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ABSTRACT

The current study investigated the psychological impacts of the Iraqi occupation 

of Kuwait on Kuwaiti mothers and their children. The study was carried out on a random 

sample of 151 mothers and 151 children. Tools used for the mothers’ data collection were 

General Information and Stress questionnaire, SCL-90-R, PTSD and TABS, and for 

children Rutter A2, Rutter B, and CBl scales.

Results indicated that mothers who gave birth in the peace or occupation periods 

were found to have significantly higher stress level than those who gave birth after the 

occupation. With respect to mothers’ psychological disorders, it was found that 57% had 

PTSD (current or life time), while 18.5% had severe symptoms (SCL-90-R) and 51% had 

a change in their attitudes and beliefs. Some of the children’s behavioural disorders are 

related to their mothers’ stressful experiences and psychological suffering. Neurotic, 

anti-social and problematic undifferentiated behaviour is evident in children bom during 

the occupation and liberation periods to mothers with high level of stress and 

psychological disorders according to PTSD, SCL-90-R and TABS scales. Children bom 

during the occupation to mothers with high level of stress had significantly higher mean 

scores on items of emotional, conduct and undifferentiated behavioural disorders.

Children’s depression, hostility and anxiety levels are significantly related to 

mothers’ PTSD and severe symptoms. Children bom during the peace period to mothers 

with PTSD showed significantly higher mean scores than those children bom during the 

same period to mothers without PTSD. Children bom during the peace and occupation 

periods to mothers with severe psychological symptoms (SCL-90-R), had a significantly 

higher mean score in comparison to children bom during the same period to mothers 

without symptoms. Despite the fact that the study showed that there is a significant 

relationship between some of the children's behavioural problems and their mothers’ 

psychological disorders, this relationship was not inevitable, and this result should be 

pursued in further studies.
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INTRODUCTION

1. Background

Traumatic and stressful events have a great impact on physical and mental 

health, and there has been considerable interest in these issues in recent years. Several 

sources cause trauma and stress, such as: natural disasters (earthquakes, tornadoes and 

floods), technological disasters (plane crashes, bursting of dams, collapse of buildings) 

and man-made violence (wars, rape, child-abuse and domestic violence). These 

traumatic events can have a direct and swift impact on the individual’s personality, 

leaving psychic scars on the inner selves of both the direct victim and other family 

members. There is a different new meaning pursuant to a traumatic event, whereby 

the individual’s view of life, people and his future may undergo changes that may be 

in contradiction with those around him, causing a deep feeling of solitude.

Post traumatic stress disorder (PTSD) is considered a serious consequence of 

traumatic incidents that go beyond the ordinary or familiar life experience. It is a term 

used to denote the stress response syndrome that follows the exposure to a traumatic 

event. Besides PTSD, there are other psychiatric disturbances related to exposure to 

stressful events such as depression, anxiety, and psychosomatic disorders.

In relation to gender differences several studies confirmed that women are 

more influenced by traumatic events. According to Helzer et al., (1987) women had a 

higher rate of PTSD than men. Diereiter (1996) indicated a gender difference between 

the mean scores on depression and phobic anxiety (females were higher on both), on 

examining and comparing a sample study of individuals who survived a single 

incident trauma. Lobel et al., (1993); Klingman et al., (1993), and Swenson and 

Klingman (1993) asserted that women report more emotion-focused responses and
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higher levels of anxiety under threat than men. A study was conducted by Al- 

Hammadi et al., (1993:2) on the Kuwaiti society, which indicated that the percentage 

of PTSD in women is significantly higher than in men.

If women are more vulnerable to stress than men, it may be assumed that 

pregnant women are even more vulnerable to the impact of traumatic and stressful 

events. Rofe and Goldberg (1983) reported that pregnant women who lived in a 

stressful environment displayed a significantly higher blood pressure. Moreover, the 

high state of anxiety and the occurrence of stressful life events are both independent 

factors related to abnormalities of pregnancy (Gorsuch and Key, 1974; Homer et al., 

1990; Mengel et al., 1991, and Dunkel-Schetter 1999).

Medical experimentation with animals provides us with clinical evidence of 

pathophysiological mechanisms by which stress in the pregnant mother reaches the 

foetus and influences its development (Barbazanges et al., 1996). It has been 

suggested that maternal anxiety causes the release of epinephrine resulting in the 

reduction of blood flow. This reduction leads to hypoxia, foetal bradycardia and 

hypertension and a decrease in the oxygen content of the blood in the foetal femoral 

artery of rhesus monkeys (Myers, 1975). However, in humans, it has been proved that 

maternal stress during pregnancy has a negative impact on children’s physical health 

(Mengel et al., 1991).

Several psychological studies have affirmed that maternal stress during the 

pregnancy increased the risk of children’s behavioural problems (Meijer, 1985; Selten 

et al., 1999). Maternal stress and mental health problems may continue to negatively 

affect the mothers’ interaction within the family as well as her parenting role, which 

causes children’s maladjustment. Banez and Compas (1990) found that children’s 

behavioural problems were related to both their own daily stressful events as well as
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the daily hassles and psychological symptoms of their mothers.

The circumstances of war cause trauma, which occurs on a massive scale, and 

our understanding of traumatic reaction has come from those who have survived 

prolonged combat experience. War related trauma is usually severe, repeated and 

prolonged; intrinsic to combat is risk of death and injury (Allen, 1995; p. 7). Several 

studies have investigated the impact of World War II stressors on mental health. It 

was found that anxiety in parents was correlated with children’s behavioural problems 

(Bodman, 1944) and the same findings were approved through several later studies 

(Punamaki, 1986; Zahr, 1996). This idea is significant to the Kuwaiti society.

On 2 August 1990 when the Iraqi troops occupied Kuwait, the Kuwaitis not 

only witnessed the destruction of their homeland, but also experienced threats and 

stresses due to it. The infrastructure was destroyed, and life’s essential amenities and 

utilities deteriorated; burglary, sabotage (houses, shops, health and educational 

foundations, public utilities, general establishments and institutions), rape at gunpoint, 

murder and torture, captivity and arrests, was the order of the daily life. These brutal 

practices contributed to compulsory change of residence, coercive estrangement, 

disunity, desperation and scattering of family members.

2. The Study Problem

After the liberation of Kuwait a number of studies investigated the stressful 

events and psychological disorders due to the Iraqi occupation. It will be shown in 

Chapter Four, the Kuwaiti war studies revealed that the Iraqi occupation caused 

threatening and stressful circumstances that generated various forms of psychological 

disorders for Kuwaiti citizens, in general, and Kuwaiti women in particular.

This study will investigate the relationship between mothers’ stress and 

psychological suffering and their children’s behavioural problems. If mothers were
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pregnant during the Iraqi occupation, they experienced the stress of pregnancy under 

unhygienic, mal-nourishing conditions and in a stressful environment. The mothers’ 

suffering may have continued after childbirth, therefore, affecting their parental roles 

in bringing up their babies, which may have caused behavioural problems in their 

children. Based on this, the main inquiry of this study is: “How far are Kuwaiti 

children’s behavioural problems associated with their mothers’ stressful experiences 

and psychological suffering as a result of the trauma of the Iraqi occupation?”

3. The Study Plan

The study plan is spread over three parts, each described through chapters and 

sections as follows:

PART I: THEORETICAL FRAMEWORK

This part describes the theoretical background of the study through four 

chapters:

Chapter I: Trauma and stress: Definition and Effects

Discusses the definition and effects of trauma and stress; effects and 

implications of trauma and stress; other research studies related to PTSD; the 

time dimension of the impacts of the traumatic and stressful events, and war as 

a stressful event.

Chapter II: Impact of traumatic and stressful events on mothers

Describes the impact of stressful events on women; impact of pregnant 

mothers and foetus, and the potential impact of stress on mothers’ parenting 

role.

Chapter III: Children’s behavioural problems: an overview

Describes the symptoms of child behavioural disorders on the Rutter A2, 

Rutter B and CBI scales to assess the disorder (eating, excretion, sleep, speech.
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nervous habits and conduct disorders).

Chapter IV:Previous studies on the Iraqi occupation and current study 

orientation

Briefly discusses the history of Kuwait as a state and society occupation of 

Kuwait, the Iraqi occupation of Kuwait as a traumatic and stressful event, 

psychological studies on Kuwait’s occupation, and the current study 

orientation.

PART II: METHOD 

Chapter V: Study Method

This chapter includes the methodological procedures, which include the 

procedural definition of concepts (terminology), instruments (data collection 

tools), research sample, data collection and data analysis.

PART III: RESULTS

This part includes results achieved by the study which contains the following 

chapters:

Chapter VI: General findings

This chapter includes two sections. The first pertains to the mothers’ stress 

level, mothers’ psychological disorders and eexplanation of mothers’ 

psychological disorders in the light of stressful experiences. The second 

section deals with children’s behavioural problems.

Chapter VII: Mothers’ stress as an interpreter of children’s behavioural 

problems

This chapter explains results for the interpretation of children’s behavioural 

problems in relation to their mothers’ stress.

20



Chapter VIII: PTSD as an interpreter of children’s behavioural problems

This chapter explains the research results for the interpretation of children’s 

behavioural problems in relation to their mothers’ PTSD.

Chapter IX: Mothers’ disorder symptoms as an interpreter of 

children’s behavioural problems

This chapter interprets the results of children’s behavioural problems in 

relation to the mothers’ disorders symptoms. The SCL-90-R scale has been 

utilised to identify the mother’s psychological state (mild or severe).

Chapter X: Change in Mothers’ Attitudes and beliefs as an interpreter of 

children’s behavioural problems

This chapter discloses the results concerning the change in mothers’ attitudes

and beliefs and its relations to their children’s behavioural problems

Chapter XI: Mothers’ stress and psychological symptoms as an interpreter of 

their children’s adaptional behaviour

This chapter discusses the significance of mothers’ stress on children’s 

adaptive behaviour.

Chapter XII: Interaction between variables of mothers’ stress and

psychological symptoms as an interpreter of children’s behavioural 

problems

Discusses results of analysis regarding the interaction between the variables of 

mothers’ stress and psychological symptoms and its impact upon children’s 

mean scores on the Rutter A2, Ruttr B, CBI and adaptive behaviour scales. 

Chapter XIII: Verification of the study Hypothesis

This chapter includes verification of the study hypotheses, under three groups: 

General hypotheses. Period hypotheses, and Hypotheses of children’s 

behavioural problems and mothers’ stress and psychological disorders.
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Chapter XIV: Discussion

Discusses the general findings, children’s behavioural problems in the light of 

their mothers’ experiences of stress and psychological disorders, study 

limitations, difficulties faced in the study, further research, recommendations 

for counselling in the Kuwaiti society and the conclusion.

The “Reference” heading lists all the studies referred,to in the study and 

Appendices “A” to F” the scales used in this study. Appendix “G” porovides 

additional results.
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PART I: THEORETICAL FRAM EW ORK

This part is concerned with the theoretical background of the study. It is 

divided into four chapters related to the study problem, as follows:

Chapter I: Trauma and stress: Definitions and effects

Chapter II: Impact of traumatic and stressful events on women

Chapter III: Stress and child behavioural disorders

Chapter IV : Kuwait War Studies
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CHAPTER I 

TRAUM A AND STRESS: DEFINITION AND EFFECTS  

PREFACE

This chapter aims to define the effects of trauma and stress in relation to 

personality and behaviour, through the following areas:

Definition of trauma and stress;

Effects of trauma and stress;

Multi-dimensions of trauma symptoms;

Post traumatic stress disorder (PTSD)

Time dimension of the impacts of the traumatic and stressful event 

- War as a stressful event

1.1 Definition of Trauma and Stress

Stress, in general, can be a long drawn out condition, whereas trauma usually 

relates to a brief and very frightening event. In spite of the distinction between trauma 

and stress, there is a relationship between them. The word traumatic is used 

somewhat loosely to refer to highly stressful events -  loosing a job or getting a 

divorce. In this study, trauma in its narrower sense refers to extreme stress, 

recognising that there is no clear dividing line between “stress” and “trauma” (Allen, 

1995; p. 4). Traumatic events are stressful events that may arise out of human actions 

and behaviour and which form serious threats to an individual’s life as well as the 

lives o f his/her relatives, whether through injury or serious violence. Such events also 

form a threat on a person’s property or status, on a suddenly unexpected basis. Drever 

(1973) identified shock (trauma) as the eventuality of loss, harm and damage to 

oneself or mind that resulted in an emotional shock causing damage to the individual

24



or the community (group) for a period of time, which can be short or long according to 

intensity of the crisis.

Trauma has many forms, types and sources. Natural disaster is one of these 

types and includes earthquakes, tornadoes and floods. Closely related to natural 

disasters are technological disasters, which include plane crashes, bursting of dams, 

collapse of buildings. But the responses of the people towards natural disasters differ 

from those following technological disasters. In natural disaster, the community pulls 

together, helping and supporting each other. In technological disasters, they tend to 

look for the fault and fix the blame (Bolin, 1993).

According to DSM-IV (APA, 1994; p. 424) trauma is defined as, “Direct 

personal experience of an event that involves actual or threatened death or serious 

injury, or other threats to one’s physical integrity; or witnessing an event that involves 

death, injury, or a threat to the physical integrity of another person; or learning about 

unexpected or violent death, serious harm, or threat of death or injury experienced by 

a family member or other close associate”. The person’s response to the event must 

involve intense fear, helplessness, or horror (or in children, the response must involve 

disorganised or agitated behaviour).

As regard to stress. Hook’s Law of 1876 described a phenomenon in physical 

science where the presence of a "load", or physical "stress", was capable of causing a 

physical "strain" upon a given material (Mitchell and Everly, 1993;p. 17).

Although physicians and technicians already used the term “stress” in the 

previous century it was not introduced as a scientific concept until the 1930’s and 

1940’s. An endocrinologist, Hans Selye, mapped the hormonal pathways and 

identified what he believed was a consistent pattern o f mind-body reactions, which he
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called the "non-specific response of the body to any demand”. Selye later referred to 

this pattern as "the rate of wear and tear on the body" (Selye, 1976: cited in Mitchell 

and Everly, 1993). Earlier in his career when Selye was invited to discuss these 

concepts at the College de France, he borrowed the term "stress” from the physical 

sciences. Thus, from the Selyean tradition, the term stress is used to denote the non

specific response of the body to any demand placed upon it.

In the 1940s, 1950s and early 1960s, stress related diseases were characterised 

by observable organic tissue pathology that was caused by excessive stress and termed 

as “psychosomatic”. In 1968, the American Psychiatric Association (APA) published 

the second edition of its Diagnostic and Statistical Manual of Mental Disorders (DSM- 

II) wherein stress-related diseases were referred to as “psychophysiological diseases”. 

In the 1980’s, APA revised its diagnostic manual and created a third edition, DSM-III 

wherein stress-related diseases were no longer called “psychophysiological” but came 

under the diagnostic heading of “psychological factors affecting physical disease”. 

This change augmented the recognition of stress-related diseases (Mitchell and Everly, 

1993; p. 19).

Modem stress is partly due to modem lifestyles. Great demands are made on 

our abilities and capabilities. Technology has changed our daily lives and has 

provided opportunities, however, exposed our mental and physical abilities to greater 

challenges. Researchers estimated that we encountered a thousand times more events 

per year than our great-grandparents did but the time available for decision-making 

remains the same or even less (Mitchell and Everly, 1993; p. 17).

As mentioned earlier, Selye having created a new term for the body's response 

to a demand found that it was then necessary to create a new term to describe the 

demand, or stimulus, itself, whereby the term ‘stressor' was created. Stressors
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represent environmental events, which either cause or set the stage for stress response. 

They fall into two major categories (Everly, 1989):

Biogenic stressors: stimulants that cause stress by virtue of the chemical actions 

they exert on the human body. Examples of biogenic stressors are: caffeine, 

amphetamines, nicotine, phenylpropanolamine, and theophyline.

Psychosocial stressors, which unlike biogenic stressors, do not directly cause 

stress. They set the stage for stress responses to be initiated through 

intrapersonal mechanisms (Everly, 1989). Many psychosocial events can be 

potentially stressful, however, only those, which are challenging, threatening, 

or otherwise aversive, will ultimately become psychosocial stressors that are 

interpreted or appraised.

From the above, it can be concluded that, stress in its general meaning indicates 

types of uncomfortable feelings that includes disturbance, tension, worry and disorder, 

along with the desire to get rid of these feelings. Stress is one of human life’s aspects 

and is experienced by people in different situations and times. It is part of daily life 

and requires adaptation with the environment. Failure in coping with stress causes 

inefficiency and psychological disorders.

1.2 Effects of Trauma and Stress

Since the beginning of the history of mankind, traumatic events of natural or 

human origin has occurred and will continue to occur, leaving psychic scars on the 

irmer selves of both victims and survivors. Trauma can be caused by events that place 

the individual in a vast whirlpool of stresses. These traumatic and stressful events 

constitute a tiring relationship between the individual and the source of stress. He 

considers this relationship as something beyond his capacity and capabilities; 

therefore, threats, challenges and probabilities of harm, risk and bereavement are

27



correlated to exhausting circumstances, tension and strain that generally result from 

re-adaptation attempts on the part of the individual (Lazarus and Folkman, 1984; p. 

19). Excessive stress arousal coupled with unsuccessful coping strategies will result 

in targeting organ diseases and/or dysfunctions; e.g., the neurological, cardiovascular, 

gastrointestinal, neuromuscular, immune and respiratory systems (Mitchell and 

Everly, 1993).

Stress is not necessarily negative. In normal circumstances, it motivates the 

individual to satisfy his needs and realise his objective. But recurrence of exposing 

oneself to stress in normal life leaves negative impacts on his personality. These 

impacts may decrease the efficiency and ability to take decisions. On the other hand, 

there are abnormal circumstances that go beyond the normal and familiar human 

experiences. These events generate stress and have different meanings when the 

individual is threatened with incapacity, risk, evil expectations and lack of safety and 

security.

Trauma is described as an “affliction” of powerlessness, i.e. a person feels 

unable to have any control over the situation which is over and above her/his abilities, 

and experiences feelings of collapse and severe self-damage, Herman (1993), cited in 

Laura (1995). It may constitute a comprehensive impact on the lives of its victims. 

Moreover, difficulties and problems triggered by trauma may complicate and continue 

as chronic disorders. A study by Gordon and Wraith (1993) revealed that, the 

characteristics of the trauma go beyond normal experience and expectations during 

which the normal boundaries between reality and illusion are not distinctive. A 

traumatic event invokes strong emotions, which may be completely unfamiliar to the 

individual and, if overwhelmed, cause a change in his conception, biological functions 

and personal relations. Traumatic experience has an existential dimension. It induces
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some questions about life, existence and values that may not have preoccupied the 

individual before. Every thing after the trauma may have a new meaning, whereby the 

individuals’ view of life, people and his future changes and may be in contradiction 

with those around him, causing a deep feeling of solitude. Therefore, the stresses of 

the trauma threaten the personality and may exhaust it. This condition relates to the 

nature of traumatic stresses and attacks the principal values of the individual. It 

occurs suddenly and unexpectedly. Negative psychological sequelae may develop in 

some individuals because of the stress, family disruption, financial difficulty and 

changes in family routines. Moreover, these stresses give rise to frightening mental 

images, which are recalled by cues correlated with the traumatic events (Hobfoll et al., 

1991).

Many years ago the distinguished psychologist Walter Cannon (1929) 

provided a basic description of how the body reacts to emergencies. He was interested 

in the physiological reaction that people and animals make in response to a perceived 

danger. This reaction has been called the “fight or flight” response because it prepares 

the organism to attack the threat or to flee. In the flight response, the perception of 

danger causes the sympathetic nervous system to stimulate the adrenal glands of the 

endocrine system to secrete epinephrine, which arouses the body. Cannon proposed 

that this arousal could have both positive and negative effects: the “fight or flight” 

response is adaptive because it mobilises the organism to respond quickly to danger, 

but the state of high arousal can be harmful to health if it is prolonged.

In this context, stress acts to preserve the psychological whole by including 

actions designed to avoid, resolve or to cope with the stressor. Poor coping strategies 

or inability to avoid stressors eventually result in a condition of chronic stress, which 

represents a severe somatic illness (Pancheri et al., 1985). The impact of stress on
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physical health has generated considerable interest. Numerous publications identified 

stress as a risk factor for diseases of the gastrointestinal, cardiovascular, endocrine and 

immune systems, among others (Elliot and Eisdorfer, 1982). In the context of the 

significance of life stressors on physical health. Green et al., (1985) reported that, 

adolescents seen at an out-patient clinic with symptoms of recurrent pain, where no 

organic aetiology could be identified, reported significantly higher negative life- 

stressors than those seen for a routine check-up after an acute minor illness, or pain 

with a clinically organic cause.

A traumatic experience can affect the neurochemical processes as well as 

activate psycho-physiological and psycho-biological responses comprising of the fight 

and flight mechanism, endocrine secretion and increase in catecholamine and 

adrenergic substances (Wardak, 1995). Stress produces psychological changes, but 

psychosocial factors also play a role. Many studies looked at the impact of stress on 

people’s cognitive, emotional, and psychological systems. Cohen et al., (1980) found 

that high levels of stress impair people's memory and attention during cognitive 

activities, affecting their physiological response and causing high blood pressure.

Stress can also lead to fear and phobias which are the intense and irrational 

fears that are directly associated with specific events and situations. Anxiety is 

another disorder, which appears after stressful events. It is a vague feeling of 

uneasiness or apprehension - a gloomy anticipation of impending doom - that often 

involves a relatively uncertain or unspecific threat. Depression becomes a 

psychological disorder when it is frequent and long lasting as a consequence of stress. 

It involves unhappy moods; feelings of hopelessness about the future; listless and 

passive disruption in sleeping habits; low self-esteem, and self-blame for problems 

(Rosenhan and Seligman, 1984).
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Another common emotional reaction to stress is anger, especially when the 

person perceives the situation as harmful or frustrating. Anger tends to increase 

aggression during stressful experiences. When stress is accompanied by anger, 

negative social behaviours tend to increase the stress and change people's behaviour 

towards one another. However, in some stressful situations, people become less 

sociable or caring and more hostile towards each other.

Stress due to trauma affect people's behaviours. The strength, depth and 

varieties of these impacts are identified by a group of factors that are correlated with 

the individual, the nature of the trauma or the crisis and the environment. Through the 

interaction of all these factors, the impacts of trauma or crisis on the personality are 

identified and recognised. Psychologists have elaborated and discussed these impacts 

(Slaikeu, 1990). The multi-dimension theory of trauma symptoms is the most common 

in this regard.

1.3 Multi-Dimensions of Trauma Symptoms

The syndrome of the traumatic impact is represented by imbalance and severe 

tension, in addition to feelings of inability and reduction of effectiveness, which is 

accompanied with emotional disorder. These emotional changes are represented by 

physical disorders such as feelings of weariness and fatigue, exhaustion, stomach

ache, heart diseases, etc. The trauma results in behavioural impacts such as conflicts 

with others, disorders of social or scholastic functioning, physical diseases, decrease 

of daily activities and practices, in addition to some aspects of social deviations like 

rise in criminal and/or anti-social behaviour. Thus, impacts of trauma may extend to 

the overall dimensions of the personality: behavioural, emotional, physical, cognitive 

and social aspects. These dimensions are included in what is known as multi-synrome 

theory (Slaikeu, 1990; pp. 143-149).
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A. The behavioural syndrome includes outward or apparent activities such as

work, play and entertainment, in addition to food habits, sleep, and sexual 

behaviour. The individual may display pathological behaviour such as 

smoking, intake of narcotics, hostile actions, suicide or killing.

B. The emotional syndrome includes feelings that the concerned person may have

in connection with these behavioural types, the traumatic event or life in 

general, in addition to feelings of anxiety, anger, guilt, depression or grief. 

The emotional syndrome is accompanied by physical disturbances related to 

the sensory organs and the sensitivity to sound, sight, touch, taste and smell. 

The clinical data encompasses the general health status including physical 

disorders like headache, stomach-ache or any other complaints concerning 

physical disorders or problems.

C. Social syndrome includes the relationships among family members, friends

and colleagues. It is concerned with the strength or weakness of these 

relationships and the roles of those around as negative, independent or leading 

roles. It is also concerned with methods of conflict solving, and all those 

variables which involve the person’s relationship with other people.

D. The cognitive syndrome includes the mental processes such as: images

correlated with the aims of life and reasons of their credibility, flashbacks of 

the past incidents, aspirations for the future and involuntary ideation such as 

day dreams, dreams at night, ego images, religious beliefs, life philosophy and 

symptoms of hallucinations, in addition to one’s attitudes towards life, either 

negative or positive. One of the reasons for the significance of the cognitive 

syndrome, as one of the impacts o f crises, is that the person’s imagination
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plays a deep role in his disorders. He might imagine images of some horrible 

tragedies that may occur when he attempts to achieve any proposal or goal.

The cognitive syndrome also includes a decrease or even decline of coping 

skills for some people, because the mental ability to solve problems may be reduced. 

Some individuals might face difficulty controlling these problems. Decrease or lack 

of coping skills may result in increase of impact of the crises with aggravated 

symptoms. Decrease of coping skills is sometimes related to effects of the crisis such 

as: suggestibility and liability of affect, which indicates the person’s inability to cope 

and is usually displayed in types of non-adaptive behaviour.

1.4 Post Traumatic Stress Disorder (PTSD)

A number of psychiatric disturbances have been associated with exposure to 

trauma and stressful events, including PTSD, which is considered as the most serious 

impact of traumatic incidents that go beyond the ordinary or familiar life experience. 

The American Psychological Association (APA) identified it as a type of anxiety 

disorder that manifests itself as an experience of abnormal psychological and physical 

stress followed by distinctive symptoms. Gilliland and James (1993; pp. 179-181) 

asserted the significance of emotional denial and numbing as well as intrusive- 

repetitive ideation relating to PTSD. Re-experiencing is the hallmark of PTSD and 

the chief symptom that distinguishes it from other psychiatric disorders (March, 

1993). It may include intrusive recollections, nightmares, flashbacks, or physiological 

reactivity. The event may be re-experienced in the form of dreams while sleeping or 

painful remembrance when awake. The symptoms typically begin shortly after the 

trauma and may persist for months or years (Blank, 1993). Many individuals feel 

distressed and remember their experiences vividly.
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Avoidance symptoms include fear or being involved in similar events and 

avoiding thoughts, feelings, people and anything, which might be reminders o f the 

incident (Parkinson, 1995). An individual may complain of having markedly 

diminished usual activities, of feeling detached or estranged from other people. The 

individual may have a feeling of isolation, and inability to show and express the 

feeling of love towards others. There may be a sense of danger or fear. The 

individual may avoid thinking about the future because they think that they will not 

live long or that life is very dangerous and they cannot survive. He/she might forget 

some important elements of the event and will not have the ability to recall the whole 

event.

Increased arousal includes difficulty in sleeping or concentrating, irritability, 

hyper-vigilance, and increased startle response. There can be an increased sensitivity 

to noise and the slightest sound may cause people to "jump" nervously in an 

exaggerated startle response. Some will become over vigilant. This can lead to an 

incapacity to accept normal reactions within work and family life. There can be sleep 

disturbances, dreams and nightmares and outbursts of anger and frustration that may 

lead to violence. The result can be a retreat into isolation and loneliness. Symptoms 

o f PTSD sometimes appear following the occurrence of the trauma either directly, or 

after one month or more.

1.4.1 Diagnostic criteria of PTSD

Diagnostic criteria of PTSD take into consideration the nature of PTSD 

symptoms and the nature of stressful experiences that cause these symptoms. Clinical 

Descriptions and Diagnostic Guidelines (ICD-10) provides diagnostic guidelines of 

PTSD. It mentions that this disorder should not be diagnosed unless there is evidence 

that it arose within six months of a traumatic event of exceptional severity. A
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“probable” diagnosis might still be possible if the delay between the event and the 

onset was longer than 6 months, provided that the clinical manifestations are typical 

and no alternative identification of the disorder (e.g. as an anxiety or obsessive- 

compulsive disorder or depressive episode) is plausible. In addition to evidence of 

trauma, there must be a repetitive, intrusive recollection or re-enactment of the event 

in memories, daytime imagery, or dreams. Conspicuous emotional detachment, 

numbing of feeling and avoidance of stimuli that might arouse recollection of the 

trauma are often present but are not essential for the diagnosis. The autonomic 

disturbances, mood disorder, and behavioural abnormalities all contribute to the 

diagnosis but are not of prime importance (WHO, 1992; pp. 148-149).

DSM-1Vdetermines the diagnostic criteria for PTSD as follows (APA, 1994; pp. 

427-429);

“A. The person has been exposed to a traumatic event in which both of the following 

were present:

(1) The person experienced, witnessed, or was confronted with an event or 

events that involved actual or threatened death or serious injury, or a 

threat to the physical integrity of self or others.

(2) The person’s response involved intense fear, helplessness or horror.

B. The traumatic event is persistently re-experienced in one (or more) of the

following ways:

(1) Recurrent and intensive distressing recollections of the event, 

including: images, thoughts or perceptions.

(2) Recurrent distressing dreams of the event.

(3) Acting or feeling as if the traumatic event were recurring (includes a
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sense of re-living the experience, illusions, hallucinations and 

disassociative flashback, episodes, including those that occur on 

awakening or when intoxicated).

(4) Intense psychological distress on exposure to internal or external cues that 

symbolise or resemble an aspect of the traumatic event.

(5) Physiological reactivity on exposure to internal or external cues that 

symbolise or resemble an aspect of the traumatic event.

C. Persistent avoidance of stimuli associated with the trauma and numbing of a 

general responsiveness (not present before the trauma), as indicated by three (or 

more) of the following:

(1) Efforts to avoid thoughts, feelings, or conversations associated with the 

trauma.

(2) Efforts to avoid activities, places, or people that arouse recollections of the 

trauma.

(3) Inability to recall an important aspect of the trauma.

(4) Markedly diminished interest or participation in significant activities.

(5) Feeling of detachment or estrangement from others.

(6) Restricted range of affections (e.g., unable to have loving feelings).

(7) Sense of a foreshortened future (e.g., does not expect to have a career,

marriage, children or a normal life span.

D. Persistent symptoms of increased arousal (not present before the trauma) as 

indicated by two (or more) of the following:

(1) Difficulty falling or staying asleep.

(2) Irritability or outbursts of anger.

(3) Difficulty concentrating.
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(4) Hypervigilance.

(5) Exaggerated startle response

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than one 

month.

F. The disturbance causes clinically significant distress or impairment in social, 

occupational, or rather important areas of functioning.

Specify if:

Acute: if  duration of symptoms is less than 3 months.

Chronic: if duration of symptoms is 3 months or more 

Specify if:

With delayed onset: if onset of symptoms is at least 6 months after the 

stressor.”

1.5 Time Dimension of the Impacts of Traumatic and Stressful Events

Traumatic and stressful events have direct and swift impacts on the individual's 

personality. The appearance of these impacts is sometimes delayed when the trauma 

becomes a source that changes or transforms into a chronic long-range disorder. This 

state is represented by continuance of the traumatic impacts, complexity of its 

symptoms and the increase of its complications. Although the trauma or the original 

incident may disappear beyond consciousness and the individual thinks that his 

problem has been solved, the appearance of new stresses or disturbances often 

provokes the trauma once again. This state is known as “Transcrisis State” (Gilliland 

and James, 1993; p. 6) where the individual looks as if he regained his normal state, 

but he suppressed his original traumatic experiences in his unconscious memory. 

Later on, these suppressed incidents often reappear in the form of symptoms that look 

unrelated to the trauma, which the individual has previously experienced. In fact, the
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original trauma was not erased but only suppressed or faded away temporarily, and the 

individual has achieved a temporary state of equilibrium. This aspect of retaining the 

impacts o f the events and their continuity, for a long time, is known as "defensive 

repression" which is always dynamically latent behind the “Transcrisis State". Such 

cases require effective counselling or treatment to cure these enduring impacts.

The long-term impacts of the trauma of wars and traumatic incidents may last 

for all o f the person's life. Some of the negative impacts often last for many years in a 

person’s life. These permanent impacts are sometimes transferred from parent to child. 

Davidson (1980) identified that there are a great number of family members in the 

second generations that suffer various emotional and personal disorders. This 

suffering is correlated with the long-range impacts of the previous trauma experienced 

by both or any one of the parents.

1.6 War as a Stressful Event

War is a tragic aspect of competition for control and dominance or the results 

of revenge and jealousy and has several negative consequences on the psychological 

health o f children and adults. Several studies were designed to determine the 

prevalence of psychological problems in combat veterans and to identify risk factors 

associated with an increased likelihood of developing a stress-related syndrome. Most 

of these studies have focused on South East Asian veterans.

A co-ordinated major research survey authorised by the U.S. Congress in 1983 

examined the current and lasting impact of the Vietnamese War on U.S. Veterans, 

conducted by a team of researchers (Kulka et al., 1990) at Chicago University, 

addressed as the "National Vietnam Veterans Readjustment Study (N.V.V.R.S.)". 

They considered variables, and measured the long-term and permanent factors. Results 

showed strong evidence of indications of emotional, physical and psychological
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reactions to stress. Some veterans showed signs of PTSD. The study also revealed a 

high level of mood disturbance, i.e., liability, grief, sadness and non-specific distress 

in addition to problems with re-adaptation to normal life after war and also confirmed 

that the family reflected the suffering of the Vietnam Veteran. This was seen in the 

father or one of the children or brothers. Researchers also found, that the Vietnam war 

veterans, their wives and families needed comprehensive care and attention and 

recommended that counsellors, health specialists, lawyers, psychologists, and 

associated professional decision-makers join forces to offer remedial and rehabilitative 

services to the Vietnam war veterans, and their families.

Davidson et al., (1990) investigated and compared the long-range impact of 

war experiences of nineteen World War II and twenty-five Vietnamese war veterans, 

who were diagnosed with PTSD. Study findings revealed that the two groups had 

similar symptoms of PTSD, which stayed with them for a long time. Vietnamese war 

veterans showed severe PTSD symptoms and scored higher points on the Hamilton 

Depression as well as Hostility and Psychosis scales. It was also found that those 

veterans had deep feelings of guilt because they survived the war and were still alive. 

Moreover, they suffered work disorders and reduction of interest and avoided 

irritability, which reminded them of the trauma. They had feelings of estrangement, 

terror responses and tendencies to commit suicide. The Vietnamese war veterans were 

characterised by other patterns of symptoms like panic disorder, alcoholic or substance 

abuse at an early age.

Green et al., (1990) conducted a study on 191 Vietnamese male war veterans to 

investigate the war stressors that are correlated to probabilities of PTSD occurrence. 

The Stressful Events and PTSD scales were used and findings revealed that some 

experiences, like bereavement and injury, could help us understand PTSD after the
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war experience. Other experiences, such as exposure to events of sudden death, can 

help predict current (permanent) PTSD. Analysis of the findings revealed that the 

more profound the stressful experiences are, the more probable that PTSD will 

develop, and that their symptoms will be persistent.

Bradshaw et al., (1991) discussed the phenomenon of “war love” in their study, 

which was identified in a group of traumatised Vietnam veterans. It was evident that 

many veterans who were being treated for PTSD kept their experiences alive in their 

minds because they held a special meaning for them. Military events and war battles 

combined positive and negative experiences. Some were viewed as positive because 

they were associated with the identity of a hero, at the same time they considered it a 

negative experience because their memories led to (or caused) them to suffer. The 

study also showed that veterans suffer from PTSD because they keep the war 

experience alive in their recollections. Vivid memories help to organise their thinking 

around the idea that the war experience had special meaning in a way that made their 

lives meaningful to them.

Several researchers tried to determine if emotional disorders were one of a 

cluster of symptoms associated with exposure to war experience. In this context, the 

studies investigated some forms of sleep disorders of those who were subjected to 

stressful experiences during the war. Experiments and physiological investigations 

proved that the trauma due to war causes serious psychological suffering including 

sleep disorders. The studies also revealed the occurrence o f emotional disorders as 

one of the long-range conditions, due to exposure to stressful traumatic events.

Southwick et al., (1991) investigated 45 male war veterans for symptoms of 

PTSD and basic depressive disorder. Emotional components and symptoms of 

depression in PTSD, were evaluated by administering scales, which included;
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Hamilton Depression Scale, Depressive Experiences Questionnaire and Emotional 

Disorder and Schizophrenia Inventory. Study findings revealed that the PTSD cases 

scored higher points for most symptoms revealed by the Hamilton scale, particularly 

anxiety and insomnia (sleeplessness). This group also had high scores with statistical 

significance on the self-criticism scale, but did not have high scores on the self- 

dependence and effectiveness scale, (included in the questionnaire of depressive 

experiences). Correlation coefficients between the Self-Dependence and Criticism 

scales were negative.

World War II veterans (62) living in long term residential institutions for the 

elderly ranging in the age from 66 to 90 years were investigated by Hermann and 

Eryavec (1994), for PTSD and other psychological disorders correlated to it. Their 

past and future psychological disorders, including PTSD were assessed. Findings 

indicated that 57% of those with PTSD were having experiences of chronic symptoms, 

37% suffered basic depression and 53% were alcoholics. The finding also revealed a 

strong correlation between the severity of exposure to war stress in battles and the 

development of PTSD. Statistically significant correlation was also found between 

PTSD and some variables that go back to the pre-war period such as past family 

history of alcoholism, existence of past family bereavement, and instability of work or 

working conditions.

Wolfe et al., (1994) discussed the relationship between PTSD and physical 

problems experienced by a sample of one hundred and nine female veterans who were 

not in treatment. A psychological health scale was administered in addition to tools, 

to assess the exposure to traumatic experiences in the war. Findings from this study, 

conducted after the war experience for more than twenty years, revealed that both 

PTSD and exposure to traumas of war experiences are correlated with symptoms and
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indicators o f physical health problems. These symptoms and indicators decreased 

when the variable of PTSD is controlled, but they are present when the exposure to 

trauma (as a variable) was not controlled. Therefore, findings from this study 

proposed that the impact of traumatic exposure on physical and mental health 

development, as perceived by the sample individuals, partially interact with the 

increase of PTSD after traumatic exposure. This means the females who were 

exposed to traumatic events showed increased psychophysical suffering due to that 

exposure whenever symptoms of PTSD rose in them.

Besides studies concerning the effects of war in South East Asia, there are 

several studies concerning the effects of war in other areas of the world. For example, 

in the Balkans, Bilanakis, et al., (1996) investigated the mental health of war refugees 

in one collecive centre in Serbia. The representative of the medical rehabilitation 

centre for torture victims from loannina visited the Centre for Psychological Support 

to the victims of Traumas and Tortures caused by war in Pozarevac (HR Yugoslavia). 

In cooperation with them, they tried to detect and record the mental health of 58 

refugees (aged 18-64 years) in one camp using the GHQ scale and Harvard Trauma 

Questionnaire. 70-8% of the sample had personal experiences of traumatic events 

because of the war, while a possible prevalence of psychiatric disorder according to 

the GHQ was found in 64.1%. Statistical analysis of the data showed that traumatic 

events and age are the main factors related to the mental health conditions of the war 

refugees. The older refugees who were subjected to stressful events were more 

affected. Another example is Northern Ireland, a well known war and conflict areal, 

for which there are several studies. Foster et al., (1997) investigated mental disorders 

and suicide in Northern Ireland using Diagnostic and Statistical Manual for Mental 

Disorders-lll-Revised (DSM-Ill-R) axis 1 (clinical syndrome) and axis II (personality
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disorders) among suicide victims (aged 14 years and older) in Northern Ireland during 

a one year petiod. A psychological autopsy study based on a variety of documentary 

sources and interviews with bereaved informants and health care professionals was 

used to collect data. 90% of suicides had a current axis I and/or on axis II mental 

disorder. At least one current axis I disorder was diagnosed in 86% of suicides, and at 

least one axis II disorder was diagnosed in 44%. Suicide victims under 30 years of 

age were less likely to have a current axis I disorder (68%) than those 30 years old and 

older (95%). Psychiatric cormobidity was present in 55% of suicides. The time 

between the last contact with a health care professional and death was greater among 

males and under 30 years old suicide victims.

Muldoon and Trew (2000), invesigated children’s experiences and adjustment 

to political conflicts in Northern Ireland. The study examined 354 males and 355 

female school-age (8-11 years old) children’s self-reported experience of a number of 

negative life events, including a number of conflict-related events in relation to 

gender, age, socioeconomic status, and religious affiliation. Measures included an 

experience o f negative events sale and Harter’s Self-Perception Profile for Children. 

The reports suggest that children’s experience of conflict-related event is considerable. 

The study showed that one quarter of the sample had witnessed shooting and street 

riots. The in-depth analysis showed that children reporting lower behavioural 

competence are more likely to report experience o f conflict-related events whereas 

lower global self-worth was related to experience of nonconflict-related negative 

events.

