic regression for predictors of individuals with cancer versus healthy 

group (note positive B values indicate the variable is associated with better health) 

Predictor variables 
Age 
Sex 
Smoking 
Marital status 
Education 
Father's education 
Mother's education 
Child APSQ 

Encouragement 
Harsh Parenting 

PANAS 
Positive Affect 

Negative Affect 

Regression Constant 

B 

0.04 
-1.44 
-0.67 
-0.92 
0.90 
-0.18 
-0.10 

0.13 
-0.29 

2.88 

-0.50 

-5.23 

S.E. 

0.04 
0.50 
0.49 
0.43 
0.23 
0.23 
0.24 

0.13 
0.14 

0.38 

0.37 

2.46 

Wald 

1.14 
8.36 
1.86 
4.61 
14.80 
0.56 
0.18 

1.08 
4.34 

58.03 

1.83 

4.51 

Sig. 

0.29 

0.004 
0.17 
0.03 

<0.01 
0.45 
0.67 

0.30 

0.04 

< 0.01 
0.18 

0.03 

Note. Total N = 400. Control N = 250. Patient group N = 150. 



Binary logistic regression for individuals with cardiac health problems versus healthy 

control sample 

The dependent variables accounted for 57 percent - a considerable amount - of the 

variance in the outcome variable, cardiac health (Cox & Snell R Square = .57). 

Table 11.11 Logistic regression for predictors of individuals with cardiac health 

problems versus healthy group (note positive B values indicate the variable is associated 

with better health) 

Predictor variables 

Age 

Sex 

Smoking 

Marital status 

Education 

Father's education 

Mother's education 

Child APSQ 

Encouragement 

Harsh Parenting 

PANAS 

Positive Affect 

Negative Affect 

Regression Constant 

B 

-0.11 

-2.21 

0.08 

-1.77 

1.73 

-0.15 

0.23 

-0.19 

-0.55 

-0.16 

-0.37 

10.35 

S.E. 

0.04 

0.59 

0.55 

0.41 

0.25 

0.22 

0.27 

0.11 

0.11 

0.30 

0.30 

2.91 

Wald 

9.25 

13.88 

0.02 

18.86 

46.85 

0.43 

0.76 

2.70 

23.46 

0.28 

1.48 

12.59 

Sig. 

0.002 

<0.01 

0.88 

<0.01 

<0.01 

0.51 

0.38 

0.10 

<0.001 

0.59 

0.22 

<0.0l 

Note. Total N = 400. Control N = 250. Patient group N = 150. 

11.4 Discussion 

The primary goal of this study was to determine if Saudi Arabian individuals who 

experience beatings, verbal insults, and lack of encouragement have an increased 

incidence of cancer, heart disease, and asthma during adulthood. Using regression, 

demographic variables. Positive and Negative Affect, and the two subscales of the 

APSQ were used to predict disease status, separately comparing each patient group with 

the healthy group. Because affect and demographic variables were included in this 

regression, it was possible to account for the amount of variance due to these variables. 

Across all three patierit groups (asthma, cancer, and cardiac patients). Harsh Parenting 

was a significant and independent predictor of disease, but Encouragement was not. For 
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cancer and asthma patients but not cardiac patients. Positive Affect but not Negative 

Affect was also a significant, independent predictor. 

Previous research has examined the effects of abuse (e.g.. Springer, Sheridan, Kuo, & 

Games, 2007) and major demographic variables (e.g., socio-economic status; Ahrens, 

2004; Winkleby, Cubbin, Ahn, & Kraemer, 1999; van Loon, Goldbohm, & van den 

Brandt, 1995) on later major disease, but has not commonly controlled for possible 

confounds such as Negative Affect and Encouragement. The current study is unique in 

the thoroughness with which confounds were identified and controlled. In the current 

model, both Encouragement and Harsh Parenting were entered as predictor variables so 

that the unique variance of each subscale could be identified. Even in this model, with 

potentially confounding variables (including Positive Affect and Negative Affect) 

controlled for. Harsh Parenting but not Encouragement is a significant predictor of long-

term, negative health outcomes. Harsh Parenting, such as beating and verbally insulting 

children, appears to be a unique and powerful predictor of the onset of disease and that 

is robust across contexts, controlling for confounds. 

Relationships between the APSQ subscales (Harsh Parenting, Encouragement) and both 

Positive Affect and Negative Affect were examined through correlations (see Table 

11.7). Within the sample healthy individuals. Harsh Parenting predicts Negative Affect 

and Encouragement predicts Positive Affect. Significant correlations between both 

APSQ subscales (Harsh Parenting, Encouragement) and Positive Affect were found in 

all samples. However, among individuals with diseases Harsh Parenting is significantly 

and positively correlated with Negative Affect among asthma patients, but riot among 

cancer or cardiac patients. Encouragement is positively and significantly associated 

with Positive Affect across all three patient groups, showing the same pattern observed 

in the healthy group. Harsh Parenting in particular does not appear to have the same 

impact among individuals with diagnosed diseases, or at least more severe diseases (i.e., 

cardiac disorders and cancer as opposed to asthma). 

The binary logistic regressions provide evidence that education is a major factor in 

disease. This effect - mediated via social class - is well known. Social class is usually 

the most important predictor of health outcome. Smoking was significant for the 

asthma sample. Smoking is a known risk factor for asthma. Smoking was not shown to 

be a risk factor for cancer or heart disease, though other research shows this to be the 

183 



case. It may that there are many other factors contributing to cancer and heart disease, 

whereas asthma, as a respiratory disease, is more susceptible to the effects of smoking. 

The most important finding of this research was that it is harsh parenting rather than 

encouragement that predicts disease. This finding is consistent with ideas developed in 

infornet theory that inflammatory diseases are particularly associated with stress. 

Asthma, cancer and heart disease all have a non-specific inflammatory component, so 

the harsh parenting could be increasing pro-inflammatory cytokines thereby 

predisposing to disease. 

Future research might examine the strength and persistence of the relationship between 

negative parenting styles and affect when individuals are faced by additional, stressful 

circumstances such as the chronic and life-threatening illnesses suffered by patients in 

this study. 

In the next chapter, the results of the studies reported in this thesis will be synthesized 

and critically discussed. 
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Chapter 12 

General discussion 

12.1 Introduction 

Early interactions between children and their primary caretakers are considered 

important because, according to classic ideas in psychology, these early experiences set 

the course for later growth and development (e.g., Bowlby, 1960; Kelly et al., 2008). 

John Bowlby's (1960) now classic work suggests that positive early interactions 

between children and their primary caretakers shape later development in a variety of 

areas, including social relationships, cognitive abilities, and self-regulation of affect. 

More recent research has supported the long-lasting impact of child-caretaker 

relationships, showing that social behaviour, interpersonal expectations, and self-

regulation of affect can be predicted based on characteristics of the child-caretaker 

relationships (e.g., Alink et al., 2009; Fonagy et al., 2002; Kelly et al., 2008). 

Maltreatment within the child-caretaker relationship has been specifically identified as 

predictive of later psychological problems (e.g., Alink et al., 2009; Cicchetti & Toth, 

2005). 

In this thesis, the long-term impact of Saudi Arabian individuals' childhood experiences 

with their parents on the individuals' well-being, mental health, and physical illness was 

investigated through a series of studies. The goal of the current chapter is to review the 

aims (presented in Table 12.1) and findings of the studies conducted and presented in 

this thesis. The development of the new tool for assessing parenting style in Saudi 

Arabia, the Arabic Parenting Style Questionnaire (APSQ), will also be briefiy reviewed. 

The studies' implications for the effects of beatings, insults, and discouragement during 

childhood on mental health, physical health, and general well-being in adulthood will be 

discussed with respect to the broader context of Saudi Arabian culture. 
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Table 12.1 Summary of the aims of each study 

Study Aims 
1 • Examine the Saudi Arabian perspective on the factors leading to good and bad behaviour. 

• Develop a tool to assess aspects of parent-child relationships in Saudi Arabia. 

• Determine if there is a relationship between the newly developed Arabic Parenting Style 
Questionnaire (APSQ) with global quality of life as assessed on the Global Quality of Life 
Scale (GQLS) and the traits of the Big Five model of personality as assessed by the Big 
Five Inventory (BFI). 

• Compare the newly developed APSQ with the Parental Authority Questionnaire (PAQ). 

• Examine the relationship of the APSQ with the Minor Health Complaints Questionnaire 
(MHCQ), Positive Affect and Negative Affect as measured by the Positive and Negative 
Affect Scale (PANAS), life satisfaction as measured by the Satisfaction with Life Scale 
(SLS), and global quality of life as assessed by the GQLS among a sample of typical/health 
Saudi Arabians. 

• Select the version of the APSQ (adult or child) to be used in future studies. 

• Examine the correlation between the child APSQ and the MHCQ, Positive Affect and 
Negative Affect as measured by the PANAS, life satisfaction as measured by the SLS, and 
global quality of life as assessed on the GQLS among a Saudi Arabian sample of 
individuals with diagnosed multi-substance abuse addictions. 

• Determine if experiencing beatings, verbal insults, and discouragement from expressing 
thoughts and feelings during childhood are associated with depression. Chronic Fatigue 
Syndrome (CFS), inflammation and infection (MHCQ) and later Borderline Personality 
Disorder (BPD) among Saudi Arabian adults with diagnosed multi-substance addictions. 

• Determine if experiencing beatings, verbal insults, and discouragement from expressing 
thoughts and feelings during childhood are associated with increased incidence of cancer, 
cardiac health problems, and asthma in later adulthood. 