Summary

This chapter discussed definitons and effects of trauma and stress. From the 

above mentioned information it can be seen that stress can be a long drawn out
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condition, whereas trauma usually relates to a brief and very frightening event. There 

is a relation between trauma and stress. Both have a negative impact on the person’s 

behavioural, emotional, social and cognitive dimensions. Traumatic and stressful 

events are common in the circumstances of war, which generally have a negative 

impact on both adults and children.
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CHAPTER II

IM PACT OF TRAUM ATIC AND STRESSFUL EVENTS ON

M OTHERS

PREFACE

A complete family consists of a father, a mother and children. A mother is .

usually the pivotal personality in a child’s life. This is not only because she plays the

main role in fulfilling his physiological and psychological needs but, also because of 

the great sentimental bond between them, since the child was a foetus in the mother’s 

womb.

When the mother suffers from a traumatic and stressful event, many

psychological problems may occur in her personality, and that may reflect on the

foetus in the womb and in the way she deals with the child. An emotionally disturbed 

mother may adopt an ineffective parenting style and report less confidence toward her 

parenting role. Such mothers may have a negative attitude, harsh feeling of rejection, 

and hostility toward their children (Davenport, et al., 1989). The current chapter 

discusses the impact of traumatic and stressful events on mothers through the 

following points:

1. Impact of trauma and stress on women

2. Impact of trauma and stress on pregnant mothers and their foetus

3. Potential Impact of trauma and stress on mother’s parenting role

2.1 Impact of Trauma and Stress on Women

Findings of several studies confirmed the idea that women were generally 

more influenced by traumatic and stressful events than men. In a study conducted by 

Helzer et al., (1987) results concluded that the rate of PTSD is higher for females in
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comparison with males. In a study by Al-Hammadi et al., (1993:2), it was found that 

the prevalence of PTSD was higher in women than in men, 62% vs. 38%, 

respectively.

Diereiter (1996) examined individuals who survived after a trauma and 

investigated whether individuals would share more similarities with others, based on 

gender or diagnosis. One of the results indicated that women had significantly higher 

scores than men on desirability, utilisation and usefulness of social support. Of the 

target symptoms (anxiety, depression and phobic anxiety) however, only depression 

correlated with social support. Consistent with expectations, however, there was a 

gender difference regarding depression and phobic anxiety at one month post

massacre, with females having a higher level on both. The gender differences also 

found in social support, that the levels of desirability, utilisation and usefulness were 

significantly higher for women than men at one month post-massacre. These results 

were consistent with other studies (Ensminger and Celantano, 1990; Mallinckrodt, and 

Leong, 1992), Nelson and Quick (1991) compared men with PTSD to women without 

PTSD; then wonien with PTSD to men without PTSD, to discover which of the two 

groups were more similar. It was found that the gender variable showed a stronger 

correlation; i.e., o f the two female groups, significant differences existed in all of the 

symptoms on the SCL-90-R scale, and 16 of the 21 Beck Depression Inventory (BDI) 

questions. However, no differences were found in hospitalisation, social interference, 

desire for solitude, feelings of hopelessness and a generalisation of the experience. In 

contrast, results for both genders differed when they were diagnosed for the three 

dimensions of the SCL-90-R scale: somatisation, paranoid ideation and psychoticism 

and only one of the BDI questions (feelings of weakness or hopelessness). Females 

showed a highly significant score in comparison with males.
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Several studies support the finding that females report more emotion-focused 

responses and higher levels of anxiety under threat, than men do. The finding 

concurred with other studies conducted in Israel during the Gulf war that found 

women to have greater war-related fears and symptoms than did men (Lobel et al., 

1993) and girls showed higher anxiety levels than did boys (Klingman et al., 1993; 

Swenson and Klingman, 1993). It is evident, therefore, women are more vulnerable 

than men to the impact of stressful and traumatic events.

2.2 Impact of Trauma and Stress on Pregnant Mothers and their Foetus

Prenatal environment plays a very important role in the development of the 

foetus. The mother’s stress in the prenatal environment can lead to negative 

developmental influences in the post-natal life of a foetus. Before birth the foetus’s 

brain is working early and hard to record sensual input. By seventeen weeks of 

gestation the foetus can feel touch all over the body, except the back and top of the 

head which comes about after twenty weeks. At two months the foetus starts jerking 

and kicking and will kick violently if the mother drinks cold water. By fifteen weeks 

the taste buds are beginning to detect taste differences and in the twenty-fourth week, 

the baby hears the mother and father’s voice (if he is close during gestation) and is 

able to distinguish them from others at birth (Brazelton, 1992: cited in: Karr-Morse 

and Wiley, 1997). Dr. T. Berry of Boston Children’s Hospital, has shown that 

foetuses are light sensitive from the sixteenth week and by thirty-two weeks of 

gestation, a foetus has the same capacity to see as that, which is present at birth. 

(Vemy and Kelly, 1981). Besides the development of senses, the foetus is also busy 

with motor development and new brain research indicates that the reflexive 

movements create sensations that provide early stimulation that are developing in the 

brain (Share, 1994).
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Since the 1930’s it was known that what affected mothers emotionally also 

affected their babies. In 1934, Drs. Sontag and Wallace, using measures of heart and 

respiratory activity of the mother and foetus, found that when a pregnant invalid was 

pursued by a psychotic husband, the baby was alarmed along with the mother 

(Chamberlain, 1995: cited in Karr-Morse and Wiley, 1997; p. 91).

Findings of several studies confirmed the previous idea that when pregnant 

mothers suffered from traumatic events the impact was not limited to the mother only, 

but extended to the foetus. In 1994, researchers measured the impact on the foetus, 

while the mother watched a short clip of a violent movie. The foetus became agitated 

along with the mother, which was indicated through measurements of the heart rate 

and its movements. In another investigation, using ultrasound, researchers observed 

foetuses that experienced amniocentesis. The foetuses responded fearfully and 

sometimes aggressively by attempting to hit or kick at the needle (Chamberlain, 

1995:cited in Karr Morse and Wiley, 1997; p. 53).

In a fact-finding report about the correlation of pregnant mothers’ experiences 

of stressful events with the affliction of psychosis after child-birth, Marks et ah, 

(1991) concluded that affliction is significant in mothers who experienced traumatic 

events during their pregnancy and who had a previous history of psychological 

symptoms, compared to those without any psychological symptoms. Therefore 

pregnant mothers who experienced stressful events were subjected to psychological 

setbacks after delivery, particularly if they had a previous history of psychological 

symptoms. A pregnant mother’s suffering from stress weakened her ability to adapt to 

crises, and consequently she became more susceptible to stresses.

Pregnant mothers’ response to stressful events included a group of 

physiological and psychological changes. The impact of these changes extended to
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the foetus through the neurochemical response and some studies confirmed that 

hereditary analysis of the neurochemical response is a sound way to explain children’s 

problems of psychological growth (Anisman and Zacharko, 1992). Levinson (1993) 

explained that due to the high emotional stress and anxiety experienced by the 

pregnant mother when exposed to traumatic shock, the movement activity of the 

foetus increased inside the womb as an expression of its suffering from anxiety.

Another valuable study was conducted by Gabbay (1992) on the role of the 

genetic-behavioural strategies for studying emotions. It revealed scientific evidence of 

heredity effects on the emotional side of the personality, and studies o f reactive 

interaction between twins showed psychological and social responses to stresses, 

identified as heredity. Hereditary analysis showed the immense impact of genes on the 

individual’s fears and growth. It is assumed that “genetic” means an unalterable 

condition or trait inherited from parents or ancestors. In fact, it means only that the 

trait or condition in question came through the genes and is part of the biological 

makeup of the organism. Genes do carry hereditary information, but this can be at 

least partially altered by environmental factors in the womb (Karr-Morse and Wiley, 

1997; p. 79).

A study conducted by Ward (1991) documented levels of prenatal maternal 

stress and anxiety. A sample of 58 children (4-19 years of age) who were emotionally 

disturbed, were retrospectively reviewed to examine their relationship for the later 

development of childhood psychopathology. Significantly more of these children 

were bom to unmarried mothers who had not planned to become pregnant, lived in 

family discord, emotionally rejected being pregnant, and experienced significantly 

more physical problems than would be expected otherwise. These findings support
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the hypothesis that chronic prenatal stress adds both physiological and psychological 

risk factors to the later development of childhood psychopathology.

Mother’s stressful events during pregnancy may have a negative impact on her 

physical health and that of her foetus, which is negatively reflected in the 

psychological status of each of them, thereafter. It was found that these events or the 

crisis in the family affected maternal systolic blood pressure during pregnancy, 

probably through increased secretion of stress hormones, and the infant’s weight at 

birth. These incidents are correlated to the average systolic blood pressure, which in 

turn is adversely related to the infant’s weight. Infants weighed less than normal in 

case o f mothers who suffered from high systolic blood pressure, compared to the 

children of normal weight (Mengel et al., 1991).

Pregnant mothers’ stressful events sometimes caused premature delivery in 

addition to the infant’s more than usual lower weight. Homer et al., (1990) conducted 

a study on 12686 mothers who were pregnant during the period from 1979 to 1983, to 

identify the psychological stresses related to the pregnant mothers’ jobs and premature 

delivery and unusual decrease in infant’s weight. The study was conducted on 

mothers aged 14 to 21 years, and supported by credible data about their family 

background, education, social and professional variables that might affect delivery and 

infant’s weight. The study confirmed the hypothesis that premature delivery and 

infants bom with lower than usual weight were more likely from mothers who take up 

jobs where they face high stress and where their authority and power is low. The 

manner in which a mother responds and the high emotional reactions that accompany 

these responses are correlated to premature delivery and decrease in the infant’s 

weight.

Ferketich and Mercer (1990) conducted a study on two groups of pregnant
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mothers; a) high-risk group of mothers, and b) low risk group of mothers. It was found 

that the members of the first group were less healthy during pregnancy and showed 

early weaknesses immediately after delivery, and up to the following eight months. It 

was also found that the high risk group was suffering from stresses due to negative 

incidents in life and pregnancy risks.

Moreover, life’s stressful events had an indirect impact on the general health 

status through the effect of self-regard and maternal role towards the children within 

the family, the relationship with the husband and the support received. Stressful events 

experienced by pregnant mothers may cause an increased negative affect on the 

psychological status of those mothers, which increased when these mothers lacked 

social support, while the absence of this support or its weakness may aggravate the 

effect of the traumatic events on the mother and the foetus.

Collins et al., (1993) conducted a study on the effects of prenatal social support 

on maternal and infant health and well-being on a sample 129 low-income pregnant 

mothers. The study revealed a positive relationship between the level of the social 

support on one side and the psychological and physical health, of both the mother and 

the child, on the other. Pregnant mothers who received better social support showed a 

high level of psychological and physical health and delivery. Three aspects of support 

(amount received, quality of support received, and network resources) and four 

outcomes (birth weight, Apgar scores, labour progress and postpartum depression) 

were studied. Results indicated that women who received more support had better 

labour progress and babies with higher Apgar scores. Women with higher quality 

support and babies with higher Apgar scores experienced less postpartum depression. 

Also women with larger social networks had babies of higher birth weight. Further 

analysis indicated that instrumental rather than emotional forms of support more
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consistently predicted the outcome as a whole. In addition, another study conducted 

by Pagerly (1990) indicated that such mothers suffered less from ill health and 

weakness after delivery, and that their infants enjoyed better weight.

When pregnant mothers experience extreme stress they are more likely to 

practice harmful habits, such as smoking, which constituted profound harm to both 

mother and foetus. Mothers who suffered psychological stresses were more addicted 

to smoking. In a study conducted by Pritchard (1994) on a sample of pregnant Scottish 

mothers during the period from November 1988 to February 1990, it was found that 

mothers who smoked suffered more from psychological stress syndrome than those 

who did not smoke. The study confirmed that the correlation between smoking and 

stress constituted the main problem that hindered the treatment to lessen or decrease 

smoking during pregnancy.

A study conducted by Dunkel-Schetter (1999) asserted that pregnant women 

under high stress were as much as four times more likely to deliver their babies 

prematurely than women with low stress. The study also examined levels of 

corticotrophin releasing hormone (CRH), a major regulator o f the stress response, 

which is progressively activated during pregnancy. Results indicated that women who 

delivered premature babies had much higher levels of CRH than women who carried 

their babies to full term. The results also showed that maternal stress increased CRH 

very early in pregnancy and could predict and, possibly, precipitate early delivery. 

The investigation concluded that there is a correlation between stress and unhealthy 

behaviours such as smoking, drug use and poor prenatal care that are related to low 

birth weight. A mother’s emotional response to stress, rather than the stressful events 

per se, is more responsible for affecting birth outcome in addition to having strong 

anxiety about pregnancy which may pose the greatest risk of early delivery.
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The investigation by Karr-Morse and Wiley (1997) showed that a mother’s 

poor health habits, emotional state or exposure to harmful substances can affect the 

foetus by impairing the neurological mechanisms that control temperament and self- 

control. The results proved that unborn children become as agitated as their mothers, 

in terms of heart movement. Authors emphasised the importance of experiences 

absorbed during the foetal stage and in the first two years of infancy for brain 

development. They also showed that activities by expectant mothers such as heavy 

drinking, drug use and an inadequate diet had strong adverse effects on foetal 

neurological development. After birth, parental neglect and physical abuse may 

combine with prenatal trauma to further impair brain development and predispose a 

child towards violent behaviour. Authors concluded that, unless society makes a 

commitment to providing nurturing care for all infants, the number of violent children 

would increase.

Medical experiments with animals provide clinical evidence of pathological 

mechanisms by which stress in the mother reaches the foetus and influences its 

development. It is hypothesised that prenatal stress sets off a series of reactions in the 

brain that may ultimately result in depression, premature ageing, Cushing’s disease 

and PTSD (Chamberlain, 1995: cited in Karr-Morse and Wiley, 1997;p.53). 

Researchers suspect that the mother’s experience, which is conveyed through the 

chemistry of the womb, exerts a clear and pervasive influence on the foetus -  both 

emotionally and cognitively.

Clarke and Schneider (1993) of the Wisconsin Psychiatric Research Institute at 

the University of Wisconsin conducted studies on six pregnant monkeys. The foetuses 

whose mothers were stressed during pregnancy were compared with those of 

unstressed mothers, which clearly reflected their mothers’ emotional states. The
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researchers are unsure exactly how this experience was transferred from mother to 

baby biologically, but theorised that the mother’s production of stress hormones has a 

negative effect on the hippocampus of the baby’s brain, which affected the baby’s 

later stress responses. Additional investigations comparing the two groups showed six 

times more playful behaviour in the non-stressed group; stressed baby monkeys 

showed more clinging behaviour and less grooming. Evidence of long-term impact of 

prenatal stress on monkeys raised troubling questions about human babies. The 

research on primates seemed to indicate that prenatal stress was a very likely factor 

that predisposed children to a “difficult” temperament (Clarke and Schneider, 1996: 

cited in Karr-Morse and Wiley, 1997; pp. 92-93).

Barbazanges et al., (1996) investigated the involvement of maternal 

corticosteroid secretion during pregnancy on the hypothalamic pituitary adrenal axis 

activity of adult’s offspring. The study suggested for the first time that stress induced 

increases in maternal glucocorticoids may be a mechanism by which parental stress 

impairs the development of the adult offspring’s glucocorticoid response. In this 

context, Myers (1975) confirmed that maternal anxiety caused the release of 

epinephrine resulting in the reduction of blood flow. This reduction lead to hypoxia, 

foetal bradycardia and hypertension and a decrease in the oxygen content of the blood 

in the foetal femoral artery of rhesus monkeys. When these findings were investigated 

in the context of human beings, it indicated the possible transmission of the mother’s 

catecholamine and cortisol across the placental barrier, having a direct effect on the 

neonates’ behaviour. It is also possible that elevated levels o f the catecholamine may 

reduce uterine blood flow, and contributed indirectly to the inferior neuromotor or 

behavioural development in infants of depressed mothers (Jones et al., 1997).
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With regard to psychological stress, several authors described pregnant 

women’s reactions to stressful events and its relationship to pregnancy complications. 

Rofe and Goldberg (1983) demonstrated this in a study of nearly 6000 pregnant 

women living in Israel in high, medium or low military stress environment. They 

reported that pregnant women seemed to be quite sensitive to stressful environments. 

The women who lived in a very high stressed environment displayed a significantly 

higher blood pressure than those who lived in a low stress environment. When the 

war broke out suddenly, in 1973, the blood pressure increased for women of all the 

environments, but was more for the women of the high and medium stress 

environments. The findings showed that younger women displayed a greater increase 

in systolic blood pressure than older women.

Studies concerning stresses and abnormalities of pregnancy is consistent with 

broader medical evidence supplied by the workings of life stress in specific disease 

aetiologies (Holmes and Masuda, 1972). In examining a time line occurrence o f life 

change impact on pregnancy, results showed that anxiety is generally dysfunctional 

when it occurs in early pregnancy, whereas life changes are more dysfunctional later 

in pregnancy. Gorsuch and Key (1974) indicated that high states of anxiety and the 

occurrence of stressful life events are both independent factors related to abnormalities 

o f pregnancy. If life changes associated with anxiety were compounded, a detrimental 

effect was highly likely. The greater the stressful events, the more related 

abnormalities of pregnancy, parturition and infant status will occur. It is noteworthy 

that this relationship was found only during the first trimester of pregnancy and does 

not pertain to life events before the pregnancy begins. Such findings are consistent 

with previous studies showing contemporary life events to be more critical than past
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events. The greater sensitivity of the mother-infant complex to environmental kinds 

of stress, during the period, had an adverse impact in the mothers and their offspring.

The effect o f prenatal exposure to maternal stress on children bom after the 

five-day German invasion of the Netherlands in May 1940 was studied by Van Os and 

Selten (1998) (cited in Selten et al., 1999). It was hypothesised that prenatal exposure 

to maternal stress increases the risk of subsequently developing schizophrenia. 

Individuals exposed and non-exposed to this stressor in the first, second and third 

trimesters of pregnancy were followed up for lifetime schizophrenia outcome, through 

the National Psychiatric Case Register. Individuals whose mothers were pregnant at 

the time of the invasion from 10-14 May 1940 were classified as exposed. They were 

stratified by trimester. Individuals bom from week 20 to week 32 in 1940 were 

exposed in the third trimester, those bom in week 33-45 had second trimester 

exposure and individuals, bom during the weeks 46-53 and in weeks 1 to 6 in 1941, 

were exposed in the first trimester. Non-exposed cohorts were individuals bom in the 

corresponding periods in the previous and subsequent two years. Results indicated 

that exposed individuals had a small, but significantly increased risk o f lifetime 

diagnosis o f schizophrenia. Especially first trimester exposure was associated with 

increased risk. Significant interaction with gender was present for the second trimester 

exposure, showing males were more highly affected than females. The study 

concluded that the effect of the wartime stressor may have contributed to exert an 

adverse influence on development and family dynamics after the birth, thus possibly 

increasing risk for delayed schizophrenia.

In a similar study, Selten et al., (1999) tested the hypothesis that matemal 

stress during pregnancy increased the risk of non-affective psychosis for the child. 

Data from the Dutch Psychiatric Registry was examined to define the effects of the
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flood disaster of 1 February 1953, in which 1835 people perished. They found an 

increased risk of non-affective psychosis for the subjects bom in the nine months after 

the disaster. In discussing the results, authors explored factors pertaining to 

inclusiveness of the results. They believed that it is possible that some effects of the 

disaster went undetected because some of the pregnant women were evacuated for a 

longer period of time. Their children were bom outside the affected area and the data 

was left out. They concluded an effect would have been found if these mothers had 

been included.

In case of wars, the effect of stress on the pregnant women is common and 

well documented. Meijer (1985) conducted a study in Israel following the 1967 war. 

It was hypothesised that the lack of support and the considerable tension of the 

mothers would affect the children possibly on a long-term basis. Two cohorts of boys 

were examined while attending a well-baby clinic and re-examined at the end of the 

first grade of elementary school. One cohort (N=57) consisted of boys bom in the year 

o f the six-day war in 1967. The other cohort was bom two years later (N=63). The 

boys of the first cohort were either less than six months of age or they were as yet 

unborn and their mothers were pregnant under war conditions. Boys bom in January 

and February 1968 were included, as their mothers were pregnant during the war 

period. Data on early development of each child were obtained from the well-baby 

clinic files of the mothers. The data list included data on pregnancy delivery as well 

as data on early development of each child. A socio-demographic data list was also 

obtained for each child. The children’s teachers filled out the Child Behaviour 

Inventory (CBI). Statistical analysis showed that “War Children” had significant 

development delays as well as regressive and anti-social behaviour. These syndromes 

were more apparent for children who were bom six months before the war in

57



comparison with children who were six-month embryos. The finding suggested that a 

disturbed mother-child relationship existed in the former group.

2.3 The Transgenerational Effects of Stress

As the current study is concerned with mothers and their children’s disorders, it 

is suitable to discuss transgenerational effects of stress through identifying the 

potential impact of stress on mothers’ parenting role. As it is known the family is the 

first source of socialisation and education, where the child develops its initial 

knowledge and skills. The parent-child relationship is the first mode of function in his 

life through which he can connect himself with others. Therefore if the family climate 

was positive and healthy, the child will consequently have a positive and healthy 

relationship with others, however, a contradictory and poor family environment will 

have a negative effect on the child’s development.

Matemal psychological symptoms have been shown to be important sources of 

risk for children’s maladjustment. An extensive literature has established that 

matemal stress and mental health problems are associated with a range of problems in 

children, as researchers have devoted more attention to the mother, than the father, in 

examining parental observation and perception of children’s behaviour. The mother is 

usually the pivotal personality in a child’s life and the relationship between them starts 

from the foetal stage, in the womb (Shaefer and Millman, 1989; p .3).

A study conducted for two groups of Vietnam parents, one group with PTSD 

and the other without, revealed that the first group displayed a high level, with 

statistical significance, of failure in their children’s social and emotional 

performances. Moreover, these children lacked self-control and were delinquent and 

found it difficult to set up relationships with adults and fellow peers. The study
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explained that the parent’s anxiety was reflected in their children’s social performance 

(Parson, 1990). It is expected that the children’s psychological sufferings become 

more severe and more profound when they experience traumatic and stressful events 

in addition to the suffering of both, or one of, their parents. This is because the 

experience of traumatic events and stresses lessen or decrease the parental support, 

which constitutes an essential requirement for child development (Dawes, et al., 

1989).

Another 'Study was conducted by True et al., (1993) which addressed the 

influence of inherited and non-inherited factors on the development of PTSD 

symptoms by examining pn 4042 monozygotic and dizygotic male twin pairs, both of 

whom were in military service during the Vietnam war. Symptoms in the re- 

experiencing cluster and one symptom in the avoidance and numbing cluster were 

strongly associated with combat exposure, and monzygotic pairs were more highly 

concordant for combat exposure than disygotic pairs. A quantitative genetic analysis 

revealed that inheritance has a substantial influence on liablity for all symptoms.

There is a trend that explains existence of children’s behavioural disorder due to 

one/or both of parental sufferings. Emotional regulation begins with parental 

responses to a child’s behaviour. Joyfulness, anger, fear and empathie sensitivity are 

four aspects to parental emotional regulation. According to Karr-Morse and Wiley 

(1997; pp.201-202), children of depressed mothers who received relatively little 

stimulation of joyfulness were at increased risk of depression and anxiety and later 

social and academic problems were also linked with this experience. Anger or rage, 

while experienced by all children, may be inherited behavioural tendencies and if 

these emotions are not modulated in infancy or toddler-hood by care giving adults, 

children may continue to act out high levels of aggression and may be more prone to
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conflict. Chronic fearfulness may also be genetically based, but like rage it can be 

modulated by care giving behaviour on the part of the parents. Empathy is a strong 

protective factor against antisocial behaviour. By modelling sensitivity to the child’s 

needs and encouraging the child to be aware of the impact of his behaviour on others, 

parents help children build a foundation for altruistic behaviour (Karr-Morse and 

Wiley, 1997; pp. 201-202).

A child sometimes learns fears and anxiety because he sees his parents afraid 

and anxious. Moreover, the psychological suffering of the parents/parent is reflected 

in the parental role in their bringing up of children, where they follow abnormal 

methods in raising their children, such as cruelty, domination, excess pampering, 

excess protection or carelessness. This makes the child prone to behavioural disorder.

Some studies show that there is a correlation between disordered family climate 

and some children’s behavioural disorders. A study conducted on twins by Skre et al., 

(1993), approved that the family environment factors contributed to the existence of 

severe disorders, generalised anxiety disorders and PTSD. It was also demonstrated 

that the role of one of the parents in bringing up and educating children deteriorated 

and declined due to his/her disorder and psychological suffering. If he/she failed to 

provide the children with the required social support, probabilities of behavioural 

disorder increased.

Social support is very important for the development of children. The study 

conducted by Wallander and Vami (1989) revealed that children who lacked social 

support, from the family, expressed more behavioural problems, and that existence of 

social support was one of the child’s psychological adjustment factors and was 

positively correlated to good adaptation.
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Parents’ daily stress may be reflected negatively on their personalities as well as 

their children’s behaviours. Banez and Compas (1990) found that children’s emotional 

and behavioural problems were related to both their own daily stressful events as well 

as the daily hassles and psychological symptoms of their mothers and fathers. 

Separate analyses were conducted using children’s self-report, mother’s report and 

father’s report of children’s emotional/behavioural problems. The result of the study 

found that children’s self-report of depressive symptoms were associated with 

children’s daily stressors. Children’s self-report of anxiety symptoms were associated 

with their parents daily hassles. Mother’s report of their children’s internalising 

emotional/behavioural problems were marginally associated with parents symptoms, 

and fathers reports of their children’s internalising emotional/behavioural problems 

were associated with parents symptoms and children’s self-report of daily stressors.

A significant correlation was found between children’s behavioural disorder and 

their parents’ who suffered from stress caused by traumatic events, revealed in a study 

conducted by Breton et al., (1993). The study explored impacts of disasters on the 

mental health of parents and their children. In the year 1988 a huge fire broke out in 

an area in Canada which trapped 1663 families for 18 days. Two groups of children, 

each comprising of 87 children aged between 3-11 years, were investigated. The first 

group was subjected to the fire risks, while the second one was not. Data were 

collected through a questionnaire for children and their parents. Findings of the study 

indicated that older children (6-11 years) in the first group showed symptoms of 

PTSD, in comparison to those of the second group. There was a correlation between 

the disorders suffered by parents and those suffered by children. The study disclosed 

that parents could observe their children’s responses to the disaster accurately and 

precisely.
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In another study by Green et al., (1991; p. 945) psychiatric reports of 179 

children aged 2-15 years, who were exposed to the Buffalo Creek dam collapse in 

1972, were analysed two years after the disaster. The study examined the impact of 

the exposure level on parental functioning, on the basis of a conceptual model, 

addressing factors that influenced adaptation to a traumatic event. It also considered 

the variables of age and gender. Results showed fewer PTSD symptoms in the 

youngest age group and higher symptom levels for girls than boys. Approximately 

37% of the children were given a “probable” diagnosis of PTSD. Multiple regression 

analysis showed that life threat, gender, parental psychopathology, and an irritable 

and/or depressed family atmosphere all contributed to the prediction of PTSD 

symptomatology in the children. Dr. Vicky Phares, a researcher at the University of 

Connecticut, has written extensively about this disparity (Karr-Morse, 1997; p.226). 

Her review of eight clinical journals focusing on child development from 1984 to 

1991 found that 48% of the studies of children with parents involved mothers 

exclusively and only 1% looked exclusively at fathers. Review of clinical journals 

showed that seventy-two kinds of child psychopathology were attributed to mothers, 

while not a single one was attributed to fathers.

Dawson and Fischer (1994) examined the correlation between matemal 

depression and disruptions in children’s early social and emotional development. The 

study showed that, mothers who were depressed found it hard to exhibit immediate 

positive responses to their baby’s behaviour and to engage in interesting and 

stimulating interaction with them. Depressed mothers generally showed more 

negative moods. They rarely laughed or use animated voices in their vocal tones. 

When the children observed the interaction with their depressed mothers, they begin to
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mimic their mother’s depressed mood and develop abnormal, stressful responses to 

social interactions.

Parents’ maltreatment of children is one of the causes of children’s behavioural 

problems and it is assumed that there is a correlation between mothers’ psychological 

suffering and child maltreatment. When a mother is exposed to a traumatic event this 

may result in any form of disorder which is reflected on the mothers’ treatment of her 

child, particularly if the mothers’ suffering is severe. On one hand, the child often 

acquires much of the mother’s types of abnormal behaviours. He learns these 

behaviours and may develop them to a worse state. On the other hand, mothers who 

suffer with psychological symptoms, their interaction with family members, 

particularly the husband and children, deteriorate. In such conditions, children 

become more prone to behavioural problems. This was shown in the study conducted 

by Delmonte (1993) about a mother who was suffering with PTSD including 

numbing, wailing, lamentation, depression, anxiety and grief. These disorders were 

negatively reflected on the mother’s relationship with all the family members

Famularo et al., (1992) studied 24 children diagnosed with PTSD according to 

DSM-III criteria, due to parent’s maltreatment. Each child was designated as 

presenting acute or chronic PTSD depending upon the duration of symptoms. Children 

with the acute form of PTSD presented a relative increase in spontaneous actions as 

though the trauma were recurring upon real or symbolic exposure; had difficulty 

falling asleep, hyper-vigilance, night-mares, exaggerated startle response, and 

generalised anxiety/agitation. Those presenting the chronic form had relative 

increases in symptoms of detachment, restricted range of affect, dissociative episodes, 

sadness, and a belief that life will be too hard. These symptoms are related to the 

parents’ maltreatment of their children.

63



Highly stressed mothers show a negative interactional behaviour with their 

children, which has been demonstrated in a study by De Anda et al., (1992), which 

compared two groups of mothers where the first group had high stress and the second 

group had low stress. It was found that the first group showed a high degree of rage, 

anger, discomfort and bad adaptation, compared to the second group. Psychological 

symptoms in the first group of mothers were reflected in how they dealt with their 

children.

Studies supported this idea also by examining the psychological determinants of 

health and behaviour in “Children of War”. Psychological studies during World War 

II pointed to children and extreme conditions of war stress and suggested that the 

emotional state and behaviour of mothers were the main factor between children’s 

pathological functioning and parents’ traumatic experiences (Bender and Frosch, 

1943).

In his earlier study during World War II Bodman (1944) found the reasons 

behind the children’s behavioural problems after the war. The anxiety of the parents 

was correlated with the children’s behavioural problems, and the children who were 

evacuated during the World War II have had less behavioural problems than the 

children who were exposed to shelling. In the Arab society^Punamaki (1987) studied 

the impact on Palestinian children’s exposure to traumatic events related to the Israeli 

military occupation as well as the relation between the children and mothers’ 

responses to the situation. The moderating influences of other variables on the 

relationships between traumatic events and children’s mental health were considered 

as well. Results showed that exposure to events related to military occupation 

increased mental health problems for both women and children. Analysis of
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interviews shows that historical and political factors determine a child-mother 

relationship in conditions of political violence.

In war circumstances, family and children may experience stressful events such 

as: losing a close relative, becoming displaced, witness to violence against one or 

more o f the family members, separation from family, lack of adequate nutrition and 

lack of medical care etc. Such conditions generate stressors that have a negative effect 

on the mental health.

Zahr (1996) conducted a study to investigate the psychological effects of war 

and armed conflict on the behaviour of pre-school Lebanese children exposed to heavy 

shelling between two years prior to data collection (1990 and 1991) and another group 

of children not exposed to heavy shelling. The first group lived in east Beirut, which 

was heavily shelled in 1989; the other group which was used as a control group, lived 

in the suburban city, in the BeKaa Valley, where there was no shelling in 1989, before 

or since that time. Measures that were used to obtain the results were the Home 

Observation of the Environment (HOME) Inventory. The Family APGAR also was 

used to assess the mother’s perceptions of and satisfaction with family functioning. 

The Eyeberg Child Behavioural scale was used to assess behavioural problems of 

children. The results showed that children who were exposed to heavy shelling had 

more significant behavioural problems; however, the group who were not exposed to 

shelling had a better home environment. What the mother perceived as more 

functional family care reduced and buffered the behavioural problems in the children 

who were exposed to heavy shelling. These findings indicated the importance of 

supportive home environment, good attachment, and positive relationships between 

parents and children, which reduced the behavioural problems in children. Family 

APGAR scores were also significantly correlated to the ECBl problem. The study
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suggested that a better home environment and adequate family functioning are 

associated with a decrease in the intensity of behavioural problems manifested by 

children as well as a diminished perception on the part of mothers that these problems 

are serious.

Summary

This chapter discussed the impact of traumatic and stressful events on mothers. 

There are several studies asserting that that women are generally more influenced by 

traumatic and stressful events than men. If the pregnant mother lives in a stressful or 

traumatic environment she will be more subjected to psychological disorders which 

affects her personality and extends to the foetus. These disorders may continue with 

mothers after the post-natal period and reflects negatively on her parental role, which 

increases the possibilities o f behavioural disorders in children.

66



CHAPTER III 

CH ILDREN’S BEHAVIOURAL PROBLEMS: AN OVERVIEW  

PREFACE

Behavioural problems, in childhood, include a wide range of behaviours. Suinn 

(1988;pp. 659-660) asserted that it is not easy to identify or classify them. What 

makes the task more difficult is the fact that children during their normal growth often 

replace their behavioural patterns with more mature ones, and they have the ability 

and flexibility to recover from the problems they may have experienced. Most 

children however exhibit some of the behavioural problems at various ages and, to 

various degrees, during normal development. It is very important to have clear 

information and a clear classification, on the normal occurrence of behavioural 

problems, to discriminate normal from abnormal behaviours in children. Wells and 

Forehand (1985), indicate that from one-third to three-quarters of children and 

adolescents’ referrals to mental health clinics are due to behavioural problems.

If we take into account the multiplicity of children’s behavioural problems, the 

current chapter provides a brief overview of the children’s behavioural problems. 

There are several taxonomies or classifications to this problem. In the psychological 

literature (Shaefer & Millman, 1989; p. 5, Suinn, 1988; p. 665, WHO, 1992; pp. 37- 

38, A?A, 1994; pp. 13-14; Rutter, 1979). Children’s behavioural problems may be 

immature behaviour, feelings of insecurity, habit disorders, anti-social behaviour, 

moral disorder, learning disorder, etc. From the clinical perspective, the children’s 

behavioural problems may be demonstrated in mental retardation, learning disabilities, 

communication disorders, pervasive developmental disorder, attention deficit disorder, 

feeding and eating disorders, tic disorder and elimination disorder. It can be
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concluded that it is difficult to provide a unified classification of such problems. 

Within the wide range classification of the children’s behavioural problems, there are 

common problems such as eating disorders, elimination disorders, sleep disorders, 

speech disorders, habit disorders and conduct disorders which will be discussed in 

brief.

3.1 Eating Disorders

Malnutrition or over nutrition produces physiological and psychological effects 

on the child, in addition to the physical impact. Eating disorder may be associated 

with the child having some psychological, physical or social problems. Examples of 

eating disorders are bulimia nervosa, anorexia nervosa and pica in addition to other 

less common disorders.

Bulimia nervosa can be a compensation for the feeling of deprivation; 

therefore, the child eats excessively to compensate for what he suffers from. Bulimia 

nervosa usually leads to obesity, the child consequently, suffering from sarcasm and 

mockery^ by his peers and other people. He then starts to have a negative self-concept, 

feelings of misery and loneliness. In order to compensate for this, and to release his 

feelings of hostility towards the others, he may eat excessively. A child who lacked 

love may compensate for it with excessive eating, he may express hostile feelings 

through excessive eating (Shaefer and Millman, 1989; p.304).

Excessive eating could be a result of the child's imitation of his parents’ 

behaviour or attempts to satisfy them; it could also be a desire to confront the parents' 

anger and their pressures on him to reduce eating. Therefore his excessive eating is a 

sort of adverse response; he may eat too much to become obese thinking that obesity 

may protect him against dangers. A sample of American children surveyed by 

Kelesges et al., (1992) found that there is a significant correlation (although it is a
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weak one), between self-deprecation and obesity in children. A study by Epstein et 

al., (1994) discussed the impact of obesity in children and their parents. Although no 

correlation was found between obesity and children's behavioural problems, a 

correlation was found between these problems and parents' obesity. In simple terms, 

obese children suffering from psychological problems also have obese parents. The 

most important o f these problems are anxiety and depression, besides social problems. 

Hansen et al., (1990) and Gerald et al., (1994) conducted two separate studies, the 

findings for which showed that children's obesity is correlated to parents' family 

conflicts. Moreover, children who are more obese have increased possibilities of their 

parents belonging to low social class levels.

At the other end of the dimension from bulimia nervosa, is anorexia nervosa. It 

is one of the nutritional disorders where a child avoids eating until he becomes lean 

and emaciated, resulting in under-nourishment. It is not a simple disorder and gives 

the greatest cause for worry (Al-Hefny, 1992; p. 155). Several reasons may contribute 

to the causes of this disorder such as physical reasons or due to special food factors, 

however, psychological and social factors represent the main reasons. Power conflicts 

as a result of parents’ exaggerated reactions towards their children's ways of eating, 

forces these children to avoid eating. Children may sonietimes realise that eating is 

not important for them while it is important for their parents. Hence children's refusal 

of certain kinds of food is one way of trying to dominate their parents. Therefore 

refusal of food becomes sometimes attractive for them. A child may have the least 

quantity of food to ensure his independence and express his own personality, 

particularly when his parents show great concern in this regard.

Pica is another eating disorder; the child who develops pica will persist in 

eating non-nutritive substances. Some Infants and younger children typically eat
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paint, plaster, string, hair or cloth. Older children may eat animal droppings, sand, 

insects, leaves or pebbles. Pica is very common in children of poor families. Children 

when hungry will eat anything that falls into their hands without differentiating 

whether it is edible or not. Some studies tackled pica and found that it is not a 

separate or independent disorder but correlated to other disorders. Parry and Parry 

(1992) and March and Cohen (1990) stated that children who developed Pica in their 

infancy were likely to develop bulimia nervosa or anorexia nervosa in their 

adolescence.

Other eating problems include rumination disorder of infancy. It is the 

repeated regurgitation and re-chewing of food, with weight loss or failure to gain 

expected weight. The infant makes sucking movement with his/her tongue and gives 

the expression of gaining inconsiderable satisfaction from the activity (APA, 1987). 

There were many psychological problems behind the rumination disorder such as lack 

of stimulation, neglect and a need of attention and care from a busy mother. Stressful 

life events, such as lack of relations between the parent and child may be the 

predisposing factors (APA, 1994).

Vomiting is another eating problem. The child brings up food from his stomach 

and throws it outside. Children are capable of vomiting at 1̂1 stages. Psychologically, 

it may happen when a certain type of food repels the child. It can even be a defensive 

act against his parent's attempts to force him to eat, or as a means of attracting 

attention and care. Slow eating is another eating problem, whereby the child takes a 

long time to masticate and swallow the food. It may be an organic problem or 

psychological problem. Slow eating may be a reaction to forcing the child to eat when 

he is feeling full. Child’s low eating could take place because his parents force him to 

re-eat although he is satisfied (March and Cohen, 1990).
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3.2 Elimination Disorders

Enuresis is caused by the child's inability to control his bladder at an age when 

he should be able to have control, i.e. about the age of five. The essential feature of 

enuresis is repeated voiding of urine during the day or at night into the bed or clothes 

(APA, 1994). With the exception of organic factors, enuresis in children is caused by 

external factors such as traumatic events and a stressful life.

Life’s stresses may trigger enuresis. This was discussed in a recent study 

using a group of psychological tests along with the scale of Multi-item life (Change 

Unit Method). It was found that enuresis recurrence was high for children who scored 

highly on the stress scale. It was also found that divorce of (or separation between) 

parents, is one of the most important stressful incidents correlated to a rise in enuresis 

of children (Jarvelin et al., 1990).

Stoddard et al., (1989) conducted a study on a sample of 30 children with 

severe physical injuries caused by an accidental fire. The results were compared with 

another sample of children who had no such experience or any other traumatic 

incidents. Results indicated that children in the first group developed enuresis and 

showed growing anxiety and phobia.

A study by Reinhard (1989) found that the enuresis was viewed as a symptom 

of disturbed interaction within the whole family, such disturbance makes children and 

their parents show a high degree of anxiety. Most children with enuresis faced some 

physical or verbal punishment from their parents. This punishment produces feeling 

of humiliation, lack of confidence and low self-esteem, because the child finds it more 

difficult to control the problem, especially when the parents fail to help him/her get 

away from this problem. Children who were found to suffer from neurotic syndrome, 

since their birth, and children who were bom under developed, suffered enuresis in
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later periods of their life. These conditions occurred during the day or the night 

(Jarvelin, 1989). Parents also express anxiety due to their child’s enuresis, which 

shifts to the child and the problem becomes complicated. The parent’s anxiety is 

usually accompanied with a pressure on the child to control his urination. If he is 

unable to do this, he distrusts himself and finds great difficulty in controlling his 

bladder (Zahran, 1990; p. 112).