12.2 Development of the APSQ 

Based in part on the qualitative interviews and feedback from Study 1 and in part on 

previous studies, the initial, 10-item draft of the APSQ (presented in Study 2, see Table 

6.1) was created. The original version assessed parenting behaviours related to the 

categories labelled as Harsh Parenting, Encouragement, and Family Preference. 

Following a qualitative study, seven items, including one item asking participants if 

their parents kept an object with which to beat them ("yes" or "no"), were added. 

Furthermore, two forms of the APSQ, one asking about parenting behaviours when the 

child was six to 18 years of age and one asking about parenting behaviours when the 

child was over the age of 18 years, were created. 
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Table 12.2 Sam 
Study N 

pies and variables assessed in each study 
Age (yrs) Sex 

Mean SD Male Female 
Smoking 

Yes No Single 
Marital Status 

Married Divorced 
Scale(s) used 

Widower 
30 
548 

249 

293 

33.70 
23.53,. 

20.80 

8.96 30(100%) 0 
4.47 442(80.7%) 106(19.3%) 

1.85 149(59.8%) 100(40.2%) 45 

27.20 7.27 185(63.1%) 108(36.9%) 38 

7 , 700 
(asthma: 150; 
cardiac: 150; 
cancer: 150; 
healthy: 250) 

49.70 6.10 350(50%) 350(50%) 140 

204 

255 

5 264 32.31 7.70 264(100%) 0 248 16 
(substance 

abuse 
addictions) 

6 259 32.27 8.25 259(100%) 0 239 20 
(substance 

abuse 
addictions) 

560 

152 

174 

139 

116 

139 

68 

93 

22 

26 

510 30 44 

Not applicable -- Qualitative study 
Arabic Parenting Style Questionnaire 

Arabic Parenting Style Questionnaire (Child & 
Adult) 
Global Quality of Life Scale 
Big Five Inventory 
Parental Authority Questionnaire 
Arabic Parenting Style Questionnaire (Child & 
Adult) 
Global Quality of Life Scale 
Positive and Negative Affect Scale 
Minor Health Complaints Questionnaire 
Satisfaction with Life Scale 
Arabic Parenting Style Questionnaire (Child) 
Global Quality of Life Scale 
Positive and Negative AtTect Scale 
Minor Health Complaints Questionnaire 
Satisfaction with Life Scale 
Arabic Parenting Style Questionnaire (Child) 
Positive and Negative Affect Scale 
Minor Heahh Complaints Questionnaire 
Patient Health Questionnaire 
Chronic Fatigue Syndrome 
Borderline Personality Disorder 
Arabic Parenting Style Questionnaire (Child) 
Positive and Negative Affect Scale 

Total 2,343 1,787 556 710 1,055 581 810 80 45 
(76.3%) (23.7%) (30.30%) (45.03%) (24.80%) (34.60%) (3.41%) (1.92%) 

Note. "-" indicates that the pertinent data were not collected. 
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The 17-item APSQ was analysed and seven items, including the yes/no item, were 

removed. The yes/no item was removed because it did not fit the formatting of the scale 

and appeared to have limited utility. The other six items that were removed were cut due 

to their loading weakly onto the factors in the three-factor model for the scale. The 

resulting APSQ is presented in chapter 6, Table 6.8. This 10-item form was used in 

Study 3 (chapter 7), Study 4 (chapter 8), and Study 5 (chapter 4). However, based on 

low internal consistency, the Family Preference subscale was dropped in Study 5 (see 

chapter 9, Table 9.5). The internal consistency of the Harsh Parenting subscale and the 

Encouragement subscale, across all studies, appear in Table 12.3. The mean internal 

consistency of the Harsh Parenting scale is .84, and the mean internal consistency of the 

Encouragement subscale is .80. 

Table 12.3 Internal consistency (Cronbach's alpha) of the child APSQ across all studies 

Child APSQ 

Study 
2 

J 

4 

5 

6 

7 

Mean 

Harsh Parenti 
0.82 

0.86 

0.75 
0.86 

0.86 

0.94 

0.84 

ing Encouragement 
0.75 

0.76 

0.78 
0.81 

0.80 

0.87 

0.80 

Note. Study 6 and Study 7 examine the same sample. 

In Study 6 (chapter 10), three new items addressing the predictability of punishment 

during childhood were included in the APSQ (see Table 10.1). The new subscale 

(Punishment Predictability) had low internal consistency (see Table 10.4), and so it was 

not included in further analyses. 

The items included in the final forrn of the APSQ are shown in Table 12.4. 

Table 12.4 Final item set included in APSQ 
Scale Items 
Harsh Parenting 1. Did your parents verbally insult you? 

2. Were you beaten by your parents? 
3. Did your parents verbally insult you in front of others? 
4. Were you beaten by your parents in front of others? ; _ • 

Encouragement 1. In general, were you encouraged to express your opinion 
by your parents? 

2. Did your parents encourage you to be well-behaved? 
3. Did your parents encourage you to speak frankly when expressing your own 
opinions?' _^ • ' .- : • 
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The final version of the APSQ constitutes a unique contribution to the field of research 

examining parent-child relationships for multiple reasons. The questionnaire was 

developed based on input from Arab individuals in a qualitative interview and the 

questionnaire was refined through multiple stages of administration with independent 

study samples. This affords at least two specific benefits. First, issues raised by Arab 

participants in Study 1 of this thesis, such as the influence of Islam and using verbal 

insults to control children, might not be discussed by non-Arab individuals or by 

individuals from the West. The APSQ's strengths include the fact that it addresses 

issues that might be specific to Arab parenting practices. Therefore, the questionnaire 

that resulted is more likely to be culturally appropriate and sensitive to issues in the 

Arab peninsula than a questionnaire developed in and imported from the West. Second, 

various issues, including the items explored on the Harsh Parenting, Encouragement, 

Family Preference, and Punishment Predictability subscales were administered to 

various samples, scrutinized, and revised or dropped as suggested by the evidence in 

each study. Ultimately, the Harsh Parenting and Encouragement subscales showed high 

enough internal consistency and utility to be maintained in the final form of the 

questionnaire, as shown above in Table 12.4. 

Examining average scores on the Harsh Parenting subscale and the Encouragement 

subscale of the APSQ across all six sarnples presented in Table 12.5, a few scores stand 

out. First, the highest average scores on the Harsh Parenting subscales are from 

individuals with diagnosed physical diseases, including men with cardiac health 

problems (A/= 6.20) and men with cancer (M = 4.70). The lowest Harsh Parenting 

scores are reported by healthy women {M= 1.95). The Encouragement scores are not as 

clearly distributed. The highest Encouragement scores are reported by female asthma 

patients (A/= 5.88), male students in Study 3 (M= 5.84), and female students in Study 3 

(M= 5.80). 
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Table 12.5 Mean scores on APSQ subscales 

Study 

2 

J 

4 

5 
6 
7 

N Sample 

548 Students 

249 Students 

293 Public 

264 Addicts 
259 Addicts 
700 Asthma (150) 

Cancer (150) 

Cardiac (150) 

Healthy (250) 

Male 
Female 
Male 
Female 
Male 
Female 
Male 
Male 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 

Sex 

442 (80.7%) 
106(19.3%) 
149(59.8%) 
100(40.2%) 
185(63.1%) 
108(36.9%) 
264(100%) 
259(100%) 
75 (10.7%) 
75 (10.7%) 
75(10.7%) 
75(10.7%) 
75(10.7%) 
75 (10.7%) 
125(17.9%) 
125(17.9%) 

Harsh 
Mean 
2.70 
3.03 
2.70 
2.60 
2.76 
2.50 
3.30 
2.83 
3.03 
4.09 
4.70 
3.42 
6.20 
2.30 
2.30 
1.95 

Parenting 
SD 
1.35 
1.85 
1.57 
1.63 
1.26 
1.41 
1.93 
1.65 
1.77 
1.66 
1.01 
1.57 
1.31 
1.65 
1.47 
1.40 

Encouragement 
Mean 
5.20 
4.20 
5.84 
5.80 
4.44 
4.72 
4.93 
4.30 
4.54 
5.88 
2.54 
3.03 
2.30 
5.43 
4.26 
5.41 

SD 
1.91 
1.96 
1.84 
1.71 
1.83 
2.17 
2.20 
2.11 
1.80 
1.60 
0.74 
1.45 
I.OI 
1.78 
1.82 
2.20 

12.3 Relationship between APSQ subscales and physical health, mental health, and 

well-being 

Maltreatment has wide ranging effects on psychological and physical well-being. In the 

studies presented iti this thesis, the Harsh Parenting factor of the APSQ was found to be 

a significant predictor of global quality of life (GQLS; see correlation in Table 12.6, and 

Study 3, presented in chapter 7) and life satisfaction (SLS; see Study 4, presented in 

chapter 8) among a sample of Saudi Arabians who were not selected based on any 

diagnosed disorders (i.e., typical Saudi Arabians). Among these samples, individuals 

who reported more frequent beatings and verbal insults also reported lower overall 

quality of life and life satisfaction. 

Among a sample of typical Saudi Arabian individuals, the Harsh Parenting subscale was 

found to be significantly and positively correlated with reports of inflammation 

symptoms (MHCQ, Study 4). In a sample of individuals with multiple diagnosed 

substance abuse addictions (see Study 5, chapter 9), the Harsh Parenting subscale was 

found to be a significantly and positively correlated with both the inflammation and the 

infection subscale of the MHCQ. Among individuals in Study 4, the APSQ Harsh 

Parenting subscale was also found to be positively correlated with Negative Affect 

(PANAS) such that individuals reporting more abuse reported experiencing more 

_Negative Affect. Among the individuals with diagnosed addictions who took part in 

Study 6, the APSQ Harsh Parenting subscale was found to be positively and 

significantly correlated with depression and CFS. Negative Affect is predicted by Harsh 
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Parenting among these individuals, although Positive Affect is not. In Study 7 (chapter 

11), Harsh Parenting was identified as a significant predictor of symptoms of Borderline 

Personality Disorder (BPD) among individuals with addictions, and in Study 7, Harsh 

Parenting was identified as a significant differential predictor of physical illness 

(asthma, cancer, cardiac disease) versus health. 