Encopresis is the repeated passage of faeces into inappropriate places, (e.g. 

clothes or floor) at the age of 4 years or more (DSM- IV). Children with encopresis 

often repeat this act when they are tense or excited. It is more common among males 

than in females. Encopresis is often related to constipation, impaction and retention, 

with subsequent overflow. The constipation may develop due to psychological 

reasons (e.g. anxiety about defecation in a specific place or a more general pattern of 

anxious or defiant behaviour), leading to avoidance of defecation (APA, 1994). The 

child with encopresis often feels ashamed and wishes to avoid the situation of 

embarrassment and low self-esteem. A psychological factor causing encopresis may 

be the child’s feeling of jealousy, which could occur, because the child was separated 

from his mother or even from his parents. Cruel methods of early up bringing 

correlated to physical punishment could also cause encopresis. In some cases, 

psychological causes resulted in physical factors, which resulted in the child’s 

encopresis (Wright, 1978).

3.3 Sleep Disorders

Many children experienced some type of sleep problem. Often these had a 

great effect on their organic and psychological set-up. According to Mahowald and 

Rosen (1990), sleep disorders in children can be classified into two major categories:
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dyssomnias: primarily psychogenic conditions in which the predominant 

disturbance is in the amount, quality, or timing of sleep due to emotional 

causes, i.e. insomnia, hypersomnia, and disorder of sleep - wake schedule, 

and

parasomnias: abnormal episodic events occurring during sleep; in childhood 

these are related mainly to the child’s development, while in adulthood they are 

predominantly psychogenic, i.e. sleepwalking, sleep terrors and nightmares. 

Results of a study by Moore (1989) showed a connection between sleep 

disorders and the child’s attachment to the mother. The child fears that something 

wrong may happen to his parents during sleep.

In a study conducted by Jessee et al., (1992), on a sample of children who were 

kidnapped, it was found that behavioural problems were significant among children 

who were detained for longer periods; restlessness is the most prominent of 

psychological symptoms displayed after the end of their detention.

Another study (Martinovic, 1993) found that the effect of stress, pressures and 

sleep disorders in children indicated that daytime stress experiences often turned into 

dreams at night, including insomnia and hypersomnia, and pansomnia or abnormal 

motor activities during sleep. Another study supports the hypothesis stating that there 

is a significant relation between the level of daytime arousal experienced by the child 

on one hand and his behaviour during sleep on the other hand. High levels of arousal 

during the day produce some signs of sleep disorders in children (Fisher and Rinehart, 

1990).

A mother’s stress and feelings of insecurity may result from children’s sleep 

disorders. A study conducted by Benoit et al., (1992) revealed results for children of 

two groups: a) children whose mothers felt insecure due to stress and b) mothers who
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were not stressed. The study revealed that sleep disorders are common in an early 

phase of infancy, but it increased with the mother’s feelings of insecurity. All of the 

children who suffered from these disorders belonged to mothers who suffered from 

feelings of insecurity. Whereas, only 57% of the children of unstressed mothers 

suffered from sleep disorders.

It was disclosed that children who suffered from lack of attention in their 

infancy, suffered from sleep disorders in their adolescence in addition to emotional 

and social problems, and problems of school performances (Hechtman, 1991). This 

finding helped some psychologists to study sleep disorders of children who suffer 

from learning disabilities. A study performed by Quine (1992) on a sample of British 

children who were suffering from learning difficulties found that 66% of them had 

problems of restless sleep, 90% wake during sleeping and 33% sleep regularly in their 

parents bedrooms. Moreover, the study found that most of the children who suffered 

from learning difficulties spent about two hours awake in bed before they fall asleep.

Characteristics of children’s sleep disorders were numerous, some of which are 

refusal to go to bed, nightmares, night terrors, restless sleep, restlessness, 

somnabulism (sleepwalking), grinding teeth and muscle contractions during sleep and 

other disorders related to intellectual factors (Mindell, 1993; Dahl and Puig-Antioch, 

1990). Due to the numerous views presented by psychologists, the researcher will 

outline the common disorders represented by resistance or refusal to sleep, restless 

sleep, nightmares, somnambulism, restlessness and hypersomnia.

Refusal to sleep is correlated to anxiety, excessive excitement and the child’s 

feelings of loneliness when he is alone, in addition to his lack of reassurance and 

peace of mind that can be acquired only in the presence of his parents or grownups. 

Many parents use early sleep as a punishment that the child correlates with going to
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sleep as a negative experience (punishment). Some cases of resistance to sleep are 

linked with weeping for a short time before falling asleep, or waking up and crying at 

night that may last for some hours. This situation threatens the psychological and 

physical health of both the child and his parents. Some children resist sleep because 

they fear the dark (Shaefer and Millman, 1989; p. 302).

Hopping out of the bed is one of the most common acts of children’s resistance 

to sleep. This occurs when the child lacks positive reassurance of his parents’ 

presence at home, at night, and also as a result of lack of social interaction between the 

child and his parents. Delay in going to sleep causes the probability of sleeping for 

less than normal time. Therefore, programs of behavioural therapy aim at increasing 

sleeping periods and work at gradually encouraging the child to sleep earlier, and 

going to bed earlier (Piazza and Fisher, 1991).

Restlessness is also a form of sleep disorders. It includes physical and mental 

discomfort during sleep. A child expressed this type of disorder by continuous 

movements and randomly waving his legs and arms, in addition to kicking, teeth 

grinding, head hitting and awakening at the slightest sound. All these actions express 

the child’s discomfort and restlessness (Martinovic, 1993).

Another aspect of sleep disorders is nightmares. It is a response of fear or 

fright, during sleep, represented by unpleasant or fearful dreams. Although 

nightmares occur for nearly all children, they become a problem only if frequent or 

severe, causing a disturbance in the child’s sleep pattern. Nightmares may include 

loud shouting at night accompanied with clear restless signals such as facial 

expressions, shortness of breath and feelings of suffocation (as if he is carrying a 

heavy weight on his chest). The child panics and usually gets out of bed too fast. As
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soon as he recovers from the nightmare, he may feel suffocated, incapable, anxious 

and has palpitations (Taylor, 1993).

Leung and Robson (1993) investigated the common occurrence of nightmares 

at midnight or early morning and found that children’s nightmares were due to 

psychological, physical and hereditary causes and were represented by restlessness, 

conflicts or fears. These causes were suppressed during times of awakening but were 

active during sleeping when the child could not resist its pressure. The most important 

causes of these psychological symptoms that lead to nightmares were: lack of security 

and love in the family circle, severe tension, exciting activities, threatening events, 

scolding (or punishment) and lack of a warm interaction between the child and his 

parents, in addition to the problems with peers and family members. All these 

negative impacts cause sleep disorders and nightmares for children. Other studies also 

revealed that snoring, nightmares and sleeping late often occurred (Hawkins and 

Williams, 1992).

Somnambulism (walking during sleep) usually occurred after falling into a 

deep sleep for one to three hours. The child is unaware of what is happening around 

him. Although he walks steadily he may stumble, but usually is able to avoid collision 

with objects and most of the time is unhurt. His eyes are glazed and wide open, and 

he may wander about in his room. But, when he awakes, he does not remember these 

incidents, which last for up to thirty minutes (Shaefer and Millman, 1989; p. 284- 

285).

A study conducted on 12476 children (aged five) disclosed no correlation 

between night wandering and scales of children's physical and mental growth at this 

particular age, although walking during sleep in early infancy showed that they would
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be likely to have severe physical symptoms and emotional stress in their late infancy 

(Pollock, 1994).

3.4 Speech Disorders

A child is usually bom with the ability of expression, but he cannot practice 

this ability before achieving a certain degree of maturity. He starts the speaking 

process automatically. This process includes physical and mental factors (Ateyya, 

1975).

The abilities of speaking and understanding the meanings vary from one child 

to the other. There are physical and psychological causes for speech disorders. These 

disorders may occur because of the dysfunction of different speech apparatus such as 

tongue, nose, lips, mouth, vocal cords, jaws bones, larynx and breathing canals. It is 

also affected by special hormones of growth due to hereditary factors (Lewis, 1992).

Although elective mutism is rare, it indicates severe psychological disorders. 

It simply means that the child prefers not to talk or respond to any dialogue or 

conversation. He never answers any questions although he is completely aware of 

everything around him and enjoys absolute freedom and will. These indications are 

not permanent but appear from time to time and may continue for many hours, days, 

weeks or months, but rarely for years.

Stuttering is perhaps the most widely recognised of all speech disorders. 

Stuttering represents a disturbance in the fluency and rhythm of speech with 

intermittent blocking, repetition or prolongation of sounds, syllables, words or 

phrases. Studies conducted by Yairi and Ambrose (1992) showed that stuttering 

began at an early stage of the child's life on an average of 32-76 months. The 

difference between the two sexes showed that the disorder was more common among 

boys than girls (nearly double the number). However it started at an earlier age in
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girls than in boys. The previous study found that the sudden emergency of stuttering 

is usually more common than its gradual appearance.

Stuttering has physical and psychological causes. Among the physical ones, 

there are two somatic causes, first of which is the presence of dysfunction in any of 

the speech organs including lips and jaws, which affected sounds and syllables and the 

second is the individual's resistance to closure of vocal cords. Moreover, parents' 

many expectations cause the children to have stress and anxiety. For example, parents 

may seek perfection in this regard, which cause anxiety and tension for the child. This 

compels the child to live according to very difficult or impossible standards, in which 

case the child becomes strained and anxious. (Fahmy, 1985).

Stuttering may indicate conflict, as some psychologists believe that some 

people have strong feelings, but could not express them because of certain social 

restrictions and negative reactions. They suggest that stuttering occurred as an 

expression of anger and indicated an inner conflict between the desire to express and 

the social refusal of these kinds of expression. This conflict caused hesitation and 

stuttering (Swan, 1993).

3.5 Habit Disorders

Habits, in general, form a repetitive pattern that is strongly resistant to change. 

It tends to be a reaction mechanism that is hard to control. Children may exhibit these 

habits unconsciously and they become unaware of it. Habits may reflect low self

esteem, lack of appreciation by others as well as reflect the general outlook, 

appearance and health condition (Hansen et al., 1990). Habitual disorder in children 

can predict adult psychiatric disorder (Rodgers, 1990). However others such as thumb 

sucking, nail biting which are common are often part of normal development. Thumb 

sucking, especially before falling asleep, is a common disorder in normal infants and
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young children. Thumb sucking appears early in the child’s life but disappears at the 

age of five (Al-Hefny, 1992; p. 113).

The child may develop thumb sucking after a stressful family environment 

event (APA, 1994). For example, when a child is threatened with separation from his 

mother or is actually separated from her, or a child lives in a family environment that 

is constantly witnessing verbal and violent arguments and hassles.

Another nervous habit disorder is nail biting. Leung and Robson (1990) found 

that nail biting is common among 28-33% of children aged 7-20 years and 45% of 

adolescents. Nail biting is caused due to several reasons including stress, irritation of 

other family members, heredity, and transference from the thumb-sucking habit and 

poorly manicured nails. Accordingly, treatment for nail biting is to address directly 

the causes of stress, care of the nails so that the child will not find long nails to bite 

and positive re-enforcement with regular follow-up. A study conducted by Williams 

(1973) found that nail biting is more common among girls than boys.

Tic disorder includes uncontrollable quick movements made by the child. The 

most common is eye blinking or another facial movement. Many body movements 

are involved with eye blinking such as head, torso and limbs. In addition there may be 

vocal tics. Tics may disappear with the causal event in which case chances are high 

that they are caused by anxiety. Most studies found the disorder three times more 

common in males than in females (APA, 1987).

In a study conducted by Al-Hammadi et al., 1993:1), it was found that anxiety 

and phobias are the most common of all neurotic behaviours displayed in Kuwaiti 

children after the Iraqi aggression.

Fear is a natural emotion in children and adults but when it becomes 

exaggerated, is an emotional problem. Social phobia is an immediate anxiety
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response; for example, a child has simple phobia of dogs, when he/she sees a dog, 

he/she will almost invariably have an immediate anxiety response such as panic, 

sweating, having tachyardia and difficulty in breathing (APA, 1987).

Anxiety is an uncomfortable feeling of disturbance and restlessness. Anxiety in 

children may proceed from a painful experience such as physical pain, phobia, and 

loss of parental love or failure with school progress. Researchers found that the 

mother with anxiety tends to have children with social withdrawal, depression, and 

somatic problems because of the insecure attachment, and because of negligence and 

carelessness on the part of the mother to her child, which causes him to withdraw from 

social life (Friedman, 1997). Ginsburg et al., (1998) studied social anxiety in children 

with anxiety disorders to find the relation between social and emotional functions. 

The participants were a clinical sample of 154 children (age 6-11 years) with anxiety 

disorder. The study indicated that highly socially anxious children reported low levels 

of social acceptance and general self-esteem and more negative peer anxiety disorder, 

when they are separated from their home or from a very close person (e.g. mother). 

They feel homesick and uncomfortable when they are away from home and fear being 

lost and unable to return to their parents. Refusal to go school may be part of this 

disorder. Going to sleep in a separate room is rare, and the child frequently awakens 

at night to ensure that somebody is near them. The content of nightmares expresses 

the child's fear. Schredl et al., (1996) conducted a study on 624 children (10-16 years) 

who reported their most recent anxiety dreams, rated how often they experience 

anxiety dreams and most of the subjects that make them threatened in their dreams. 

The study used the measure of trait anxiety. Results showed that a high level of 

general anxiety was related to anxiety dreams. Anxiety dreams related to school 

examinations were associated with anxiety dreams involving realistic dreams, rather
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than unrealistic ones; for example the child dreams about human aggression not a 

monster. There is a relation between anxiety and depressive symptoms in children; 

depression is a negative affective state characterised behaviourally in children by 

irritability, tearfulness and insomnia, and in adults by sadness, loss of pleasure, 

hopelessness with social withdrawal and physical changes (Bell, 1992). Many studies 

support the idea that anxiety leads to depression in children and adolescents (Cole et 

al., 1997).

3.6 Conduct Disorders (CD)

CD includes verbally and physically aggressive behaviours and those in which 

the basic rights of others and societal norms or rules are violated. The wide ranges of 

behaviours that comprise this category include fighting destruction of property, 

truancy, lying, stealing, cruelty to both animals and people and running away. Fire 

setting is a dangerous symptom but is very rare (APA, 1987).

Research has consistently shown that children with severe conduct disorders 

often exhibit intellectual deficits. Loney et al., (1998) conducted a study to investigate 

whether or not this finding applied to certain sub-groups of children with severe 

conduct disorders. 117 clinic-referred children were assessed for Oppositional Defiant 

Disorder (ODD) and CD symptoms using a structured diagnostic interview with each 

child’s parent and teacher, for callous and unemotional traits, using a standard 

individually administered intelligence test. Children with ODD and CD diagnosis 

who did not show callous and unemotional traits showed a deficit on sub-tests 

measuring verbal reasoning ability relative to a clinic control group. Children with an 

ODD and CD diagnosis who also showed callous and unemotional traits did not show 

a verbal deficit and in fact showed a trend toward having weaker non-verbal abilities. 

These results highlight the importance of recognising distinct subgroups of children
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with severe conduct problems when studying potential intellectual deficits in these 

children.

A child with conduct disorder feels unhappy, disliked and that he is treated less 

fairly than others (Quay and Love, 1979). Self-esteem is usually low although he 

shows an image of 'toughness'. Poor frustration tolerance, irritability and temper 

outbursts are frequent characteristic symptoms that are remarkably similar to 

descriptions of people who suffer from PTSD. Estimates from twin and adoption 

studies indicate that conduct disorder has both genetic and environmental components 

(APA, 1994). Children with conduct disorder often come from broken homes or 

dysfunctional families (Reid and Patterson, 1989) and experienced harsh and/or 

punitive environments (Loeber and Schmaling, 1985). Lying is a means of avoiding 

telling the whole truth. Children lie to defend themselves from unpleasant results. 

Stealing is very common among children in their early childhood. Such behaviour 

reaches its peak in the ages from 4-10, and then it starts to decline. If stealing 

continues after the age of ten, it indicates a serious behavioural disorder (Shaefer and 

Millman, 1989; p. 454). Many factors can cause the individual to develop conduct 

disorder behaviour. Some of the contributing factors are that the child lives with 

parents who reject or neglect him or with harsh rearing or inconsistent discipline, large 

family size and frequent changes of care given.

As for hostility, psychologists define it in various ways; some of them say it is 

hereditary, others believes that it is acquired and correlated with environmental 

factors. Others define hostility as an outcome of both innate and acquired factors. 

The general meaning is that, it is a harmful or even destructive behaviour directed 

against others, and can be directed to oneself. It could be verbal or physical. Verbal 

hostility includes verbal abuse, threats or mocking others. A child can be hostile
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against a certain individual or against a group of children when they exclude him from 

playing. Children sometimes do not realise that they are disturbed or disappointed so 

they cannot transfer or extend their feelings to the others except through bursting out 

in fits of comprehensive anger. Family conflicts play an important role in restrictions 

imposed on the child, resulting in inconsistent behaviours.

A child’s hostile behaviour occurs when he is disappointed or hindered from 

achieving his goals or satisfying his needs. For him, it is loss, utter destruction and 

total ruin. This hostility is acquired by the child when his relation with his parents is 

characterised by disappointment that hinders or deters him from fulfilling his desires 

and needs. There have been a number of laboratory studies suggesting that children 

who observe or overhear conflicts between adults tend to respond with emotional 

distress or aggression (Sternberg et al., 1993).

Summary

From the above mentioned, it can be noted that children’s behavioural 

problems include a wide range of pathological behaviours, which can either be due to 

physical or psychological factors as a result of traumatic and stressful life events. The 

family climate and parental role is one of the most influential factors that explain the 

child’s behavioural problems. There are several criteria on which children’s 

behavioural problems could be classified. The most common classifications of 

children’s behavioural disorders include: eating, elimination, sleeping, speech, habits, 

and conduct disorders. It must be noted that to cover all childhood disorders was 

difficult, as it is a broad subject. Therefore, there is a need for further research and the 

use of well-validated broad-based research assessments.

83



CHAPTER IV  
PREVIOUS STUDIES ON THE IRAQI OCCUPATION  

AND CURRENT STUDY ORIENTATION

PREFACE

When Kuwait was occupied by the Iraqi troops on 2"  ̂ August 1990, most of 

the citizens experienced traumatic events of severe magnitude putting them under 

stress during the seven months (2"  ̂ August 1990 to 26^ February 1991) of the 

occupation. This incident caused a great upheaval in the citizens’ lives because they 

had suddenly lost their identity and country. Kuwait was liberated by an international 

military coalition on the 26th February 1991. Besides looking into the refurbishment 

of the material damage, social and educational effects, Kuwait paid especial attention 

to the psychological effects of the Iraqi occupation. There are several studies showing 

the multiplicity and variety of psychological effects of the Iraqi occupation -  as a 

massive shock -  on the Kuwaiti people. The current chapter briefly introduces Kuwait 

and the Iraqi occupation followed by a discussion of the most significant studies 

related to its psychological effects as a background for the orientation of the current 

study.

4.1 Kuwait Society in Brief

Kuwait has been inhabited since the seventeenth x:entury and was popularly 

known as Al-Qurain. It got its present name from “Kut” which literally means 

“Castle”. Kuwait shares common boundaries with Iraq in the West and North, in the 

East is the Arabian Gulf and Saudi Arabia. The total area of Kuwait is 17,818 square 

kilometres (6,960 square miles). The mainland is practically made up of flat sandy 

desert. Being a desert, the weather is characterised by long, dry and hot summers, and 

short, cold sometimes rainy winters (Ministry of Planning, 1995; p. 4).

In the beginning of the 20^ Century, tribal movements made delineation of
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borders rather difficult and this resulted in some problems with the neighbouring 

countries of Saudi Arabia and Iraq. The matter was amicably resolved, initially with 

Iraq, when an agreement was signed in 1963 whereby Iraq recognised Kuwait’s 

independence and full sovereignty and, secondly with Saudi Arabia in July 1965 

following the creation of the neutral zone between the two countries (Kuwait and 

Saudi Arabia) (El-Mahjoob, 1985; p. 13).

Kuwait obtained its independence from Britain in 1961 and then joined the 

Arab League and in 1963 became a member of the United Nations. Before the first 

official census was conducted in 1957, little was known about the population. In fact, 

the Central Office for Statistics tentatively estimated that the population existing in 

1910 was approximately 35,000. Since then, due to the discovery of oil, the 

population reached a rough figure of 75,000 prior to World War II, before the oil 

exports were initiated (El-Mahjoob, 1985; p. 38).

Statistical figures showed that Kuwaitis were, and still are, a minority in their 

own country. At the time of the Iraqi occupation in 1990, 580,674 Kuwaitis 

represented just below 27.1% of the entire population of 2,141,465 (Ministry of 

Planning, 1995; p. 26). The post liberation era Kuwaiti government attempted to 

redress this imbalance. Efforts were made to limit the foreign population in the hope 

that Kuwaitis would eventually constitute 50% of the entire population. In 1995 the 

population of Kuwait was 1,690,535 distributed between Kuwaiti (41%) and non- 

Kuwaiti (59%) (Ministry of Planning, 1995; p. 26).

The official language of Kuwait is Arabic. English is considered a second 

language in business circles in recent times. However, it is not widely spoken. The 

government schools teach English as a subject. Enrolment in private bilingual and 

English schools is on the increase. Islam is the state religion. The state protects the
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freedom, which incorporates practising any religion as long as it does not conflict with 

public policy and morals.

The discovery of oil in 1938 led to a phenomenal increase in government 

revenues. The post-oil era is one characterised by a build-up of Kuwait’s infrastructure 

and an acceleration of the transformation process. The Kuwaiti government provides 

all its citizens with free education, medical and social services, as well as subsidised 

charges for food, water, electricity, local telephone facilities and transportation. 

Housing is provided for low-income families and job opportunities are secured for 

each citizen.

4.2 The Iraqi Occupation of Kuwait

In the pre-dawn hours of August 02, 1990, Iraq began its occupation of 

Kuwait. By approximately 10:00 am, the Iraqi forces controlled the Kuwaiti borders 

and an effort was underway to annex Kuwait to Iraq. Until this time, Kuwait had no 

experience of foreign occupation or real war and consequently the Kuwaiti citizens 

were caught unprepared by the rapid and overwhelming invasion. Because the 

massive attack began at nearly 2:00am, most families awakened to the sounds of 

bombings and artillery fire. By dawn, the evidence of war was everywhere with Iraqi 

military rampaging through the streets.

The summer is typically the time many Kuwaitis were vacationing abroad, and 

therefore family members were widely separated. A large number of the non-Kuwaiti 

population was also out of the country at the time of the invasion. The threat of 

constant danger and the fear for personal safety was part of the daily life for those who 

remained in Kuwait. People were randomly and brutally punished for the most minor 

infractions.
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Iraqi military forces tortured and executed to obtain information about those 

citizens engaged in the resistance fighting. Executions, tortures and rapes were often 

carried out in front of family members. Many times, severe torture was followed by 

execution. The bodies of the dead were often left in front of the victim's house for 

days and the family was forbidden to remove it. Most Kuwaiti families had witnessed 

a war atrocity or could report a family death or missing member. Torture sometimes 

included the progressive amputation of body parts. Attempts were made to force 

Kuwaitis to abuse other Kuwaitis, even family members. Not only were adults 

tortured and executed but children, too. Even parents together with their children (Al- 

Deeb, 1993).

Another aspect of the terror perpetrated on the people was the kidnapping and 

disappearance of male Kuwaitis. Many of those who disappeared during the Iraqi 

occupation were taken as hostage. This issue was the cause of major stress not only 

for those who were kidnapped but also for their families. As stated by Thompson 

(1991), “being taken as hostage is an obvious example of a major stressor. Hostage- 

taking involves coercion and very frequently the use of weapons so there is an 

immediate likelihood of personal injury and death”. From the start of the occupation 

the Iraqi troops took several Kuwaiti citizens as hostage.

Many Kuwaitis left their country escaping abroad. As they were escaping, they 

witnessed horrible sights in the desert, e.g. some Kuwaitis citizens were dead in their 

vehicles leaving little babies crawling over the dead bodies of the adults, and vehicles 

stuck in the sand. Although some escaped successfully, they did not feel happy after 

witnessing these events, realising that they were leaving their homeland for the 

unknown. On the other hand, Kuwaiti citizens who were already out of Kuwait, 

perhaps on business or vacation, were not able to re-enter and had to wait for an
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unlimited period of time to receive news of their families in Kuwait (Al-Rashidi, 

1994).

Besides suffering from the loss of their homeland, the Kuwaiti citizens were 

subjected to captivity and arrests that were accompanied with psychological and 

physical torture. The infrastructure was destroyed and life’s essentials including food, 

water, services and public utilities deteriorated, which was a daily source of suffering 

for all the people. Moreover, the Iraqi forces performed acts of burglary, plundered 

and sabotaged houses, shops, establishments and institutions as well as practised rape 

at gunpoint. These brutal practices contributed to compulsory changes of residence, 

coercive estrangement, disunity, separation and scattering of family members. This 

traumatic atmosphere caused feelings of danger and stressful circumstances. This new 

difficult way of life contradicted the life of security and welfare prior to the 

occupation, resulting in emotions such as anger, stress, sadness and sorrow (SDO, 

1993). When the Kuwaiti families reached their destinations in the Arab or foreign 

countries, they suffered due to financial shortages and difficulties in finding living 

facilities.

It can be concluded that the Iraqi occupation was a drastic and undesirable 

change in the daily lives of Kuwaiti citizens. Prior to the occupation they lived in a 

safe, luxurious and harmonious environment. During the occupation the living style 

was completely different, whereby they were forced to live under unsafe, scarce and 

contradictory conditions. After the liberation, when they returned home, they still felt 

unsafe and insecure due to the burning oil wells, damaged infrastructure and the fresh 

memories of massive trauma related to the Iraqi occupation.

4.3 Kuwait’s War Studies: A Critical Perspective

During the years following the liberation of Kuwait, a number of studies have
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looked into the psychological and social impacts in Kuwaiti children and adults 

because of the Iraqi occupation of 1990. Most of these studies are documented in the 

Social Development Office (SDO); which was set up in April 1992 with the aim of 

healing the social and psychological effects caused by the Iraqi occupation and to 

rehabilitate the Kuwaiti identity to become secure and productive. Besides SDO’s five 

Counselling Centres that were set up to provide psychological services for the Kuwaiti 

society, SDO was also active in conducting surveys, holding conferences and seminars 

and preparing scientific research studies.

The Al-Riggae Specialised Centre was established in December 1991, as a 

special Centre for the treatment of psychological sufferings due to the Iraqi 

occupation. The centre provides psychological services for torture survivors, persons 

disabled by explosives and persons whose human rights were violated during the Iraqi 

occupation. The Centre also conducts research, documenting forms of torture and 

sufferings during the Iraqi occupation.

The SDO, Al-Riggae Specialised Centre and other foundations and individuals 

conducted many studies on the impact of the Iraqi occupation. The following is a 

presentation of the significant Kuwait war studies followed by a critical evaluation :

Ministry of Education (1991) conducted a study which investigated the 

psychological and social impact of the Iraqi occupation on Kuwaiti children and 

students. Data was collected using a standardised questionnaire. The sample consisted 

of teachers, parents and psychologists working in school (N=363). Interviewees were 

also questioned about their impressions and remarks pertaining to the psychological 

and social changes that occurred as a result of the Iraqi occupation. The study showed 

an increase in negative behaviours psychological disorders (mental illness) and fears 

of the unknown, hostility in students’ behaviour, disturbance of social values.
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violation of the school regulations, increase in smoking and psychological suffering of 

POW’s children. The study offered in-depth results regarding the students’ 

behavioural problems as a result of the trauma experienced due to the Iraqi 

occupation. However, the sampling technique is not clarified and the study also did 

not identify the differences between the observations of teachers, parents and 

psychologists with regard to the student’s psychological problems.

Al-Ansari et al., (1991) investigated the existence of psychosomatic disorders 

in the patients of two Kuwaiti public hospitals immediately after the Iraqi occupation. 

A questionnaire was administered to a sample of physicians (N=211). Results showed 

that 16.1 % of the physicians stated that their patients suffered from physical disorders 

due to psychological factors; 13.8% of physician’s time was spent in assisting patients 

overcome their psychological problems (anxiety and depression), and 33.2% of the 

physicians tried to treat psychological disorders instead of referring them to 

psychologists. Physicians’ remarks indicated that psychological disorders increased in 

patients after the Iraqi occupation. The study presented significant results on 

psychosomatic disorders of the Kuwaiti patients and has several important 

implications, as it sheds light on the psychological reasons contributing to the physical 

diseases. In investigating depression and anxiety the study used a standardized tool. 

Results of the cause of physical disease in relation to the psychological disorders 

could have been investigated more accurately, if the researcher had used more than 

one standardized scale, e.g. BDI and GHQ, besides the study standardized scale.

Mansour (1991) conducted a study on a sample of Kuwaiti children and 

adolescents (592) living in Cairo during the Iraqi occupation of Kuwait, to assess the 

psychological impacts. The sample was divided into two groups according to: gender, 

age (infancy, adolescence) and place of residence. A questionnaire comprising of 68
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items was used to identify the psychological symptoms and disorders. Results 

revealed that seven factors: emotional difficulties; cognitive difficulties; physiological 

disorders; irritability; difficulty in studying; conduct disorders, willpower and 

confrontation, were evident. The first six factors constituted the negative impacts of 

the Iraqi occupation, while the seventh one was a positive impact. An in-depth 

analysis of the negative impact disclosed two main factors: anxiety and reaction to 

traumatic depression. Comparison between the sample groups with anxiety showed 

no significant differences pertaining to gender, age or place of residence. With respect 

to depression, no significant differences were found for gender and age variables 

while these differences were evident for the ‘place of residence’ variable. Those who 

were living inside Kuwait during the Iraqi occupation expressed a higher level of 

depression than those living outside Kuwait. Results indicated that there are no 

significant differences regarding the positive factor, (will power and confrontation) 

according to gender variable, while these differences existed according to the age and 

place of residence variables. Adolescents and those living abroad showed a highly 

significant increase in will power and confrontation in comparison with children and 

those who were living in Kuwait. The study included the positive effect of the Iraqi 

occupation, an essential dimension which was not investigated by other studies. It 

also conducted an in-depth investigation of the psychological impact of the Iraqi 

occupation, taking into consideration the demographic variables. The study sample 

was not selected randomly, probably because there was no sampling frame or 

inadequate statistics about Kuwaitis living in Cairo during the period that the study 

was conducted.

Another study was conducted by Darweesh (1992), on a sample of 307 

Kuwaiti male and female students who were living and studying in Cairo, during the
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occupation, in the fourth intermediate and secondary stage. The study examined the 

impact of the Iraqi occupation on their psychological status. Data collection was 

conducted through a questionnaire measuring neurotic disorders, depression, 

dysfunction adjustment or psychological/social mal-adaptation, and a decrease in 

academic achievements. Findings revealed that both genders of students indicated a 

severe level of suffering. The female students were affected much more than the male 

students. There were various psychological reactions, feelings of alarm, no longer 

feeling safe, fear of the future, and feelings of pessimism or loss. The study identified 

additional reactions that correlated with suffering such as: state of anxiety, depressive 

mood, social mal-adaptation and mental inefficiency. The study provided comparative 

results regarding the psychological symptoms according to gender variable. It used 

academic records to assess the students’ educational achievements, in addition to a 30 

item questionnaire to measure neurotic disorders, depression, dysfunction adjustment 

and decrease in academic achievements. Although the study achieved results over a 

wide range of information, these domains need several tools for accurate investigation.

Al-Hammadi et al., (1993:2) investigated the prevalence of PTSD, two and 

half years after the liberation of Kuwait, in an epidemiological sample of 566 families 

(N= 2856) and 139 families of the Martyrs, POWs and persons physically injured due 

to mines and ammunition (N=946). PTSD was determined by administering a self- 

rating questionnaire and results showed that 55% of the epidemiological sample had 

gone into hiding for three days or more, for fear of personal safety; and an overall 

27.1% adults and 16.8% children, were diagnosed with PTSD symptoms. Although a 

lower percentage of children in comparison to adults were diagnosed with PTSD 

symptoms, 44% showed behavioural disturbances, conduct or emotional disorders. 

The prevalence of PTSD was more significant in women than in men (62% versus
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38%). From reports, of 113 citizens that were tortured, 94% were males. Similarly, 

126 individuals were taken as hostage or detained for more than three days, of whom 

91.2% were males. Of those who were in Kuwait, equal numbers of males and 

females had personally witnessed violence (total N=997). Thirty-three persons 

reported to have suffered the death of a spouse, parent or child. Twenty adults 

reported injury due to mines and ammunitions, 85% of whom were males. One 

female and seven male adults reported subjection to sexual assault. Among the 

families of martyrs, POWs and injured persons, the overall prevalence of PTSD in 

adults was 42.5%, 32.7% and 33.7%, respectively. The rate of PTSD for the children 

of the martyrs, POW and injured persons’ families, was 23.0%, 25.2% and 19.7%, 

respectively. Of the adults (N=41) who were injured, 22.3% were diagnosed with 

PTSD and of the injured children only 2 were diagnosed with PTSD. The study 

mentioned that the rate of PTSD in the sample was higher than previously reported 

from other countries at war. The study also confirmed that the high rate of 

behavioural disorders, reported in these children, might be due to the traumatising and 

stressful war situation. These results are note worthy as they indicate that the 

traumatic events, as a result of the occupation of Kuwait, continues to have an impact 

on the psychological well being of the population in Kuwait. The study used fourteen 

tools (seven questionnaires and seven rating scales) on a randomly selected sample 

(N=2854). No data was collected for children below the age of 6 years. The authors 

stated that at the time of the invasion of Kuwait, these children would have been 

around three years of age and the rate of memory recall declines steeply for events 

below the age of 6 years. The study could have investigated the children’s mental 

health problems through their mothers, not depending on the children themselves, 

especially since the study used tools to collect data on children through mothers and
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teachers (Rutter A, Rutter B). The study also did not clarify some important statistics. 

For example, it does not mention the significance of differences of percentages among 

the study groups regarding “fearful” experience.

Al-Bar (1993) conducted a study on two random samples (N=584) of Kuwaitis 

who were living in Saudi Arabia during the Iraqi occupation, aimed to identify the 

interviewees’ mental health problems. The sample consisted of 294 females and 290 

males and data collection tool was a questionnaire measuring anxiety and depression. 

The study revealed that 9% of the sample saw or heard of rape cases, 16.3% noticed or 

heard of robbery cases and 5.4% experienced war injuries. The findings also revealed 

that 48.6% of the sample were definite cases of anxiety while 21.4% were indefinite. 

Moreover, females showed a highly significant mean score on the anxiety scale in 

comparison to males. 54.5% showed depression and 33.1% were indefinite, with no 

significant differences between males and females. It is worth noting that 94% and 

96% of the sample showed anxiety and depression, respectively, however, they did not 

complain of any diseases prior to the occupation. The study concluded that anxiety 

and depression are direct reactions to the stressful circumstances of the Iraqi 

occupation of Kuwait.

The study used a standardized scale and was conducted on a relatively large 

sample, randomly selected. It investigated anxiety and depression considering gender 

differences and the stressful experiences. More fruitful results would have been 

available if the study had investigated the variable of stress level in its relation with 

depression.

The Social Development Office (SDO) (1993) conducted a study investigation 

on the educational, psychological and social changes triggered by the Iraqi occupation 

on Kuwaiti children, between the ages 6 to 17 years. It also identified the most
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relevant problems through a questionnaire administered to schools’ educational and 

management staff. The sample included 998 males and females, working in a hundred 

schools in the primary, intermediate and secondary stages. The questionnaire included 

44 statements about the educational, psychological and social problems. Findings 

revealed that most of the students’ problems were related to social adjustment, 

followed by psychological and educational aspects, which were more evident in males 

than females. There are significant differences between the students in adjustment 

problems according to the educational stages. The secondary stage students showed a 

highly significant percentage of adjustment problems in comparison with intermediate 

and primary stage students.

The study used a standardized questionnaire, which was applied to a relatively 

large sample, randomly selected. Although the results provided important information 

on the students’ psychological, social and educational problems, the study did not 

investigate the relationship between determined stressful events and the students’ 

psychological, social and educational problems.

Ministry of Education (1993) conducted a study on the reflections of the Iraqi 

occupation on the psychological state of the Kuwaiti male and female students from 

the secondary schools (N=1200). A questionnaire consisting of 60 items was adopted 

covering cognitive and emotional aspects along with self and social adaptation. 

Results indicated that before the Iraqi occupation the students were more enthusiastic, 

actively lived life to the fullest and were optimistic toward the future. After exposure 

to the Iraqi occupation, their behaviour changed. They mistrusted others and doubted 

their intentions. The study also indicated that students of both genders experienced 

trauma and stress, which caused difficulty in controlling their emotions. After the 

occupation the characteristics of being self-centred and solitary were highly significant
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in females in comparison with males. The study offered valuable information about 

the effects of the Iraqi occupation on cognitive and emotional aspects of the Kuwait 

youth. It was conducted on a relatively large sample, however, not randomly 

selected.

Fido and Al-Jabally (1993) investigated the psychological disorders of 84 male 

incarcerated Kuwaiti criminals inside the prison. The study identified particular 

psychological disorders. Results indicated that the percentages for schizophrenia 

prevalence was 4.8, depression 9.5 and for low psychosomatic disorders 69 

(comprising of 25% for general depression disorders, 27.3% for personality disorders, 

and 16.7% disorders correlated to drug abuse). Alcoholism and drug abuse increased 

among those who suffered from problems correlated with personality disorders. 

Embezzlement, and smuggling of alcohol and drugs, were the three uppermost crimes 

for which most prisoners were jailed. These individuals had no criminal history before 

the Iraqi occupation. The study appears to show a significant damaging social impact 

of the Iraqi occupation. It used several scales to identify the psychological disorders 

of Kuwaiti prisoners. The sample is relatively small. The study did not clarify the 

percentage of the sample from the total society, nor investigate the correlation 

between the circumstances of the Iraqi occupation and criminal behaviour.

Baron (1993) investigated the psychosomatic manifestations for Kuwaiti 

adolescents (N =450), considering three variables: period, gender and residency 

during the Iraqi occupation. The study made a comparison between males and 

females, as well as those residing inside and outside Kuwait. The Psychosomatic 

Disorder Inventory of the Ohio University was used to gather data. The results of the 

study is summarised as follows:
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There are significant differences in the psychosomatic disorders for the three 

periods (peace, occupation, and liberation) for the total sample. The mean score 

is significantly high during the occupation period in comparison with the peace 

and liberation periods.

There are no significant differences in the psychosomatic disorders for those 

living inside and those living outside Kuwait, during the occupation.

Females expressed a significantly high mean score on the anxiety sub-scale in 

comparison with males, for all the three periods (peace, occupation and 

liberation).

The study used standardized scales and achieved in-depth results regarding 

psychosomatic disorders taking into consideration the variables of period, gender and 

residence. The statistical analysis was integrated and in line with the study objectives. 

In investigating the stressful events experienced by the sample during the Iraqi 

occupation, the study clarified the dimensions of the trauma. Although the title 

reflects the study subject, it did not investigate the relationship between anxiety and 

psychosomatic disorders, nor include procedures to ensure if the physical effects are 

due to psychological or biological reasons.

Al-Deeb, (1993) investigated some psycho-social changes triggered by the Iraqi 

occupation for 120 Kuwaiti University students. The study sample consisted of two 

groups: those residing in Kuwait during the occupation until the liberation, and those 

residing abroad throughout the occupation. The study adopted a scale for the 

psychosocial impacts of the Iraqi occupation, in addition to a questionnaire, which 

included open-ended questions. The scale included three variables: the present and 

future attitudes toward Iraq, the total points on the attitude towards Iraq, and the 

psychosocial disorders noted. Findings of this study revealed the following:
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The present attitudes of most of the sample towards Iraq tended to be strongly 

negative. They considered all of the Iraqi people should be punished, those 

who participated in the war and as well as those who did not.

Significant differences existed between the two groups (residing inside or 

outside Kuwait during the occupation period). Those residing inside Kuwait 

reported a desire to terminate all relationships and family ties with Iraq. They 

had stronger negative feelings against Iraq and were prepared to retaliate. 

Results proved that this group suffered more from psychosocial disorders than 

those residing abroad during the occupation.

Significant differences exist between females and males residing abroad. 

Females were less intolerant, hostile, and expressed hatred toward the Iraqis. 

Significant differences do not exist between males and females residing in 

Kuwait, during the occupation, for psychosocial disorders.

Interaction of gender with place of residence indicated significant differences 

on the psychosocial dimension. Females residing in Kuwait had more 

psychosocial disorders in comparison with males residing abroad, as they were 

subjected to the direct stressful practices of the Iraqi occupation.