Table 12.6 Summary of the correlation between the child APSQ subscales and others 
Child APSQ 

Scales Harsh Parenting Encouragement Study N 

Global Quality of Life Scale 
Global Quality of Life Scale 
Global Quality of Life Scale 
BFI-Extraversion 
BFI-Agreeableness 
BEl-Conscientiousness 
BFI-Neuroticism 
BFI-0penness 
PAQ^Perriiissive 
PAQ-Authoritative 
PAQ-Authoritarian 
PANAS-Positive Affect 
PANAS-Positive Affect 
PANAS-Positive Affect 
PANAS-Positive Affect 
PANAS-Negative Affect 
PANAS-Negative Affect 
PANAS-Negative Affect 
PANAS-Negative Affect 
MMGQ-Inflammation 
MHCQ-Inflaifimation 
MHGQ-Inflammation 
MHCQ-Infection 
MHGQ-Infection 
MHGQ-Infection 
Satisfaction with Life Scale 
Satisfaction with Life Scale 
Patient Health Questionnaire 
CFSrPhysical 
GFS-Mental 
Borderline Personality Disorder 

-0.37" 
-0 .23" 
-0.19" 

0.10 
-0.12 
0.01 
0.07 
0.01 

-0.15' ' • 
-0.26" 
0.25" 
-0.04 
-0.03 
0.03 

-0.62" 
0.17" 
0.27" 
0.37" 
0.33" 
0.19" 
0.15" 

-0.26" 
-0.01 
0.13* 

-0.24" 
-0 .31" 
-0.23" 
0.22" 
-0.17" 
-0 .21" 
-0.30" 

0.20" 
0.30" 
0 . 2 1 " 
0.11 
0.04 

0.19" 
-0.04 
0.02 
-0.01 
0 .43" 
-0.07 
0.13' 
0.16" 
0.15' 
0 .63" 
0.02 

-0.12' 
0.03 

-0.20" 
0.02 

-0.15" 
-0.02 
0.09 
-0.12 
-0.08 
0.27" 
0.08 
0.09 
0.07 
0.07 
-0.02 

3 
4 
5 
3 

3 

3 
1 

1 
J 

4 
5 
6 
7 
4 
5 
6 
7 
4 
5 
6 
4 
5 
6 
4 
5 
6 
6 
6 
6 

249 
293 
264 
249 
249 
249 
249 
249 
249 
249 
249 
293 
264 • 
259 
700 
293 
264 
259 
700 
293 
264 
259 
293 
264 
259 
293 
264 
259 
259 
259 
259 

Arnong a sample of typical Saudi Arabian individuals, the Harsh Parenting subscale was 

found to be significantly and positively correlated with reports of inflammation 

symptoms (MHCQ, Study 4). In a sample of individuals with multiple diagnosed 

substance abuse addictions (see Study 5, chapter 9), the Harsh Parenting subscale was 

found to be a significantly and positively correlated with both the inflammation and the 

infection subscale of the MHCQ. Among individuals in Study 4, the APSQ Harsh 

Parenting subsGale was also found to be.positively correlated with Negative Affect 
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(PANAS) such that individuals reporting more abuse reported experiencing more 

Negative Affect; Among the individuals with diagnosed addictions who took part in 

Study 6, the APSQ Harsh Parenting subscale was found to be positively and 

significantly correlated with depression and CFS. Negative Affect is predicted by Harsh 

Parenting among these individuals, although Positive Affect is not. In Study 7 (chapter 

11), Harsh Parenting was identified as a significant predictor of symptoms of Borderline 

Personality Disorder (BPD) among individuals with addictions, and in Study 7, Harsh 

Parenting was identified as a significant differential predictor of physical illness 

(asthma, cancer, cardiac disease) versus health. 

When these results are considered in combination, the relationship between physical 

beatings and verbal insults (the Harsh Parenting subscale of the APSQ) during 

childhood and symptoms of decreased well-being (e.g., Negative Affect, lower quality 

of life), increased mental illness symptoms (e.g., BPD, depression), increased physical 

illness (e.g., inflammation, infection, cancer, asthma, cardiac disease), and an increase 

in non-organic illness (e.g., CFS) appears impressively robust and consistent. The 

pattern is consistent across symptom type, across samples of individuals (whether 

healthy, diagnosed with an addiction, or diagnosed with a disease), and across all of the 

studies. Even controlling for potentially confounding variables, physical beatings and 

verbal insults have a clear, detrimental impact on long-term health and well-being. 

Encouragement (the second subscale of the APSQ) and its converse, lack of 

encouragement, also have effects, but these effects seem primarily related to the 

experience of Positive Affect. In studies 4, 5, and 6 (presented in chapters 8, 9, and 10, 

respectively), the Encouragement subscale of the APSQ was found to have a significant, 

positive correlation with Positive Affect on the PANAS. Perhaps related to these 

correlations, in Study 4 Encouragement was also found to be positively related to SLS, 

and in Study 5 Encouragement was negatively correlated with inflammation on the 

MHCQ. In Study 6, multiple regression was utilized to tease apart the relationship of 

Encouragement and Harsh Parenting with affect. According to analyses using multiple 

regression, it was determined that Positive Affect and Negative Affect have different 

predictors, with Positive Affect predicted by Encouragement but not Harsh Parenting, 

and Negative Affect predicted by Harsh Parenting but not by Encouragement. 
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12.4 Discussion 

The effects of abuse, maltreatment, and various demographic variables (especially 

socio-economic status) have been explored in past research, but past studies have not 

always thoroughly controlled for confounds such as Negative Affect and 

Encouragement. In the current research, it was considered important to examine the 

effect of parenting practices independent of common potential confounds, and the 

thoroughness and rigor with which potential confounds were identified, measured, and 

controlled for is a strength of the studies presented in this thesis. Even controlling for 

potentially confounding variables such as education, smoking status, and affect, Harsh 

Parenting but not Encouragement was found to be a significant predictor of long-term, 

negative health outcomes across a variety of samples. Based on these findings. Harsh 

Parenting appears to be a robust, unique, and powerful predictor of disease. 

The effects associated with Harsh Parenting and those associated with Encouragement 

are independent. Through the studies reviewed, there is some evidence to suggest that 

the former is associated with an increase in Negative Affect and the latter is associated 

with an increase in Positive Affect. This suggests that there are multiple mechanisms 

that impact long-term health and well-being and that harsh parenting behaviours and 

encouragement tap into different mechanisms. The correlations between the subscales 

of the APSQ and Positive and Negative Affect are theoretically interesting in that, based 

on their appearing to act independently, it is possible that Positive and Negative Affect 

are influenced by different aspects of parenting style. This finding might eventually be 

understood through reinforcement sensitivity theory or a related theory. Reinforcement 

sensitivity theory (Corr, 2008) suggests that repeated punishment leads to increased 

sensitivity to punishment, and repeated reward to increased sensitivity to reward. Based 

on a recent development of this theory (Hyland, 2011), repeated punishment should also 

lead to more Negative Affect and repeated reward to more Positive Affect. Harsh 

Parenting might include more punishment of the child, leading to a greater level of 

Negative Affect for the child. In contrast. Encouragement might include more rewards 

or rewarding experiences, leading to a greater level of Positive Affect. The finding of a 

differential relationship between the two subscales of the APSQ and Positive and 

Negative Affect is—consistent with theoretical prediction, providing unintended 

additional support for the validity of the APSQ. 
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The findings of this thesis support previous research showing that childhood abuse leads 

to a variety of health complications (e.g., Kempe et al., 1962), from self-esteem and 

anxiety to major psychological and physical disease (e.g., Emery, 1989; Sternberg et al., 

1993; Trickett et al., 1991), in later life. For example, in previous research, 

relationships between childhood abuse and personality disorders have been observed in 

both clinical populations and in community samples (Johnson et al., 1999; Gibb et al., 

2001; Johnson et al., 2006; Grover et al., 2007). In Study 7 of the current thesis, the 

Harsh Parenting scale of the child APSQ was found to be a significant predictor of BPD 

among a sample of individuals with addictions. Specifically, a significant and strong 

positive correlation (r = .30; p < .0\) was found between the APSQ's Harsh Parenting 

subscale and the assessment of bipolar personality symptoms, the BPDS. Furthermore, 

childhood abuse and trauma have also been observed to be predictive of cancer (Fuller-

Thomson & Brennenstuhl, 2009) and heart disease (Fuller-Thomson et al., 2010). In 

Study 7 of the current thesis, the Harsh Parenting scale of the APSQ was found to be 

significantly predictive of disease status in binary regression models predicting asthma, 

cancer, and cardiac diseases. 

The fact that the Harsh Parenting subscale of the APSQ serves as a significant predictor 

of psychological and physical health problems in adulthood brings into question 

whether child maltreatment must be severe (i.e., likely to be identified as abuse) in order 

to cause long-term, negative health consequences. Even within the Saudi Arabian 

culture, where corporal punishment is acceptable or normal and criticizing children is a 

common practice to provoke good behaviour (e.g., Al-Eissa, 1998), the harsh parenting 

practices assessed in the APSQ (physically beating and verbally insulting) were 

predictive of negative health outcomes. This association between harsh parenting 

practices and a variety of long-term, negative health outcomes within Saudi Arabia 

contradict the findings predicted by Dwairy et al. (2006a), who claim that the 

relationship between authoritarian parenting practices and children's mental health in 

such authoritarian culture are weak or non-existent. Instead, the association between 

harsh parenting and negative health outcomes found in the current thesis suggest that, 

although culture may play a role in how people interpret and respond to behaviour, 

harsh parenting has universal, negative effects. That is, culture may impact the degree 

to which harsh parenting practices are harmful, but the harsh parenting practices appear 

to be universally harmful across cultures. 