The study results appear to show significant psychosocial effects of the Iraqi 

occupation. The study used a standardized questionnaire in addition to open-ended 

questions, which resulted in quantitative and qualitative findings. The sample is 

relatively small and some results were predictable, as it is expected that the Kuwaitis 

will have a negative attitude towards Iraq.

The Ministry of Information (1993), in Kuwait, conducted a study to explore 

the views and opinions of the Kuwaiti people about the psycho-socio-educational 

impact of the Iraqi occupation and the role played by the media during that period.
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The study sample included 590 Kuwaitis above sixteen years of age. Findings 

revealed several negative impacts as a result of the occupation such as: violent 

phenomenon (83.6%); feelings of fear (73.5%); fear of the future (89.7%); nervous 

temperament (80.7%); children’s hostility (70%); persisting anxiety (67%), and poor 

school performance (64.2%). In addition to these disorders, the study revealed that at 

least 50% of the sample had fears of: the mention of “Iraq”, scarcity or lack of sleep 

due to nightmares, military uniforms. The study covered a wide range of effects due 

to the Iraqi occupation. The investigation was conducted on a sample for which the 

variables ranged over a diverse variety, e.g., all ages, genders, all the Kuwaiti 

govemorates, etc. The questionnaire covered a wide variety of items measuring 

psychological symptoms, however, there is no information about its validity and 

reliability. In spite of the analysis of the results, the study did not discuss or interpret 

them.

Al-Faqi (1993) investigated the negative cognitive, emotional and behavioural 

impacts suffered by the Kuwaitis, as a result of the Iraqi occupation, on a random 

sample of 600 Kuwaitis, some of whom were living inside and outside Kuwait, during 

the Iraqi occupation. Some belonged to families who lost one or more family 

members during the occupation period, either by killing or being taken as prisoner. 

The data was collected by standardised questionnaires measuring neurotic and 

schizophrenic symptoms, behavioural disorders and stressful incidents, as well as the 

Personality Inventory scale. Results indicated that the impact of the Iraqi occupation 

could be categorised under seven psychological disorders: anxiety and fear; hostility; 

neurotic symptom; psychophysical symptom; schizophrenic depressive symptom; 

schizophrenic reactive symptom, and schizophrenic symptom. Anxiety and fear of the 

future were the most predominant of the neurotic and behavioural symptoms that were
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prevalent in the individuals who were residing inside Kuwait and outside. 62% of the 

males and 82% of the females indicated anxiety and fear of the future; 55% of the 

males, below 25 years, suffered from insomnia; 66.8% of the females, below 25 years, 

suffered from grief without knowing the reasons. There were no significant 

differences between the sample groups in neurotic symptom and hostility. The study 

also revealed that schizophrenic symptom was predominant in most of the individuals 

(schizophrenic doubt, and mistrust, in addition to a pathological dislike o f non- 

Kuwaitis and all citizens other than those of Kuwait and Gulf countries). Different 

schizophrenic symptoms were apparent in both groups and significant differences 

existed in most of these symptoms on the variable of “inside and outside”. The study 

was based on an integrated design: investigated variables and statistical methods. The 

data was collected through valid and reliable scales. It offered in-depth findings on the 

negative effects due to the Iraqi occupation., however, there is no information about 

the sampling techniques.

Al-Meshan (1993) investigated two groups of Kuwaiti students living inside 

Kuwait and outside Kuwait during the Iraqi occupation (N=400). The sample was 

distributed equally for both genders. The study investigated depression, hostility and 

personality characteristics. Data collection was performed through three scales: 

Eysenck Personality, Beck Depression Inventory and Hostility. The researcher 

designed the latter scale, “Hostility”. The study revealed the following:

There are significant differences for extroversion between males and females. 

Females were more extroverted in comparison with males. Males who were 

living inside Kuwait were less extroverted than those living outside Kuwait, 

and females who were living outside Kuwait were less extroverted than those 

who were living inside Kuwait.
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- There are significant differences between males and females regarding 

neurosis, where females scored higher than males. These results applied to both 

genders living either inside or outside Kuwait.

- There are significant differences between males and females with respect to 

psychosis, where males scored higher than females, but there are no significant 

differences between those who were living either inside or outside Kuwait.

- There are significant differences between males and females for depression,

where females were more depressed than males, but there are no significant

differences between those who were living either inside or outside Kuwait.

There are no significant differences between males and females for hostility 

between those who were living either inside or outside Kuwait.

The study concluded that Kuwaiti youths living either inside or outside 

Kuwait, during the occupation, suffer from depression, extroversion, hostility, 

neurosis, and psychosis.

The study used reliable and valid scales. It illustrated in-depth results

regarding personality disorders and its relation to gender and residence, on the sample

as a whole and on each of the sample sub-groups. However, it did not clarify the 

significance of these disorders as a result of the the stressful events during the Iraqi 

occupation.

Shukry and Kareem, (1994) compared recurrent fears among a sample of 

Kuwait University students (N=88) during the periods before, during and after the 

Iraqi occupation. It aimed at identifying factors that excited fears in the Kuwaiti 

students The significant findings of the study for the three periods: before, during and 

after the Iraqi occupation, were as follows:

Before the occupation: fear of failure (41%) and fear of the future (63.6%).
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- During the occupation: results showed that between 34.09% and 86.4% of the 

sample expressed fear of showing Kuwaiti identification cards, wearing 

jewellery military uniform, Iraqi food, radiation, torture, and the fear of 

captivity and crowding.

After the occupation: fear of modem war and its consequences (78.4%), 

negative impact of the occupation (85.2%), oil depletion or economic collapse 

(64.8%) and fear of unfamiliar places (66%).

The study concluded that the occupation triggered new feelings of agitation and 

fears, which were negatively reflected in behaviours, personality and social 

interaction. The study used a reliable and validated scale and achieved important 

results regarding “fearful feelings” before, during and after the Iraqi occupation. It 

clarified the differences between the sources of “fearful feelings”, for all the three 

periods. In the theoretical part, the study includes a descriptive background of the 

political situation and its psychological effects on the Kuwaiti people. The study 

provides information about the probable causes of “fearful feelings”, not only for the 

Kuwaiti students, but also for the whole society.

Another study by Al-Rashidi (1994) identified motives of social behaviour of 

Kuwaiti people during the Iraqi occupation, and that these motives were in 

hierarchical order and the effect of these motives on their social behaviour. The study 

depended on a stimulus theory and used a standardised questionnaire as a tool for data 

collection, which was applied to a random sample having nearly the same 

characteristics of Kuwait society (N=1000). The findings revealed that circumstances 

of the occupation triggered a re-arrangement of needs. The need for freedom of 

expression ranked first. The second was the need for strength followed by the need 

for personal safety. The need for food and water came further down, followed by the
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needs for money, health care, security and safety. A place of residence and property 

were less important and lastly, the need for communication and entertainment. The 

strength of these needs ranged between 3.1-4.3 of the total 5 points. In trying to 

satisfy their needs, 63% of the sample ignored the Iraqi rules and laws. The study also 

disclosed that the sample thought of certain behaviours when the occupation took 

place. This situation was prompted by the needs of personal safety, power, and 

belonging. In order to satisfy these needs (and others), the behavioural patterns of the 

Kuwaitis with the invading troops were characterised by the need of self-assertion.

In investigating the Kuwaiti citizens’ motives, under the circumstances of the 

Iraqi occupation, a relatively large sample was randomly selected. A standardized 

questionnaire which included motives and types of behaviour was used. The results 

of the study was interpreted through Maslow’s Hierarchy of Needs Theory. The study 

did not investigate the link between certain motives and types of behaviour.

Social Development Office (SDO), (1994) investigated the impact of the Iraqi 

occupation of Kuwait on children’s attachment to the educational process. The study 

investigated the following dimensions: belonging to the homeland, violent tendency, 

teachers and student’s dedication to work, values and learning performance. The 

sample included pupils of both genders from the primary stage (593), intermediate 

stage (1063) and High school (1613). Several scales were administered: values, 

belonging to the homeland, dedication to work, and hostility. The study revealed the 

following findings:

Both male and female students displayed a high score for violent tendency 

after the Iraqi occupation, in comparison to before.
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There is a significant increase in student’s dedication to work after the Iraqi 

occupation in comparison to before. But parents and teachers stated that their 

level of dedication to work did not change.

There is a significant increase in the mean score for economical and social 

values, with a decrease for ethical values, and a lower score for political, 

religious and social values, which was observed in students at the secondary 

stage. For University students, the study showed an increase in the mean 

scores for religious and political values compared to a decrease in the mean 

scores for political and aesthetic values.

There is a decrease in the mean scores for the educational performance of 

pupils in the primary and intermediate stages after the Iraqi occupation in comparison 

to before. The study used three reliable and valid questionnaires in addition to school 

records for collection of data. It was conducted on a relatively large, randomly 

selected sample. Descpite in-depth results, there is no combination between school 

records and interviewees’ scores on the used scales. Taking into consideration the 

information gathered through data collection, the study could have investigated the 

stressful experiences of the students during the Iraqi occupation and its significance to 

their performance on the scales used.

In another study the SDO (1995:1) investigated suicides and attempted 

suicides, after the Iraqi occupation, during 1992 and upto the end of 1994. The study 

depended on data collected from Ministries of Justice, Interior and Health, which also 

included results of investigations and interrogations, reports and files. Analysis of 

data indicated that the total number of suicides among Kuwaiti citizens reached 33 

(with an average of between 10-13 cases per year), and 50 attempted suicides. These 

suicide attempts tended to increase from 9 in 1992 to 13 in 1993, and then 28 in 1994.
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Committed and attempted suicides were higher among females than males, with 

65.6% accounted for in the Hawally and capital residential area, and most o f them in 

the age groups of 18-42 years. The study indicated that psychological disorders, 

alcoholism and substance abuse are the central causes for committing or attempting 

suicides. The study asserted that family and marital problems increased after the Iraqi 

occupation of Kuwait. In spite of the importance of the information resulting from 

this study, it is a theortical one. The study has used official documents giving 

information on suicides, over a period of several years, however, it could be a starting 

point to for future research to identify the psychological state and motives for suicide.

SDO (1995:2) investigated a sample of 2794 secondary school and university 

students, in addition to civil servants, elderly people and housewives to identify 

anxiety levels in the people of Kuwait after the Iraqi occupation, which resulted in the 

following findings:

Increased score for anxiety in both genders of the University students after the 

occupation, in comparison to before. Female university students expressed 

high score for anxiety after the occupation in comparison to before. The 

hardships triggered psycho-neurosis, which was reflected as anxiety.

There were significant differences between both genders in the secondary 

school students. Females indicated a higher level for anxiety than males.

Those living outside Kuwait and who tried to return during the Iraqi occupation 

had a high significant score for anxiety, in comparison to those who were 

living inside Kuwait.

The findings concluded that pathological anxiety is still a negative impact of 

the Iraqi occupation although four years passed since it had occurred. The study used a 

scale taken from State-Trait and Anxiety Inventory (STAI) by Spielberger. Reliability
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and validity was conducted on the scale. The study also used a questionnaire about 

circumstances of the Iraqi occupation and the interviewees demographic variables. 

The sample of 2794 students from secondary schools and university level were 

randomly selected. Despite a detailed presentation of the results, the study did not 

take into consideration the stressful circumstances of the Iraqi occupation. The study 

did not interpret the results of anxiety in Kuwait in comparison with other societies 

that experienced the stresses of war.

Al-Rashidi (1995) investigated the frustrating experiences that were obstacles 

to satisfying basic needs of Kuwaiti citizens during the Iraqi occupation (N=1000), 

through identification of different forms of behaviours, under stress. The study also 

tested the authenticity of the hypothesis of "frustration-aggression", assessing how the 

victims managed disappointing experiences and defensive tricks, using a standardised 

questionnaire. The significant findings are as follows;

97.2% of the sample expressed suffering due to financial shortages, while. 63% 

due to difficulty in obtaining food. Lack of financial resources and 

deterioration of essential public services represented the obstructions.

Means of adaptation employed during the occupation period centred on the 

rebellion or refusals, and attempts in other ways to overcome obstacles that 

hindered satisfaction of needs. 59% changed their place of residence and 87% 

changed their sleeping habits, while 80% of the sample wanted to avenge the 

Iraqi soldiers. This result confirmed authenticity of the hypothesis of 

"frustration-aggression”.

A significant increase in psychological defence mechanism is indicated. 82.5% 

of the sample responses indicated persecution of others, 89% of suppression 

while 86% in daydreaming. It is known that the excessive use of defensive
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tricks is considered one aspect of psychological disorder caused by 

disappointment.

The study used a constructed questionnaire. Validity (face validity) and 

reliability studies were conducted. The sample was randomly selected from the lists 

of workers in some governmental institutions. The study showed that the interviewees 

used several defense mechanisms such as suppression, day-dreaming, assimilation, 

transformation, etc. In spite of the in-depth results, the study did not assess the 

strength o f experienced frustrations.

Al-Rashidi (1995-1996) investigated the disorder symptoms and indications 

accompanying divorce problems in Kuwaitis after the Iraqi occupation (N=200). The 

sample was distributed equally between males and females above twenty-five years of 

age who were divorced immediately after the Iraqi occupation. A standardised 

questionnaire was administered. The study stated that 66-89.5% of the sample is 

suffering from emotional, cognitive and physical disorders. There is a significant 

positive correlation between the rate of stress relating to the Iraqi occupation and the 

rate of stress relating to the divorce experience. The percentages of disorders vary 

between both genders. Cognitive and behavioural disorders range between 67% and 

92% for males compared to 79% and 90%, respectively for females. Emotional 

disorders range between 60% and 92% for males and females, respectively. Physical 

disorders indicated an increase in percentages for males ranging from 65%-90% and to 

68%-90.8% for females.

The study collected data through a valid and reliable questionnaire. The sample 

was randomly selected from the lists of divorcees, obtained from the official 

authorities. The theoretical background sufficiently described the potential stress and 

disorders resulting from divorce on the couples, but not on the children. The study

107



did not interpret results in comparison with the findings of other similar studies either 

those that were conducted in other countries or in the Kuwaiti society itself, prior to 

the invasion. There are studies asserting that the children of divorced families are 

more subjected to behavioural problems (Hetherington and Arasteh, 1988). But in the 

Kuwaiti society, Alqashan (1999) showed that there was no significant difference 

between the children of broken families and children of intact families in locus of 

control. However, divorced fathers were evaluated negatively by their children, 

whereas divorced mothers were evaluated positively.

SDO (1997) investigated depression as a psychological consequence of the 

Iraqi occupation of Kuwait. The study was conducted on a random sample of 2135 

Kuwaiti citizens (students, civil servants and housewives) between the ages of 17 and 

59 years (42% males and 58% females). BDI was used as well as a questionnaire that 

included demographic data of the sample. The results showed that there is significant 

suffering in female secondary schools students (M=17.8) followed by female 

housewives (M=16.5), then the elderly (M=15.8) followed by female university 

students (M=13.5), male university students, female civil servants, female teachers 

(M=9.34) and lastly male teachers (M=7.9). This indicated that female secondary 

school students and housewives were the two groups who suffered severe depression. 

Male and female teachers showed the lowest level of depression. The study also 

showed that the level of depression decreased in families with a small number of 

members due to easy interaction. With regard to traumatic events, results showed that 

depression scores for those who were exposed to torture were more significant than 

those subjected to attempts of robbery.

Al-Naser et al., (2001) conducted a study to assess the notion that psychological 

interpretation plays a role associated with posttraumatic symptomatology when
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considering the prolonged effects of trauma and stress. The study was conducted on 

108 Kuwaiti male fire fighters who were randomly selected for this investigation, six 

years after the liberation of Kuwait. Each subject was administered a standardized 

psychological self-report and the Impact of Events Scales (lES), to assess symptoms 

of posttraumatic stress disorder (PTSD). In addition, each subject was also 

administered an open-ended questionnaire wherein they were asked to select one word 

which best described their response: “what the Iraqi invasion meant to you personally; 

your view of the world since the invasion, and view of yourself as a result of the 

invasion.

Results indicated that all 108 subjects chose words that were indicative of a 

negative effect of negative valence when asked to respond to the question of personal 

meaning. More specifically, 67 out of 108 (62%) subjects responded with the words 

“treachery” or “betrayal” to reflect the meaning of the Iraqi invasion for them 

personally. Each of the subjects’ remaining two responses were then rated as either a 

psychologically positive (ego syntonic) valence or a psychologically negative (ego 

dystonie) valence. Those whose two responses were either both positive or both 

negative were then pooled into concordant groups: a positive valence group and a 

negative valence group. Sixteen subjects satisfied the criteria for membership in the 

positive valence group. Twenty-eight subjects satisfied criteria for membership in the 

negative valence group. The two psychological valence groups were then contrasted 

using their scores on the lES. Analysis of the data revealed that the positive valence 

group evidenced a lower scale on the lES (PTSD) symptoms.

The study effectively used the results of the open ended questionnaire in 

classifying the interviewees into groups and made a comparison between them based 

on their responses to the standardized questionnaire.
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4.4 Comments on the Kuwait’s War Studies

From the above mentioned, it is clear that they have their strengths and 

limitations. Limitation does not necessarily mean the weaknesses or drawbacks. 

These studies indicated that Kuwaiti citizens experienced stressful events resulting in 

many forms of psychological suffering to the Iraqi occupation. The general 

conclusions from the above mentioned studies are summarised below:

The impact of the Iraqi occupation triggers various reactions in the personality 

of many Kuwaiti citizens. There were victims of traumatic incidents and/or 

stressful circumstances. Psychological disorders were manifest in those who 

experienced these incidents and circumstances, either directly or indirectly. 

Kuwaiti women and children suffered the impact and stresses of the Iraqi 

occupation. Although women and children are usually far away from the 

military forces and battlefields, they still feel exposed to violence and danger. 

Effects of the Iraqi occupation vary in the personalities and behaviours of the 

Kuwaiti citizens. Their cognitive functioning is altered, and research proves 

that people become more subjected to their emotions and may experience non

specific or specific physical and mental symptoms.

As a result of the Iraqi occupation Kuwait citizens are not only affected by 

psychological disorders individually, but also their negative behaviour is 

reflected to others. It is known that psychological disorders affect social 

relationships and one’s performance whether in the family, work or friendship 

circles. Children’s suffering and hardships increase when one of their parents 

is mentally ill, in certain situations the illness is disabling to the extent that 

makes him/her unable to perform his/her parental role properly.

Some of the Kuwaiti citizens were psychological victims of war, symptoms for
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which may appear during or immediately after the war. The traumatised 

victim may readapt after a certain period of time, or he may continue to suffer 

for many years. If the person is subject to a reaction, there may be a lengthy 

delay in the appearance of mental illness or psychosomatic symptoms.

Studies show that some psychological symptoms are higher in Kuwaiti women 

than men. Mothers play an important role in the child’s life, especially during 

the pre-school years. The mother’s psychological state is reflected in her 

parenting role and therefore affects her interaction with the child.

There are several studies conducted on the impact of the Iraqi occupation on 

Kuwaiti citizens, however, none have investigated Kuwaiti women’s stress and 

psychological suffering in to relation to their children’s behavioural problems.

4.5 The Current Study Orientation

As mentioned earlier, the current study is concerned with interpretation of the 

Kuwaiti children’s behavioural problems in the light of their mothers’ experience of 

stress and psychological sufferings as a result of the stressful events caused by the 

Iraqi occupation of Kuwait. It is important to clarify the study orientation regarding 

its objectives, hypothesis, and significance.

4.5.1 Objective of the Study

Kuwaiti mothers who happened to be pregnant during the Iraqi occupation of 

Kuwait suffered traumatic events in addition to emotional disorders, unhygienic and 

mal-nourishing conditions.

These circumstances had a bad effect on the mothers’ physical and 

psychological conditions and, might have extended to the foetus, because what affects 

the mothers affects the foetus. The mother’s sufferings may continue till after 

childbirth and this may affect her parental role resulting in abnormal methods of
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bringing up their babies. This situation may cause behavioural disorders in the 

children. Based on this, the objective of this study is represented in the main query, 

“How far are Kuwaiti children’s behavioural problems associated with their mothers’ 

stressful experiences and psychological suffering as a result of the trauma of the Iraqi 

occupation”.

If we deal with this query in investigating the stressful experiences of Kuwaiti 

mothers during the Iraqi occupation, the objective of this study can result in a group of 

questions:

How far were the Kuwaiti mothers subjected to traumatic incidents during the 

Iraqi occupation?

What are the impacts of the Iraqi occupation and traumatic incidents on the 

personalities of these mothers?

How far are children’s behavioural disorders correlated with their mothers’ 

suffering of traumatic incidents due to the Iraqi occupation?

Do behavioural disorders of the Kuwaiti children who were bom during the 

Iraqi occupation differ from the behavioural disorders of their peers who were 

bom before or after that occupation?

What are the variables, or the demographic characteristics that are correlated 

with the psychological and behavioural sufferings of both mothers and 

children?

4.5.2 Hypotheses of the Study

The study relates to Kuwaiti children’s behavioural problems in the light of the 

mothers’ stress and psychological symptoms due to the stressful events of the Iraqi 

occupation. In this framework the study attempts to verify a group of hypotheses 

considering the main variables which would increase the understanding of the effects
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of mothers’ stress and psychological disorders on their children’s behaviour. On this 

basis, the study aimed at verifying three groups of hypotheses as follows:

4.5.2.1 General Hypotheses

This group of hypotheses is concerned with the demographic variables, either 

for mother or child, regarding its significance to mothers’ stress and psychological 

symptoms and children’s behavioural problems. The general hypotheses also included 

mothers’ stress level as an indicator of their psychological symptoms, as follows:

i) There are significant differences between the groups of mothers for stress level 

according to the demographic variables.

ii) There are significant differences between mothers’ groups for psychological 

symptoms, according to the demographic variables.

iii) There are significant differences between children for behavioural problems, 

according to gender and birth order.

iv) Mothers with medium and high stress level indicate highly significant 

psychological symptoms in comparison to low stress level mothers.

4.5.2.2 Hypotheses of Period

Both, the pregnancies as well as birth periods have been earlier defined as the 

main variables in this study. Mothers’ stress and psychological suffering may vary 

according to the pregnancy and birth periods (before, during, after the Iraqi 

occupation). The same logic applies to children’s behavioural problems as these 

problems may vary according to period of childbirth. Based on the above, the study 

aims at authenticating the following hypotheses:

i) Mothers in the first period (peace) have less significant stress in comparison

with those in the second (occupation) and third (liberation) periods.
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ii) Mothers of the first period (peace) have less significant psychological 

symptoms in comparison with those of the occupation and liberation period 

mothers.

iii) Children of the first period (peace) have less significant behavioural problems 

when compared with children of the occupation and liberation periods.

4.S.2.3 Hypotheses of Children’s Behavioural Problems and Mothers’ Stress and 

Psychological Disorders.

i) There are significant differences between children regarding behavioural 

problems according to their mothers’ level of stress.

This hypothesis implies that children of mothers, who indicate a medium or 

high stress level, tend to have significantly higher behavioural problems 

compared to children whose mothers expressed a low stress level.

ii) There are significant differences between children regarding behavioural

problems according to their mothers’ PTSD symptom.

This hypothesis suggests that children of mothers with PTSD have 

significantly high behavioural problems when compared with children of 

mothers without PTSD symptom.

iii) There are significant differences between children regarding behavioural

problems according to the intensity of mothers’ psychological disorders.

This hypothesis suggests that children whose mothers suffer from severe 

psychological disorders have significantly higher behavioural problems in 

comparison with children of mothers who do not suffer from such disorders.

iv) There are significant differences between children regarding behavioural

problems according to their mothers’ change in attitudes and beliefs.

This hypothesis indicates that children whose mothers’ attitudes and beliefs

114



had changed have significantly higher behavioural problems when compared 

with children of mothers’ whose attitudes and beliefs were constant.

v) There are significant differences between children regarding adaptional 

behaviour according to their mothers’ stress level.

This hypothesis implies that children whose mothers showed medium or high 

stress level have significantly less adaptive behaviour when compared with 

children of those mothers who showed low stress level.

vi) There are significant differences between children regarding adaptional

behaviour according to their mothers’ psychological symptoms.

This hypothesis implies that children, whose mothers suffered psychologically, 

have significantly less adaptive behaviour when compared with those whose 

mothers do not suffer psychologically.

4.5.3 Significance of the Study

The current study aims to explain behavioural disorders of Kuwaiti children in 

addition to their mothers’ psychological stress and disorders, which were caused by 

the Iraqi occupation. This topic is of extreme importance to Kuwait society and to 

psychology as a field of study. It is essential to identify the impacts of the Iraqi 

occupation, which might have afflicted the Kuwaiti generations, whose mothers 

suffered the distresses. The various studies, which were conducted on the children of 

Kuwait after liberation included only those whose ages were above six. Children who 

were bom either one year before the occupation, during, or one year after it were not 

included in those studies. Therefore, it is essential to identify the impacts of war on 

these three groups not only for the sake of knowledge itself, but also because it is 

essential for programs of psychological health and for confronting the effects of the 

Iraqi occupation on Kuwait society. On the other hand, securing scientific organised
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data about behavioural disorders of children and their mothers’ psychological stress 

and suffering is considered a contribution in putting this relation in its correct 

framework.

Summary

This chapter briefly describes the circumstances of the Iraqi occupation of 

Kuwait and also presents a critical review of the previous studies on the Iraqi 

occupation of Kuwait. The evidence drawn from a review of the literature shows that 

mothers sufferings from psychological stress and disorders can have children who 

suffer from behavioural disorders. The current study aims to investigate this idea in 

the Kuwait society, after having experienced the trauma of the Iraqi occupation.
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PART TW O: M ETH O D  

CHAPTER V: STUDY M ETH O D

PREFACE

The methodology o f any study is chosen to be in agreement with the study 

objectives and topic. In the previous Chapter IV, under the title “The Current Study 

Orientation”, objectives and topic of the current study were obviously determined. 

The current Chapter V describes the study methodology regarding: terminology, 

instruments, study sample, data collection, and data entry and analysis, which is 

described in detail below:

5.1 Terminology

The main terms and concepts that are used in this research are: stressful events, 

period, mothers’ psychological disorders, child behavioural problems and 

demographic variables. The following is a detailed description of the above five 

terms:

5.1.1 Stressful Events

Stressful events experienced by the Kuwaiti mothers due to the Iraqi 

occupation, whether a reality or perceived to be true, are referred to as the stress level 

measured through the stress scale which is included in the Basic Information 

Questionnaire.

5.1.2 Period

The children were divided into three groups based on the duration o f their 

mothers’ pregnancy period and their dates of birth.
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Peace period: (P  ̂December 1989- August 1990)

Birth date of the child in the eight months prior to the Iraqi occupation, 

whereby the birth might have occurred at any time during this period. Mothers who 

conceived and gave birth during this period were not exposed to any stressful 

experience during pregnancy, as birthing occurred before the Iraqi occupation 

Occupation Period: (2'’̂  August 1990  -  25̂  ̂ February 1991)

Mothers who conceived prior to the invasion but the birthing occurred during 

the Iraqi occupation fall under this category.

Liberation Period: (26^ February to 3P^ October 1991)

Mothers who conceived in any month just before or during the period of the 

Iraqi occupation, however, birthing occurred during the liberation period fall into this 

category.

It is clear, mothers under the categories of second and third phases are the 

ones who were exposed to the traumas of the Iraqi occupation during pregnancy.

5.1.3 Mothers' Psychological Disorders

In the current study, the symptoms of mothers’ psychological disorders are the 

psychological symptoms shown by using three scales as follows:

Clinicians Administered PTSD Scale ((CAPS-1) (Blake et al., 1990).

Symptoms checklist-90-R (SCL-90-R), evaluated according to nine primary 

dimensions and one global index (total of dimensions).

Trauma, attitudes and beliefs (TABS) which evaluated the change in mothers’ 

attitudes and beliefs towards different aspects of their lives.

5.1.4 Children’s Behavioural Problems

In the current study, the children’s behavioural problems are the problems 

determined by using the following three scales:
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Rutter A2 scale: children rated by their mothers for the existence of 

pathological behaviour in children (neurotic, anti-social or undifferentiated). 

Rutter B scale: children rated by their teachers for the existence of 

psychological disorders in children (emotional, conduct or undifferentiated). 

Child Behaviour Inventory: The existence of psychological symptoms 

clustered into two dimensions: mental health (depression, hostility and 

anxiety) and adaptional (prosocial and planful behaviour).

5.1.5 Demographic Variables

These variables related to mothers and children who were sampled for the

study. Variables for mothers included: location of residence (or residential

govemorate); average monthly income of the family (in Kuwaiti Dinars-KD);

mother’s age in years as on 2 August 1990; mother’s job status (employed or a

housewife), and educational standard of the mother. Variables for children included 

gender, birth order (among his brothers and sisters), and period of birth in relation to 

the Iraqi occupation (before, during, after).

5.2 Instruments

Before discussing the instruments used in this study, it is essential to initially 

clarify two main points: a) Validity and reliability and b) multiplicity of instruments 

measuring psychological disorders.

With regard to validity and reliability it is worth mentioning that there are 

standard guidelines in selecting measurements, such as its accessibility, costs, 

application requirements, etc., the most important of which is validity and reliability.

It is rare to find any book on psychological testing that does not discuss validity and 

reliability at length and methodology literature pays great attention to validity and
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reliability procedures (Nachmias and Nachmias, 1996; pp. 165-174, Al-Rashidi, 1998; 

pp. 68-72, White and Pesner 1983; pp. 26-44; Foa et ah, 1993).

Validity is concerned with the question "Am I measuring what I intend to 

measure?" There are three basic kinds of validity, each of which is concerned with a 

different aspect of the measurement situation: content validity, empirical, validity, and 

construct validity.

Content Validity has two common varieties: face validity and sampling validity. 

Face validity rests on the investigator's subjective evaluation of the validity of a 

measuring instrument. Sampling validity is whether a given population (i.e., the 

total set of cases in the real world) is adequately sampled by the measuring 

instrument in question. In other words, do the statements, questions, or 

indicators - the content of the instrument- adequately represent the property 

being measured?.

Empirical Validity concerns the relationship between a measuring instrument 

and the measurement outcomes. Scientists assume that if a measuring 

instrument is valid, there should be a strong relation between the results 

produced by applying the instrument and the real relationships existing among 

the variables measured. Of the various tests designed to evaluate empirical 

validity, predictive validity is the most widely used. Predictive validity is the 

degree of correlation, known as the correlation coefficient, between the results 

o f a given measurement and an external criterion. The correlation coefficient 

between two sets of measurements is called the validity coefficient.

Construct Validity is established by researchers as relating a measuring 

instrument to a general theoretical framework in order to determine whether the
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instrument is tied to the concepts and theoretical assumptions employed while

measuring.

Faraj (1981; p. 62) considered factorial validity as the best technique when 

designing the questionnaire based on the theoretical framework. Factorial validity 

depends on factor analysis, which is a general description for several specific 

computational techniques. All have the objective of reducing many variables to a more 

manageable number that belong together and have overlapping measurement 

characteristics. Cooper and Emory (1995; p. 538) stated that the predictor-criterion 

relationship that was found in the dependence situation is replaced by a matrix of 

inter-correlations among several variables none of which is viewed as being dependent 

upon another. For example one may have data on a hundred mothers with scores on 

two stress scale items. Factor analysis begins by constructing a new set of variables 

based on the relationship in the correlation matrix. While this can be done in a 

number of ways, the most frequently used approach is principle component analysis. 

This method transforms a set of variables into a new set of composite variables or 

principle components that are not correlated with each other. These linear 

combinations of variables called factors, account for the variance in the data as a 

whole. The best combination makes up the first principle component and is the first 

factor. The second principle component is defined as the best linear combination of 

variables for explaining the variance not accounted for by the first factor. The process 

continues until all the variance is accounted for but as a practical matter, it is usually 

stopped after small number of factors have been extracted. The output o f principal 

components analysis might look like the hypothetical data. In turn three may be a 

third, fourth and kth component, each being the best linear combination of variables 

not account for by previous factors. The purpose of factor analysis is to discern and to
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quantify the dimensions supposed to underlie performance on a variety of tasks. The 

numerical results from a factor study are correlation coefficients between the factor 

and the variables. These correlation coefficients are called loadings. Eigen values are 

the sum of variances of the factor values. When divided by a number of variables an 

Eigen value yields an estimate of the amount of total variance explained by the factor. 

The communalities are estimates of the variance in each variable that is explained by 

more than one factor. Because the unrotated factor loadings are not enlightening, 

there is a need to secure less ambiguous conditions between factors and variables by 

rotation. This procedure can be carried out by either orthogonal or oblique methods,. 

Rotation demonstrate a better solution for the reference axes. “Better” in this case 

means a matrix that makes the factors as pure as possible (each variable loads onto a 

few factors as possible). Interpretation of factor loadings is largely subjective. There 

is no way to calculate the meanings of factors. They are what one sees in them. For 

this reason factor analysis is largely used for exploration. For example it can be used 

to determine the dimensions of the scale. The factors produced by factor analysis can 

be thought of as classifactory axes, with respect to which the tests in a battery can be 

“plotted”. Factor analysis can also be used to test the validity of the standardized 

questionnaires. The questionnaire is considered valid if the items contained therein 

are significantly saturated with the generated factors.

In discussing construct validity Abu Hattab and Sadiq (1991) clarified the 

statement validity, where the questionnaire was administrated on a sample (N=X) and 

analysed. The questionnaire contains items, sub-scale and total. Investigating inter

correlation of the questionnaire shows the items that are significantly correlated with 

each other, with its sub-scales and with the total questionnaire. This procedure will 

indicate which items are not significantly correlated and will therefore be removed.
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The questionnaire will be modified accordingly. Thereafter the questionnaire will be 

re-evaluated accordingly and if the inter-correlations are significant, the questionnaire 

is considered valid.

Reliability is of central concern to social scientists because the measuring 

instruments they employ do not always provide dependable results. Reliability refers 

to the extent to which a measuring instrument contains variable errors, that is, errors 

that appear inconsistently from observation to observation during any one 

measurement attempt or that vary each time a given unit is measured by the same 

instrument. Each measurement consists of two components: a true component and an 

error component. Reliability can therefore be defined as the ratio of the true score 

variance to the total variance in the scores as measured. There are three common ways 

of estimating reliability: the test-retest method, the parallel-forms technique, and the 

split-half method.

Test-Retest Method is derived directly from the conceptual definition of 

reliability. The researcher administers the measuring instrument to the same group of 

persons at two different times, and computes the correlation between the two sets of 

observations (scores). The coefficient that the researcher obtains is the reliability 

estimate. With this method, error is defined as anything that leads a person to get a 

different score on one measurement from the score that person obtained on another 

measurement.

Parallel-Forms Technique depends on developing two parallel versions of a 

measuring instrument. The researcher administers both versions to the same group of 

persons, and then correlates the two sets of measures (scores) to obtain an estimate of 

reliability.
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Split-Half estimates reliability by treating each of two or more parts of a 

measuring instrument as a separate scale. The questionnaire is separated into two sets, 

using the odd-numbered questions for one set and the even-numbered questions for 

the other. Each of the two sets of questions is treated separately and scored 

accordingly. The two sets are then correlated, and this is taken as an estimate of 

reliability.

From the above it can be seen that there are several techniques in conducting 

validity and reliability. Measurements, in general, vary in their validity and reiability.

Regarding the multiplicity of instruments measuring psychological disorders, 

the psychological literature has offered several scales and measures that assess 

behavioural aspects, including behavioural and personality disorders, for example: 

“The Mental Measurements Yearbook” provides information on 1409 measures, 

amongst which there are 350 measures for personality (Mitchell, 1985); “Test in Print 

(TIP)” is a comprehensive bibliographical reference which includes new measures 

published within the Mental Measurements Yearbook (Gay, 1993; pp. 137-197). 

There is also a Guide for Arab Psychological Testing, which provides pertinent 

information on 158 psychological measures. DSM and ICD-10 are also important 

sources o f information describing psychological testing.

Specialized periodicals include abundant information about psychological 

measures, viz. Psychological Abstracts, Journal of Applied Measurement, Journal of 

Counselling Psychology, Journal of Personal Psychology, British Journal of 

Psychology, British Journal of Abnormal Psychology, and etc.

From the above mentioned sources, researchers have been able to obtain a 

detailed/and or brief descriptions on scales relating to the areas of assessment, as well 

as general summary of the measure, assessed fields of behaviour, administration.
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manner of correction, criteria, validity, reliability, etc. The current study mainly 

concentrates on mothers’ stress and psychological symptoms and their children’s 

behavioural problems. There are plenty of scales that measure these aspects. For 

example, “A Practitioner’s Guide on Measures in Post Traumatic Stress Disorder” 

(Turner and Lee, 1998) includes in-depth information about eight measures, which 

are: General Health Questionnaire-28 (GHQ-28), Hospital, Anxiety and Depression 

Scale (HADS), Impact of Event of Scale (IBS), Dissociative Experiences Scale II 

(DIES II), Internalised Shame Scale (ISS), Trauma, Attitudes and Beliefs Scale 

(TABS), Trauma Interview Schedule (TIS), and Clinician-Administered PTSD Scale 

(CAPS).

By far the most common PTSD symptom-focused interview in the literature is 

the Clinician-Administered PTSD Scale (CAPS-1). CAPS-1 includes items that 

assess each of the 17 core DSM-III-R symptoms plus 8 items associated with adult 

PTSD. The CAPS-1 uses clinical ratings based on specific behaviour referents where 

possible; it separates frequency ratings from intensity ratings; and the format can be 

used as a dichotomous or continuous measure of lifetime or baseline severity (Blake, 

et al. (1990). Interviews are conducted with standard prompt questions using a 5-point 

Likert scale; the frequency and intensity ratings are combined to determine presence 

of symptoms, one month duration of symptoms is required to meet DSM-III-R 

criteria, whether in the last month or at some point in the past for a one month 

duration; the entire questionnaire is repeated for historical symptoms.

Preliminary reliability and validity studies were performed as CAPS-1 was 

administered to 25 combat veterans referred to the National Centre for PTSD in 

Boston. Interrater reliability for subscales corresponded to DSM-III-R criteria B, C, 

and D with a diagnostic agreement of 100% consistency for 3 PTSD symptom criteria
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subgroups. Concurrent validity was determined as correlations calculated between 

mean intensity rating of 17 diagnostic items and 3 empirically validated the 

Mississippi scale for Combat Related PTSD, the PTSD subscale of NWI, and the 

Combat Exposure Scales (Blake et al., 1990).

According to Blake et al., (1995) CAPS-1 is reported as having outstanding 

psychometrtic properties. It meets the psychometric and utility standards that an 

adequate measure should (a) correspond with current diagnostic criteria, (b) provide 

both dichotomous and continuous data about each symptom and about the disorder, (c) 

be usable by trained paraprofessionals, and (d) demonstrate adequate reliability and 

validity, (e) include explicit behavioural anchors for rating each PTSD symptom, (f) 

treat symptom severity as a multidimensional construct (frequency and intensity), and 

(g) delineate the time frame for which diagnostic status is being assessed.

There are also disadvantages of the CAPS-1 including the 45 minutes or more 

it can take to administer, the complexity in diagnosis engaged in the frequency- 

intensity rating scheme, and the need for empirically determined rules for precise 

determination of symptom confirmation. Criterion A of the DSM-III-R, the presence 

of recognizable traumatic stressors, is not included in the CAPS-1, though the DIS and 

the SCID do provide questions related to this criterion. They also acknowledge the 

need for caution when using the CAPS-1 for non-combat traumatized populations. 

Regarding the assessment of PTSD, CAPS is one of the most important scales that 

was standardized in the Kuwaiti Society.

Traumatic events result in many psychological forms of personality disorders. 

Psychological literature has offered several scales through which such psychological 

symptoms can be assessed. For example, Hopkins Symptoms Checklist-25 (HSCL- 

25) is a self-report inventory on parameters of anxiety and depression. There are ten
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questions concerning anxiety and fifteen concerning depression. The instrument was 

originally developed as a screening instrument for the psychiatric care of Indochinese 

refugees in the US. Since then the instrument has been applied in other countries 

including Denmark, at the International Rehabilitation and Research Centre for 

Torture Survivors. In Kuwait, it has been applied in connection with screening of 250 

war victims, treated at the Al-Riggae Specialization Centre for Treatment of War 

Victims (Al-Hammadi, et al., 1993:2).

The current study planned to use the HSCL-25, however, it was omitted as it 

contained only two dimensions: depression and anxiety. The Kuwaiti woman’s 

psychological suffering are not just anxiety and depression (see the Kuwait War 

Studies), However, SCL-90-R which measures nine dimensions of mental health and 

at the same time has a high level of validity and reliability, was used instead of 

HSCL-25.

On the other hand the events of the Iraqi occupation affected the attitudes and 

beliefs o f the Kuwaiti society (Al-Deeb, 1993). Brotherhood was a predominant 

factor throughout the history of Kuwait as well as other Arab nations. Kuwait’s 

support of Iraq throughout its war with Iran (1981-1988) is not the only evident fact of 

this brotherhood. There is also an interrelationship through marriages, family 

extensions and businesses that reflected the beliefs and attitudes of brotherhood and 

common interests between the two countries. Due to strong ties and relationships the 

Kuwaitis could not believe the Iraqis could impose such threats and dangers to their 

lives as well as their country. This tragic event had a drastic affect on the attitudes and 

beliefs o f the Kuwaiti people. In fact there are a few scales that assess the attitudes of 

Kuwaiti citizens towards Iraq after the occupation, one of which was designed by Al- 

Deeb (1993). This scale had a high validity of .86 and reliability of .88; however, it
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only investigated the attitude of Kuwaitis towards Iraq, which was expectedly 

displayed as negative. In fact, the Iraqi occupation of Kuwait affected the Kuwaitis’ 

attitudes not only towards Iraq, but also towards principles of Islam as well as 

Arabism in its political, social and religious dimensions. The Trauma, Attitudes and 

Beliefs (TABS) scale qualifies for the measurement and evaluation o f these 

dimensions.

The psychological effects of traumatic events experienced by mothers may be 

reflected in their children’s personalities. Psychological literature contains many 

scales that assess the children’s behavioural problems. The Impact of Events Scales 

(IBS) for Children is administered as a face-to-face form instead of a self-report 

instrument. Basically, however, the child version is very similar to the adult version. 

The lES measures current subjective distress related to specific events. The scale 

consists of 15 questions and has two subscales, which look separately at intrusion and 

avoidance. The intrusion subscale measures the extent to which memories of the 

traumatic event continues to impinge upon the mind. The avoidance subscale 

measures the extent to which the child tries to exclude unpleasant memories from 

consciousness and deliberately tries to avoid getting upset and avoid reminders of the 

event. Together these scales give a total impact of event score and serve as a useful 

indicator of the extent to which a traumatic event is reverberating in the mind. Turner 

and Lee (1998; p. 23) mentioned that one of the main limitations of the IBS is that it 

tends to be hard to apply in settings involving multiple trauma experiences, and found 

that it is considered especially difficult by survivors of organized violence including 

torture. They also state that the IBS could not be used to diagnose PTSD and is 

recommended for use in clinical settings as a measure of symptoms severity or 

symptoms change, e.g., as treatment progresses.
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In comparison with lES, the scales of Rutter A2 and Rutter B were used to 

investigate the children’s behavioural problems in-depth and at the same time gave a 

wider range of such problems that may be due to their mothers stress and 

psychological symptoms, which is the main concern of the current study.

Oda (1987) designed a questionnaire entitled “Identifying Your Children’s 

Problems”. The questionnaire consists of 52 items covering the following 

dimensions: poor coordination and body tonus, unresponsiveness to stimulation, 

pathological use of senses, poor self-care, messiness and sloppiness, prone to 

emotional detachment, inability to delay, social aggression, social isolation, 

inadequate need for independence, anxious-fearful ideation, and impulse ideation.

The reliability of the questionnaire was .87, however, there is no empirical 

validity. Scoring the questionnaire is too complicated. When this questionnaire was 

discussed with experts they asserted that there was obvious interference among the 

assessed dimensions. Some items do not have discriminant efficiencies. In 

comparing “Identifying Your Children’s Problems” questionnaire with Child 

Behaviour Inventory (CBI) the latter has an empirical validity and it covers not only 

mental health problems but also identifies adaptational behaviour. Based on the above, 

the instruments were chosen from a group of scales, which are in line with the study 

objective. Seven scales were used, and were classified into two groups: the first group 

was administered for mothers and the second one was administered for children.

5.2.1 Mothers’ Stress and Disorders Scales

Four scales were used to measure and evaluate the levels of stress and 

psychological symptoms of Kuwaiti mothers after the Iraqi occupation are described 

below:
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5.2.1.1 General Information and Stress Questionnaire (Appendix A)

In order to evaluate the overall circumstances and stressful experiences of the 

Kuwaiti mothers during the Iraqi occupation, the General Information and Stress 

questionnaire was formulated and used. The questionnaire consisted of two main 

parts: (1) General Information, and (2) Stress Scale, which is described below:

General Information Questionnaire

The General Information Questionnaire was divided into three categories 

containing several queries requesting information about the: a) Mother and family, b) 

Pregnancy and the child, and c) Father. A general description of each category is 

given below:

a) Mother and Family

This category consisted of queries related to the mother’s residential 

govemorate, age, level of education, number and gender of children, financial 

status and place of birth during childbirth (inside or outside Kuwait). In 

addition, the professional status and whether the mother suffered from any 

disease during pregnancy, nursing period or prior to the Iraqi occupation.

b) Pregnancy and Child

This part of the questionnaire queries information about the child’s gender, 

date and place of birth, order of pregnancy with other brothers and sisters and 

age at the time of the interview. The child’s weight, height and general health 

at birth, the type of childbirth (normal or caesarean) and whether the mother 

evaluated it as easy, hard or otherwise. Lastly, whether the mother noticed any 

important observations about the child’s character and personality.
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c) Father

The last part of this questionnaire queried information related to the father’s 

name, age, level of education, profession and whether he suffered from any 

illnesses during or after the Iraqi occupation. In addition, the period of time 

spent with the mother during the Iraqi occupation, as well as the father’s 

indirect or direct empathie support and backing. Lastly, the mother’s 

evaluation of the husband’s role during the Iraqi occupation.

Stress Scale

The Stress Scale aims to identify the stressful events experienced by the 

Kuwaiti mothers during the Iraqi occupation, assess the level of mothers’ stress, as 

well as investigate the mother’s stress level in its relation with mother’s psychological 

symptoms and their children’s behavioural problems. Literature related to 

methodology reveals the principles of the construction and administration of 

questionnaires. The foundation of all questionnaires is the questions contained therein. 

Nachmias & Nachmias (1996: p. 250) asserted that the questionnaires must translate 

the research objective into specific questions and the answers to such questions will 

provide the data for testing the hypothesis. The questions must also motivate the 

respondent to provide the information being sought. The major considerations 

involved in formulating questions are their content, structure, format, and sequence.

The content of the stress scale used in the current study concentrates on the 

traumatic conditions to which Kuwaiti mothers were exposed, during the Iraqi 

occupation. Designing the scale begins with illustrating all possible events that the 

Kuwaiti mothers may have experienced during the Iraqi occupation. Information 

about such events was initially obtained through open interviews with mothers and 

citizens who lived in Kuwait during the Iraqi occupation; editorials from daily
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newspapers; official records, and personnel from the Ministry of Interior who are 

responsible for the security of the State. Information from these resources was used to 

formulate the initial questions of the stress scale, which included the following:

The extent of psychological stress and disturbance experienced during the 

occupation.

Whether the mother was subjected to sexual abuse during the Iraqi occupation. 

Whether any of the mother’s family members subjected to sexual abuse during 

the Iraqi occupation.

Whether the mother was subjected to sexual harassment during the Iraqi 

occupation.

Whether any of the mother’s family members’ were subjected to sexual 

harassment during the Iraqi occupation.

Whether the mother was robbed during the Iraqi occupation.

Whether any of the mother’s family members’ were robbed during the Iraqi 

occupation.

Whether the the mother was forced to hide her personal belongings (money and 

jewellery) due to the fear of being robbed during the Iraqi occupation.

Whether the mother heard about the sexual abuse experiences of others during 

the Iraqi occupation.

Whether the mother was frequently subjected to the sounds of bombing, raids, 

etc. during the Iraqi occupation.

Whether the mother witnessed torture of others during the Iraqi occupation. 

Ideation of dangers that are a menace to personal safety.

Ideation of dangers that are a menace to the lives of loved ones, relatives or 

properties.
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Experience of real situations that are a menace to personal safety.

Change of residence due to fear or anxiety caused by the Iraqi occupation. 

Bearing additional burdens due to the existing conditions caused by the Iraqi 

occupation.

Lack or weakness of social support.

Martyrdom of a relative or a loved one.

Detention/imprisonment of a relative or a loved one.

Torture of a relative or a loved one.

Occupying forces chased or searched for a relative to have him/her arrested.

The above mentioned items constituted the initial form of the stress scale 

which was piloted by two methods: (1) Five scholars in the field of psychology 

evaluated the scale to ascertain whether the items actually measured the stressful 

events that the Kuwaiti mothers may have experienced, during the Iraqi occupation. 

(2) Piloting the scale on 9 Kuwaiti mothers from the study sample investigated the 

accuracy and clarity of the questions as well as language.

According to the expert scholars, items of sexual abuse had a very low value or 

no value at all and stated that the Kuwaiti mothers would not give honest replies 

because of cultural and religious factors. This statement was confirmed through the 

mothers’ negative responses to the following:

Whether the mother was subjected to sexual abuse during the Iraqi occupation. 

Whether the mother’s family were subjected to sexual abuse during the Iraqi 

occupation.

Whether the mother was subjected to sexual harassment during the Iraqi 

occupation.
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Whether the mother’s family were subjected to sexual harassment during the 

Iraqi occupation.

They also responded negatively to the following:

Whether the mother was robbed during the Iraqi occupation.

Whether the mother’s family were robbed during the Iraqi occupation.

Whether the mother witnessed torture of others during the Iraqi occupation.

At the same time, the entire group of 9 women responded with a ‘Yes’ to the 

following items:

If  the mother was forced to hide her personal belongings (money & jewellery) 

due to fear of being robbed during the Iraqi occupation.

If the mother heard about the sexual abuse experiences of others during the 

Iraqi occupation.

If the mother was frequently subjected to the sounds of bombing, raids, etc. 

during the Iraqi occupation.

Items to which the entire group responded with a ‘Yes’ or ‘No’ were deleted, 

therefore, making the scale smaller (11 items). It was re-phrased, re-numbered and re

formatted. The scale was reviewed again in its final form, which included the 

following items:

The extent o f psychological stress and disturbance felt during the occupation. 

Ideation of dangers that are a menace to personal safety.

Ideation of dangers that are a menace to beloved ones and relatives lives or 

properties.

Experience of real situations that are a menace to personal safety.

Change of residence due to fear or anxiety caused by the Iraqi occupation.
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Bearing additional burdens due to the existing conditions caused by the Iraqi

occupation.

Lack or weakness of social support.

Martyrdom of a relative or a loved one.

Detention/imprisonment of a relative or a loved one.

Torture of a relative or a loved one.

Occupying forces chased or searched for a relative to have him/her arrested. 

Scoring the Stress Scale

Since coding is the process by which responses are classified into meaningful 

categories, the initial rule of coding is that the numbers assigned must make intuitive 

sense. Higher scores on a variable should be assigned higher codes than lower scores. 

However, for some variables (nominal ones), by definition there is no intuitively 

pleasing rationale for assigning numbers. Someone with a gender of 2 (female) does 

not have more gender than one with 1 (male) (Nachmias & Nachmias, 1996, p. 336).

Considering the scientific principles of scoring, the stress scale was coded and 

scored. It is worth mentioning that the numbers of responses vary from question to 

question. There are some questions having two responses (Yes or No) and others 

having three responses (None, little and too much). Higher scores were assigned to 

the responses which indicated high stress. For example, “to what extent of the stress 

and disturbance did you feel during the Iraqi occupation?” This question had three 

responses (None, little and too much). The response ‘None’ takes the score 0, ‘little’ 

takes the score of “ 1” a n d ‘too much’ the score of “2”. In another question, “did you 

change your residence more than once during the invasion as a result of fear and 

anxiety ?” This question had two responses (Yes or No). The response ‘yes’ takes the 

score of “ 1” and ‘N o’ takes the score of “0”.
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The total score of the stress scale is 15. The mother’s score, on the scale was 

determined according to responses chosen in the scale. A high score indicated that 

the mothers have more stress and vice versa. Upon administering the stress scale, a 

mother was classified into one of three categories, based on their scores:

Low stress level: Mothers who scored five points or lower.

Medium stress level: Mothers who scored between six and ten points.

High stress level: Mothers who scored eleven points and more.

In accordance with the above, mothers’ stress level is an ordinal variable and 

its scoring depends on the raw score, and not the standard score which could be used 

in utilizing the normal curve to evaluate the proportion of observation included within 

a desired interval. In this case, the raw scores are converted to standard deviation 

units to use the table, which reports areas under the normal curve. However, the 

current study did not use this scoring system as it aims to classify mothers with “low”, 

“medium” or “high” stress levels and to identify if their children’s behavioural 

problems vary accordingly.

Validation o f  the Stress Scale

The stress scale was validated by using content validity. In applying content 

validity, face validity and sampling validity were used. Each question was reviewed 

carefully with significance to the stress that the Kuwaiti mothers may have 

experienced during the Iraqi occupation. Five psychological scholars were consulted. 

In validating the stress scale only the items which were acceptable to all of the five 

psychologists were retained. In other words, if one of the five did not agree to a 

question, it was deleted. In applying the sampling validity, the questions were 

reviewed to ensure that they covered the aspects of stressful experiences (feelings of 

stress; ideation of danger; threatening situations; change of residence; bearing
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additional burdens; lack of social support; martyrdom of loved one; detention of a 

loved one; torture of a loved one, and harassment by the occupying forces) that 

required measuring.

The scale included open-ended questions to obtain additional information about 

stressful circumstances that Kuwaiti mothers may have experienced during the Iraqi 

occupation. These questions clarified the following:

Real threatening situations that Kuwaiti mothers may have experienced during 

the invasion.

The situations under which the Kuwaiti mothers were forced to change their 

residence during the invasion.

Who helped the Kuwait mothers during their pregnancy?

The Kuwaiti mother’s family members or close relatives who have been 

tortured, martyred or imprisoned.

The traumatic events that the Kuwaiti mother or child may have experienced 

after the Iraqi occupation.

Whether the Kuwaiti mother’s family experienced difficulties or crisis after the 

Iraqi occupation.

The changes or disorders that the Kuwaiti mother noticed in her child or 

husband after the Iraqi occupation.

The open-ended questions are not included in the score and are only a means 

of having a better understanding of the familial circumstances.

5.2.1.2 Clinicians Administered PTSD Scale (CAPS-1) (Blake et al, 1990) 

(Appendix B)

This clinician-administered instrument provides a method to evaluate the 

frequency and intensity of individual symptoms, as well as the impact of the
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symptoms on social and occupational functioning, the validity of the ratings obtained, 

and the overall intensity of the symptoms. It is a face-to-face administered scale.

The time frame for each symptom is one month. Each question is divided into 

two parts: the frequency of a specific symptom and the intensity with which the 

symptom is experienced. A frequency rating of (1) or greater and an intensity rating of 

(2) or greater reflect significant disorders with a particular symptom, and should be 

considered a symptom endorsement. This symptom then can be counted toward the 

required total for a given criterion (i.e., one symptom for criterion B, three for 

criterion C, two for criterion D). It must be clear that any symptom should be present 

in the patient after and not before the trauma. If the patient meets the PTSD diagnostic 

criteria for the past month, he/she will automatically meet the criteria for a lifetime 

diagnosis. The questions assess symptoms according to DSM -III-R (APA, 1987) 

criteria for the diagnosis of PTSD, and are divided into three parts (B, C, and D) 

corresponding to the DSM -III-R criteria of intrusion, avoidance and arousal,

i) The traumatic event is persistently re-experienced in, at least, one of the 

following ways.

- Recurrent and intrusive distressing recollections of the event (in young 

children, repetitive play in which themes or aspects of the trauma are 

expressed).

- Intense psychological distress, at exposure to events that symbolise or 

resemble an aspect of the traumatic event, including anniversaries of the 

trauma.

- Recurrent distressing dreams of the events.

- Sudden acting or feeling as if the traumatic events were recurring (includes a 

sense of reliving the experience, illusions, hallucinations, and dissociative
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(flashback) episodes, even those that occur upon awakening or when 

intoxicated).

ii) Persistent avoidance of stimuli associated with the trauma or numbing of 

general responsiveness (not present before the trauma), as indicated by at least 

three of the following;

- Efforts to avoid thoughts or feelings associated with the trauma.

- marriage, children, or a long life.

iii) Persistent symptoms of increased arousal (not present before the trauma), as 

indicated by at least two of the following:

- Difficulty falling or staying asleep.

- Irritability or outbursts of anger.

- Difficulty concentrating.

- Hyper-vigilance.

- Exaggerated startle response.

- Physiological reactivity upon exposure to events that symbolise or resemble 

an aspect of the traumatic events (e.g., a woman who was raped in an elevator 

breaks out in sweat when entering any elevator).

In the current study, the CAPS-1 scale was used to meet the above mentioned 

criteria, as follows:

The seventeen questions have been further sub-grouped into three subsections. 

Each section represents a PTSD criteria as follows:

a) Criterion B: RE-EXPERIENCE. Questions 1 to 4 (total 4 questions).

b) Criterion C: AVOIDANCE. Questions 5 to 11 (total 7 questions)

c) Criterion D: AROUSAL. Question 12 to 17 (total 6 questions).
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The scoring of the questionnaire are:

0 : none

1 : Mild minimal distress

2 : Moderate distress clearly present but manageable

3 : Severe -  considerable distress moderate discomfort

4 : Extreme overwhelming or handicapping distress.

Each question is scored with respect to frequency and intensity. The answer is 

considered a symptom if two criterion are fulfilled, frequency = 1 or more 

and intensity = 2 or more.

Within the subsections B, C, D it is possible to differentiate between current 

symptoms that have been presented during the last week and the lifetime 

symptoms that have been presented during the last month, or more. A 

diagnosis of PTSD was given as follows:

Current diagnosis: if symptoms were present within one month;

Lifetime diagnosis: if the symptoms have been present before one month. 

A diagnosis of PTSD is given if all the following is present:

Section B: 1 symptom 

Section C: 3 symptoms 

Section D: 2 symptoms 

The results PTSD 1= Yes, 2 = No.

These variables in creating the master file have been named as follows:

- PTC1_FR TO PTC17_ FR (Frequency Variables of CURRENT PTSD)

- PTC1_IN TO PTC 17 _IN (Intensity Variables of CURRENT PTSD)

- PTL1_FR TO PTL17_ FR (Frequency Variables of LIFETIME PTSD)

- PTL1_IN TO PTL17_IN (Intensity Variables of LIFETIME PTSD)
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Three new variables have been created as follows:

- C_PTSD: shows the CURRENT PTSD

- L_PTSD: shows the LIFETIME PTSD

- PTSD: shows either CURRENT or LIFETIME PTSD

The C PTSD, L PTSD has two values:

1 Represents: YES PTSD, 0 Represents: NO PTSD

The PTSD variable has two values:

1 represents: either current or lifetime PTSD, 0 represents: no PTSD.

Accordingly, the study sample was classified into two categories: a) Kuwaiti 

mothers with PTSD (current or lifetime), and b) Kuwaiti mothers without PTSD. The 

cchildren’s behavioural problems are investigated based on the prevalence/non

prevalence of PTSD in their mothers. In other words do the children’s behavioural 

problems vary according to the prevalence of their mothers’ PTSD?

5.2.1.3 Symptom Checklist-90-Revised (SCL-90-R) (Derogatis, 1983) (Appendix 

C)

SCL-90-R, is a multi-dimensional self-report inventory which provides an 

assessment of mental health status. It was designed to reflect psychopathology in nine 

primary-symptom dimensions constituting the psychological state. This scale has 

enjoyed widespread use as a self-report symptom inventory. It has been used as both 

a screening device and an outcome measure across a broad-spectrum of clinical and 

research contexts. The scale includes ninety which covers nine main dimensions: 

somatisation, obsessive compulsive, interpersonal sensitivity, depression, anxiety, 

hostility, phobic anxiety, paranoid ideation, and psychoticism

Derogatis (1983) discussed the validity and reliability of the SCL-90-R scale. 

Using several standardization techniques, SCL-90-R was approved as a reliable and
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valid scale. The validity of SCL-90-R was asserted through using internal structure, 

factorial invariance and convergent-discriminate. From several studies the data 

demonstrates that the hypothetical symptom constructs of the SCL-90-R can be 

recovered from real clinical data, and further, that these empirical measures correlate 

well with established and accepted external criterion measures. SCL-90-R also 

showed high validity with the dimensions constituting the HSCL. There are also 

acceptable levels of invariance for all the nine symptom dimensions of the SCL-90-R 

across the parameter of gender, and high levels of agreement (.60-.85) between males' 

and females' structural definitions on eight of the nine dimensions, with a moderate 

level of agreement (.51) on the ninth (PAR).

SCL-90-R illustrated highly acceptable levels of convergent-discriminate 

validity and also had the highest correlations with the Mississippi Multiple Personality 

Inventory (MMPI).

Derogatis (1983;p.34) mentioned some recent studies comparing the 

performance of SCL-90-R with other standardized scales. These studies concluded 

that both SCL-90-R and General Health Questionnaire (GHQ-28) showed good 

convergent and discriminate validity. In addition, that because of its relative brevity, 

the GHQ-28 may be the preferred screening instrument but recommended the SCL- 

90-R as a superior multidimensional measure of psychopathology and as a preferable 

anxiety dimension. The studies also showed that SCL-90-R and the Young Adult Self 

Report (YASR) essentially performed equally well, with both substantially 

outperforming the GHQ-28 across the range of the ROC screening curve.

The SCL-90-R scale scored a high internal consistency where the Alpha value 

reached 0.97, which is the highest value reached in all the scales used in the present
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study. SCL-90-R was used in the current study to assess mothers’ psychological 

symptoms. After data collection, the scale was corrected and analysed as follows:

Each item of SCL-90-R has five responses, which are: "extremely", "quite a 

bit", "moderately", "a little bit” and “not at all". These responses are given the values 

of "4", "3", "2", 1", and "0", respectively. The items of the scale covered 9 main 

dimensions, as follows:

SOM (Somatisation): Items involved are: 1,4, 12, 27, 40, 42, 48,49, 52, 53, 56, 

58.

0-C  (Obsessive Compulsive): Items involved are: 3, 9, 10, 28, 38, 45, 46, 51, 

55, 65

1-S (Interpersonal Sensitivity): Items involved are: 6, 21, 34, 36, 37, 41, 61, 

69, 73

DEP (Depression): Items involved are: 5, 14, 15, 20, 22, 26, 29, 30, 31, 32, 54, 

71,79

ANX (Anxiety): Items involved are: 2, 17, 23, 33, 39, 57, 72, 78, 80, 86.

HOS (Hostility): Items involved are: 11, 24, 63, 67, 74, 81

PHOB ( Phobic Anxiety): Items involved are: 13, 25, 47, 50, 70, 75, 82.

PAR (Paranoid Ideation): Items involved are 8, 18, 43, 68, 76, 83 

PSY (Psychotism): Items involved are 7,16, 35, 62, 77, 84, 85, 87, 88, 90 

These dimensions were coded from “ 1” to “9” respectively.

GLOBAL INDICES: There are three global indices of distress associated with the 

SCL-90-R, which are: Global severity index (GSI), Positive symptoms distress 

(PSDI), and Positive symptom total (PST).

The calculation of the above new variables of SCL-90-R is based on the 

following special way of computation. Raw scores are derived by first summing the
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values (0-4) for the item responses in each of the nine symptom dimensions. The sum 

for each symptom dimension is then divided by the number of endorsed items in that 

dimension (for example somatization has 12 items and the client has responded to 

only 11 items, the sum should thenbe divided by 11 and not by 12).

Calculating the GSI is computed by first summing the scores on the nine 

symptoms dimensions and the additional items. The sum is then divided by the total 

number of responses ( i.e. 90 if there are no missing cases). The PST is derived by 

counting the number of items endorsed with a positive (NONZERO) response. The 

PSDI is calculated by dividing the sum of all item values by the PST. From the above 

nine primary symptom dimensions, a new set of nine primary symptom dimensions 

has also been created, which are: SOMl, 0C1,IS1, DEP I, ANXl, HOS I, PHOBl, 

PARI, PSY. The basic calculation in creating these new variables was done by 

recoding the variables with their new values, then if any value of the variable lies 

within the mean + standard deviation) has been recoded as 1 and labelled as “mild”. 

Any value of the variable if it is above the mean + standard deviation, has been 

recoded as 2 and labelled as “severe”

Accordingly, the study sample was classified into two categories: a) Kuwaiti 

mothers with severe symptoms and Kuwaiti mothers with mild symptoms. The 

children’s behavioural problems were investigated based on the severity or mildness 

of their mother’s symptoms.

5.2.1.4 Trauma, Attitudes and Beliefs Scale (TABS) (Appendix D)

The trauma, attitudes and beliefs (TABS) scale, which was designed by Turner 

and Lee is presented as a questionnaire where the patient is asked to respond to a list 

of reactions reported by some people after traumatic events. They are asked to 

indicate whether a reaction applies not at all, a little, quite a lot, or a great deal to them
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(Turner and Lee, 1998; p. 51). The scale included nine items, each of which had four 

of the above responses. The value of these responses are (zero), (1), (2), (3). A zero 

response indicated that the item did not apply, while the other responses indicated the 

degree of application, reaching its peak at (3), which indicates the highest level. On 

this basis, total score of the scale is (27) points.

The TABS scale was not standardised (Turner and Lee, 1998; p.51). It was, 

therefore, translated into Arabic and tested on some of the Kuwaiti mothers who were 

included in the study sample. Some modifications were carried out to clarify the 

meanings of the items and given to five Arab psychological experts for comments, and 

thereafter finally modified. Alpha coefficient for TABS was (.77). TABS was used in 

the current study to investigate the change in the mother’s attitudes and beliefs. 

Accordingly, TABS the study sample was classified into two groups:

Mothers whose attitudes and beliefs are affected were those who scored 13.5 or 

more. 13.5 constitutes 50% of the total score. This implies that the mothers 

chose the responses “quite a lot” or “a great deal”, which have a quantitative 

value of “2” and “3” respectively.

Mothers whose attitudes and beliefs are unaffected were those who scored less 

than 13.5, i.e. mothers with less than 50% of the total score. This implies that 

mothers chose the response “not at all” or “a little” the quantitative value for 

which is “0” and “ 1” respectively.

Accordingly, the study sample was classified into two categories those mothers 

whose attitudes and beliefs were affected and those mothers whose attitudes and 

beliefs were unaffected. The children’s behavioural problems are investigated based 

on whether the mothers attitudes and beliefs were affected or unaffected.

The mothers’ stress and psychological symptoms were evaluated using the
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above scales.

5.2.2 Children’s Behavioural Problems Questionnaires

Three scales were used to identify behavioural problems of children: a) Rutter A2 

scale, b) Rutter B scale, and c) Child Behaviour Inventory (CBI).

While the first scale (Rutter A2) identified the behaviour of the children based 

on the mother’s input, the second scale (Rutter B) measured the types of psychological 

disorders through the teachers’ evaluation. The CBI scale included two main parts: a) 

mental health problems (depression, anxiety and hostility), and b) adaptional 

behaviour (planful and prosocial behaviours). The following is a detailed explanation 

o f the children’s scales:

5.2.2.1 Rutter A2 scale (Rutter et al., 1970) (Appendix E)

It is one of the scales used to identify children’s pathological behaviour 

disorder and includes thirty-one items, eight of which are related to health disorders, 

while five are related to habits and eighteen related to behaviour. Some items’ points 

are not calculated in the total score, but they provided additional information about the 

status and its use in the categorisation (Rutter et al., 1970). The total scale score arises 

between (0) and (62). The score for each item is between zero and two points.

A zero score indicates that the problem either exists within a normal degree or 

does not exist at all. A one-point score means that the problem exists in not so acute a 

manner, while a two-point score means that the problem is severe. The mothers, 

based on the observation of their child’s behaviour, complete the questionnaire data. 

Disorders are indicated if the child scores 13 or more, and is categorised as neurotic, 

antisocial or undifferentiated. More precise distinction of the child’s existing 

disorders can be reached in the framework of these three categories, through 

comparison of their total scores obtained from particular items in the scale.
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The scale is known to have a high validity and reliability through piloting 

conducted by Rutter et al., (1975) as well as Berger (1992), on a sample of children 

between 6 and 16 years. The Rutter A2 scale also has a high validity and reliability in 

the studies conducted in other countries. Allodi (1989) found the Rutter A2 scale to 

be highly valid and reliable in different environments, especially in third world 

countries and immigrants who live in industrial societies.

The scale was also administered on Kuwaiti children to assess behavioural 

problems that may have developed due to the Iraqi occupation, in a study conducted 

by Al-Hammadi et al., (1993:2). The researcher has also used the scale in the present 

study, after validating its reliability, when the alpha factor reached 80%, for the 

children who were divided into two main categories:

i) First category: Children with normal behaviour who scored less than 13 points.

ii) Second category: Children with pathological behaviour who scored 13 points 

or more, were further categorised into three groups:

First group: Children with neurotic behaviour

Second group: Children with antisocial behaviour

Third group: Children with undifferentiated behaviour, i.e., problematic

behaviours that cannot be diagnosed as neurotic or antisocial.

Children can be categorised within one of these three groups, based on partial 

scores for neurotic as well as antisocial behaviours. If the former is higher than the 

latter, the child will be categorised in the neurotic group. If the latter is higher than the 

former, the child will be categorised in the antisocial group. If the two scores of the 

child are equal for both the neurotic and antisocial items, the child will be categorised 

under the undifferentiated group.
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The Rutter A2 scale outcome was used in this study through identification of 

children’s behavioural patterns and based on the differences among these behavioural 

patterns according to the variables of stress and mothers’ psychological symptoms.

5.2.2.2 Rutter B scale (Appendix F)

This scale is also one of the validated scales used in identifying children’s 

psychological disorders (SDO documents). The scale consists of 26 items, each of 

which has three responses graded as (0), (1) and (2) indicating as follows:

(0): the item does not apply

(1): the item applies poorly

(2): that the item has an exact application for the child.

The total score of the scale is (52) points and the child is considered as having 

behavioural problems when he/she scores (9) points and more. The researcher also 

conducted an authentic reliability of the scale and the alpha value factor reached 

(0.85). In the current study, the Rutter B scale was completed by the teacher of each 

child. The scale was administered under two categories:

i) First category: Normal children who scored less than (9) points.

ii) Second category: Children with behavioural problems who received (9) points 

and more, were classified into three groups based on their earned points for 

emotional as well as conduct disorder items, as follows:

First group: children with emotional disorders who have a higher score 

for such items than the conduct disorders items.

Second group: children with conduct disorders and who have a higher 

score for such items than the emotional disorders items.

Third group: children with undifferentiated disorders with similar scores 

for both emotional and conduct disorder items.
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The outcome of the Rutter B scale was used in this current study to identify the 

existence of various types of behavioural problems in children and their differences, 

based on the variables of their mothers’ stress and psychological symptoms.

S.2.2.3 Child Behaviour Inventory (CBI) (Appendix G)

The CBI scale was designed to assess children’s behavioural symptomatology 

following the experiences of the traumatic events of war (Macksoud et al., 1990: cited 

in: Al-Hammadi et al., 1993:2). The English version has (43) questions. The scale has 

been translated into Arabic, Spanish and Portuguese, and has been adapted for use in 

Lebanon, El Salvador, Mozambique and Kuwait. The Kuwaiti version, of (42) items, 

was used for a study of (250) Kuwaiti school children. Before its use in Kuwait, the 

CBI was pilot-tested to assess the meaning and relevance of the questionnaire items 

for Kuwaiti children. The Kuwaiti CBI was designed for rating by parents/caretakers 

of the children.

The behavioural symptomatology was categorised under five domains: 

hostility, depression, anxiety, pro-social, and planful behaviour. Each domain is 

represented by a set of questions that inquire about the child’s behaviour at the time, 

or six months prior to the assessment. The five domains were subdivided under two 

main headings: 1) mental health symptoms of hostility, depression and anxiety, and 2) 

adaptation outcomes of pro-social and planful behaviour.

The Kuwaiti CBI scale consists of (42) questions each of which is scored on a 

four-alternative, forced-choice, format rating from 0=never through l=rarely and 2= 

sometimes, to 3 =always. The rating standards of CBI questions can yield a total score 

in the range of (0) to (126) points. Furthermore, a mental health score of (0) to (72) 

points can be obtained by adding the response ratings on the depression scale (9 

items), the hostility scale (9 items), and the anxiety scale (6 items). Similarly, adding

149



the ratings of pro-social scale (9 items) and the planful behaviour scale (9 items) can 

obtain an adaptional outcome score, within a range of (0) to (54) points.

With the exception of the anxiety sub-scale, each of the other sub-scales (i.e., 

depression, hostility, pro-social behaviour, and planful behaviour) can yield a 

maximum score of (27) points. The anxiety sub-scale can be rated for a maximum 

score o f (18) points.

These are not fixed standards for assessment of function on this scale; the data 

from a Kuwaiti study by Macksoud and Nazar (1993) was analysed by using 

regression analysis to determine the relationship among the demographic variables 

and the developmental outcome variables, i.e. PTSD, mental health symptoms and 

adaptional outcomes. The results showed that the number of war events, types of war 

experiences, family resources and national identity were related to PTSD, mental 

health and adaptional outcome. Those who were exposed to several war-related 

events were more likely to report more mental health symptoms as well as PTSD.

In the current study, the CBI has been used through the two scales e.g., the 

mental health scale and adaptional behavioural scale, both of which have their own

significance, as follows;

i) Mental health scale

The child’s mental health is categorised as being mild or severe based on the

score for items related to depression, hostility and anxiety.

ii) Adaptional behaviour scale

This scale includes two dimensions: planful behaviour and pro-social

behaviour. If the score related to these two dimensions are (54) and (27) 

respectively, then a high score for the adaptional behaviour items is a positive 

indicator of mental health and vice versa. In the current study a confirmed
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reliability test was performed for the children’s behavioural scale where the 

alpha factor value reached (0.81). The scale was completed by each mother of 

the sample children, who chose the responses applicable to her child, in 

relation to the study.

From the above, the importance of CBI is evident in identifying the nature of 

the child’s psychological state concerning depression, hostility and anxiety, as 

well as its severity and whether the mother’s stress and psychological symptom 

variables affect this state. The same logic concerns adaptional behaviour. 

Does the child’s score differ for the behavioural items according to the 

difference in the stress level and psychological symptoms of the mother?

5.3 Research Sample

This study was conducted on a randomly selected sample of (151) Kuwaiti 

children and their mothers. The subject means a child and his/her mother, therefore, 

(151) children and (151) mothers. It is clear that the formation of the sample goes in 

line with the study objective, which is to investigate behavioural problems in Kuwaiti 

children in terms of the relations to the stress and psychological symptoms 

experienced by mothers during the Iraqi occupation.

On the other hand the Iraqi occupation occurred during a specific period (2 

August 1990-26 February 1991), and the true understanding of the trauma of the Iraqi 

occupation on both mothers and their children’s behaviour required a sample that 

included children who were bom before the Iraqi occupation (peace period), others 

who were bom immediately after (liberation period), and those bom during the Iraqi 

occupation (occupation period). Objectivity required a comparison between these 

three categories to obtain a clear outcome regarding the influence of the Iraqi 

occupation -  as a stressful experience - on Kuwaiti children and their mothers.
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Choosing the study sample was based on these criteria, and made randomly as 

follows:

5.3.1 Study Population

The study population consisted of all the Kuwaiti children bom during the 

period from December 1989 to 31s October 1991, and referred to as “the Study 

Birth Period”. Based on the complete lists of births, (33454) Kuwaiti children were 

bom in the indicated period (Public Authority for Civil Information, 1996) and 

distributed according to birth month and gender, are shown in Table 1, on the 

following page.
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Table 1: Distribution of Kuwaiti children born during the period
1/12/1989 -  31/10/1991, accord ing to birth month and gender

M onth/Y ear of birth Male Female Total

1989/12 805 778 1583

1990/01 764 721 1467

1990/02 716 685 1401

1990/03 825 779 1604

1990/04 729 713 1442

1990/05 762 804 1566

1990/06 795 730 1525

1990/07 819 749 1568

1990/08 843 765 1608

1990/09 791 806 1597

1990/10 842 839 1681

1990/11 828 800 1628

1990/12 770 790 1560

1991/01 798 734 1532

1991/02 710 644 1354

1991/03 783 752 1535

1991/04 656 692 1348

1991/05 602 544 1146

1991/06 582 559 1141

1991/07 679 616 1295

1991/08 650 683 1333

1991/09 637 676 1313

1991/10 596 613 1209

Total 16982 16472 33454

Source: Public Authority fo r  Civil Information (PAG!)
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The number of children for each period (peace, occupation and liberation) the 

Iraqi occupation is tabulated in Table 2.

Table 2: Distribution of research sample children according to

Period No. o f births Total
M ale Female

Peace : 1 December 1989 - 1 August 1990 6215 5959 12174

Occupation: 2 August 1990- 25 February 1991 6365 6130 12495

Liberation : 26 February -  3 f* October 1991 4402 4383 8785

Total 16982 16472 33454

5.3.2 Sample Selection

There was need for a precise and comprehensive sampling frame, which 

included all the children bom during the three periods. The sampling frame was 

obtained from the Public Authority for Civil Information. The officials in the 

authority, through official communication (written and verbal) supplied complete lists 

of Kuwaiti children with names of those bom in the three indicated periods:

i) Peace period: December 1989 to August 1990 (before the occupation).

ii) Occupation period: 2"  ̂ August 1990 to 25^ Febmary 1991 (during the

occupation).

iii) Liberation period: 26^ Febmary 1991 to October 1991 (after the

occupation).

These lists included the children’s names in serial order, gender, family 

address, telephone number and Civil ID number. All the children listed had Kuwaiti 

mothers and fathers.

By using tables of random sampling (El-Sayed 1985; pp.61-63) and matching
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random sampling, and divided equally (approximately) according to the periods. 

Therefore, a total number of 413 children were randomly chosen (peace: 1-143; 

occupation: 144-269, and liberation: 270-413). For each month (over a period of 

twenty three months), 18 children (eight or nine from each gender) were randomly 

chosen from the list. Using the tables of random sampling again, 150 numbers were 

chosen, which were divided equally into three groups of 50 each. The names of 

children assigned to the same numbers that were chosen were taken from the list, as 

the research sample.

During the selection process, the mothers of the chosen children were 

contacted by telephone to obtain approval for participation in the investigation; the 

reasons for conducting the interview were explained; how to meet both the concerned 

mother and the child, as well as other procedures were part of the discussion. In case 

the family could not be reached or a mother refused to participate, the next child was 

chosen randomly from the list. This procedure was followed until the required study 

sample number of (50) was reached for each time period, with one addition for the 

first period. This single addition was the result of a mother’s reluctance to have her 

child participate in the study. The final count was 51 subjects for the peace period 

after the reluctant mother agreed to participate, therefore making the total sample of 

151. Table 3, on the following page, presents the sample’s demographic variables.
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Table 3: Study sample distribution according to demographic variables

Demographic Variables Number Percentage

RESIDENTIAL GOVERNORATE
Capital 46 30.5
Hawalli 46 30.5
Farwania 33 21.8
Jahra 15 9.9
Ahmadi 11 7.3

Family Income (Monthly)
Less than KD 800 45 29.8
KD 8 0 0 -  1500 71 47
More than KD 1500 35 23.2

Mother’s Educational Level
Medium and lower 33 21.9
Above medium 63 41.7
University level and above 55 36.4

Mother’s Age
From 16 to 23 years 75 49.7
Above 23 years 76 50.3

Mother’s Occupation
Working 52 34.4
Not working 99 65.6

Gender (Child)
Male 70 46.4
Female 81 53.6

Birth Order (Child)
First 60 39.73
Second 59 39.07
Third or more 32 21.2

5.4 Data Collection

The researcher conducted a pilot study, for nine mothers whose children were 

bom during the Iraqi occupation to identify their levels of trauma, and six of the cases 

are described in Appendix I. The researcher carried out the first 50 interviews in all 

the three periods, distributed over all the residential govemorates o f Kuwait on a 

random basis. Each mother on the list was telephoned to make an appointment, after 

briefly explaining the aim of the study and her participation in the interview. At the 

time of the interview, an Informed Consent (Appendix H) was obtained from the
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mother. The scales were applied through individual interviews with mothers. Part of 

the interview was conducted with the mother and her child, to ensure that the child 

could communicate the necessary information. The researcher spent about ten minutes 

interviewing both mother and child together, to ensure that the sample child was 

affected due to the traumas experienced by the mother. The child was requested to 

draw a picture related to the Iraqi occupation. Some of the drawings are displayed in 

Appendix J. Each interview consisted of one session and the period of data collection 

was spread over three phases: (a) 15 January to 28 February 1997; (b) 30 June to 31 

August 1997, and (c) 31 November to 31 December, 1997. When holding the 

interviews, suitable time was initially taken to gain the mother’s trust. The scales were 

reviewed after each interview with the interviewees to ensure that all the relevant data 

was completed.