194 



12.5 Limitations 

Limitations of the current research include its restricted methodology (primarily self-

report questionnaires) and characteristics of the newly developed APSQ itself. 

However, it is also of note that some of the limitations are paired with strengths in this 

particular set of studies. For example, the final form of the APSQ is a very short (seven-

item) questionnaire. As such, the questionnaire is necessarily limited in the number of 

topics (or specific harsh parenting behaviours and encouragement) it addresses. The 

brevity of the questionnaire also makes it quick and easy to administer, however, so that 

it could be easily added to a battery of other questionnaires or to a study without 

significantly increasing burden on the participants. 

As mentioned, the questionnaire necessarily covers a small number of topics or 

scenarios, because it is very brief Based on the large number of strong, significant 

correlations between the questionnaire and other measures, discussed above, the utility 

of the questionnaire does not appear to be compromised. In the current series of studies, 

items related to both preferential treatment within a family and predictability of 

punishment were examined and removed. Future studies might examine whether there 

are other topics or other aspects of parenting style in Saudi Arabia or other Arab 

countries that should be added to the APSQ in order to increase its content validity. 

The final form of APSQ examines parenting related to physical beatings, verbal insults, 

and encouragement. However, the review of research on child maltreatment and abuse 

also identifies other types of maltreatment, including sexual abuse, neglect, and 

emotional abuse, and the parenting style literature examines authoritative, authoritarian, 

permissive, and inconsistent parenting (see chapter I). The current research explored the 

relationship of the APSQ to the PAQ, which assesses authoritative, authoritarian, and 

permissive parenting styles, finding that the two questionnaires were related but unique. 

The relationship of the two existing scales of the APSQ to recognized types of abuse 

and parenting styles might be explored further, and the question of whether to add 

additional scales to assess different types of maltreatment or severe parenting 

behaviours might also be considered. 

The two final subscales of the APSQ predict health and well-being as assessed on the 

outcome variables used in this study (see Table 12.7 for a summary). However, 
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additional studies are needed to corroborate, extend, and further understand the 

relationships among these variables. 

Table 12.7 Multiple regression models using APSQ subscales to predict outcomes 
Study Sample Outcome variable APSQ subscale Beta Significance 

3 Students Global Quality of Life Scale Harsh Parenting -.34 
(N = 249) Encouragement .13 

<.001 
.03 
AdjustedR^=.15 

Public Global Quality of Life Scale Harsh Parenting -.17 
(N = 293) Encouragement .27 

Satisfaction with Life Scale Harsh Parenting -.27 
Encouragement .22 

PANAS - Negative Affect 

PANAS - Positive Affect 

MHCQ-infection 

MHCQ-inflammation 

Harsh Parenting .19 
Encouragement .06 

Harsh Parenting -.01 
Encouragement .13 

Harsh Parenting .007 
Encouragement .09 

Harsh Parenting .21 
Encouragement .06 

.003 
<.001 
Adjusted ] 
<.001 
<.001 
Adjusted i 
.002 
.30 
Adjusted ! 
.81 
.03 
AdjustedR^ = .01 
.91 
.13 
Adjusted R̂  =.001 
.001 
.30 
Adjusted R̂  =.03 

I R̂  = .11 

R-' = .14 

R' = .03 

Substance Global Quality of Life Scale Harsh Parenting -.19 
abuse addicts Encouragement .20 

(N = 264) 
Satisfaction with Life Scale Harsh Parenting -.23 

Encouragement .07 

PANAS - Negative Affect 

PANAS - Positive Affect 

MHCQ-infection 

MHCQ-inflammation 

Harsh Parenting .27 
Encouragement .11 

Harsh Parenting -.02 
Encouragement .16 

Harsh Parenting .31 
Encouragement -. 11 

Harsh Parenting .15 
Encouragement -.15 

.002 

.001 
Adjusted R̂  = .07 
.001 
.22 
Adjusted R̂  = .05 
<.001 
.05 
Adjusted R̂  = .08 
.71 
.008 
Adjusted R̂  = .02 
.03 
.06 
Adjusted R̂  =.02 
.02 
.02 
Adjusted R̂  =.04 

Substance PANAS - Negative Affect 
abuse addicts 

(N = 259) 
PANAS - Positive Affect 

Harsh Parenting .37 
Encouragement .04 

Harsh Parenting .03 
Encouragement .15 

Patient Health QuestionnaireHarsh Parenting .29 
(Depression) Encouragement .09 

Chronic Fatigue Syndrome -Harsh Parenting -.17 
Physical Encouragement .06 

<.00l 
.47 
Adjusted 1 
.60 
01 
Adjusted! 
<.001 
• 14 
Adjusted R̂  = .05 
.006 
.30 

R' = .13 

R̂  = .17 
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7 Asthma 
patients 

(N= 150) 

Cancer 
patients 

(N=150) 

Cardiac 
patients 

(N = 150) 

Healthy 
participants 
(N = 250) 

Chronic Fatigue Syndrome 
Mental 

-Harsh Parenting 
Encouragement 

Minor Health ComplaintsHarsh Parenting 
Questionnaire - Infection Encouragement 

Minor Health ComplaintsHarsh Parenting 
Questionnaire - Inflammation 

Borderline Personality 
Disorder 

PANAS - Negative Affect 

PANAS - Positive Affect 

PANAS - Negative Affect 

PANAS - Positive Affect 

PANAS - Negative Affect 

PANAS - Positive Affect 

PANAS - Negative Affect 

PANAS - Positive Affect 

Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

Harsh Parenting 
Encouragement 

-.21 
.06 

.24 

.09 

.27 

.03 

-.30 
.01 

.32 
-.28 

-.34 
.40 

.05 
-.20 

-.17 
.42 

-.06 
.17 

-.46 
.47 

.37 

.06 

-.19 
.31 

Adjusted R̂  = 
.001 
.31 
Adjusted R̂  = 
<.001 
.15 
Adjusted R̂  = 
<.001 
.63 
Adjusted R̂  = 
<.001 
.85 
Adjusted R" = 
<.001 
<.001 
Adjusted R̂  = 
<.001 
< .001 
Adjusted R̂  = 
.58 
.03 
Adjusted R" = 
.04 
<.00I 
Adjusted R̂  = 
.61 
.14 
Adjusted R̂  = 
<.001 
<.00l 
Adjusted R̂  = 
<.001 
.34 
Adjusted R̂  = 
.002 
<.00l 
Adjusted R̂  = 

.03 

.04 

.06 

.06 

.08 

.26 

.39 

.04 

.26 

.005 

.74 

.12 

.14 

Further research, using structural equation modelling (SEM) might provide further 

insight into the relationship between the different variables. 

An additional limitation of the present research is that participants' own and their 

parents' religious perspectives and allegiance were not assessed. Although Saudi 

Arabia is an Islamic country, there are several diverse and separate Islamic doctrines 

within Saudi Arabia. Individuals who identify with religious minority groups may feel 

that they cannot be open and honest about their perspective or religious allegiance 

because they fear being discriminated against based on their beliefs. Issues such as this 

fear of discrirnination make religion a very sensitive issue to discuss in Saudi Arabia, 

and particularly difficult to discuss through a questionnaire or scientific study. From a 
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cultural perspective and based on discussion from participants in Study 1, it is apparent 

that religion is very important in Saudi Arabian culture. However, the relationships 

among religious beliefs, parenting behaviour, and children's well-being could not be 

directly addressed in this thesis. Therefore, this thesis does not shed light on the 

relationship of religious allegiance to child-rearing practice. 

A final limitation of this study was that the samples were predominantly male. Where 

females were studied, the evidence suggested that females reported higher frequencies 

of harsh parenting behaviours. The inclusion of females in the last two studies might 

have increased variability of harsh parenting, particularly towards the severe end, and 

therefore increased the strength of relationships. However, one cannot conclude that the 

relationships observed in the male samples generalise to female samples, even though 

there is a good theoretical reason for assuming that harsh parenting should have 

negative consequences for both males and females. Nevertheless, the experience of 

harsh parenting by males and females cannot be assumed to be identical. That is, 

although a male and female may give the same response to a questionnaire item, it 

cannot be assumed that there experience is identical. 

12.6 Implications 

For nearly four decades, Saudi Arabia has been going through dramatic economic and 

social changes, and the changes continue today. Saudi Arabian society, like much of 

the world, is rapidly coming into contact with new ideas and world cultures. At the 

same time, the country is becoming more urban as people move towards cities and 

technology-based work. With these changes come new and complex social challenges 

that contrast the relatively simple, traditional Arab society. For example, traditional 

Arab societies relied heavily on direct relationships, clans, and familial lineage as 

organizing structures. However, new educational opportunities and ideas bring in 

modern ideas that conflict with traditional upbringing (e.g., education through the 

family and mosque). Young people may be faced with contradicting ideas from their 

families and from educational institutions or other sources. 

Saudi Arabia continues to value privacy based on religion and tradition. In the age of 

the internet and as science informs virtually all areas of life (e.g., psychological research 

informs relationships, medical research informs diet and health care), Saudi Arabia is 
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faced with the challenge of maintaining traditional and religious values but 

incorporating new information so as to benefit stay engaged with the world. Parent-

child relationships and child-rearing practices are no exception. There is a need within 

Saudi Arabia to examine parent-child relationships through the lens of current 

knowledge and science, to improve practices and support the well-being and 

development of individuals and families within Saudi Arabia. The family continues to 

play a central role in the process of socialization of children and within Saudi society; 

the family is important as a social unit or building block within the culture, and also 

because of the impact that parents have on their children's eventual participation in 

Saudi society. The parents play a significant role in shaping their children's mental 

health and psychological well-being, thereby indirectly impacting society. 

Although Saudi society is going through rapid change, the likelihood that parenting 

practices will systematically change as the result of research is slim. Changes to how 

people think and to their beliefs about parenting practices and the impact of parenting 

on children must change before their behaviour will change. More affluent and 

educated parents, who might also have more opportunity for exposure to diverse ideas 

and cultures, might be more likely to change their practices first. The less affluent and 

poor individuals in society might be more likely to continue parenting practices that are 

consistent with tradition, either because they are reluctant to change or because they 

have not been exposed to new ideas. In the research on health and well-being overall, 

the importance of child-rearing as it impacts incidence of disease later in life tends to be 

neglected in favour of attention to other, more clearly health-related behaviours (e.g., 

diet, exercise). However, well-being is important and has long-term impacts on 

individuals, and those effects on individuals will, in turn, have consequences for society 

as a whole. 

The implications of the current research for child-rearing practices in Saudi Arabia are 

that society would be better off if parents used less verbally and physically abusive 

practices, and maybe if they provided more encouragement for their children. The long-

term results, based on the current research, would likely include lower rates of disease, 

more happiness and life satisfaction, and other benefits that go hand-in-hand with 

increased well-being. There are multiple ways that these improvements might be 

achieved within Saudi society. First, the establishment of research centres within Saudi 

Arabia and the support university researchers studying parenting and psychology within 
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Saudi Arabia would draw attention to the issues and allow for the development of 

research-based knowledge regarding health and well-being in Saudi Arabia. Second, 

family development centres could be established to provide public courses, workshops, 

support, and advice to Saudi Arabian families and parents facing child-rearing or family 

problems. Third, the media within Saudi Arabia could be used to develop and broadcast 

short films or informative pieces on best practices in child-rearing; the long-term, 

negative impact of harsh parenting; and the long-term, positive impact of 

encouragement. Families with information about the importance of child-rearing and 

the long-term impact of early experiences on children's well-being might be motivated 

to improve parenting practices. 

12.7 Recommendations for future research 

Based on the results of studies in this thesis, and particularly on results of Study 6, 

Positive Affect and Negative Affect appear to have different predictors, with Positive 

Affect predicted by Encouragement but not Harsh Parenting, and Negative Affect 

predicted by Harsh Parenting but not Encouragement. In order to better understand the 

relationship of harsh parenting behaviours and encouragement to long-term well-being, 

research should examine the relationship of abusive treatment to Negative Affect, and 

encouragement to Positive Affect. As a second step, research should further examine the 

potentially causal relationships of Positive Affect and Negative Affect to well-being to 

determine whether an increase in Negative Affect might actually lead to, or cause, 

illness, or high levels of Positive Affect might protect against illness. 

Future research might also examine the impact of different levels of abusive parenting. 

Is there a threshold or a minimum amount of negative treatment that a child must 

experience in order for that treatment to have a long-term, negative impact on his or her 

well-being? Does being yelled at or hit occasionally, or less than once or tvvice (ever), 

have an impact? There is a history of discussing minor, moderate, and severe abuse. 

However, those categories are typically assigned by an external examiner (e.g., a social 

worker). Are those categories meaningfully related to the long-term impact of abuse? In 

the current research, abusive parenting - not necessarily behaviour that would be termed 

moderate or severe abuse, particularly within the context of the Saudi culture - was 

found to have significant relationships with various wellness-related variables. Future 

research should examine whether the bar (for identifying abuse versus non-abuse) is set 
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too low, and whether abusive or negative parenting styles have an impact on well-being 

comparable to more severe child abuse. As discussed in chapter I, examining the impact 

of child abuse and maltreatment on long-term health is partially complicated by the 

challenge of defining and identifying abuse. Potentially detrimental treatment of 

children ranges from negative parenting styles to severe abuse and is graded; abuse is 

not equivalent to abusive parenting. Nonetheless, abuse is often discussed and defined 

in terms of binary categories; Abused or not abused, with abuse defmed in terms of 

culturally accepted criterion including but not limited to physical injury. Abusive 

parenting involves a gradation in parenting style that varies from abuse to non-abuse 

and therefore includes varying types and degrees of abusive behaviour. 

12.8 Conciusion 

Abusive parenting behaviours, including both verbal and physical maltreatment, are 

important predictors of both well-being and major illness in Saudi Arabian society. As 

Saudi Arabia transitions to a society in which child abuse is a topic demanding attention 

and child neglect is recognized as a form of maltreatment (e.g., Kattan, 1994), there is 

hope for improvement in the country. As people recognize that abuse and maltreatment 

include more than only the most severe of cases, and that abuse and maltreatment 

warrant the attention they receive, parenting practices may reflect the changes in 

societal attitudes. 
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Please, consider the following questions when you read the description of the 
techniques: 

• What do you like about the techniques? 
• What do you dislike about the techniques? 
• Which are your favourite techniques? 
• Which would you like to have if you are depressed? 

D(escription of the techniques: 
1- Optimism: is like an attitude adjustment but focused on reframing responses as an 

optimist. As well, optimism involves cultivating a sense of the optimism. An optimist is 
who sees the glass that's always half full. 

Example: 
Can you spend 10 minutes to imagine and write about, your best possible self in last 10 
years. Please do the following: 
(a) Write down a list of 10 different ways during the last 10 years which show you are 
good person. 
(b)Ghoose the five most important. 
(c) Write those five down and put them somewhere you will see them regularly. 
(d) Think of ways in which you can make your best possible self in your every day life. 
How do you feel about this after having a list of your best possible self Do you know 
that psychologists have long known that optimism is a good buffer against unhappiness, 
as well as being associated with good physical health. On the other hand, by knowing 
we have automatic negative thoughts about the future expectations (some people more 
than others) we have already made a step toward the positive. Instead of simply 
accepting the negative expectations, try to catch yourself when this happens, and 
practice the above process. Eventually your optimistic thoughts can become as 
automatic as your pessimistic thoughts. 

NB: you can do this any way that suits your lifestyle. The important thing is to do the 
exercise every single day (once a day for two weeks). 

2- Self-Esteem: involves cultivating a sense of the self esteem. Self esteem is your opinion 
of yourself High self esteem is a good opinion of yourself and low self esteem is a bad 
opinion of yourself So, the self esteem is the enhancement of the self esteem about our 
own self. This self perception of how we view ourselves, our perception of how others 
seeus, and the thoughts and beliefs we have about ourselves, our world, and our future. 
Example: 
You'can change your state instantly by purposefully using your body in ways that allow 
you to feel good about yourself For the most part, people usually use their bodies in 
"reaction" to the way how they feel. 
For example, when someone is depressed their head will stay down and their shoulders 
are slouched over. 
When you are happy your shoulders are upright, your face is lit up and your head is held 
up high. 
Now, instead of waiting to feel good about yourself'in reaction' before you start moving 
your body in positive ways, start using your body in positive ways now to purposefully 
make yourself feel good! 

(a) Stand up! 
(b) Purposefully put a huge smile on your face. 
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(c) As your smiling start doing some positive thinking. 
(d) Do all three of these things simultaneously 

Now as you keep doing these positive things with your body 'try' to feel bad about 
yourself as you keep smiling and keep doing the positive thinking. 
You will find it's almost impossible to feel bad because so many positive things are 
happening all at once, you cant help but feel good about yourself as you move your 
body in positive ways. 
So start 'purposefully' using your body in ways that allow you to feel good about 
yourself, no matter how silly it may seem, you will begin to gain positive habits that 
serve you in your life in ways that allow you to feel good about yourself anytime you 
want to boost yourself esteem. 
If you ever catch yourself using your body language in a negative way, immediately 
start using your body differently to change your state. 
When you do this exercise over and over in consistent periods of time, you will begin to 
notice your quality of life, opinions and ideas about yourself changing as you become a 
more happier person. The only other thing I want to say about it is that you should 
continue it until you realize something positive about yourself. Now you are not perfect, 
not anymore than anyone else is. 

NB: you can do this any way that suits your lifestyle. The important thing is to do the 
exercise every single day (once a day for two weeks). 

3- Gratitude: involves cultivating a sense of gratitude; is broadening your attention to all 
that is good in your life, allowing you have a more balanced perspective on the current 
difficulties you may face. 

Example: 
There are many things in our lives, both large and small, that we might be grateful for. I 
would like you to think back over your life, be it the past month or years ago and write 
down up to 6 things you are grateful for and spend 10 minutes experiencing gratitude 
for the things that have happened today. Your list often includes the simple things in my 
life - a warm shower, clean clothes, a safe home. 

When you have finished your listj take the first item and concentrate on feeling grateful 
about that item for about half a minute. Then move on to the next item and feel 'being 
grateful' for the second item. Do this for each of the items in turn. With each item, try to 
reconnect with the positive emotions you experience when feeling grateful. You should 
spend about five minutes on this task. Five minutes may not seem like a long time, but 
setting aside specific time to focus on what you are grateful on a regular basis will make 
it easier for you to think in this way when you encounter situations throughout your day 
that may lead you to worry. 

NB: you can do this any way that suits your lifestyle. The important thing is to do the 
exercise every single day (once a day for two weeks). 