Interviews were also conducted for the teachers. The researcher therefore 

visited the teachers at their schools and through the interviews collected the relevant 

information about the child (Rutter B scale) as well as some behavioural information 

of the child from the teacher’s perception.

The remaining samples (101) were collected with the assistance of a group of 

well-trained social workers sufficiently qualified in carrying out interviews and 

applying scales. They were given an overall description of the study objectives and 

provided with the required information and documentation related to the study. The 

researcher explained the items listed in the questionnaire as well as the procedures. 

The social worker accompanied the researcher to witness how the interview was 

conducted with the mother. Thereafter the researcher accompanied the social worker 

on her first interview, to observe her performance and ensure that the interview was 

being conducted as required. The researcher reviewed the data input related to all the
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scales. In the case of any missing information, the researcher approached the mother 

again and requested the pertinent information for completion of the data input,

5.5 Data Entry and Analysis

There are considerations in choosing a formal statistical test. Kinnear and 

Gray (1997; p. 106) mentioned these considerations are the research question, the 

nature of data and the plan or design of the research.

In order to measure the phenomena, it is essential to transfer the research 

question into statistical terms. The statistical terms differs from one research question 

to another. Regarding the nature of the data, the choice of a specific test depends on 

the nature of data set. There are three kinds of data: interval data, which are 

measurements on an independent scale with units; ordinal data, consisting of ranks, of 

assignments to ordered categories, or of sequencing information, and nominal or 

categorical data, which are records of qualitative category membership.

Strictly, only the first category contains “measurements”, in the familiar sense 

of the term; although the first and second categories both refer to quantitative

variables. While all data are numerical, in the sense that even the categories making 

up a qualitative variable may be assigned arbitrary code numbers, a nominal datum is 

merely a label, not an expression of the degree to which the attribute is possessed. 

Different statistics are appropriate for descriptions of the three types of data; and the 

corresponding formal tests are also different.

Another important aspect of a data set is the number of measured variables. If 

a data set comprises measurements on only one variable (e.g., gender), data are

univariate. If, on the other hand, subjects are measured on two variables (e.g. gender 

and birth order), the data are bivariate. If there are three or more variables, the data 

are multivariate (gender, birth order and age).
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The third consideration in the choice of statistical tests is the plan or design of 

the research (number of samples, independent versus related samples, between and 

within subject factors). For example, if we have a set of data comprising two or more 

samples from a one-factor experiment, in the simplest case there are two samples, but 

in principle there can be any number of samples provided each sample was obtained 

under one of a single set of related conditions or categories, that is from an experiment 

(or study) with a single treatment factor. If the data is of an interval type, reducing 

this data requires determining the type of test: parametric or non-parametric.

Parametric tests assume that the data are samples from a population with normal 

distribution. Non-parametric tests do not make a specific assumption about the 

population distributions. Therefore, they are often referred to as ‘distribution-free 

tests’ Kinnear and Gray (1997; p. 111). The t-test is an example of a parametric test, 

therefore using it assumes that the data are samples from a population with normal 

distribution, but if there is a strong contra-indication against the use of t-test, the non- 

parametric test is used instead.

It is worth mentioning that while some authors strongly recommend the use of 

non-parametric tests, others emphasise the robustness of the parametric t-tests to 

violations of their assumptions and the loss of power incurred by the use of equivalent 

non-parametric tests. Kinnear and Gray (1997; p. I l l ) ,  suggest that, provided that 

data show no obvious contra-indications such as the presence of outliers or marked 

disparity of variances (especially if this is coupled with greatly disparate sample 

sizes), a t-test can safely be used; otherwise a non-parametric equivalent should be 

considered. If, however, the data comprise measurements at the ordinal level in the 

first place, as in sets of ranks or ratings, a non-parametric or distribution free test is the 

only option.

159



Considering the principle choice of statistical tests an integrated statistical plan 

for the current study was determined and executed. The main question of the current 

study is: “How far do the Kuwaiti children’s behavioural problems vary according to 

their mothers’ stressful experiences and psychological suffering, as a result of the 

trauma of the Iraqi occupation?” The statistical plan was designed to meet the 

requirements of answering this main question as well as clarifying any variation in the 

children’s behavioural problems in the light of their mothers’ stress and psychological 

suffering, taking into account the mediating variables that may affect this variation.

To ensure that the statistical plan was executed accurately all the 

questionnaires have been coded and revised to ensure that the pertinent data was 

accomplished. Data entry was based on computer programs that display each 

questionnaire item on a screen. After completing the data entry the next step was to 

edit and clean the data. Data editing was done by scrutiny for errors and omissions 

and by ensuring that all the interviewees’ schedules have been completed as required. 

Data cleaning was done through proof reading the data to catch and correct errors in 

consistent codings. The third step, after data editing and cleaning is generating the 

frequencies of all items and variables of all questionnaires. Thereafter, the data is 

ready for labelling and analysis.

Conducting the statistical processing to be in agreement with the study 

objective relevant to answering questions and verifying the hypotheses, included the 

following:

Chi-square and correlation coefficient

To know if there is a relationship/correlation coefficient between:

Children’s behavioural problems and the demographic variables 

Mother’s psychological disorders and the demographic variables

160



Children’s behavioural problems and mothers’ psychological disorders 

Period variables and children’s behavioural problems 

Period variables and mothers’ psychological problems.

T-test

To find if there is a significant difference between mean score of two groups 

of children or mothers on the scales used in the study.

One-way AND VA

To compare mean scores of three groups or more of children or mothers on the 

scales used in the study, and to know if the differences between these mean 

scores are significant or not. F-value reflects the results of one-way ANOVA. 

Scheffe Multi-comparison test

For post hoc multiple comparisons to know whether the significant differences 

existed among scores of the first and second groups, or the first and third 

groups, or the second and third groups.

Multi-way ANOVA

Two-way and three-way ANOVA was used in this study to find the effect of 

interaction among mothers’ stress and psychological symptom variables in the 

children’s scores, on the behavioural problems scales. Two-way ANOVA was 

also used to investigate the effect of interaction between demographic 

variables (e.g. gender and period, gender and birth order, period and birth 

order) to ascertain its significance for the children’s score on the Rutter A2, 

Rutter B and CBI scales.

It is worth noting that sometimes the computer system used in the statistical 

software program did not provide the findings for the three-way ANOVA 

(showed empty cells).
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Tabulation of the Findings.

The processing of data resulted in an outsized statistical output that was 

organised to answer the study inquiries and verification of the study 

hypotheses. The findings covered four main dimensions, which are: a) 

General findings regarding mothers’ stress and children’s behavioural 

problems, b) Explanation of children’s behavioural problems in the light of 

their mothers’ stressful experience; c) Explanation of children’s behavioural 

problems in the light of their mothers’ psychological disorders, and d) 

Explanation of children’s adaptational behaviour in the light of their mothers’ 

stress and psychological disorders 

Summary

This chapter presented the current study methodology. It clarifies the study 

terminology, data colletion tools, the study smple and data entry and analysis. The 

main terms of the study are: stressful events, period, mother’s psychological disorders 

and children’s behavaioural problems. The justification of data collection tools was 

discussed. The study sample was randomly selected and data was collected through 

individual interviews. Data was processed according to a statistical plan to meet the 

study objectives through using computerised SPSS program. The statistical output 

was organised in agreement with the study topic and objectives.
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PART THREE: RESULTS

This part includes results achieved by the study, which contains the following

chapters:

Chapter VI: General findings

Chapter VII: Mothers’ stress as an interpreter of children’s behavioural Problems.

Chapter VIII: Mothers’ PTSD as an interpreter of children’s behavioural problems.

Chapter IX: Mothers’ disorder symptoms as an interpreter of children’s behavioural 

problems.

Chapter X: Change in Mothers’ Attitudes and beliefs as interpreter of children’s 

behavioural problems.an

Chapter XI: Mothers’ stress and psychological symptoms as an interpreter of 

children’s adaptional behaviour.

Chapter XII: Interaction between variables of mothers’ stress and

Psychological symptoms as an interpreter of children’s behavioural 

problems.
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CHAPTER VI: GENERAL FINDINGS

This chapter includes two sections. The first pertains to the mothers’ stress 

level, mothers’ psychological disorders and explanation of mothers’ psychological 

disorders in the light of their stressful experiences. The second section deals with 

children’s behavioural problems.

6.1 Mothers’ Stress and Psychological Disorders

6.1.1 Mothers’ Stress level

Mothers’ stress level is the quantitative value of mothers’ responses on the 

items of the stress scale, which contains the items expressing the stressful events 

experienced by the Kuwaiti mothers, during the Iraqi occupation,, and is explained in 

“Part II: Method” of the study.

The total score of the stress scale is 15. The analysis showed that the mean 

score for mothers is 9.2 (61.3%) of the total score on this scale. The following are the 

results regarding the mothers’ mean score on the stress scale, taking into consideration 

the differences in their pregnancy periods as well as their demographic characteristics. 

Regarding pregnancy period (peace, occupation or liberation), the following Table 4 

shows the mean score of the mothers’ groups, on the stress scale, for each of the 

periods.

Table 4: Mothers’ mean score on the stress scale

Period Number
Mothers’ response 

(stress scale)
F-Value

Mean S.D.

Peace 51 9.8 1.99

Occupation 50 9.4 223 6.43*

Liberation 50 8.2 2.83

*P<0.01
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Mothers of the peace and occupation periods showed a high mean score in 

comparison to those of the liberation period. According to the Scheffe multi

comparison test, significant differences were found between mothers’ mean score for 

the liberation period on one side, and peace and occupation periods on another. There 

is no significant difference between mothers’ mean score in peace and occupation 

periods, which implies that those mothers who conceived and. delivered during the 

peace or occupation periods, experienced the highest level of stress, in comparison to 

those mothers who delivered in the liberation period.

Regarding the effect of demographic variables on mothers’ mean score on the 

stress scale, the study showed that the family monthly income is the only variable 

indicating a significant difference. The mean score for the medium (9.62) and high- 

income (9.14) groups of mothers, on the stress scale, is significantly higher in 

comparison to that of the low income (8.47) groups. According to Scheffe multi

comparison test, there are significant differences between the mean scores of the 

second and first groups, but no significant differences between the third and first, as 

well as the second and third groups, respectively. Except for monthly income 

variable, mothers’ mean score on the stress scale did not indicate any significant 

differences for: residential govemorate, education, age or job.

6.1.2 Martyrdom and Imprisonment of Some Relatives as an Indication of

Mothers’ Stress

Although the stressful incidences which Kuwaiti mothers were exposed to 

were numerous, the most important of these were martyrdom or imprisonment of 

some of their blood relatives, during the period of the Iraqi aggression.
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A mother who experienced killing or imprisonment of one of her relatives by 

the occupying Iraqi forces would be subjected to massive stress. The impact of this 

stress might be reflected on the mother’s personality in the form of complex 

psychological suffering.

The preceding point dealt with mothers’ stress in general. However, a need 

emerged to investigate mothers’ stress in the light of more identified stressful 

incidents. The current point of the study is an attempt to identify mothers’ stress due 

to killing or imprisonment of one of their relatives, as the worst stressful experience 

Kuwaiti mothers might have suffered during the Iraqi aggression.

Primarily, the study findings revealed that 60% of the mothers experienced 

martyrdom and/or imprisonment of some of their relatives by the occupying forces. 

This percentage makes 90 respondents. In the framework of this figure, some mothers 

had some relatives who were martyred and at the same time others who were 

imprisoned. Some mothers had some of their relatives only martyred, and vice versa.

The following Table 5 shows a distribution of the study sample of mothers 

whose relatives were either martyred and/or imprisoned.

Table 5: Distribution of mothers according to martyrdom and

Martyrdom/Imprisonment N %

Martyrdom 8 5.3

Imprisonment 67 44.3

Martyrdom and Imprisonment 15 10

Neither Martyrdom nor Imprisonment 61 40.4

Total 151 100

From this table, only 44.3% of the mothers had relatives who were imprisoned 

due to the Iraqi occupation. The number of mothers with martyred relatives due to the
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Iraqi occupation is (8), in addition to (15) mothers who had relatives who experienced 

martyrdom and imprisonment. Finally, 40.4% of mothers, i.e., (61) respondents did 

not have any relatives who were martyred or imprisoned.

Six pairs of groups can be obtained from Table 5, as follows:

First pair included two groups of mothers:

i) Those who had some relatives who were only martyred.

ii) Those who had some relatives who were imprisoned 

Second pair included two groups of mothers:

i) Those who had some relatives who were only martyred.

ii) Those who had some relatives who were martyred and others imprisoned. 

Third pair included two groups of mothers:

i) Those who had some relatives who were only martyred.

ii) Those who did not have martyred nor imprisoned relatives.

Fourth pair included two groups of mothers:

i) Those who had some relatives who were imprisoned.

ii) Those who had some relatives who were martyred and others imprisoned. 

Fifth pair included two groups of mothers:

i) Those who had some relatives who were imprisoned

ii) Those who did not have martyred nor imprisoned relatives.

Sixth pair included two groups of mothers:

i) Those who had some relatives who were martyred and others imprisoned.

ii) Those who did not have either martyred nor imprisoned relatives.

These are all the possible comparisons that could be obtained. Now the 

question is: Do mothers who experienced martyrdom and/or imprisonment of some of 

their relatives differ from those who did not have such experiences, with regard to
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performance on the scale of stress? The following Table 6 displays the findings to this 

query.

Table 6: Mothers’ mean score on the stress scale, according 
to the experiences of martyrdom and imprisonment 
of some relatives

Martyrdom and Imprisonment N Mean score on stress scale
M Std T. Value

Martyrdom
Imprisonment

8
67

10.63
9.8

1.3
1.98

1.15

Martyrdom
Martyrdom and imprisonment

8
15

10.63
10.87

1.3
2.7

.24

Martyrdom 8 10.63 1.3 4.99**Neither martyrdom nor imprisonment 61 7.87 2.4
Imprisonment 67 9.8 1.98 1.77Martyrdom and imprisonment 15 10.87 2.7
Imprisonment 67 9.8 1.98 4.97**Neither martyrdom nor imprisonment 61 7.87 2.4
Martyrdom and imprisonment 15 10.87 2.7 4.25**Neither martyrdom nor imprisonment 61 7.87 2.4

♦ ♦ p <  01

The results achieved from Table 6 are as follows:

Mothers with some martyred relatives, indicated a higher mean score on the 

stress scale (M= 10.63), and showed significant differences when compared 

with the mean scores of mothers without martyred or imprisoned relatives 

(M=7.87).

Mothers with some imprisoned relatives indicated^ a higher mean score on the 

stress scale (M=9.8), with significant differences when compared with the 

mean scores of mothers without martyred or imprisoned relatives (M=7.87). 

Mothers with some martyred and imprisoned relatives indicated a higher mean 

score on the stress scale (M=10.87), with significant differences when 

compared with the mean scores of mothers who had neither of their relatives 

martyred or imprisoned (M=7.87).
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In brief, mothers with martyred or imprisoned relatives revealed a higher stress 

score with significant differences when compared to the mean scores of mothers 

without martyred or imprisoned relatives.

Upon investigating the relationship between the experience of martyrdom 

and/or detention of some relatives on one side and the mothers’ sufferings on the 

other, no significant relationship was found between these two variables. In other 

words, it was found that the experiences o f mothers with martyred and/or imprisoned 

relatives did not trigger any significant differences on the PTSD, SCL-90-R and 

TABS scales.

6.1.3 Mothers’ Psychological Disorders

This part of the study includes the results of the aspects of the Kuwaiti mothers’ 

psychological disorders due to the trauma of the Iraqi occupation, including its 

stressful conditions. The aspects of the psychological disorders are:

a) Prevalence of PTSD symptom in mothers.

b) Mothers’ disorders symptoms (SCL-90-R)

c) Change in mothers’ attitudes and beliefs (TABS)

The above three aspects of symptoms are discussed in detail, as follows:

6.1.3.1 Prevalence of PTSD Symptom in Mothers

In applying the PTSD scale to the research sample of Kuwaiti mothers, it was 

found that about 57% (86) have PTSD, (current or lifetime). There is no significant 

correlation between prevalence of PTSD and period. Almost the same numbers of 

mothers (29, 28 and 29) in the peace, occupation and liberation periods, respectively, 

have PTSD. In studying the relation between the demographic variables and 

prevalence of mothers’ PTSD symptom, the study showed that the residential 

govemorate variable is the only one that has statistical significant correlation.
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While a high percentage of mothers (91) diagnosed with PTSD are residents of 

the Jahra govemorate, this percentage decreases to 27 for the Ahmadi govemorate. 

Other govemorates range between these two percentage: 67.4% in the capital, 61% in 

Farwaniya and 45.6% in Hawally.

6.1.3.2 Mothers’ Disorders Symptom (SCL-90-R)

As mentioned earlier the SCL-90-R scale was used to measure nine 

dimensions: somatization, obsessive compulsive, personal sensitivity, depression, 

anxiety, hostility, fears anxiety, paranoid ideation and psychotism.

The study shows that 28 mothers, (18.5%) of the sample are diagnosed as 

“severe’' and (123) 81.5% as “mild”, and that there is no significant relationship 

between the period variable and mothers’ psychological state (severe or mild). An 

approximately similar number of mothers (10, 9, and 9) indicated “severe” symptoms 

during the peace, occupation and liberation periods, respectively. Regarding the 

demographic variables, there is no significant relationship between any of these 

variables on one hand and the mothers’ psychological (severe or mild) on the other.

6.1.3.3 Change in Mothers’ Attitudes and Beliefs

It was shown that (77) 51% of the mothers’ indicated that their attitudes and 

beliefs were affected by the trauma of the Iraqi occupation. As for each period 

separately, the percentages were (53), (56), and (44) for the peace, occupation and 

liberation periods, respectively. There was no significant correlation between the 

period on one side and the change in mothers’ attitudes and beliefs on the other. But 

the important aspect in this result is that the Iraqi occupation of Kuwait was a severe 

trauma for mothers.
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Results of analysis also showed that there is no significant relationship 

between the affect of mothers’ attitude and beliefs and demographic variables, except 

for the education variable. The attitude and beliefs of mothers with a university level 

were more affected than those mothers with medium and below, and above medium 

levels of education.

6.1.4 Interpretation of the Mother’s Psychological Symptoms in the Light of

Stressful Experiences

The study has so far investigated two major topics: i) stressful experiences of 

the Kuwaiti mothers during the occupation period, and ii) psychological symptoms of 

these mothers. The following pages discuss the results of research conducted to 

investigate the stress levels experienced by the Kuwaiti mothers, due to:

a) Mothers’ PTSD prevalence

b) Mothers’ disorder symptoms (SCL-90-R)

c) Change in mothers’ attitudes and beliefs

The term “stress level” is used in the following pages to classify the mothers 

into three groups: low stress level, medium stress level and high stress level (as 

defined earlier in the section under Methods).

6.1.4.1 Mothers’ PTSD Prevalence in the Light of their Stressful Experiences

Are there any relations between stress levels, as expressed by the mothers’ 

responses and PTSD symptom? Table 7 shows the distribution of mothers according 

to the peace, occupation and liberation periods, stress level and PTSD symptom.
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Table 7: Distribution of mothers according to prevalence of PTSD,

Period Stress
Level

PTSD
Symptoms

Statistics

No Yes Chi-Sq. R
Low 5 4

Peace Medium 12 15 1.2 .15
High 5 10

Low 8 5
Occupation Medium 7 11 2.2 .18

High 7 12
Low 16 9

Liberation Medium 1 13 12.09** .31*
High 4 7
♦P<0 . 05 ;  **P<0.01.

There is a significant correlation between PTSD symptom and stress level 

during the liberation period. While 36% of mothers with low stress level have PTSD, 

this percentage increased to 93% and 63.6% for mothers with medium and high stress 

levels, respectively. There is no significant correlation between the stress level and 

PTSD symptom for the peace and occupation periods

6.1.4.2 Mothers’ Psychological Symptoms (SCL-90-R) in the Light of their Stress 

Level

To what extent do the mothers’ psychological state (severe or mild) differ 

according to their stress level? The following table includes the results that answer 

this question.
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Table 8: Distribution of mothers according to the intensity on

Period
Stress
Level

Intensity of 
disorders 

(SCL-90-R)

Statistics

Mild Severe Chi- Sq. R
Low 9 -

Peace Medium 20 7 2.9 .13
High 12 3
Low 12 1

Occupation Medium 14 4 1.3 .13
High 15 4
Low 22 3

Liberation Medium 11 3 1.4 .16
High 8 3

The analysis showed that there is no significant relationship between the stress 

level and the intensity of disorders symptom (mild or severe) during any of the three 

periods. However, in considering the total sample for all of the three periods, the table 

reflects the percentage of mothers with severe psychological symptoms are 7.8%, 

19.2% and 18.2% for low, medium and high stress levels, respectively. The table also 

shows that during the peace period none of the mothers with low stress have severe 

symptoms.

6.1.4.3 Change in Mothers’ Attitudes and Beliefs in the Light of Stress Level

As indicated earlier, the mothers’ mean scores on the scale of trauma, attitudes 

and beliefs was almost 8.5, and a higher mean score indicated an increase in the 

impact on the mothers’ trauma, attitudes and beliefs scale (TABS), and vice versa. 

The question is: How far did mothers of low stress levels differ from those of medium 

or high stress levels with regard to the mean scores on the TABS.

Table 9 shows the mean score response of the sample groups on the TABS 

scale, with regard to their stress levels, taking into consideration the period variable.
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Table 9: Mothers’ mean scores on the trauma of attitudes and

Period Stress
Level

Number TABS F
ValueMean

Score
S.D.

Low 9 3.56 2.4
Peace Medium 27 8.93 4.7 8.34**

High 15 10.67 4.06

Low 13 8.84 5.5
Occupation Medium 18 10.06 5.9 1.4

High 19 8.68 4.3
Low 25 6.6 4.8

Liberation Medium 14 9.86 5.6 2.8
High 11 9.82 4.07

** P<.01

On the level of the whole sample, it is clear from the above table that mothers 

with high stress levels indicate a higher change in their attitudes and beliefs, as they 

scored 9.6, in comparison with mothers of low stress levels who scored 6.3. The table 

also shows that there are no significant differences between the mean scores of 

mothers’ groups for the second and third periods. However, there are significant 

differences between mothers mean scores in the first period , where the mean score for 

low stress level mothers is 3.56, and increases for medium and high stress level 

mothers up to 8.93 and 10.67, respectively.

The Scheffe multi-comparison test showed that there are significant 

differences between the first group on one side and both,'Second and third groups, on 

the other.

Summary

This chapter discussed the results related to stress and psychological symptoms 

of Kuwaiti mothers, summarized as follows:

Mothers’ mean score on the stress scale was 9.2 (61.3%) from the total score

of 15.

Mothers who were pregnant in the peace and occupation periods, experienced
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the highest level of stress. Pregnant mothers during the peace period scored 

9.8 on the stress scale, against 9.5 during the occupation period, and 8.2 for the 

liberation period. These differences were significant.

There were significant differences between groups of mothers’ mean score on 

the stress scale according to the income variable. There was an increased score 

for families of high or medium income, in comparison to those of low income. 

There was no significant correlation between the period and prevalence of 

PTSD in mothers..

There was a significant correlation between prevalence of PTSD in mothers 

and residential govemorate variable. The number of mothers with PTSD in the 

Jahra residential govemorate is significantly high (91%), in comparison to 

mothers of other govemorates.

According to the SCL-90-R scale, 18.5% of mothers had severe symptoms 

while 81.5% were diagnosed as mild. There is no significant correlation 

between psychological state (mild or severe) and period (peace, occupation 

and liberation).

The study revealed that 51% of mothers had a change in their attitudes and 

beliefs, and that there is no significant correlation between this change for 

either the period or demographic variables. It also showed that, mothers’ mean 

score on TABS did not differ according to the demographic variables, except 

for the mothers’ educational standard. Mothers with higher education had a 

significantly high mean score in comparison with those of less educational 

standard.

There was a significant correlation between stress level and prevalence of 

PTSD, for mothers of the liberation period only. The percentage of mothers
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with PTSD increased in high stress level mothers.

There was no significant correlation between the intensity of disorder 

symptoms (severe, mild) on SCL-90-R and stress level (low, medium, high). 

High stress level mothers indicated a significant change in their attitudes and 

beliefs in comparisonto those with low stress level. There were significant 

differences in the mean score, on the scale of trauma of attitudes and beliefs in 

the peace period only, where mothers of high stress level scored 10.67, against 

3.56 and 8.93 for mothers of low and medium stress levels, respectively.

6.2 Children’s Behavioural Problems

In this section the general findings regarding children’s behavioural problems 

will be discussed, with regard to their pathological behaviour (Rutter A2), 

psychological disorders (Rutter B) mental health problems (CBI), and adaptional 

behaviour (CBI).

6.2.1 Children’s Pathological Behaviour (Rutter A2 Scale)

6.2.1.1 Types of Pathological Behaviour

Pathological behaviour whether neurotic, anti-social or undifferentiated were 

evaluated on the Rutter A2 scale. Ninety three children, forming 61.6 % of the sample 

displayed pathological behaviour, against 38.4% who showed normal behaviour.

Table 10 displays the distribution of the children’s sample according to types 

of behaviour (Rutter A2), considering the variables of gender, birth order and period.
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Table 10: Distribution of children according to types of behaviour

Variables

Children’s Behaviour 
(Rutter A2)

3o
H

Statistics

io
%

Pathological

2
g
% <  c/5

I Ic s^  «

&
c/3
.JL
JS
U

Gender:
Male 26 18 22 4 70 10 3
Female 32 21 24 4 81

Birth order:
First 23 15 18 4 60
Second 22 18 16 3 59 17.2 1
Third or more 13 6 12 1 32

Period:
Peace 19 9 21 2 51
Occupation 19 16 14 1 50 21.1 .17
Liberation 20 14 11 5 50

Results show that there is no significant correlation between type of behaviour, 

and the variables of gender, birth order and period. Moreover, male children having 

pathological behaviours formed 63% of the total sample (50% of these have anti

social disorder), 41% of them had neurotic disorder and the remainder had 

undifferentiated disorder. Table 10, moreover, indicates that of the female children, 

60.5% have pathological behaviour (42.9% neurotic and 49% anti-social).

For the birth order variable, children with pathological behaviours form 61.7% 

of the first birth order group, against 62.7% of the second birth order group and finally 

59.4% of the third birth order group. There is a strong convergence of distribution of 

pathological behavioural types for all the three periods (peace, occupation and 

liberation). About 60%, in each period, are classified as having pathological 

behaviours (neurotic, anti-social or undifferentiated).
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6.2.1.2 Mean Score on Neurotic and Anti-Social Behavioural Items

A child’s pathological behaviour is classified as neurotic if the scores for 

neurotic behaviour exceeded those of the anti-social behaviour, and vice versa if the 

scores for anti-social behaviour exceeded those of the neurotic behaviour. If the 

child’s score was the same on the two scales, he/she was classified as undifferentiated. 

Table 11 exhibits children’s mean score on the Rutter A2 scale.

Table 11: Children’s mean score on neurotic and anti social 
behavioural items (Rutter A2), according to gender,

Variables

k

s
3
%

Pathological behaviour (Rutter A2)
Neurotic behaviour Anti social behaviour

1  i o

1

1(A I I A

3s
■a
cn

Gender:
Male 70 4.06 1.4 T =.09 5.14 2.1 T= 1.68
Female 81 4.1 1.4 4.08 1.7

Birth order:
First 60 4.07 1.4 4.5 2
Second 59 4.06 1.4 F= .136 4.6 1.9 F= .03
Third or more 32 4.2 1.7 4.7 1.9

Period;
Peace 51 3.8 1.8 5.4 2.6
Occupation 50 4.3 1.6 F= .71 4.4 1.9 F=3.21*
Liberation 50 4.23 1.8 4 1.9

* P < .05

For neurotic behaviour, the table indicated the mean score of the children’s 

group as 4.055. (The total score for neurotic behaviour is 10). No significant 

differences were evident among the mean score of the sample groups for the neurotic 

disorders, although this mean score is lower for male than female children. The mean 

score of children in the third birth order increased as well as of those who were bom 

either during the occupation or liberation periods.

The mean score for anti-social behaviour was 4.61 out of the total score of 10.
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The mean differences among the sample group for gender and birth order were not 

significant, however, for the period variable, there were significant differences among 

the mean scores of the sample groups. Children bom during the peace period showed a 

significant score for anti-social behaviour (5.4), which was high in comparison to the 

score of children bom during the occupation period (4.4) and those born during the 

liberation period (4).

6.2.1.3 Total Score on Rutter A2 Scale

If the total score on Rutter A2 scale was 62, then what is the mean response 

scored by the sample group of children on this scale? This is an important query, 

because a high mean score indicated a significant level of suffering and vice versa. 

This study revealed that the mean score of children on the Rutter A2 scale is nearly 

19.5, i.e., 31.5% of the total possible score of 62. Table 12, shows the children’s 

mean score on the Rutter A2 scale according to gender, birth order and period.

Table 12: Children’s mean score on Rutter A2 scale

Variables u
a
3

Children’s mean 
score (Rutter A2) Statistics

Mean
score S.D.

F
Value

Gender:
Male 70 20.43 5.2 T= 1.72
Female 81 18.63 4.8.

Birth order:
First 60 19.51 5.7
Second 59 19.86 4.6 F= .33
Third or more 32 18.68 4.8

Period:
Peace 51 20.2 5.5
Occupation 50 19.6 5.1 F= .81
Liberation 50 18.6 4.6
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From this table there were no significant differences in the mean scores of the 

sample groups on the psychological disorder scale (Rutter A2). A small increase in 

the mean score of male children was noticed in comparison to females.

As for the birth order, the mean score of the children in the first or second birth 

orders comparatively increased above those in the third birth order. There was an 

increase in the mean score of the two groups for the peace and occupation periods, in 

comparison to the children of the liberation period variable. The differences among 

the mean scores of these groups were not significant.

6.2.1.4 Variance Analysis of the Score on the Rutter A2 scale

The “score” denotes the quantitative value of the sample responses on the 

Rutter A2 scale and differences in the mean scores of the sample groups, on that scale, 

for each variable of gender, birth order and period, separately referred to earlier. The 

question raised was does the interaction between these variables trigger variances in 

the mean scores of the sample groups? The answer to this question was achieved from 

the variance analysis in the following Table 13.

Table 13: Variance analysis of the score on the Rutter A2 scale
according to gene er, birth order and leriod

Source of variance DF Sum of Mean of F
squares squares value

Gender 1 74.96 74.96 1.437

Birth order 2 15.95 7.98 .153

Period 2 78.53 3 9 J .753

Gender x birth order 2 82.00 41.00 .785

Gender x period 2 4.9 2.44 .047

Birth order x period 4 39&3 99.6 1.908

Gender x birth x period 4 404.6 101.2 1.939
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This table indicates that the interaction among the variables of gender, birth 

order and period did not show any variation in the children’s mean score on the Rutter 

A2 scale. The children’s mean score on this scale did not differ significantly 

according to the gender, birth order or period variables, and that the interaction among 

these variables did not have any significant effect.

6.2.2 Children’s Psychological Disorders (Rutter B Scale)

6.2.2.1 Types of Psychological Disorders

The types of psychological disorders investigated here are emotional, conduct 

or undifferentiated, using the Rutter B scale. Through the application of this scale it 

was shown that about 40% had psychological disorders and 60% did not.

Table 14 shows the distribution of the sample group of children according to 

presence/absence of psychological disorders considering the variables o f gender, birth 

order and period.

Table 14: Distribution of children according to types of behaviour

Variables

Children’s Behaviour 
(Rutter B)

3o
..H

Statistics
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Gender:
Male 40 14 11 5 70 10.9 .1
Female 51 19 8 3 81

Birth order:
First 36 13 7 4 60
Second 34 15 8 2 59 .66 .03
Third or more 21 5 4 2 32

Period:
Peace 24 17 7 3 51
Occupation 31 9 7 3 50 15.6 .09
Liberation 36 7 5 2 50
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This table indicated that there was no significant correlation between the 

children who suffered from psychological disorders on one side and the variables of 

gender, birth order and birth period on the other. It is worth noting that some 

variations are found. Emotional disorders were present for many of the children who 

were considered as having psychological disorders. If the total number of children 

having behavioural problems is (60), 55% had emotional disorders, 31.7% conduct 

disorders, and 13.3% undifferentiated. The psychological disorders in children were 

higher for males, up to 42.8% when compared to 37% for females. It also increased 

for children of the second birth order up to 42.4% against the first birth order of 40%, 

and the third birth order of 34.4%. As for the time period variable, the table disclosed 

that children having psychological disorders formed 53%, 38% and 28% for the peace, 

occupation and liberation periods, respectively.

6.2.2.2 Score on Emotional and Conduct Disorders Items

Emotional and conduct disorder items are the sub-scales in Rutter B, e.g., if a 

child has a higher score for a particular disorder - conduct or emotional, he/she is 

categorised as having such a disorder; however, if the scores for conduct disorder and 

emotional disorder are equal, then he/she is categorised under undifferentiated 

disorder. The earlier Table 14 displayed the distribution of the children according to 

these classifications, whereas Table 15 displays the mean responses of children for 

emotional and conduct disorders (Rutter B), considering variables of gender, birth 

order and period.
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Table 15:Children's mean score on items of emotional and conduct
disorders (Rutter B scale) according to gender, birth

Variables
ulU
s3
z

Psychological disorders (Rutter B)
Emotional disorders Conduct disorders

I I Q
c/3

5

■B
c/3 I I Q

c/3

1%
2c/3

Gender:
Male 70 3.6 1.1 T=1 48 5.5 2 T= 2 1*Female 81 3.1 .8 3.6 1.8

Birth order:
First 60 3.5 1.2 4 1.4
Second 59 3.1 .7 F = 82 5 2.6 F= .59
Third or more 32 3.1 .7 5.3 2.1

Period:
Peace 51 3.1 1.6 4.5 2.4
Occupation 50 3 1.4 F = .41 4.9 1.9 F= .19
Liberation 50 3.4 1.4 4.9 2.3

* ? < 0 .05

From this table, the mean score for emotional disorder is 3.35. It also revealed 

that the differences in the mean scores of groups had no statistical significance. In 

this framework, an increase was noticed in the mean scores of the male children, 

children in the first birth order and those who were bom in the liberation period.

As for conduct disorder, the table revealed that the sample mean score was 

4.55, out of a total score of 10, and that there were significant differences between the 

of mean scores of males and females, (mean score is higher for males). With regard 

to both, birth order and period variables, there were no significant differences among 

the sample mean scores, although the table indicated an increase in the mean scores of 

children in both, the occupation and liberation periods, in comparison to those in the 

peace period.

Ô.2.2.3 Total Score on Rutter B scale

The number of children who have psychological disorders is 60, and their 

mean score on the psychological disorders scale was 13.9 out of a total of 52. This
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indicated that the sample mean score is 26.7% of the total score on the Rutter B scale.

Table 16 shows the mean of the sample groups on this scale, according to the 

variables of gender, birth order and birth period.

Table 16: Children’s mean score on Rutter B scale according

Total score (Rutter B)
Variables Number Mean

score
S.D. Statistics

Gender:
Male 70 15 5.6 T =  1.88Female 81 12.8 3.4

Birth order:
First 60 12.4 3.5
Second 59 14 4.2 F = 3.84*
Third or more 32 17 6.6

Period:
Peace 51 13.85 3.8
Occupation 50 13.73 5.5 F =  .03
Liberation 50 14.14 5.5

* P < .05

An increased mean score on the scale implied a greater prevalence of 

psychological disorders, and vice versa. Table 16 showed that the mean score for the 

males was higher than that of the females. As for the birth order variable, the mean 

score of children of the third birth order (and more) is 17, which is higher than those 

of the first and second orders (12.4), (14), respectively. Regarding the birth period, it 

was noticeable that the mean scores of children who were bom in the third period 

increased, when compared to those who were bom in the first and second periods. The 

differences between the mean scores of the sample groups were significant far birth 

order variables only.

According to Scheffe’s procedure, for the various comparisons, these 

significant differences were found between the mean scores of the children in the first 

and third birth orders. However, the differences in the mean scores of the groups
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according to gender and birth period, were not significant.

6.2.2.4 Variance Analysis of Score on the Rutter B scale

The above mentioned results displayed the differences in the mean score of the 

sample groups on the Rutter B scale according to gender, birth order or birth period 

variables. The interaction between these variables may have an impact upon the 

sample groups’ mean scores on the Rutter B scale, the research for which is studied 

through the variance analysis.

Table 17 displays the results of the variance analysis whereby the birth order 

variable is the only one that caused significant differences in the mean scores on the 

Rutter B scale.

Table 17: Variance analysis of the score on the Rutter B scale

Source of variance DF Sum of 
squares

Mean of 
squares

F
value

Gender 1 109.7 109.7 2.97

Birth order 2 263.7 131.9 3.6*

Period 2 135.5 67.8 1.83

Gender x birth order 2 78.62 39.31 1.06

Gender x period 2 97.9 48.9 1.3

Birth order x period 4 54.7 13.7 .370

Gender x birth x period 4 191.9 48 1.3

* P < .05

As mentioned earlier, children of third birth order (and more) were the group 

that scored the highest, with a mean score of 17 in comparison to 12.4 for those of the 

first birth order, and 14 for the second birth order. Other variables did not show any 

dissimilarity in the mean score of the sample groups on the Rutter B scale, whether 

these were isolated or interactive with each other

6.2.3 Children’s Psychological State (CBI)

In this research, children’s psychological symptoms related to mental health
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(depression, hostility and anxiety); these three dimensions were included in the CBI 

scale. In utilising this scale the following was achieved;

6.2.3.1 Distribution of Children According to the Psychological State (CBI)

By investigating the intensity of the psychological state, whether it was mild or 

severe, this study revealed that 15.2% of the sample had severe depression, about 20% 

had severe hostility and 16.6% suffer from severe anxiety.

Table 18 shows the distribution of the children according to their mental health 

state (mild, severe) for depression, anxiety and hostility with the variables of gender, 

birth order and birth period.

Table 18: Distribution of children according to psychological state

Variable

C hildren 's Psychological State (CBI)
Depression Hostility Anxiety

■a (U1
&

c /5
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Gender:
Male 57 n 49 21 55 15
Female 71 10 1.1 .09 72 9 8.4* .23* 71 10 2.2 .12

Birth order:
First 48 12 49 11 50 10

Second 51 8 2.3 .11 45 14 1.3 .09 49 10 0.3 .08
Third or more 29 3 27 5 27 5

Period:
Peace 44 7 42 9 44 7
Occupation 40 10 1.4 .01 37 13 1.8 .01 40 10 .37 .02
Liberation 44 6 2 8 42 8

* P <0.05

Table 18 indicated that 18.6% of the males have severe depression against 

12.3% of the females. The severe hostility increased markedly, up to 30% among the 

males in comparison to 11.1% for females. There is a significant correlation between 

gender and nature of hostility, which implied that male children were more hostile 

than females. For anxiety, the table showed that 21.4% of the males suffered from 

severe anxiety versus 12.3% females.
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As for the variable of child’s birth order, the results indicated that there was 

no significant correlation between this variable and the intensity of depression, 

hostility or anxiety.

In this framework, the table uncovered an increase of 20% for severe 

depressed children of the first birth order, against 13.6% and 9.4% for those of the 

second and third orders, respectively.

The percentage for severe hostility showed an increase among children of the 

second order up to 23.7%, against 18.3% for the first order and 9.4% for the third 

order (and more). The percentage of children with severe anxiety was nearly the same 

for the children under the first and second orders (16.7), and dropped slightly to 15.6 

for those in the third order (and more).

Regarding the period variable, the table indicated an increase in the percentage 

o f the severely depressed children in the occupation period reaching 20%, against 

13.7% and 12% for the children of the peace and liberation periods, respectively.

Similar results for hostility indicated that 26% of children who displayed 

severe hostility were of the occupation period, against 17.6% and 16% for those of the 

peace and liberation periods, respectively.

Children with severe anxiety represented 20% of the occupation period, 

followed by 16% and 13.7% for the liberation and peace periods, respectively. This 

implied that children bom during the occupation period had a higher percentage of 

severe depression, hostility and anxiety compared to those bom during the peace 

period.

6.2.3.2 Children’s Score on the Mental Health State (CBI)

The mental health scale consists of hostility, depression and anxiety (CBI), 

the total score for which is 72. The study revealed that the sample’s mean score on
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this scale is 26.7, which equalled to about 37.08% of the total score. The mean score 

differed according to the variables of gender, birth order and birth period, however, 

these differences are not significant. The sample groups’ mean scores for hostility, 

depression and anxiety are shown in Table 19.
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Table 19: Children’s mean score on the mental health scale (CBI) according to gender,

oo
VO

Variables

»
S i
S9z.