Achievement: involves cultivating a sense of achievement. Also, draw your attention to 
something that you succeed in doing by your own efforts during your life. 
Example: 
There are many things we already achieved in our lives, both large and small. For 
instance, in 2000, one in five adults aged 15+ was illiterate (There were about 860 
million illiterate adults in the world); 75 million children remain excluded from the 
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educational system. So you are much better than them completely. Therefore it is really 
massive achievement during your own life. What do you think about the other sides of 
your life. Think about that, always there are much things in our lives very positive 
points but with overload of problems let us to see just the negative side. 
I would like you to think back over your life, be it the past month or years ago and 
spend 10 minutes for the things that have achieved in your life; write down up to 5 
things you were achieved. 
When you have finished your list, take the first item and concentrate on feehng how you 
achieve that item for about one minute. Then move on to the next item and proud 'being 
achieved' for the second item. Do this for each of the items in turn. With each item, try 
to reconnect with the positive emotions you experience when feeling very proud. You 
should spend about five minutes on this task. Five minutes may not seem like a long 
time, but setting aside specific time to focus on what you are proud on a regular basis 
will make it easier for you to think in this way when you encounter situations 
throughout your day that may lead you to worry, stress or depression. 

NB: you can do this any way that suits your lifestyle. The important thing is to do the 
exercise every single day (once a day for two weeks). 

5- Forgiveness: is the healing of wrongs. Forgiveness involves cultivating a sense of 
forgiving, in order to continue the life much better. 
Example: 
Think of someone who has harmed you in some way and concentrate on the experience 
of forgiving that person. Think of it this way; Although someone else may have 
precipitated your misery, whether you stay miserable is entirely up to you. 
Can you do the individual exercise: 

1- Write down with pen and paper someone who has harmed you in some way. It is 
imperative that you write. 

2- Read the name with concentrating. 
3- Now say "I did the best that I could with the knowledge that I had at the time to deal 

with him. I now forgive him. 
4- Destroy the paper. 
5- Repeat the exercise for each of the other people who have hurt you. 
6- Now begin anew to live your life without the burden of unforgiving pain - it is 

unnecessary suffering. 

NB: you can do this any way that suits your lifestyle. The important thing is to do the 
exercise every single day (once a day for two weeks). 

What do you like about the technique? 
What do you dislike about the technique? 
Which is your favourite technique? 
Which would you like to have if you depressed? 
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(ji (^^ijjj -Ul ( ^ J j i l l 4..̂ :>Lk .(^JS (^j (>a Jjuuil j i j * ^ ( ^ LUIAJI Ua j j J j j j i H Cjijj d u i j J j ^ jlSSVIj 

. d u i j Jj:k AJJLJJVI d j ^ ijJJ (ji t^! (jJ>ull IJ* ( ^ JALUU 

\-ujJj]i IJA (j.aaj (ji ̂  ^k^l P(^jMil\ (jj ,iiljU;k uiuiUj u j lu i i jL i-ujJ^I IJA (j>asj (ji ( j S ^ I ( j^ : A ^ ^ U 

.(jjc^jxuii aXoJ LMJJ 
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y l c tikUiJI j S j j j ^ j j AjJiUI eJA . U U Cuftj (_^t juuJI JS J& ^UlaVI t^uLuAJ^jJ ^ :oUlaVI - 3 

4a!UJI O U j i ^ t | J c >JATVI ( i U t ^ j <j j t jxa ajlaJ j ia j j ( j ^ A,.>^^l JU n j j j Uu t iiUU^ ^ ^^^1 ^UuVI 

A ^ U l t <lul l J ^ j i ^ ^ U l j ^ t J ^ LjJc t'lWnt ^ 6 Q4 AJjSd 4 ^ l i UUSJ ( î ^ <illa Ljjlkalt 

liSjUa. ^ 4 L J ^ I f U U V I J A U J A^iliJI . ^ t liUj ^ tiU^^uuJ (Jxu c*UL IjSfila ^ l l j j ^ ^^o.^ t ^ j J u j 

L.LuaJ »Xftl <AJlll) 4^ ^^JSj x̂AiiJ jS ( j ^ j ^ j ^ >''M'>.I ^ J - ^ A^liSI liUj \JS .4^ l i ! l AJUS ( ^ c«4^ U . ^ 

A M U I ^^1 JSlu jw .A-sjull d l j ^ ^ iiU ĵ,uaaJ )JL .̂ ( j l * - *il̂ 't ( ^ Aijaj LA-alJI d l j J!>U «ilJJSJJ t:)jSjj Aijaj 

U (J..U31J (j) UJAJ CJJ^ .4^1111 ( ^ t j j S l a A.UU JS j a J AjjUjVt JiLljxlt L J J J ( î J J U J <U^ .1 JSJbJ <Jl:i!l 

(jd ( ^ J AJLjUU i-iiiu^ A ^ J l t ftj^l sjit ( j jSj ^ .t^laxJI ' T ^ J - ^ I ) ^ j^-^i <^ (J l̂SJ o u t ^ SjtlLa 

.AJ-JJ I I liljUa. ui(ja,i JiHi, (Jfi (|i A A I J J U ^ J . ^ 1 j ! A i C i j ( î ^^ Uaji L j j j l i l l ( i * JJSJ (̂ ji t̂ jm '̂w nnil 

i-ujli l l tJA J M J (2)1 ^ (•»j 1̂ 1 ^(^^1 uj .'̂ '̂'lj> i-xuiUu i_j_̂ luii (^b L^jlilt )JA J.axj (̂ J* (1)̂ " "̂ 1 (>« : A i a ^ ^ 

.(2M^ J ^ ' ^•'^ W'Jj 

(jjxj-a oJUJj f^ i*i>->'i L» JS (^) liUloul î iW-| Aj'iiMl aJA . j l a j y i j jjs«->iJ' j l o^tut^VI ^ j j j ft ;JLaJyt - 4 

^ ( + 1 5 ) J ^ L ) ^ ^ A.»,jiA>, JS ( ^ J^ l j (j^aaJu J ^ J J ^2000 (>^ ( ^ Ajjtua&j <ia.j^ JIOASI JJJMI J _ ^ 

yj) AiUayU .jV^Uill |»Ua: (>J\AMIJ jJ jklUdl t ^ Jala ( j j ^ 75 ^y. L«^i .^JUSJIJ i f I J A I I o^yu V jJUJI 

<iUL jJ ju - A S J ^ I »lft j j i l j i3 c j j j j ( jSij .ijliSJIj Bf t j i l l u i j « j V jJUSI ^_^ j i b (i^j^i- 8 6 0 gfil j* . j j ^ j 

AJV >iVl lift c,i 1JJ:> ( > < U . A J ^ U I I liSjb^ J5la. Aja. JUJI p.g^l IJA j j i u i j ja , .JuilS J S ^ j i^ i * V U JJaSl 

J i i : UIJAJ Uj'b^ ( j i t ^ j > t ^ y i l l jSbiudI ( > AJtjJt JiaJI (jSJj U J U ^ ̂ ^ ^ ^ ^ 1 'oji^ f-'^ <^^ -i^-jj 

L is AujiuJl Lli l l t Vt c i ^ V U k ^ J j 'c f j l^V' ' ^ * ^ ' ^ J J Cf-

j i (j-uaLiJl j ^ ^ l J ^ I A Ij'i^8> u l j l ^ j 4.ui.i3» (2)̂  <U^^ <Liuli I_USJ ^jl ^ V ^ J ^ ' ' ^ cj^ ' ^ ^ . . j tU. l i 

.l^JmS ( ^ t <AJU!| d l i ( ^ (jiUiUI Sjlcj ( ^ (3JliJ ^ ^ ^ .̂.laî  iUJ ^ .Ao^Uit d jb : i J ^ j t A ^ L J t A^wlt 

dij (^ ALJS jUi) JS (^ jjSiil) <^ JaVl' yJc siui j Aijaj ^^iis (} j j U A^iil i iilC AJUS J > ^ ^ ^ u.ik. 
AJL (^ lis* J .j-VI tiliil 'iJj'AJW ja i lb liljjxJl L J > Ot J j ^ J '>«'!" '^^ '^3^\ ^:»M ^ ^ j S j j j A^lil l 
^̂ a*̂ ! lift t i l l . iakL« Jjja. ,AJ CIJ-S j U J l JSJ AJJUJVI Lilaljad) ia j j i (ji J j U A^liJI ^^ S J ^ I A J I ^ IJbJVI 

(joll CH&^S ijaxi yfl ( i t i lb i-ujJjil lifc liljtjSj ^ (jSlj .(Jj^la i j i j JJJJ V .iS »J * j (^il^J ou^i, JjJiaj 

<tuj j l | djLia> J ^ ( ^ iajLua L ^ ' ^ 1 ^ 

JASJ (ji ^Jaluu (_^ ( j j j ^V) Cjp ' ^ ^ n-ab^l j jau^ p j j J Aj'iVill s ^ j ifUa^Vt (jC (jinU'iil ^\ :^Uuu]| . 5 

. J- iai JSJij dSba. 

till '_';••' !>Ui ( j ^ ^ -'M liUJ W j ^ . ^ ^ rlAuJI (_^ j S j j (ji J J I A J (AJJI liU <-uui U ( jn> HI J jS2 : (_^ j j j Jl!U 

:(a^VI ^ *iH* i-)j)^hoti .t-xJaxJt (_>̂ Ud̂ t j i ( j^ j j ib yuuLi liUxAij > j ^ ^^'^ 

.lilliJU uauu (̂  Jit (_y<aa^t liUj jkui i-uStj A ^ j j j UJ2 1 ^ - 1 

.JaS>. jx«VI <iUJ ijal - 2 

,Aa^U*i (jVI Ui .CJS^I liilj ( j i AJUci (ji ^jh'i.iii b» J < ^ U Ajul ililsUj (^"L (5ji (jVI - 3 

^1» (jnU'i'i j i A S J ^ I d l j t 5 > " u' J j ^ - 4 

.liljbA ^ Ajji j lill Ijaxuu (^ill (j^aliJlVt A J L J ^ (J4>«jll lifc JJSJ (ji J j U _ 5 

. A J J J ^ ^ J J C SUUta JJJXJ AijiaJI (_^ l^V j»JVI f S * 6 J " V ' ^ ' J * ' t>y*J 0^ J j * ^ 0"^' - 6 

<-uji^t IJJb J ^ (ji ^ -^ "M f ( j ^ t (jj .t^l'lj"^ k-LuiUj u^jluil ( jb i_ujJGit l.ift J . ^ (ji (jSfliJI (j« ;A^ :^^ 

.(jjCjxuii SXkl l ^ j j 
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Appendix C 
Parent-Child Relationship Seale (PCRS) 

N 

1 

2 

3 
4 

5 

6 

7 

8 
9 

10 

Please reflect on the answer to which each of the following statements currently app 
the scale below, please tick the appropriate answer for each item. 