Children’s Mean Score on the mental health scale (CBI)
Depression Hostility Anxiety Total

o
%
0

1 d
c/3

S

1

g
I
a

1 d
c/3

s

•B
2c/3

2
1
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1 d
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c / 3
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1 d
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Gender:
Male 70 8.7 5.7 10.7 6.5 8.3 3.8 27.7 12.7

T=.4 T=1.3 T=.96 T = l.l
Female 81 8.4 4.8 9.5 5.2 7.7 2.8 25.6 10.9

Birth order:

First 60 9.3 5.8 9.2 6.2 8.2 3.7 26.7 13.3
Second 59 8.4 4.8 F=.97 10.5 5.7 F = l.l 7.6 3.8 F=.43 26.5 11.3 F=.08

Third or more 32 7.8 4.8 10.8 5.5 8.3 3.4 26.8 9.8
Period:

Peace 51 9.7 4 10.8 5.2 8.34 3.2 28.5 7.4
Occupation 50 8.9 6.6 F=1.24 10.7 4.7 F=.32 8.14 3 F=.22 27.7 8.2 F=1.82
Liberation 50 6.9 4.9 9.5 6.2 7.54 4.1 23.9 7.4



There were no significant differences between the mean scores of the sample 

groups. For depression, the mean score was 8.6% from the total score in the 

depression scale of 27, with no significant differences between the group’s mean 

scores for the variables of gender, birth order and birth periods. With regard to 

hostility, the mean score of the sample group was 10.1 out of a total score of 27, with 

no significant differences. In the mean scores of the groups according to the variables 

o f gender, birth order and birth period. For anxiety, the table showed that the mean 

score o f the sample was 8 out of a total of 18. The differences were not significant, 

whatever the variable.

6.2.3.3 Variance analysis of the score on mental health scale (CBI)

Variance analysis of the children’s mean score on items of hostility, depression 

and anxiety are not effected by the interaction of demographic variables as shown in 

the following Table 20

Table 20: Variance analysis of the score on mental health state

Source of variance DF Sum of 
squares

Mean of 
squares

F
value

Gender 1 16.5 16.5 .076

Birth order 2 239.4 119.7 .552

Period 2 755.7 377.8 1.743

Gender x birth order 2 189.4 .. 94.7 .437

Gender x period 2 359.3 179.7

Birth order x period 4 775 193.8 .894

Gender x birth x period 4 213.9 53.5 .247

This table confirmed that the variables of gender and the birth period did not 

trigger significant differences in the children’s mean score on items of the three
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dimensional scale of mental health symptoms. This result applied to the variables 

separately, as well as in their dual and triple interaction.

6.2.4 Children’s Adaptional Behaviour (CBI)

Adaptational behaviour includes prosocial and planful behaviours according to 

CBI. The total score of the adaptation behaviour was 54 (27 for prosocial and 27 for 

planful behaviour). The study revealed that the mean score on the adaptional 

behaviour scale was 34.7, forming 64.3 % of the total. Table 21 shows the mean 

scored by the groups on these two-dimensional scales according to gender, birth order 

and period variables.

Table 21: Children’s mean score on the adaptional behaviour

Adaptional behaviour Scale (CBI)
Pro-social Behaviour Planful Behaviour Total

Variables

ÏÏ .3 2

E « 1 g 1 i l 1 1 1
1«

Z s  % c/3 s  % c/3 S  % c/3 c/3

Gender:
Male 70 15.8 4 2 19.2 5.2 35.03 8.03
Female 80 15.2 5.3 T= .62 19.1 5.6 T= .62 34.3 10.1 T= .37

Birth order:
First 60 20.9 4,3 16.5 5 37.4 8.2
Second 59 17.2 5.7 F=4.4* 14.9 4.7 F=1.13 32.1 8.6 F=3.04
Third or more 32 19.1 5.9 14.7 6 33.8 11.1

Period:
Peace 51 19.5 5.4 16 5.3 35.5 8.9
Occupation 50 19.5 4.8 F= .37 15.6 5 F=.518 35.2 9 F= .55
Liberation 50 18.5 6 14.7 5.2 33.2 10

* P < .05

For pro-social behaviour, the mean score of the sample was 15.5 which 

equalled to 57.4% of the total score (27). A significant difference existed in the 

groups according to the birth order variable, where the mean score of the first birth 

order mounted up to 20.9 against 17.2 and 19.1 for the second and third order, 

respectively. According to Sceffe’s multi-comparison test, the significant differences 

are between the mean score of the children’s first and second birth orders.
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The differences in the sample mean score, for gender and period variables, 

were not significant. The table showed an increase for the males’ mean score in 

comparison to those females. It was also noticed that the mean scores for children of 

the peace and occupation periods were higher than children of the liberation period.

Concerning the planful behaviour, the mean score of the sample was 19.15, 

which equalled to 71% of the total score (27). There were negligible differences 

among the mean scores, which were not significant. While the males’ mean score was 

almost equal to those of the females, the mean scores of the first birth order children 

were higher than those of the second and third orders. The mean scores of children in 

the peace period were also higher than those of the occupation and liberation periods.

In summary, it was shown that the variables of gender, birth order and period, 

separately, have no effect on the sample’s mean score on the adaptional behaviour 

scale, as shown in Table 22.

Table 22: Variance analysis of the score on adaptional behaviour

Source of variance DF Sum of 
squares

Mean of 
squares

F
value

Gender 1 64.1 64.1 .789

Birth order 2 207.7 103.8 1.3

Period 2 154.3 77.1 .950

Gender x birth order 2 18.1 . 9.05 .111

Gender x period 2 183.04 91.5 1.13

Birth order x period 4 351.8 87.9 1.083

Gender x birth x period 4 57.1 14.3 .176

This table confirmed the above mentioned results showing that the bilateral 

interaction between the variables of gender, birth order and period did not indicate 

significant differences in the mean score, on the adaptional behavioural (CBI) scale.
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Summary

This section exhibited the results concerning the Kuwaiti children’s 

psychological disorders, which are summarised as follows:

61.6% of the sample was classified with pathological psychological disorders. 

From the total number of 93 children, 42% of them have neurotic disorder, 

49.5% anti-social and the remainder are undifferentiated. The study also 

disclosed that 38.4% of the children had normal behaviour.

There were no significant differences in the mean score of the sample groups 

on the Rutter A2 scale, but there were significant differences in the mean score 

for the anti-social disorder. Children bom during the peace period had highly 

significant mean scores in comparison to those bom during the occupation and 

liberation periods.

It was found that 39.7% (60 children) of the study sample groups had 

psychological disorders on the Rutter B scale. From this figure, 55% had 

emotional disorders, 31.7% conduct disorders and the remainder had 

undifferentiated disorders. The remaining 14% of the children’s responses had 

no disorder according to the Rutter B scale.

There were no significant differences among the sample groups on the Rutter B 

scale for the gender and birth period variables, but there were in the birth order. 

The mean score for the third period children was higher than those of the first 

and second periods. As for conduct disorder, males’ mean scores were higher 

than that of the females.

5.2% of the children had severe depression, 20% of them were severely hostile 

and 16.6% had severe anxiety. There was a statistically significant correlation 

between the gender variable and severe hostility, which again was higher for
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the males than the females. The mean score on the psychological state scale for 

all the three dimensions indicated that the differences among the sample groups 

were not significant.

The sample mean score on the adaptional behavioural (CBI) scale was 34.7 

equalling to 64.3% of the total mark on that scale. The statistical analysis 

revealed that there were no differences among the sample groups' mean score 

on the total on the adaptional behavioural scale. These differences existed only 

in one of the scale dimensions for the birth order, and that is the prosocial 

behaviour whose mean score increased significantly for children of the first 

birth order, in comparison to those of the second and third orders.

194



CHAPTER VII

M O TH ERS’ STRESS AS AN INTERPRETER OF C H ILD REN’S 
BEHAVIOURAL PROBLEM S

This chapter explains results for the interpretation of children’s behavioural 

problems in relation to their mothers’ stress, under the following three main items:

1. Mothers’ stress as an interpreter of children’s pathological behaviour (Rutter 

A2).

2. Mothers’ stress as an interpreter of children’s psychological disorders (Rutter 

B).

3. Mothers’ stress as an interpreter of children’s nature of psychological state 

(CBI).

The following illustrates the results achieved by the study regarding the three

items:

7.1 Mothers’ Stress as an Interpreter of Children’s Pathological Behaviour 

(Rutter A2)

7.1.1 Correlation Between Mothers’ Stress Level and Children’s Behavioural 

Type (Rutter A2 scale)

Is there a significant correlation between mothers’ stress level and their 

children’s type of behaviour? In other words, do the children’s behaviours (normal or 

pathological) differ according to their mothers’ stress level ?

Table 23 shows a distribution of children according to the type of behaviour on 

one side and the mothers’ stress level on the other, for the three periods (peace, 

occupation and liberation).

195



Table 23: Distribution of children according to type of behaviour

Period Mothers’ 
stress level

Children’s behaviour 
(Rutter A2)

1
H

Statistics

I
%

Pathological

w

2
3

%
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i
I
<

1
&

11 J3
u 0:

Low 6 I 2 - 9

Peace Medium 8 7 11 1 27 15.3 .3

High 5 1 8 1 15

Low 7 3 3 - 13

Occupation Medium 4 8 6 - 18 18.2 .14

High 8 5 5 1 19

Low 10 6 7 2 25

Liberation Medium 6 5 3 - 14 26.7 .41
High 4 3 1 3 11

There was no significant correlation between the level of mothers’ stress on 

one side and the types of the children’s type of behaviour on the other. Children who 

have pathological behaviour ranged from 33.3% to 77.8% of the total number, for 

each of the mothers’ groups according to stress levels, for each period separately.

In taking the three periods collectively, it is clear from the table that 51.1% of 

children with low stress level mothers display pathological behaviour. The percentage 

increased to 62.6% and 69.5% for children of mothers with high and medium stress 

levels, respectively.

Table 23 also shows that the total number of children with neurotic disorder 

is 39% and 75% of them have mothers suffering from medium or high stress levels; 

75% of the children who display anti-social or undifferentiated behaviours have 

mothers suffering from medium or high stress levels. This implied that children with
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psychological disorders have mothers who displayed high stress levels. For the peace 

period alone, the table confirmed that mothers with low stress level had 33.3% of their 

children who suffered from pathological behaviour. This percentage increased to 66.7 

and 70.4 for children of mothers with high stress level and medium stress level, 

respectively.

For the occupation period, it is apparent that 46.2% of the children with low 

level stress mothers suffered from pathological behaviour, against 77.8% of medium 

and 58% of high stress level mothers.

For the liberation period the table shows that 60% of the children with low 

stress level mothers who suffered from pathological behaviour in comparison to 

57.1%, and 63.6% of the children of medium and high stress level mothers, 

respectively.

In conclusion, the percentage of children with pathological behaviour 

belonging to high stress level mothers, showed an increase in comparison to mothers 

with low stress. The correlation between stress levels of mothers and the percentage 

of children’s psychological suffering was not statistically significant. It also did not 

imply that it is a direct proportional relation. The percentage of children’s pathological 

behaviour of medium stress level mothers was higher than those of high stress level 

mothers, for the peace and occupation periods. As for the liberation period, the 

children of medium stress level mothers displayed a lower percentage of pathological 

behaviour than children of low or high stress level mothers.

7.1.2 Mothers’ Stress Level as an Influential Factor in Children’s Mean Score

on the Rutter A2 Scale

As mentioned above, a high mean score on the Rutter A2 scale implies 

severity of the behavioural problems and vice versa. It is supposed that children’s
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mean score on Rutter A2 scale differ according to their mothers’ stress levels. For this 

purpose, a the children’s stdy sample were classified according to their mothers’ stress 

level on one hand and their mean score on the Rutter A2 scale, on the other.

The explanation of the differences among the mean scores of children’s 

groups, on this scale, was tested and the results are shown in Table 24.

Table 24: Children’s mean score on the Rutter A2 scale, according 
to period and mothers’ stress level

Period Mother’s
stress
level

uu

s5
%

Children’s mean 
score (Rutter A2) F

ValueMean
score

S.D.

Low 9 21.3 8.5

Peace Medium 27 20.4 5.5 .17
High 15 19.4 5.2

Low 13 20 4.7

Occupation Medium 18 19.4 5.7 .02
High 19 19.7 5.1

L ow 25 19.7 4.7

Liberation Medium 14 17.6 4.2 1.01
High 11 17.1 4.7

There were no significant differences among the mean score of the children on 

the Rutter A2 scale, according to their mothers’ stress levels. In fact, the mean score 

of each group differed from the other, but this difference was not significant In this 

framework, it was noticed from the table that the children of low stress level mothers 

had a high mean score on the Rutter A2 scale. This applied to the children’s groups 

for all the three periods. For example, the children of the peace period of low stress 

level mothers had a mean score of 21.3 on the Rutter A2 scale. This figure dropped to

19.4 for children of high stress level mothers. This result applied to the children of all 

the three periods and again the differences were not significant.
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7.1.3 Mothers’ Stress Level as an Influential Factor in Children’s Mean Score 

on Items of Neurotic and Anti social Behaviour (Rutter A2)

The following table 25 shows the children’s mean score on items of neurotic 

and anti-social behaviour considering the variable period, and mothers’ stress level. 

Table 25: Children’s mean score on items of neurotic and anti social

Period
M others’
stress
level

uu.Q
£3
z

C hildren’s mean score (pathological behaviour)
Neurotic A ntisocial

Mean
score

S.D. F
value

Mean
score

S.D. F
value

Low 9 4 2.07 4 4.2

Peace Medium 27 4.6 2.07 .68 5 2.2 .19

High 15 2 2.07 5.1 2.1

Low 13 2.7 .6 4 1

Occupation Medium 18 4.5 .9 3.6* 4.2 1.7 .83

High 19 3.8 1.3 5.2 1.5

Low 25 4 1.7 4.4 1.8

Liberation Medium 14 4.4 .9 .12 3.9 2.5 .44

High 11 4 1.7 3 1.6

* P< 0.050

The differences in the children’s mean score aree not often significant, except 

for the mean score on neurotic behaviour of children bom during the Iraqi occupation. 

For the peace period, an increase was noticed in the mean score for children with 

neurotic disorders and belonging to medium stress mothers, in comparison to those of 

low or high stress mothers. The mean score on the anti-social behaviour, indicated an 

increase between the children of medium and high stress level mothers, when 

compared with those of low stress level. Regarding the occupation period, children of 

medium stress level mothers had the highest mean score for neurotic disorder (4.5), 

followed by those of high stress level mothers (3.8) and dropped to (2.7) for those of 

low stress level mothers. The differences between these mean scores were significant. 

It was also noticed for the same period that, children with high stress level mothers
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had the highest mean score for anti-social behaviour (5.2), although this mean score is 

higher than the other two groups; the differences in the mean score are not significant 

All groups of children in the liberation period had similar levels of 

neuroticism. The difference is not significant for children of medium stress level 

mothers with a high score and is almost similar for children with anti-social 

behaviour. Children of low stress mothers have the highest mean score on this scale, 

although there are no significant differences.

7.2 Mothers’ Stress as an Interpreter of Children’s Psychological Disorders 

(Rutter B)

7.2.1 Correlation Between Mothers’ Stress Level and Children’s Behavioural 

Type (Rutter B)

According to the psychological disorders scale (Rutter B), a child can be 

considered as normal and intact, or as having psychological disorders (emotional, 

conduct or undifferentiated). It is important to investigate whether there is a 

relationship between the existence of children’s psychological disorders and mothers’ 

level of stress. Table 26 outlines the findings regarding this point.
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Table 26: Distribution of children according to type of behaviour

Period M others’
stress
level

Children behaviour 
(R utter B)

«

H

Statistics

15
Io
Z

Pathological

ae

o
Stà

u
3

■3

i
u 11 t

U Qg

Peace Low 4 3 1 1 9

Medium 13 8 4 2 27 18.9 .22

High 7 6 2 - 15

O ccupation Low 3 6 2 2 13

Medium 15 1 2 - 18 17.1 .06

High 13 2 3 1 19

Liberation Low 16 4 3 2 25

Medium 11 3 - - 14 13.5 .31

High 9 - 2 - 11

This table showed that there are no significant correlations between mothers’ 

stress level and their children’s psychological disorders, according to the Rutter B 

scale. In this context it is noticed from the table that 51.6% of children with 

psychological disorders belonged to low stress level mothers, 33.9% to medium stress 

level mothers, and 35.6% to high stress level mothers. This implied that the 

percentage of children having psychological disorders dropped among children of 

high stress level mothers, when compared with those of low and medium stress level 

mothers. If this result pertains to the sample as a whole, it applies to the sample 

groups for each period, separately. In the first group, for instance, the children having 

psychological disorders constituted 55.6% of those belonging to low stress level 

mothers. This dropped to 53.3% for children of high stress level mothers.

In the second period, it was noticeable that 77% of children having 

psychological disorders belonged to mothers having low stress levels, in comparison
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to 31.6% of children belonging to high stress level mothers. In spite of these 

differences, they were not statistically significant.

7.2.2 Mother’s Stress Level as an Influencing Factor in the Children’s Mean 

Scores on Rutter B scale

On the Rutter B scale, a high mean score implied the child’s severity of

psychological disorders. It is probable that the mean score of the children on the

Rutter B scale differed according to their mothers’ stress levels; this research has

verified this and the results achieved are shown in Table 27.

Table 27; Children’s mean scores on the Rutter B scale according to 
period and mothers’ stress level

Period M others’ 
stress level

L.
A
B
3
z

C hildren’s 
(R utter B)

response
F

Value
Mean score S.D.

Low 9 13.4 3.1
Peace Medium 27 13.9 3.9

High 15 14.1 4.5 .05

Low 13 11.9 3.1
O ccupation Medium 18 11.7 2.5 1 T/l *

High 19 17.8 7.6

Low 25 14.8 6.2
Liberation Medium 14 11.7 2.9

High 11 15 5.6 .36

* P = <0.05

Table 27 shows that the differences among the meamscore of children’s groups 

bom during the occupation period, were significant; children of high stress level 

mothers had a high mean score of 17.8, when compared with those of low or medium 

level mothers, children bom during the peace and liberation periods did not show 

significant differences (Rutter B scale), but children of high stress level mothers had a 

high mean score compared with those of medium or low stress level mothers.
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7.2.3 Mothers’ Stress Level as an Influential Factor on Children’s Mean Score 

on the Items of Emotional and Conduct Disorders

Table 28 shows the children’s mean scores for conduct and emotional disorder 

items according to their mother’s stress levels.

Table 28: Children’s mean score on the items of emotional and conduct 
disorders (Rutter B scale) according to period and mothers’ 
stress levels

Period
Mothers’
stress
level

Children’s mean score (Rutter B scale)

u

.fi
s
3

%

Emotional disorders Conduct disorders

%

1

1
Q
C/5

3

1

£

8
%
fi

1
Q
c/5

0)S

Peace Low 9 2.4 1.8 1.8 2.04

Medium 27 2.3 1.4 .69 2.7 2 . 8 .36

High 15 3.1 1.9 2 1.9

Occupation Low 13 2.5 1.2 1.8 1.5

Medium 18 1.7 2.08 .68 2.7 .6 3.56

High 19 2.8 1.5 4.2 2.3

Liberation Low 25 3.11 1.6 3 2.5

Medium 14 3 1 .49 1 1 1.3

High 11 2 1 4 1.4

The differences among the mean score of children were not significant. The 

mean score of children’s group for emotional and conduct disorders, according to 

mothers’ stress levels, were as follows:

For the peace period, children whose mothers showed high stress levels 

indicated a high mean score for emotional disorder (3.1), compared with those 

whose mothers had low stress levels (2.4), and medium stress levels (2.3). For 

conduct disorders, children of medium stress level mothers displayed a higher

203



mean score (2.7), in comparison to those of high (2) and low stress level 

mothers (1.8).

For the occupation period, children of high stress level mothers had a high 

mean score for emotional disorder (2.8), followed by those of low stress (2.5) 

and medium stress level (1.7) mothers. An increase in the mean score was 

indicated for children displaying conduct disorder, in parallel with the rise in 

their mothers stress levels, (4.2), (2.7) and (1.8) for the peace, occupation and 

liberation groups, respectively.

With regard to the liberation period, it was noticed that the mean scores of the 

children’s groups for emotional disorder dropped according to the rise of their 

mothers’ stress levels: (3.11), (3), and (2) respectively. For conduct disorder, 

children of high stress level mothers scored 4 in comparison to (3) and (1) for 

low and medium stress level mothers, respectively. Again, these differences 

among children’s mean score were not significant.

7.3 Mothers’ Stress as an Interpreter of Children’s Mental Health State (CBI)

7.3.1 Correlation Between Mothers’ Stress Level and Children’s Mental Health 

State (CBI)

According to the CBI scale, children’s psychological state was classified as 

“mild” or “severe” for depression hostility, and anxiety. Does the child’s 

psychological condition (mild, severe) differ according to the mothers’ stress level? 

Table 29 answers this question.

204



Table 29: Distribution of children according to mental health state (CBI), period
and mothers’ stress level.

K)OLn

CBI Scale
Period I Depression Hostility Anxiety

U
1 1 1

I
5 21

I
1

!"
u cd

2 s
1

a"
JS
U a

Peace Low 8 1 7 2 8 1

Medium 25 2 3.8 .19 22 5 .33 .03 26 1 7.2* .27*

High 11 4 13 2 10 5

Occupation Low 12 1 11 2 11 2

Medium 11 7 6.3* .30 13 5 1.09 .25 16 2 2.7 .18
High 17 2 13 6 13 6

Liberation Low 23 2 18 7 22 2

Medium 11 3 1.6 .05 14 0 5.7* .15* 12 3 1.4 .15
High 10 1 10 1 8 3

* P <  0.05



Initially, it was evident that there is a significant correlation between each of 

the following:

Severe anxiety cases increased in the children bom before the Iraqi occupation 

(peace period) to high stress level mothers.

Severe depression cases increased in the children born during the Iraqi 

occupation (occupation period) to medium stress level mothers.

Severe hostility cases increased in the children bom after the Iraqi occupation 

(liberation period) to low stress level mothers.

The table shows that there were 23 children with severe depression and only 4 

children from low stress level mothers, i.e. 17.4% of the total number, which 

increased to 52.2% children of medium stress level mothers, and 30.4% severely 

depressed children who belonged to high stress level mothers. Thus, the number of 

severely depressed children decreased for those of low stress level mothers when 

compaied with those of medium or high stress level mothers.

Regarding hostility, the table showed that from the total number for severe 

hostility (30), most of them were from the occupation period (13), followed by the 

peace (9) and liberation (8) periods. There are (11) children belonging to low stress 

level mother, (10) and (9) belong to medium and high stress level mothers, 

respectively.

Therefore, severe hostility increased for children of low stress level mothers, 

and most of the severely hostile children in the liberation period belonged to low 

stress level mothers, with the exception of only one child, who belonged to a high 

stress level mother.

For severe anxiety, the total number was 25, distributed over 14, 6 and 5 for 

children of high, medium and low stress level mothers, respectively. In brief, the
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number of children having severe anxiety increased for those of high stress level 

mothers.

7.3.2 Mothers’ Stress Level as an Influential Factor in Children’s Mean Score

on Mental Health Scale (CBI)

As mentioned earlier, the mental health scale (CBI) includes three dimensions: 

depression, anxiety, and hostility, with a total score of 72 and the results showed that 

the children’s mean score was 26.7. Do the children’s mean scores on this scale vary 

according to the difference in the mother stress levels? Table 30 clarified this query 

and displays the mean score of the children’s groups, indicating there were no 

significant differences between the mean score of children for each of the variables: 

depression, hostility and anxiety, except for hostility for those children bom during the 

liberation period.
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Table 30: Children’s mean score on mental health scale (CBI) according to period
and mother’s stress level

toooo

Period

M others’
Stress
Level

Children’s mean score (CBI)

«.Q
B
3
z

Depression Hostility Anxiety Total

2
s
a

1 Q
(/5

=

b

go
%
B
s
§

Q
1/5

s

;

g0 

c

1 Q
c/5

9
1

2
S
B

1 § 1
b

Peace Low 9 8.33 5.94 10.3 6.9 7.4 3.73 26.1 15.4

Medium 27 7.6 .9 2 9.07 5.9 .17 7.4 .7 .43 24 12.6 .79

High 15 10.9 5 9.8 5.5 8.5 4 29.1
10.9

Occupation Low 13 7.6 4.2 9.8 5 7.92 3.5 25.4 10.5

Medium 18 11.3 8 1.9 11.8 6 .42 8.1 3.7 .46 31.2 14 .85

High 19 8 4.8 11.1 6.5 9.1 3.9 28.2
12

Liberation Low 25 8.1 4.2 12.1 5.9 7.3 4 27.5 10.2

Medium 14 9.1 4.5 1.5 7.2 3.4 5.3* 8.7 3.4 .43 24.4 8.2 1.34

High 11 6.3 3.9 6.9 6.4 8.5 4 21.6
11.2

* P <  0.01



The children bom during the liberation period to low stress level mothers, 

had a high mean score for hostility in comparison to those of medium and high stress 

level mothers. The other mean score differences were statistically insignificant.

In examining the total mean score for depression, anxiety and hostility, in 

Table 30, the following is noticed:

Children bom during the peace period to high stress level mothers had a high 

mean score for depression, hostility and anxiety when compared with those 

children of low and medium stress level mothers.

Children bom during the occupation period to medium stress level mothers had 

a high mean score for depression, hostility and anxiety. Their mean scores 

increased to 31.2 against 28.2 for those of high stress level mothers and 25.4 for 

children of low stress level mothers.

Children bom during the liberation period to mothers with low stress, had a 

high mean score for depression, anxiety and hostility. Their mean scores 

reached 27.5 against 24.4 for children of medium stress mothers and 21.6 for 

those of high stress mothers.

Summary

This chapter discussed the children’s behavioural problems in the light of their 

mothers’ stressful experiences due to the Iraqi occupation. The results are 

summarised as follows:

There was no statistically significant correlation between mothers’ stress levels 

and children’s psychological disorders on the Rutter A2 scale, although 

children with psychological disorders had scored higher percentages for those 

mothers who experienced medium and high levels of stress.

Children of low stress level mothers had the highest mean score on the Rutter
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A2 scale, although the differences among the children’s mean scores were not 

significant.

Children bom during the occupation period to medium and high stress level 

mothers had a high mean score on the neurotic behavioural scale. This mean 

score was statistically significantly higher than the mean score of children bom 

in the same period to low stress level mothers. Other differences among the 

groups on the Rutter A2 scale were not significant.

There was no statistical significance between the existence of psychological 

disorders in children on the Rutter B scale and mothers’ stress levels, although 

the number of psychological disorders in children was higher for those of low 

stress level mothers.

According to the variable of stress levels for mothers, children bom during the 

occupation period displayed statistically significant differences on the 

psychological disorder (Rutter B) scale; the mean scores of children belonging 

to high stress level mothers increased in comparison to those of medium or low 

stress level mothers.

Children bom in the peace period to high stress level mothers, displayed an 

increased score for severe cases of anxiety in comparison to those bom during 

the same period to low or medium stress level mothers.

Children bom during the occupation period to medium stress level mothers 

expressed a high score for depression in comparison to those bom during the 

same period to low or high stress level mothers.

Children bom during the liberation period to low stress level mothers expressed 

an increase in the mean score for severe hostility in comparison to those bom 

during the other two periods. These children scored the highest level on the
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hostility scale with statistical differences from those children of high stress 

level mothers.
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CHAPTER VIII 

MOTHERS’ PTSD AS AN INTERPRETER OF CHILDREN’S 

BEHAVIOURAL PROBLEMS

This chapter explains the research results for the interpretation of children’s 

behavioural problems in relation to their mothers’ PTSD. This chapter includes three 

main items:

1. Mothers’ PTSD as an interpreter of children’s pathological behaviour (Rutter 

A2 scale).

2. Mothers’ PTSD as an interpreter of children’s psychological disorders (Rutter 

B scale).

3. Mothers’ PTSD as an interpreter of the nature of children’s mental health state 

(CBI).

The following interprets the results achieved by the study regarding the three

items:

8.1 Mothers’ PTSD as an Interpreter Of Children’s Pathological Behaviour 

(Rutter A2 Scale)

8.1.1 Correlation Between Mothers’ PTSD and Children’s Behavioural Type 

(Rutter A2)

What is the relation between mothers’ PTSD and their children’s pathological 

behaviour? According to the Rutter A2 scale, a child’s behaviour can be normal or 

abnormal. Abnormal can be neurotic, anti-social or undifferentiated disorders. 

According to the PTSD scale, a mother could or could not have PTSD. Thus we have 

two main variables: a) Child’s psychological disorders, and b) Prevalence of PTSD in 

mothers. Table 31 tackles the relation between these two variables for the three 

periods.
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Table 31: Distribution of children’s according to type of behaviour

Period Presence 
of PTSD 
in mothers

C hildren’s Behaviour 
(R utter A2)

3

Statistics
Pathological

"5
Eko
Z

u

2
Sz <

à l

1 1

&

U a

No 10 3 9 0 22Peace 5.8 .03
Yes 9 6 12 2 29

No 11 5 6 0 22Occupation 18.1** .21*
Yes 8 11 8 1 28

No 9 4 5 3 1
Liberation 19* .15*

Yes 11 10 6 2 29

* P < 0.05 ** P < 0.01

For the peace period 69% of the children with pathological behaviour belonged 

to mothers with PTSD. The percentage was 54.5 for children of mothers without 

PTSD. For the occupation period the percentage of children with pathological 

behaviours was 71.4 of mothers with PTSD, but was 50% for children of mothers 

without PTSD. The latter two percentages are compared with (62.1) and (57.1) for the 

liberation period, respectively. From the statistical analysis, for the occupation and 

liberation periods, a significant correlation was apparent between these two variables. 

In conclusion, children having psychological disorders on the Rutter A2 scale, 

displayed a percentage increase among those of mothers with PTSD in comparison to 

those children of mothers without PTSD.

8.1.2 Mothers’ PTSD as an Influential Factor in Children’s Mean Score on the 

Rutter A2 Scale

How far do children of mothers with PTSD differ from children of mothers? 

Without PTSD according to the Rutter A2 pathological disorder scale? Table 32 

details the results.
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Table 32: Children’s mean score on the Rutter A2, according

Period
Presence of 

PTSD in 
mothers

u

s3
%

C hildren’s mean 
score 

(R utter A)
T

Value
Mean
score

S.D.

No 22 14.09 6.49Peace 1.44
Yes 29 17.07 7.87

No 22 12.82 6.83Occupation 1.82*
Yes 28 16.61 7.68

No 21 13.05 7.1Liberation .78
Yes 29 14.62 6.3

*P<0.05 .

The table showed an increase in children’s mean score, belonging to mothers 

with PTSD in comparison to children of mothers without PTSD. This result applies to 

children for all the three periods (peace, occupation and liberation). But the 

differences in the mean score were significant for those children bom during 

occupation (second period).

Children bom in the peace and liberation periods to mothers with PTSD 

showed an increase in the mean score on the Rutter A2 scale which were not 

significant in comparison to the score of other children bom during these two periods, 

and having mothers without PTSD.

8.1.3 Mothers’ PTSD as an Influential Factor in Children’s Mean Score on Items 

of Neurotic and Anti-Social Behaviour

Do the children’s scores on neurotic and antisocial scales differ according to 

the existence or non-existence of PTSD in their mothers? Table 33 gives an 

explanation to this question.
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Table 33:Children’s mean score on items of neurotic and anti social behaviour

Presence (Pathologica Behaviour)
Period of PTSD Neurotic behaviour Anti social behaviour

in
mothers S

3
%

Mean
score

S.D. F
Value

Mean
score

S.D. F
Value

Peace No
Yes

22
29

3.3
4.6

.6
2.3

1.32 5.4
4.6

2.2
2.3 .86

Occupation No
Yes

22
28

3.6
4.6

.54
1.4

1.2 3.8
5

1.7
1.1 1.42

Liberation No
Yes

21
29

3.5
4.4

1.7
1.2 .96 4.6

3.5
.7

2.2
.99

There were no significant differences among the groups’ mean score for either 

the neurotic or anti-social behaviour. The neurotic behaviour indicated an increase in 

the mean score of children whose mothers had PTSD, when compaied to children of 

those mothers without PTSD. The same applied for the three periods. For the anti

social behaviour, the mean score of children, belonging to mothers with PTSD, 

showed an increase for those bom during the occupation period. Children bom in the 

peace and liberation periods to mothers with PTSD had lower mean scores than those 

who had mothers without PTSD. The differences in the mean scores were not 

significant.

8.2 Mothers’ PTSD as an Interpreter of Children’s Psychological Disorders 

(Rutter B) scale

8.2.1 Correlation Between Mothers’ PTSD and Children’s Behavioural Type 

(Rutter B)

Table 34 exhibited the distribution of children according to their psychological 

disorders, mothers’ PTSD status and period.
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Table 34: Distribution of children according to type of behaviour (Rutter
B), period and mothers’ PTSD

Period
Presence 
of PTSD 
in mothers

Child
(Rutt

ren’s Behaviour 
er B)

So
H

Statistics

1o
%

w
eo
o
s

u
S

73
C
O
U l l

&%
Z
U a

No 8 7 5 2 22Peace 8.01 0.01
Yes 16 10 2 1 29

No 12 4 4 2 22
Occupation 6.6 0.12

Yes 19 5 3 1 28

No 17 3 1 0 21Liberation 6.05 0.18
Yes 19 4 4 2 29

There was no statistical significant correlation between mothers’ 

prevalence of PTSD and their children’s psychological disorders on the Rutter B 

scale. In spite of this fact, it was noticed from Table 44 that, in the liberation period, 

psychological disorders among children showed increased percentages up to 34.5 

from the total number of children of mothers with PTSD, in comparison with 19% 

for those mothers without PTSD. On the contrary, for the peace and occupation 

periods the percentage of psychological disorders in children of mothers without 

PTSD exhibited an increase, when compared with those of mothers with PTSD. In 

the peace and liberation periods, children with psychological disorders formed 

63.6% of the total number of children belonging to mothers without PTSD, when 

compared with 44.8% of children belonging to mothers with PTSD. These two 

percentages were compared with 45.5 and 32 in the occupation period, respectively. 

In summary, the increase in psychological disorders for children bom after the
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occupation period, whether their mothers had PTSD or not, were more than those 

belonging to mothers without PTSD, and vice versa. Children bom in the peace and 

occupation periods displayed an increase in their psychological disorders for those 

belonging to mothers without PTSD.

8.2.2 Mothers’ PTSD as an Influential Factor in Children’s Mean Score on 

Rutter B scale

Do children of mothers with PTSD differ from those of mothers without, based 

on the Rutter B psychological disorder scale? Higher mean scores on this scale 

implied greater severity of psychological disorders. Table 35 sums up the results for 

the mean score of children on the Rutter B psychological disorder scale, along with 

classification of the children according to their mothers’ prevalence of PTSD, 

considering the period variable.

Table 35: Children’s mean score on the Rutter B scale according
to period and mot lers’ PTSD

Children’s mean
Im score (Rutter B) T

Presence È Value
Period of PTSD Bs Mean

in mothers Z score S.D.

Peace No 22 14.1 4
0.3

Yes 29 13.6 3.9

Occupation
No

Yes

22
28

12.8

14.8

4.4

6.6
.76

Liberation No 21 14 6.4 .14
Yes 29 14 5.3

This table did not show any significant differences among the children’s  mean 

score. In general, mothers with PTSD have children with a mean score of 14.13 on 

the psychological disorder scale, against 13.63 for children of mothers without PTSD.

When examining each period separately, children bom during the occupation 

period to mothers with PTSD, scored a high mean on this scale when compared with
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those bom in the same period, but to mothers without PTSD. Children bom in the 

liberation period, the mean scores for the first group was equal to that of the second 

and also similar for those children who were bom in the peace period to mothers with 

PTSD. These children scored a mean of 14.1, however, the differences were not 

significant.

8.2.3 Mothers’ PTSD as an Influential Factor in Children’s Mean Score on

Items of Emotional and Conduct Disorders

Does the child’s mean score on items of emotional and conduct disorders vary 

according to the existence or non-existence of PTSD in mothers? Table 36 includes 

the mean scores of children’s groups on the items of emotional and conduct disorders, 

according to the prevalence of PTSD in their mothers.

Table 36: Children’s mean score on the items of emotional and conduct

Period Presence of 
PTSD in 
mothers S

3z

C hildren’s mean score

Emotional disorders Conduct disorders

n Q
c/3

«

I t Q
c/3

<u

No 22 2.07 1.3 1 2.64 2.7

Peace .7
Yes 29 3.07 1.8 .64 2 2.04

No 22 2.2 1.2 2.6 1.8

Occupation
Yes 28 2.8 1.5

.89
2.7 2.1

.19

No 21 3 .8 2.3 1.6
Liberation .15 .29

Yes 29 3 1.6 2.9 1.4

There were no significant differences among the mean score of the children’s 

groups for behavioural problems. The table showed that children with emotional 

disorders and bom during the peace and occupation periods, to mothers with PTSD, 

indicated a higher mean score than those belonging to mothers without PTSD.

Children bom during the liberation period, to mothers with PTSD indicated a
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mean score equal to that of children belonging to mothers without PTSD.

Conduct disordered children of mothers with PTSD scored a higher mean than 

children of mothers without PTSD. This applied to children bom during the 

occupation or liberation periods, however, children bom during the peace period, to 

mothers with PTSD, had a lower mean score in comparison to those children of 

mothers without PTSD. Therefore, children of mothers with PTSD tended to have a 

higher mean score for psychological disorders than children of mothers without 

PTSD, although the differences were not significant.

8.3 Mothers’ PTSD as an Interpreter of Children’s Mental Health State (CBI)

8.3.1 The Correlation Between Mothers’ PTSD and the Children’s Mental

Health State (CBI)

The intensity of a child’s psychological state can be severe or mild for 

depression, anxiety and hostility according to the psychological state scale, which is a 

part of the CBI. This intensity may vary according to the existence or non-existence 

of mother’s PTSD. The study investigated this. Results are shown in Table 37.
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Table 37: Distribution of children according to mental health state (CBI), period and mothers’ PTSD

Period

Presence  
o f PTSD  

in
m others.

C hildren’s m ental health state (CBI)

Depression Hostility Anxiety

731
a

1
o

si I
2

!
c/3

O'in
Ifl
U a 1 !

c/3

é*
c/3
Z
u

No 22 0 21 1 21 1

Peace (12* 3 5 * 4.6 .30* 2.8 .23

Yes 22 7 21 8 23 6

No 19 3 19 3 19 3

O ccupation 0.99 .14 3.1* 3 5 * .99 .14

Yes 21 7 18 10 21 7

No 19 2 19 2 19 2

Liberation 0.12 .06 1.1 .15 1.1 .15

Yes 25 4 23 6 23 6 2

* P < 0 ,05



This table disclosed that on the level of three periods, 78.3% of severe 

depression cases belonged to mothers with PTSD. In the first period, all the children 

who showed severe depression had mothers with PTSD. There is a significant 

correlation between the nature of children’s depression (mild, severe) and the 

existence of PTSD in mothers of the peace period. In the occupation and liberation 

periods there were (16) children with severe depression, (11) of them belonged to 

mothers with PTSD.

For hostility, there was a significant correlation between children’s severe 

hostility and existence of PTSD in mothers of the peace and occupation periods, 

indicating an increase in severe hostility among children of mothers with PTSD. For 

all three periods, 80% of severe hostility cases existed among children of mothers with 

PTSD.

For anxiety, there are (25) children suffering from severe anxiety, 76% of them 

belong to mothers with PTSD. In general the percentage of children who indicated 

increased levels of severe depression, hostility and anxiety were of those mothers with 

PTSD.

8.3.2. Mothers* PTSD an Influential Factor on Children’s Mean Score on Mental 

Health Scale (CBI)

An increase in the mean scores for hostility, depression and anxiety implied 

severity of suffering and vice versa. Analysis showed that the mean score for the 

whole sample for the three dimensions was 26.7. The question is: did this score vary 

according to the existence or non-existence of PTSD in mothers? Table 38, on the 

following page, illustrates the answer to this question.
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Table38:Children’s mean score on mental health scale (CBI) according to period and mothers* PTSD

Period

Presence 
of PTSD 

in
Mothers

L.
X i

E
3
%

Mean score on mental health scale (CBI)
Depression Hostility Anxiety Total

I I P
«

I I Q
c/5 I I d

c/5

0>
3 I I d

c/5 >

Peace No 22 6.54 3.9 7.86 4.5 6.7 2.8 21.09 9.5
2.84** 1.87 1.83 2.62**

29 10.31 5.5 10.76 6.5 8.5 4.2 29.6 13.5
Yes

25.1
Occupation No 22 7.8 6 9.6 5.5 7.7 3.5 12.4

1.3 1.6 1.2 31.2 1.75
Yes 28 10.07 6.2 12.2 5.9 9 3.7 11.9

Liberation N o 21 7.3 4.6 9.6 5.2 7 3.6 23.8 9.9
.99 .03 1.23 .88

Yes 29 8.5 3.9 9.6 6.5 8.3 3.8 26.4 10.6
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From this table, children of mothers with PTSD had a high mean score for 

depression, anxiety and hostility when compared to those children of mothers without 

PTSD. The differences among the mean score of the two groups were significant for 

children bom in the peace period, for depression and a total mean score on the CBI 

scale. Children bom during the occupation and liberation periods, to mothers with 

PTSD, had a high mean score for depression, hostility and anxiety in comparison to 

those children of mothers without PTSD, although the differences were not significant 

between the_two groups.