Statements 

Did your parents verbally insult you? 

Were you beaten by your parents? 

Did your parents verbally insult you in front of others? 
Were you beaten by your parents in front of others? 

In general, were you encouraged to express your opinion by your 
parents? 

Did your parents encourage yOu to be well-behaved? 

Did your parents encourage you to speak frankly when expressing 
your own opinions? 

Did your parents prefer you to your siblings? 

Did your parents prefer your siblings to you? 

Did you feel that your parents did not care about you? 

At least 
once 
every 
day 

Once 
every 2 

or 3 
days 

Jes to your 

Once a 
week 

relationship with your parents between the ages of 6 and 18. Using 

Once a 
month 

Once every 
6 months 

Once a 
year 

Once in my 
live 

Never 
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Appendix E 

Age: 

Demographic variables 

Gender: Q Male CD Female Smoke: CD Yes CD No 

Your 
Education 
Father 
Education 
Mother 
Education 

Non 

D 
n 
a 

Elementary 

D 

D 

D 

Intermediate 

D 

D 

D 

High 
School 

D 

D 

D 

Bachelor 

D 

D 

D 

Master 

D 

D 

D 

PhD 

D 

D 

D 
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Appendix F 
<USljCj^Alt vliljjaloll 

V D f»^n^oi-i2Jft Ju\\J j S J Q :o-iaJI Alui :j-»Jl 

^JU jSk.Q s j j^n 1 v > i n Ajcuî vi <juji 
•iilUJ) Sjiill ^^ (iL-^'j^J "^ u-»^ J*>" J^' •*•*» 

sljjJSj 

D 
D 
D 

jl'uu^)^ 

D 
D 
D 

WJiJJ^ 

D 
D 
D 

Ajjjiiui 

D 
D 
D 

J&Ul ^^S 

D 
D 
n 

t p ' - ^ 

D 
U 
u 

A^JULft J . I C 

D 
D 
D 

4j.«UliiUft> 

LjbU (j-kJ) J»>3I 

f6u (j..kii t » i i 
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Appendix G 
Punishments prediction sub-scale 

Think of the worst type of punishment that you had when you were between 6 and 18. Read 
each item and then mark in the appropriate answer in the rating scale. 

Ql. Were you able to predict when the punishment would occur? 
Completely 
unpredictable 

I 
o 

2 
o 

3 
o 

4 
o 

Q2. Were there things you could do to contro 

Unable to control 
1 
o 

Q3. Were you able to escape 1 

Unable to escape 
1 
o 

2 
o 

3 
o 

4 
o 

5 
o 

6 
o 

7 
o 

Always knew when it 
would occur 

the severity of punishment? 
5 
o 

6 
o 

7 
o 

Able to control 

"rom the person punishing you? 
2 
o 

3 
o 

4 
o 

5 
o 

6 
o 

7 
o 

Able to escape 
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Appendix H 

Punishments prediction sub-scale 

yUft^lxi j l >4!-^lj 6 * ^ U ^ t f > " £^ljji ( > ^ > i l >iUJ J>>̂ aA u^ j j l i l t ^jlg IjJlS CuS (Jfc - 1 

LuU Ĵ jiJjll (lA'j 
7 
O 

6 
O 

5 
O 

4 
O 

3 
O 

2 
O 

1 
O 

\jt{jU j iul l 0^^ V 

9UA.i^i j\ i^iWj (>i i'il<i% ^ 1 ^ U ^ l pj^ BJuili ^ j k i u j (̂ i Ja î (>> Iglta't t^Luji liLjl ( j l^ Jft - 2 

SjkxuJt j _ ^ jJlS 7 
O 

6 
O 

5 
0 

4 

0 

3 
0 

2 
O 

1 
O 

Bjhjirlll j _ ^ ji\l JJC 

y<̂ 'n-% iTiUltn tjj|'n<,in \jJ\S UdJC biitA:^! j i djJl3lj QA I_ IJJ^ I J_^ JJIS CUS ( 3 ^ - 3 

UJlj VJJf^' t A J->^ 
7 
O 

6 
O 

5 
O 

4 
O 

3 
O 

2 
0 

1 
O 

MJJ*^! L»^ J^ Jf-
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Appendix I 

Global Quality of Life Scale 

100 Perfect quality of life 
95 Nearly perfect quality of life 
90 
85 Very good quality of life 
80 
75 
70 Good quality of life 
65 
60 

Moderately good quality of life 
55 
50 
45 
40 Somewhat bad quality of life 
35 
30 

Bad quality of life 
25 
20 , 
15 Very bad quality of life 
10 
5 Extremely bad quality of life 
0 No quality of life 

Write any number between 0 and 100 that describes your quality of life: 
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Appendix K 

Global Quality of Life Scale (GQLS) 

oJ_^3jl A^U t j j ^ La AJ*JI ol^aJi AJC._^ * - ^ , J ^ 95 

90 
1 ^ OJASI. oUaJl A J C ^ a J j ^ 35 

80 
75 

oai2k oU=»Jl <JC._jJ oOjZfc. 7 0 

65 

50 
45 

Lo \xi_^ 4.1ini dlu^t A-lC^ °-^,^ 4 0 

35 

20 

10 

LaLoJ <LajAjLA e \ - l ^ l A J C _ ^ ^ - ^ J ^ 0 

i j c j j e J ^ (<xuull) t^X* ciufiu <_^ Q jL iJ l (_̂  <A\ jU l« ^ L» i_ioi:k (100-0) ua^ f^J ̂ ^ ' ^ ^ J ^ j ' 
i j ^ J i ^ ^ U a . 
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Appendix L 
Positive & negative affect schedule (PANAS) 

This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then mark the appropriate answer in the space next to that word. 
Indicate to what extent you have felt this way during the past few weeks. Use the following 
scale to record your answers: 

Use the following scale to record your answers; 

/ 
very slightly or not at all 

2 
a little 

5 
moderately 

4 
quite a bit 

5 
extremely 

interested 

distressed 

excited 

upset 

strong 

guilty 

scared 

hostile 

enthusiastic 

proud 

irritable 

alert 

ashamed 

afraid 

inspired 

nervous 

determined 

attentive 

jittery 

active 
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Appendix M 
jj^i . i i l l j )jAASi\ J J J U I I (_ptULa 

Positive and Negative Affect Schedule (PANAS) 

(ji lillo Ji>.ji .ijUjiJV ^ ^ J-»J (_sJj' c j i a l j x j i j jC.\ 1̂1 nil 1 "»• i-̂ "i j_jjll 4 iVl-y nil ClLolSjl ^ja JOC j^Jc |_5jJa»J (_̂ LlL<Jl IJA 

0 ^ J _ ^ j l lAj^Sil |_$.^ I _ '••-• jjlc lAt n I _ 11 111 "l"ij Lai Liij A-aK (jS Lai • • -'I''"'! -Jj'«"'l « irtTl (ji j CjLaK]l 'LajlS I j ^ 

; ^ \ j l l .^e'U ISsj l i l j j Ai—all DJA J_>=^J1 ^ X a i l J L_ujLla3l j ; ' ° ' l l ^^\ JuTy ^jSi I u.il'lnll iS j l l l O i S ^ jji _j=>.ji 

5 
Uxll 

4 
a-Wv 

3 
Jout^^l^ 

2 
j j a 

1 
LuLfJ j i lia, JjJfl 

i»fi^ 
4/^*^»^ 

M j'l fl 

^ j i i 

* • • ; • " ' 

t jJl jC 

(jii<i-\r<ft 

j j ^ 

(ji<at.il ^>v i i 

4juxa 

^tja.yi J ^ 
LiJU 

?H^ 
u^^\ 

J j ^ j 
t5J^ 
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Appendix N 

Minor Health Complaints questionnaire (MHCQ) 

a) How many times have you had each of the following health complaints in the last year ? 

Please tick a box for each complaint 

1) Colds or Flu 

2) Athletes foot 

3) Wheeze 

4) Mouth ulcers 

5) Sore throats 

6) Fungal infection of 
groin or scalp 

Never 
D 

D 

D 

D 

D 

D 

1 
D 

D 

D 

D 

D 

-• 

2 or 3 
D 

D 

n 

n 

, D 

D 

4 or 5 
D 

• 

D 

D 

D 

D 

6 or 7 
D 

D 

Q 

D 

D 

D 

b) On how many days in the last month have you had each of the following problems? 
Please tick a box for each problem 

7) Headaches or migraines 
8) Constipation (hard pellety stools) 
9) Watery diarrhoea (loose stools 
running out like water) 
10) Heartburn (indigestion pain) 
11) Itchy eyes 
c) Please answer these questions 

12) Do you have patches of dry itchy 
skin (eczema)? 
13) Do you sneeze a lot even when you 
do not have a cold? 
14) Do you have a blocked nose even 
when you do not have a cold? 

'er 
D 
D 
D 

D 
D. 

No 
D 

Once 
D 
D 
D 

D 
. D 

2 or 3 
D 
D 
D 

D 
D 

Please tick a box for 
A little 

D 

4-6 7 + 
D D 
D D 
D D 

D D 
D D 

each question 
Yes 

D 

D 

D 

D 

D 

n 

D 
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Appendix O 
A h i III iM A^au^l (jj\S<^i1l ^JAJLA 

Minor Health Complaints questionnaire 

?4a-^Ull < L J \ ^^ 2JU]1 A j^ in l l (^jlSoiil t > (JS L I I J Q\1 'CJ^ ̂  ( i 

7-6 
D 
D 
D 
n 
D 
D 

5-4 
D 
a 
n 
a 
n 
D 

3-2 
D 
D 
D 
D 
D 
D 

1 
D 
D 
D 
D 
D 
D 

»>» V j 

D 
D 
D 
D 
D 
D 

...(^ Ajvmll ( j^JiJl 

1 j3_^Vl j i (^IS j l ) J jJ l C.V j3 

^CjU_>la3) ^jj «i lali ^ ^ OLa-jSJ 

(joiun pl^i j j i i o 

* i j | u jLx j iJ 

OP j->lll t^i 

AJUJi j i L>"'j^' "jy^ us^ LSJ^ * _ J \ ^ I 

1 
2 
3 
4 
5 
6 

••^s-^' 
ijLoll _JJj^l (j!iLi. AjlUll A \-\ I n\\ (jS\.nl«ll j j ^ CLujlc 6_)̂  iS ( L 

7-6 

a 
D 
D 
D 
D 

5-4 
D 
D 
D 
D 
n 

3-2 
D 
D 
D 
D 
D 

1 
D 
D 
D 
D 
D 

'o_ya )lj 

D 
n 
D 
D 
D 

i !•> .^\] SjSAnJl 

(^i.^'ill ^ l ^ l ^ l l j i ^ l i . a l l 

^ j ^ j j j l l ^ ol j^.o 4 j j T . ^ ) cSil .iin) 

^(JJLMJ J i i j j l _ ^ j j ^ ^ ^jj^) u^-^) 

(^ . 'n^ ]\ JJJiC- ^ _ IW.11 j j l ^ <J_y3CQ ^ ( j H ^ ^ ^ A . U j ^ ^ 

IJJJJ* '̂ ^ < S a . 

1 
2 
3 
4 
5 

;AJU1I <lj^Vl oiA tjlc- <JU.V' ' ^ >?-j' fe 

G 
a 
D 
D 

dJ5 

D 
D 
D 

V 
D 
D 
D 

JI>uJl 

((^UujSl) 1l%ll 1 _ U1 i-lj (__>i3j-o) .llcjl ^ jl^>/tti.l j\ A S ^ *-O AJ..I\ ..I-» I^ t S ^ ^ iJ* 1 
2 
3 
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Appendix P 
Satisfaction with Life Scale 

Below are five statements that you may agree or disagree with. Using the I - 7 scale below 
indicates your agreement with each item by placing the appropriate number on the line 
preceding that item. Please be open and honest in your responding. 

7 - Strongly agree 
6 - Agree 
5 - Slightly agree 
4 - Neither agree nor disagree 
3 - Slightly disagree 
2 - Disagree 
I - Strongly disagree 

In most ways my life is close to my ideal. 
The conditions of my life are excellent. 
I am satisfied with my life. 
So far I have gotten the important things I want in life. 
If I could live my life over, I would change almost nothing. 
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Appendix Q 

Satisfaction with Life Scale 

J . i i i j i \ j \^tR • '»'"- '̂ j i 1 jT<i ijJJJ LaJj t a l c (JSiij D U ^ I (jc. L j a ^ l ( j c _>Jij (_>tt2w (J!!«••> (JioiV' i_5i - ^ J J ICJLOJLLJII 

:(JU!l (JjAaJl I jrii-a 4^ l_ ;*^j i j l . ^ (JSJ lill 4 i.uUnl) A ^ j J l jjl) jyi''s j i tSllo 

7 
US jjaj^ 

6 
/ a i U 3 ^ 

5 
Ui j ^ (jjlaJJ 

4 
Jauij 

3 
Ui ja. jjjlali V 

2 
^jjlali«)f 

1 
USjj jk l iV 

.. ,v.» ojUJI 

.<U2l!U2l (j« t P ' ^ ' r ' J ^ Jl j^Vt jilit n ( j i 

.oJUUa t ^ l j * l-*JJ^ 

• t r " ^ 6 ^ t>»tj 'Jl 

.(jjUa. ^ 3.4^1 fLuiSfl (_^ (j^l ( j ^ uiluaa. 

.(jjUa. (j-« Uj*i JJCI ( j j j j j a [jA (j2uti jji j j j j j a j3 

1 
2 
3 
4 
5 
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Appendix R 
Patient Health Questionnaire 

Over the last 2 weeks, how often have you been bothered 
problems? (use "x" to indicate your answer). 

(PHQ-9) 
by any of the following 

1 
2 
3 

4 
5 
6 

7 

8 

9 

Statements 

Little interest or pleasure in doing things 
Feeling down, depressed, or hopeless 
Trouble falling or staying asleep, or sleeping too 
much 
Feeling tired or having little energy 
Poor appetite or overeating 
Feeling bad about yourself—or that you are a 
failure or have let yourself or your family down 
Trouble concentrating on things, such as reading 
the newspaper or watching television 
Moving or speaking so slowly that other people 
could have noticed. Or the opposite—being so 
fidgety or restless that you have been moving 
around a lot more than usual 
Thoughts that you would be better off dead, or 
of hurting yourself in some way 

Not 
at 
all 

D 
D 
D 

D 
D 
D 

D 

D 

D 

Sever 
al 

days 

D 
D 
D 

D 
D 
D 

D 

D 

D 

More 
than 

half the 
days 

D 
D 
D 

D 
D 
D 

D 
a 

D 

Nearly 
every 
day 

D 
D 
D. 

D 
D 
D 

D 

D 

D 

If you checked off any problems, how difficult have these problems made it for you to do 
your work, take care of things at home, or get along with other people? 
Not difficult at all 

a 
Somewhat difficult 

D 
Very difficult 

D 
Extremely difficult 

D 
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Patient Health Questionnaire (PHQ-9) 
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Appendix T 
Chronic Fatigue Syndrome (CFS) Scale 

Instructions: This questionnaire consists of 14-items of statements. Please read each item 
carefully, and then pick out the one statement in each item that best describes the way j'ou 
have been feeling during the past two weeks, including today. Four options were used 
'better than usual', 'no more than usual', 'worse than usual', 'much worse than usual'. 
Please tic the box under the statement you have picked. 

1 

2 
3 
4 

5 

6 
7 

8 
9 

10 

11 

12 

13 
14 

Statement 

Do you have problems with 
tiredness? 
Do you need to rest more? 
Do you feel sleepy or drowsy? 
Do you have problems starting 
things? 
Do you start things without 
difficulty but get weak as you go 
on? 
Are you lacking in energy? 
Do you have less strength in 
your muscles? 
Do you feel weak? 
Do you have difficulty 
concentrating? 
Do you have problems thinking 
clearly? 
D you make slips of the tongue 
when speaking? 
Do you find it more difficult to 
find the correct word? 
How is your memory? 
Have you lost interest in the 
things you used to do? 

much worse 
than usual 

worse than 
usual 

no more 
than usual 

better than 
usual 
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Chronic Fatigue Syndrome (CFS) Scale 
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Appendix V 
SCID-II Questionnaire 

Borderline Personality Disorder BPD 

INSTRUCTIONS: 

These questions are about the kind of person you generally are, that is, how you have 
usually felt or behaved over the past several years. Circle "YES" or "NO" if the question 
completely or mostly applies to you. If you do not understand a question, leave it blank. 

1 

2 

3 

4 
5 

6 

7 
8 
9 
10 
11 
12 
13 
14 
15 

Statements 
Have you often become frantic when you thought that someone you really 
cared about was going to leave you? 
Do your relationships with people you really care about have lots of extreme 
ups and downs? 
Have you all of the sudden changed your sense of who you are and where you 
are headed? 
Does your sense of who you are often change dramatically? 
Are you different with different people or in different situations so that you 
sometimes don't know who you really are? 
Have their been lots of sudden changes in your goals, career plans, religious 
beliefs, and so on? 
Have you often done things impulsively? 
Have you tried to hurt or kill yourself or threatened to do so? 
Have you ever cut, burned, or scratched yourself on purpose? 
Do you have a lot of sudden mood changes? 
Do you often feel empty inside? 
Do you often have temper outbursts or get so angry that you lose control? 
Do you hit people or throw things when you get angry? 
Do even little things get you very angry? 
When you are under a lot of stress, do you get suspicious of other people or 
feel especially spaced out? 

No 

No 

No 

No 
No 

No 

No 
No 
No 
No 
No 
No 
No 
No 
No 

Yes 

Yes 

Yes 

Yes 
Yes 

Yes 

Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
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SCID-II Questionnaire 
Borderline Personality Disorder BPD 
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