Summary

This chapter has discussed the results of mothers’ suffering with PTSD as an 

interpreter of their children’s behavioural problems, which can be summed up as 

follows:

This research has tackled the results of mothers’ suffering with PTSD as an 

interpreter of their children’s behavioural problems, which can be summed up 

as follows:

Children with pathological disorders who have high percentage scores have 

mothers with PTSD. There was a statistically significant correlation between 

mothers with PTSD and existence of her child’s pathological disorder, for those 

children bom during the occupation period.

Children whose mothers have PTSD, have high mean scores on the behavioural 

disorder (Rutter A2) scale, when compared with those whose mothers do not 

have PTSD. The differences are statistically significant for children’s mean 

scores on the Rutter A2 scale, for those bom during the occupation period and 

not statistically significant for those bom in the peace and liberation periods. 

Differences are not significant between children whose mothers have PTSD and
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those who do not, when analysing the mean scores for neurotic and anti-social 

behaviours, although children of mothers with PTSD have a high mean score 

with no statistically significant differences for neurotic behaviour. This applies 

to all the three periods.

There was no significant correlation between mothers with and without PTSD 

and existence of psychological disorders in children on the Rutter B scale; 

although children bom after the occupation period to mothers with PTSD, had a 

higher percentage of behavioural disorder, when compared with those bom 

during the same period and to mothers without PTSD.

There were no significant differences between children of mothers with or 

without PTSD, when evaluating the mean scores for emotional and conduct 

disorders, although children of mothers with PTSD had a high mean score for 

emotional disorders.

There was a significant correlation between mothers with PTSD and existence 

of severe hostility in children bom during the peace period; severe depression 

and severe hostility cases existed among children of mothers with PTSD.

There was no significant correlation between mothers with PTSD and existence 

o f severe hostility in children who were bom during the occupation period, 

where severe hostility exists among children of mothers with PTSD.

Children bom during the liberation period to mothers with PTSD displayed an 

increase in scores for severe depression, severe hostility and severe anxiety 

when compared to those whose mothers without PTSD, although the relation 

between the two variables was not statistically significant.
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CHAPTER IX

MOTHERS’ DISORDERS SYMPTOMS (SCL-90-R) AS AN INTERPRETER 

OF CHILDREN’S BEHAVIOURAL PROBLEMS

This chapter interprets the results of children’s behavioural problems in 

relation to the mothers’ disorders symptoms. The SCL-90-R scale has been utilised to 

identify the mother’s psychological state (mild or severe). This chapter interprets the 

related results through the following three items:

1. Mothers’ disorders symptoms (SCL-90-R) as an interpreter of children’s 

pathological behaviour (Rutter A2).

2. Mothers’ disorders symptoms (SCL-90-R) as an interpreter of children’s 

psychological disorders (Rutter B).

3. Mothers’ disorders symptoms (SCL-90-R) as an interpreter of children’s 

mental health state (CBI).

The following interprets the results achieved by the study regarding the three items:

9.1 Mothers’ disorders symptoms (SCL-90-R) as an Interpreter of Children’s 

Pathological Behaviour (Rutter A2)

9.1.1 Correlation Between Mothers’ Disorders Symptoms (SCL-90-R) and 

Children’s Behavioural Type (Rutter A2)

Is there a correlation between mothers’ disorders symptoms (mild or severe) 

on the SCL-90-R and their children’s behavioural type according to the Rutter A2 

scale?

Table 39 revealed that there is no significant correlation between the children’s 

behavioural type and mothers’ disorder symptoms (SCL-90-R).
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Table 39: Distribution of children according to type of behaviour (Rutter

Period Intensity of 
M others’ 
disorders

C hildren’s type of behaviour

3
H

Statistics

"5
Ëo
Z

Pathological

c r

1
J S
U OC

2
30>
Z

ë

e
< i l

Mild 17 5 17 2 41Peace 4.8 . 18
Severe 2 4 4 - 10

Mild 19 11 10 1 41Occupation .7 .05
Severe - 5 4 - 9

Mild 19 10 7 5 41Liberation 4.2 .21
Severe 1 4 4 9

But exploring the table reveals that children’s behavioural problems increased, 

i f  their mothers suffer severely according to the SCL-90R scale. This result applies to 

the sample as a whole, as it applies to the sample groups in each period separately. On 

the level of the sample as a whole, the table showed that problematic behavioural 

children form 89.3% of the total of children whose mothers displayed a severe level of 

suffering. This percentage dropped to 55.3 for children whose mothers’ psychological 

states were mild (normal). As for each period alone, the table reveals that children 

with behavioural problems constitute 80%, 100% and 89% of those whose mothers 

severely suffer in the three periods, peace, liberation and occupation, respectively, 

against 58.5%, 53.7%, 53.7% of the children whose mothers’ psychological state were 

mild (normal). In spite of this, the statistical analysis revealed no significant 

correlation between children’s psychological disorders on the Rutter A2 scale and the 

level of mothers’ psychological disorders according to the SCL-90-R scale.
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9.1.2 Mothers’ Disorders Symptoms (SCL-90-R) as an Influential Factor on 

Children’s Mean Scores on the Rutter A2

An attempt was made to determine whether the child’s score on the Rutter A2 

scale varies according to the intensity of mother’s disorder (mild, severe) on the SCL- 

90-R scale. The results are important, as it will clarify whether the mothers’ disorders 

affect her child’s behaviour. Table 40 reveals the analysed results.

Table 40: Children’s mean score on the Rutter A2 scale according

Period Intensity of 
Mothers’ 
disorders

tm<uJO
S9
%

Response of 
children 

(Rutter A2) 
scale

T
Value

1 s
Q
c/5

Mild 41 14.7 6.7
Peace 1.86

Severe 10 20.2 8.7

Mild 41 13.3 6.7
Occupation 3.57**

Severe 9 2Z2 6.7

Mild 41 13.3 7.2
Liberation 1.78

Severe 9 17.11 5.6
**P< 0.01

A high mean score on the Rutter A2 scale indicated severity of behavioural 

problems and vice versa. As shown in the table, children belonging to mothers with 

severe disorders revealed an increased mean score. The differences between the mean 

score of the two groups were significant for children who were bom during the 

occupation period, as seen in Table 40.

9.1.3 Mothers’ disorders symptoms (SCL-90-R) as an Influential Factor on 

Children’s Mean Scores on Items of Neurotic and Anti social Behaviour

Do the child’s mean score for neurotic and anti-social behaviours vary 

according to the intensity of their mother’s disorders? The following Table 41 offers
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the answer.

Table 41:Children’s mean score on items of neurotic and anti social 
behaviour according to period and mothers’ disorders 

________ symptoms (SCL-90-R) ______________________________

Period Intensity of 
Mothers’ 
disorders

Children’s mean score
Neurotic

behaviour

I
B
% li Q

c/5

I
>

Antisocial
behaviour

I I Q
c/5

s
I

Peace Mild

Severe

41

10

3.4

5.3

1.7

2.1
1.45 4.6

5.3

2.2

2.5
1.18

Occupation
Mild

Severe

41

9

3.6

4.6

1.1

1 . 1
1.58 4.5

4.5

1.6

1.3
1.8

Liberation
Mild

Severe

41

9

4.1

4.3

1.4

1.3
19 2 .3

5

1
3.7*

* P <  0.05

This table showed that children whose mothers suffered severely had a higher 

mean score for neurotic disorder, although there was no significant difference 

compared with children whose mothers’ psychological states are mild.

As for anti-social behaviour, differences were not significant for the mean 

score of the two groups of children bom during the peace or occupation periods. For 

those bom during the liberation period, there were significant differences between the 

mean score of the first and second groups. This implied that children whose mothers 

suffered severely were the most expressive of anti-social behaviour, when compared 

with those whose mothers did not suffer from these disorders.
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9.2 Mothers’ disorders symptoms (SCL-90-R) as an Interpreter of Children’s 

Psychological Disorders (Rutter B)

9.2.1 Correlation Between Mothers’ disorders symptoms (SCL-90-R) and 

Children’s Behavioural Types (Rutter B)

Do children of severely stressed mothers differ from those whose mothers are 

normal, in emotional, conduct, and undifferentiated disorders? Table 42 

answers this question.

Table 42: Distribution of children according to type of behaviour (Rutter B

Period Mother’s
disorder

symptoms
(SCL-90-

R)

Children’s Behaviour 
(Rutter B)

3o
H

Statistics

15
Ëo
%

Pathological

d*
z
U PC

a

■Bo
B
w

w
S

13
Co
U ! i

Mild 18 14 7 2 41
Peace 7.8 .13

Severe 6 3 - 1 10

Mild 26 7 5 3 41
14.8 .1

Occupation Severe 5 2 2 - 9

Mild 30 5 4 2 41
Liberation 6.06 .17

Severe 6 2 1 - 9

There was no statistically significant correlation between the intensity of 

mothers’ disorders and existence of disorders in their children. The table showed that 

of children bom during the peace period with mothers suffering from severe disorders, 

40% suffer from behavioural problems. For the occupation and liberation periods, 

mothers who suffered from severe disorders had children who displayed a high 

percentage for behavioural problems, when compared to those mothers without 

disorders.
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In the second period 44.4% children belonging to mothers with severe 

disorders, had behavioural problems against 36.6% of children belonging to mothers 

without disorders.

Regarding the liberation period, the percentage of children with behavioural 

problems was 33.3% against 26.8% of children belonging to mothers without 

disorders, although these differences were not significant.

9.2.2 Mothers’ Disorders Symptoms (SCL-90-R) as an Influential Factor in

Children’s Mean Scores on the Rutter B Scale

High mean scores on the (Rutter B scale) indicated the severity of these 

disorders Does the mean score on this scale vary according to the intensity of mother’s 

symptom? Table 43 shows the differences in children’s mean score on the Rutter B 

scale when classifying them into groups according to the intensity of mothers’ 

psychological conditions (mild, severe).

Table 43: Children’s mean score on the Rutter B scale according

Period
Intensity of 

Mothers’ 
disorders 
symptom 

(SCL-90-R)

L.
.o
Ss
Z

Children’s mean 
score 

(Rutter B) T
Value

II «cn

Mild 41 13.9 3.2
Peace .19

Severe 10 13.3 7.2

Mild 41 13 5.8
Occupation .36

Severe 9 14.5 4.5

Mild 41 14.5 6
Liberation .86

Severe 9 12.7 2

There were no significant differences between children of mothers with severe 

or mild disorders in the mean score on the Rutter B scale. The table also indicated
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that children bom during the occupation period to mothers who suffered severely, 

achieved a mean score of 14.5 on the psychological disorder scale, against 13 on the 

mean score for those who were bom during the same period, but their mothers’ 

psychological state was mild. Children bom during the peace and liberation periods to 

mothers with severe suffering, had a lower mean score than those children of mothers 

with mild psychological state.

9.2.3 Mothers’ Disorders Symptoms as an Influential Factor on Children’s Mean

Score on Items of Emotional and Conduct Disorders

Do children’s mean scores for emotional and conduct disorders vary according 

to the intensity of mothers’ disorder (mild, severe). The study explored this, and the 

results achieved are shown in Table 44.

Table 44: Children’s mean score on the items of emotional and conduct 
disorders according to period and mothers’ disorders

Period
Intensity of 

Mothers’ 
disorders 
symptoms 

(SCL-90-R)

»
ss
z:

Children’s mean score
E
c
motional
isorders

Conduct disorders

I I Ô
c/5

a

1  s Q
c/5

a
h |

>

Mild 41 2.43 1.6 2.4 2.5
Peace .81 .33

Severe 10 3.25 1.8 2 2.2

Mild 41 2.53 1.4 2.6 2.1
Occupation .34 .45

Severe 9 2 2 5 1.5 3.6 1.4

Mild 41 3.1 1.5 2.9 .8
Liberation 1.34 .95

Severe 9 2.3 .6 2 .6

The table showed no significant differences between the sample groups’ mean 

score for children’s psychological disorders (Rutter B scale) according to the intensity 

of their mother’s disorders (SCL-90-R).

As for emotional disorders, the mean score ranged between 2.25 to 3.25.
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Children bom during the peace period to mothers with severe disorders achieved the 

highest mean score. As for conduct disorder, the mean score of children’s groups 

ranged between 2 to 3.6. Children bom during the occupation period to mothers with 

severe disorders achieved the highest score.

9.3 Mothers’ disorders symptoms as an Interpreter of Children’s Mental 

Health State (CBI)

9.3.1 Correlation Between Mothers’ Disorders Symptoms (SCL-90-R) and 

Children’s Mental Health State (CBI)

According to the SCL-90-R scale, mothers’ disorders symptoms could be mild 

or severe and children’s psychological state could be mild or severe for hostility, 

anxiety and depression, according to the CBI. Is there a correlation between mothers’ 

disorders symptoms and their children’s psychological state? Table 45 displays the 

results.
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Table 45: Distribution of children according to mental health state (CBI),

wU)U)

Period
Intensity 

of Mothers’ 
Disorder 

Symptoms 
(SCL-90-R)

C lildren’s mental health state (CBI)
Depression Hostility Anxiety

21
&K/l

u
21

1
&c/5

crc/5
2
u a

-a

1
2

c/5

O'c/5
2
U

Peace Mild 35 6 37 4 37 4
.14 .5 8.9** .42** 2.8 .23

Severe 9 1 5 5 7 3
Occupation Mild 34 7 33 8 35 7

1.2 .15 4.9** .31* 4.1* ^9*
Severe 6 3 4 5 5 4

Liberation Mild 38 3 34 7 35 6
4.7* .951 .07 .32 .08

Severe 6 3 .31* 8 1 7 2

* P < 0.05 * * ? < 0 .0 1



From this table the following main points are seen:

Depression: children who were bom during the peace and occupation periods, 

displayed no statistical significant correlation between the intensity (mild, 

severe) of depression and the intensity (mild, severe) of their mothers’ 

disorders. As for the liberation period, children bom to mothers with severe 

disorders, 50% of them had severe depression, but this percentage dropped to 

7.3% for those children of mothers without severe suffering. The correlation 

was statistically significant between mothers’ suffering and that of their 

children, for the third (liberation) period only.

Hostility: in the peace and occupation periods there was a significant 

correlation between the intensity of mothers’ disorders (SC1-90-R scale) and 

intensity of hostility among their children. In the peace period, for mothers 

having severe disorders, the percentage of severe hostility in their children 

reached 50 against 9.8 for children belonging to normal mothers. In the 

occupation period, children having severe hostility represented 55.6% of those 

belonging to severely suffering mothers compared with 19.5% of those whose 

mother’s psychological state was normal. In the liberation period, there was 

not significant correlation between the children’s intensity (mild, severe) and 

their mothers’ intensity (mild, severe) of disorders.

Anxiety: children bom during the occupation (second period) exhibited a 

significant correlation between the intensity (mild, severe) of anxiety and the 

intensity of their mothers’ disorders (mild, severe); 44.4% of severe anxiety 

cases were apparent among the children of mothers with severe suffering 

against 14.6% for those whose mothers were normal (SCL-90-R scale).

For children bom in the peace and liberation periods, there was no significant
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correlation between the intensity (mild, severe) of anxiety and the intensity of 

their mother’s disorders.

9.3.2 Mothers’ Disorders Symptoms (SCL-90-R) as an Influential Factor in the 

Children’s Mean Score on Mental Health Scale (CBI)

Table 46, on the following page tackled the mean score (CBI) and intensity of 

mothers’ disorders (SCL-90-R).
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Table 46: Children’s mean score on mental health scale (CBI) according to mothers' disorders

Period Intensity
of

M other’s
Disorder

Symptoms
(SCL-90-

R)

Children’s mean score on mental health scale (CBI)

1
83
z

Depression Hostility Anxiety Total

g. o 
% 
s

1 Q
c/3

V3

1
H

g
8%
a

1 d
c/3

S
"3>
H

8
1
3

1 d
c/3

«_3
"3
> .

H

1
8

1 d
c/3

_3
"3>
H

Peace Mild 41 8.34 5.5 8.44 5.2 7.04 3.6 23.8 12.2

1.21 2.81* 3.9** 2.66**

Severe 10 10.1 3.7 14 6.6 10.4 2.9 34.4 11.1

Occupation Mild 41 8.24 5.5 10.22 5.6 7.8 3.4 26.3 11.7

1.72 2.18* 2.54* 3.17**

Severe 9 12.9 7.6 14.8 5.6 11.11 3.5 38.8 10.5

Liberation Mild 41 7.34 3.8 9.24 6.2 7.5 3.8 24.1 9.9

2.5* 1.09 1.03 1.84

Severe 9 11 4.7 11.22 4.6 8.9 3.6 31.1 10.4

* P < .05 *♦ P <  .01



The table showed that children of mothers with severe disorders had a high 

score on depression, hostility and anxiety, compared with those children whose 

mothers’ psychological state was normal. This result applied to all the three periods. 

Children bom during the occupation period to mothers with severe suffering had a 

high significant mean score on the depression scale, compared with those who were 

bom during the same period but their mothers’ psychological state was mild. Children 

bom during the peace and liberation periods and with mothers suffering severely had a 

significant mean score for anxiety and hostility as well as the total sum, in comparison 

to those bom during the same period to mothers without severe suffering.

Summary

This chapter discussed relating to mothers’ disorders symptoms (SCL-90-R) as 

an interpreter of children’s behavioural problems, the most important of which are:

There was no statistical significant correlation between mothers’ intensity 

(mild, severe) of disorders according to the SCL-90-R scale, and children’s 

behavioural problems (normal, pathological) according to the Rutter A2 scale. 

Children bom during occupation period to mothers with severe suffering were 

the most representative of behavioural problems according to the Rutter A2 

scale. Their score reached 22.2 against 13.3 for those bom during the same 

period, to mothers with mild stress level. The differences between the two 

mean scores were significant.

Children bom during the occupation period to mothers with severe disorders 

had a significant mean score on the Rutter A2 scale, when compared with those 

o f mothers without severe disorders.

Children o f mothers who suffered severely had an increased mean score for 

neurotic disorder, but no significant differences for those whose mothers who
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did not suffer from these disorders. This result applies to children in all the 

three periods (peace, occupation and liberation).

Children whose mothers with severe level of suffering and were bom during 

the liberation period had a higher mean score for anti-social disorder items, 

than those bom during the same period to mothers not suffering from severe 

disorders. The difference is significant.

There was no statistically significant correlation between mothers’ intensity of 

disorders (mild, severe) and of their children’s psychological disorders, on the 

Rutter B scale. The children’s mean score on this scale did not vary according 

to the intensity of their mothers’ disorders.

There was a statistically significant correlation between children’s intensity of 

depression (mild, severe) and their mothers’ intensity of psychological 

disorders (mild, severe) for children bom during the liberation, where severe 

depression cases increased among children whose mothers suffered severely. 

The same result applied to children bom during the peace and occupation 

periods, for severe hostility and severe anxiety.

For children bom during the peace or occupation periods, there was a 

significant difference between the group of children whose mothers suffered 

from mild and severe psychological disorders. As for hostility and anxiety, the 

total score of the first group increased with significant differences, when 

compared with the scores of the second group of children bom in the peace and 

occupation periods.
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CHAPTER X

CHANGE IN MOTHERS’ ATTITUDES AND BELIEFS AS AN 

INTERPRETER OF CHILDREN’S BEHAVIOURAL PROBLEMS

This chapter discloses the results concerning the change in mothers’ attitudes 

and beliefs and its relations to their children’s behavioural problems, which includes 

the following:

1. Mothers’ change in attitudes and beliefs as an interpreter of children’s

pathological behaviour (Rutter A2).

2. Mothers’ change in attitudes and beliefs as an interpreter of children’s

psychological disorders (Rutter B).

3. Mothers’ change in attitudes and beliefs as an interpreter of children’s mental 

health state (CBI).

The following is an interpretation of the results achieved by the study regarding the 

above three items:

10.1 Mothers’ Change in Attitudes and Beliefs as an Interpreter of Children’s

Pathological Behaviour (Rutter A2)

10.1.1 Correlation Between Mothers’ Change in Attitudes and Beliefs and

Children’s Behavioural Type (Rutter A2 Scale)

Do children, whose mothers’ attitudes and beliefs had changed, differ from 

those whose mothers’ were constant? Table 47 shows a distribution of children 

according to their behavioural problems and change in their mothers’ attitudes and 

beliefs.
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Table 47: Distribution of children according to type of behaviour

Period

Change
in

mothers’
attitudes

and
beliefs

Children’s Behaviour 
(Rutter A2)

3o
H

Statistics

75
Io
Z

Pathological

cr
2
U

2
Sz

é I

Yes 8 7 11 1 ?7Peace 5.5 .21
No 11 2 10 1 24

Yes 8 11 8 1 ?8Occupation 11.5 .22
No 11 5 6 - 22

Yes 8 5 8 1 27
Liberation 12.4 .04

No 12 9 3 4 28

There was no significant correlation between the change in mothers’ attitudes 

and beliefs and their children’ behavioural problems (Rutter A2 scale). From this 

table it is clear that for mothers whose attitudes and beliefs had changed, the 

percentage of children with behavioural problems increased, reaching 68.8% in 

comparison to 54.05% for children of mothers whose attitudes and beliefs were 

constant; this was pertinent to the sample as a whole.

As for the peace period, children with behavioural problems formed a 

percentage of 70.4 of mothers’ whose attitudes and beliefs had changed, against 54.2 

of mothers’ whose attitudes and beliefs were constant. In the occupation period these 

two percentages were compared with 71.4 and 50 against 63.6 and 57.1 in the 

liberation period. This implied that a high percentage of children with behavioural 

problems belonged to mothers with change in attitudes and beliefs when compared 

with the children of mothers whose attitudes and beliefs were constant. There was no 

significant correlation between the two variables.
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10.1.2 Change in Mothers’ Attitudes and Beliefs as an Influential Factor in 

Children’s Mean Score on Rutter A2

Children whose mothers’ attitudes and beliefs had changed, were more 

expressive of problematic behaviour than those children whose mothers’ attitudes and 

beliefs were constant. This applied to children in the three periods (Table 48).

Table 48: Children’s mean score on Rutter A2 scale according to
period and change in mothers’ atttitudes and belie s

Period

Change in 
mothers’ 

attitudes and 
beliefs

Number

Children’s 
mean score 
(Rutter A) T

ValueMean
score

S.D.

Peace
Yes

No

27

24

16.3

15.2

8.2

7.7
.55

Occupation
Yes

No

28

22

17.32

13.09

7.7

6.7
2.03*

Liberation
Yes

No

22

28

15

13.14

7.6

6.6
.91

* P < .05

The differences were significant only between children bom during the 

occupation period. The mean score for the first and second groups were 17.32%, and 

13.07%, respectively, and the difference between them was significant.

10.1.3 Change In Mothers’ Attitudes and Beliefs as an Influential Factor in 

Children’s Mean Score on Items of Neurotic and Anti-Social Behaviour 

Table 49 shows the children’s mean score for neurotic and anti-social disorders 

according to the change in their mothers’ attitudes and beliefs.
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Table 49: Children’s mean score on items of neurotic and anti social
behaviour according to period and change in mothers’
attiltudes and belie] ’s

Children’s mean score
Change in (Rutter A scale)
mothers’ Neurotic Antisocial

Period attitudes
and beliefs V

JO
Bs
Z li^  t »

d
c/5

9J31
H 1 s

d
c/5 J

Peace
Yes 27 4.5 2.1

1.3
5.2 2.8

.46
No 24 4.1 2.1 4.7 1.7

Occupation
Yes

No

28

22

4.2

3.4

1.2

1.1
1.26

3.8

5

1.8

1.1
1.39

Liberation
Yes 22 4.8 1.3

1.4
4 2.1

.65
No 28 3.8 1.3 4 1.7

The differences were not significant between the mean scores of the first group of 

children whose mothers’ attitudes and beliefs had changed. Each period had scored a 

relatively high mean score for neurotic behaviour compared with the second group. 

As for neurotic behaviour the mean score for the first group of children, whose 

mothers had a change in their attitude and beliefs, were (4.5), (4.2), (4.8) for the three 

periods respectively, against (4.1), (3.4) (3.8) for the second group, whose mothers 

attitudes and beliefs were constant. The differences were not significant.

As for anti-social behaviour, the table defined the mean scores for the first 

group in the three periods as: (5.2), (3.8) and (4) against (4.7), (5) and (4) for the 

second group, respectively. The differences were not significant.
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10.2 Change In Mothers’ Attitudes and Beliefs as an Interpreter of Children’s 

Psychological Disorders (Rutter B)

10.2.1 Correlation Between Change in Mothers’ Attitudes and Beliefs and 

Children’s Behavioural Type (Rutter B)

Is there significant correlation between classification of children’s behaviour

(normal, emotional, conduct, undifferentiated) on one side and the change in their

mothers’ attitudes and beliefs on the other? Table 50 answered this question.

Table 50: Distribution of children according to type of behaviour 
(Rutter B scale), period and change in mothers’ attitudes 
and beliefs

Period Change in 
Mother’s 
Attitudes & 
Beliefs

Children’s 
Behaviour (Rutter 

B)

3
o
H

Statistics

Ë
1

Pathological

&%
z
U X

a
ao

' So
B
w

w
a-o
a
o

U

h

1 1

Yes 15 9 2 1 27
Peace 5.01 .01

No 9 8 5 2 24

Yes 18 4 4 2 28
Occupation .20

No 13 5 3 1 22 7.9

Yes 15 3 3 1 22
Liberation 9.07 .17

No 21 4 2 1 28

Statistical analysis revealed that there was no significant correlation between 

change in mothers’ attitudes and beliefs, on one side, and existence of psychological 

disorders in their children, on the other.

10.2.2 Change in Mothers’ Attitudes and Beliefs as an Influential Factor in 

Children’s Mean Score on Rutter B

Did the child’s mean score on the Rutter B scale vary according to his 

mother’s change or constancy in her attitudes and beliefs? Table 51 reveals the mean
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score of children on the Rutter B scale, classified according to the change in their 

mothers attitudes and beliefs for the three periods.

Table 51: Children’s mean score on Rutter B scale according

Period

Change in 
mothers’ 

attitudes and 
beliefs

ua.o
as
%

Children’s 
mean score 
(Rutter B 

scale)

T
Value

Mean
Score

S.D.

Yes 27 13.4 4.5
Peace .5

No 24 14.2 3.4

Yes 28 13.5 6.2
Oecupation .20

No 22 14 5

Yes 22 14.8 6.2
Liberation .48

No 28 13.8 3.8

Statistical analysis showed that the differences among the groups’ mean score 

were not significant. In this framework, children bom during the peace or occupation 

periods to mothers whose attitudes and beliefs had changed displayed a lower mean 

score than children of mothers whose attitudes and beliefs were constant. As for 

children bom during the liberation period, the first group -  whose mothers’ attitude 

and beliefs had changed scored 14.8 against 13.4 for second group whose mothers 

were constant. The differences between the two variables were not significant.

10.2.3 Change in Mothers’ Attitudes and Beliefs as an Influential Factor in 

Children’s Mean Score on Items of Emotional and Conduct Disorders

According to the Rutter B scale, a child may have normal, emotional, conduct 

or undifferentiated behaviours. Does a child’s mean score for emotional and conduct 

disorders vary according to the change in his mothers’ attitudes and beliefs? The
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following Table 52 shows the mean scores of children’s emotional and conduct

disorders.

Table 52:Children’s mean score on the items of emotional and conduct 
disorders according to period, and change in mothers’ 
attitude and be iefs

Period
Change

in
mothers’
attitudes

and
beliefs

Bs
Z

Children’s mean score
Emotional Disorder Conduct Disorder

l i Q
c/5

V

>
H li Q

c/5
>
H

Yes 27 5.3 1.3 5 2.8Peace .10 .73
No 24 3.4 .9 4.2 2.8

Yes 28 3.6 .5 4.5 2.6
Occupation 2.43* .35

No 22 2.8 .5 4 1

Yes 22 3.3 .6 3.7 1.2
Liberation 1.4 .48

No 28 2.5 1 5.5 .8

*P < .05

The basis of classification is the mothers’ ‘change’ or ‘constant’ variable. The 

first group (‘yes’ group) are those children whose mothers had a change in their 

attitudes and beliefs, while the second (‘no’ group) are those children whose mothers 

attitudes and beliefs were constant.

For emotional disorder in the occupation period, the table showed that the first 

group scored a mean higher than that of the second group with a statistically 

significant difference between the two groups. This means that children bom during 

the occupation period to mothers’ whose attitudes and beliefs had changed expressed a 

significantly higher score for emotional disorder, compared to children of those 

mothers whose attitudes and beliefs were constant. With this exception, the 

differences between the samples groups were not significant.
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10.3 Change in Mothers’ Attitudes and Beliefs as an Interpreter of Children’s 

Mental Health State (CBI)

10.3.1 The Correlation Between Change in Mothers’ Attitudes and Beliefs and 

Children’s Mental Health State (CBI)

The trauma, attitudes and beliefs scale classified mothers into two categories, 

according to the change or constancy in their attitudes and beliefs. The psychological 

state (CBI) scale classified children according to their depression, hostility and anxiety 

disorders, whether mild or severe. Is there any correlation between classifying 

children according to their behaviour and their mothers’ change or constancy in their 

attitudes and beliefs? Table 53 included distribution of the children according to these 

two variables taking into consideration the period variable.
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Table 53: Distribution of children according to mental health state (CBI), period, and change
in mothers’ attitudes and beliefs.

Period

Change
in

mothers’
attitudes

and
beliefs

Children’s mental health state (CBI)

Depression Hostility Anxiety

■a

1
2
t

CZ3

O'
G C

Z
u

2I cc

&
c / 3

2
u

"O

1 1
c / 3

O'
c / 3

2
U

Peace
Yes 23 4 .06 .03 23 4 .32 .08 21 6 3.5* 26*
No 21 3 19 5 23 1

Yes 21 7 20 8 20 8
Occupation .99 .14 .22 .07 2.9 .24

No 19 3 17 5 20 2

Liberation
Yes 17 5 4.3* ^9* 18 4 .14 .05 20 2 1.4 .17

No 27 1 24 4 22 6

* P < .05



The first group of children are of mothers who had a change in their attitudes 

and beliefs and the second group are children of mothers whose attitudes and beliefs 

were constant. The table revealed the following points:

Depression: Most of the severely depressed children were from the first group 

(whose mothers had changed). This applied to all the three periods, and there 

was a significant correlation between the intensity of depression (mild, severe) 

and change/constancy in mothers’ attitudes and beliefs for children born in the 

liberation period.

Hostility: There was no significant correlation between the level of hostility 

(mild, severe) and change in mothers’ attitudes and beliefs. This applied to all 

the three periods, although 43.3% of the total severely hostile children were 

bom during the occupation period, 61.5% of severely hostile children belonged 

to mothers whose attitudes and beliefs had changed.

Anxiety: There is a significant correlation between children’s anxiety and 

mothers change in attitudes and beliefs regarding the peace period; the number 

o f children with severe anxiety increased in the first group whose mothers’ 

attitudes and beliefs had changed.

10.3.2 Change in Mothers’ Attitudes and Beliefs as an Influential Factor on 

Children’s Mean Score on Mental Health Scale (CBI)

The scale of psychological state (CBI) scale included three items: depression, 

hostility and anxiety. How, does the child’s mean score for these three dimensions 

vary according to the change in his mothers’ attitudes and beliefs?

Table 54 shows the children’s mean scores on the CBI scale for depression, 

hostility and anxiety and are classified according to the change in their mothers’ 

attitudes and beliefs for the three periods.
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Table 54: Children’s mean score on mental health scale (CBI) according to period and change in
mothers’ attitudes and beliefs

'O

Period
Change in 
Mothers 

Beliefs & 
Attitudes

u
Si
S
3
%

Children’s mean score on mental health sea e (CBI)

Depression hostility Anxiety Total

Q
c/5

aa

>
H

Q
c/5

9

1
H 2

d
c/5

3

1
H 2

Q
c/5

V
3

1
H

Peace Yes 27 9.8 4.6 10 5.2 9.2 3.1 29 10.3

1.6 .62 3.23** 1.86

No 24 7.5 5.7 9 6.6 6.04 3.7 22.5 14.2

Occupation Yes 28 10.6 7.05 11.5 5.8 9.4 3.6 31.3 12.6

1.83 .62 2.23* 1.83

No 22 7.4 4.4 10.5 6.06 7.2 3.3 25.0 11.5
4

Liberation Yes 22 9 5.2 9.8 6.6 6.5 3.3 25.4 11.7

1.42 .22 2.13* .39

No 28 7.2 3.2 9.4 5.5 8.7 3.9 25.4 9.3

* P < 0.05 **P< 0.01



This table showed that the first group of children (whose mothers’ attitudes 

and beliefs had changed) are more depressive, hostile and anxious than those children 

of the second group (whose mothers attitudes and beliefs were constant).

As for depression, the mean score for the first group (children whose mothers 

attitudes and beliefs had changed) were: (9.8), (10.6) and (9) for the three periods, 

respectively. The mean score for the second group (children whose that' attitudes and 

beliefs had not changed) were (7.5), (7.4) and (7.2), respectively, with no significant 

differences.

There were similar results as above for hostility, where the mean score was 

higher for the first group than the second group, but the differences were not significant.

Regarding anxiety, differences between the two groups were significant. This 

applied to the three periods, where the mean score for anxiety were higher for the first 

group than the second group.

Summary

This chapter investigated the results concerning change in mothers’ attitudes 

and beliefs as an interpreter of children’s behavioural problems. The following are the 

general findings:

There was no significant correlation between change in mothers’ attitudes and 

beliefs on one side and children’s psychological disorders on the other (Rutter 

A2). In spite of this, pathological behavioural problems, (neurotic, anti-social) 

indicated high scores for children of mothers whose attitudes and beliefs had 

changed (68.8%), when compared to those whose mothers were constant 

(54.05%).

For children bom during the Iraqi occupation (occupation period), there were 

significant differences between those belonging to mothers’ whose attitudes
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and beliefs had changed and those whose mothers were constant, where the 

mean scores (Rutter A2 scale) for the first group increased to 17.32 against 

13.09 for the second group. These indicated those children belonging to 

mothers with a change in their attitudes and beliefs and were bom during the 

occupation, exhibited behavioural problems. But children bom before (peace 

period) or after the occupation (liberation period), indicated mean scores 

(Rutter A2 scale) with no significant differences according to their mothers’ 

condition (changed/constant).

There were no significant differences between children whose mothers’ 

attitudes and beliefs had changed or were constant, in the mean scores for 

neurotic and anti-social behaviours.

There was no significant correlation between the change in mothers’ attitudes 

and beliefs and existence of emotional, conduct and undifferentiated disorders 

among children (Rutter B scale). There were no significant differences among 

children’s groups for the mean scores of the total scale, according to their 

mothers’ condition (changed/unchanged).

Regarding children who were bom during the occupation with their mothers’ 

attitudes and beliefs changed, their mean scores for emotional disorder 

increased with a significant difference in comparison to those who were bom 

during the same period, and belonged to mothers who were constant in their 

attitudes and beliefs. As for children who were bom before or after the 

occupation, their mean scores for emotional and conduct disorders did not vary 

according to their mother’s condition (changed/constant).

Cases of severe depression, hostility and anxiety were significant among 

children whose mothers’ attitudes and beliefs had changed. In this framework.
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there was a significant correlation between children’s level of anxiety (mild, 

severe) and change in mothers’ attitudes and beliefs, for children who were 

bom in the peace period. The same result applied to depression for children 

who were bom during the liberation period.

There was a significant correlation between children of mothers whose 

attitudes and beliefs had changed or were constant. The first group had a 

significant mean score for anxiety in comparison to the second group. This 

applied to children for all the three periods. It indicated that the children 

whose mothers had a change in their attitudes and beliefs were the most 

effected with anxiety, compared with those whose children of mothers whose 

attitudes and beliefs were constant.

252



CHAPTER XI

MOTHERS’ STRESS AND PSYCHOLOGICAL SYMPTOMS AS AN 

INTERPRETER OF THEIR CHILDREN’S ADAPTIONAL

BEHAVIOUR.

The adaptional behavioural scale includes two secondary scales: pro-social 

behaviour and planful behaviour. The question now is: Do children’s mean score on 

the adaptional behaviour scale vary according to their mothers stress levels and 

existence of psychological symptoms?

This chapter attempted to answer this query. It included elucidation o f the 

children’s adaptional behaviour in the light of their mothers’ stress and psychological 

symptoms.

11.1 Children’s Adaptional Behaviour According to Their Mothers’ Stress

Level

Mothers’ stress may affect their children’s adaptional behaviour and therefore 

the children’s adaptional level may vary according to their mother’s stress levels.

In applying the scale for measuring the mothers’ stress levels and children’s 

adaptional behaviour (CBI scale), the study generated results which are exhibited in 

Table 55.
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Table 55: Children’s mean score on adaptional behaviour (CBI), according to

K)
LA4̂

Period
M others’

Stress

level

t

E3
z

Children’s mean score on adaptional behaviour scale (CBI)

Pro-Social B. Planful B. Total

Mean
score

S.D. F Value Mean
score

S.D. F Value Mean
score

S.D. F Value

Peace Low 9 20.8 5.2 17.3 3.8 38.1 7.7

Medium 27 18.4 5 .73 15.9 5.4 .58 34.3 8.7 .79

High 15 19.6 5.6 15 5.2 34.07 8.5

Occupation Low 13 18.4 5.8 13.5 4.3 31.89 7.3

Medium 18 20.8 3.8 1.04 16.1 5.6 1.3 37 8.1 1.52

High 19 20.05 4.6 15.3 5.7 35.4 7.8

Liberation Low 25 16.7 6.7 15.3 4.8 32 10.1

Medium 14 19.6 5.2 1.06 15.86 4.95 1.8 35.4 9.4 .82

High 11 18.3 5.4 12.5 4.82 30.8 10



From this table, we noticed different mean score of children’s responses for 

adaptional behaviour according to their mothers’ stress levels, but these differences 

are not significant. In this framework, if we considered the variable of mother’s stress 

level, the table indicated that, children who belong to low stress level mothers had 

scored a mean of about 34 against 35.55 for those of high stress level mothers. This 

applied to the total children’s sample for all the three periods, as well as the children’s 

groups in the peace and liberation periods.

In the occupation period, mean score on the adaptional behaviour scale were 

higher for children whose mothers suffered a medium level of stress (36.94), 

compared with those whose mothers had high stress level (35.37). Children of low 

stress level mothers scored 31.84. In all the cases, differences among these mean 

scores were not significant

11.2 Children’s Adaptional Behaviour (CBI) According to their Mother’s

Disorders Symptoms (SCL-90-R)

In this study Kuwaiti mothers were classified according to the SCL-90-R scale 

into two groups: a) Mothers with a mild psychological condition, and b) mothers 

with severe psychological disorders.

The study attempted to answer the following question: Do children’s mean 

score on the adaptional behaviour scale vary according to their mothers’ psychological 

state? Table 56 provides the answer.
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Table 56: Children’s mean score on items of pro-social and planful
behaviour (CBI) according to period and mothers’

M others’ disorders 
symptoms 

(SCL-90-R)

Children’s mean score on adaptional behaviour scale (CBI)

Pro-Social Behaviour. Planful Behaviour Total

O

s2 Q
c /3

1
f-

%
1
12 S

1
H

ÎI
1 d

c/5
3
H

Somatization:
Mild 18.7 5.4 15.4 4.8 34.2 8.8

Severe 1-9.6 5.1 14.7 5.2
.69

34.5 9.4
. 18

Obsession
Compulsive: Mild 18.7 5.4 1.61 15.07 4.9

96
33.6 8.8

1
Severe 20.3 .01 16 4.9 36.3 8.9
Personal Sensitivity:
Mild 18.7 5.5 1.52 15.2 5 33.9 9.04

Severe 20.3 4.2 15.8 4.4 36.0
9

9.7

Depression:
Mild 18.8 5.4 15.3 4.8 34.9 8.8

.68 .04 .39
Severe 19.6 5.08 15.3 5.4 35 9.7
Anxiety:
Mild 18.7 5.5 15.3 5 33.9 9.4

Severe 20.7 4.05 15.3 4.2 36 7.8
Hostility:
Mild 18.7 5.5 15.2 4.9 33.8 9.4

1.85 .63 1.33
Severe 20.5 4.3 15.8 4.8 36.3 7.8
Phobic Anxiety:
Mild 18.7 5.6 15.3 4.9 34 8.9

Severe 20.3 4.1 15.4 5 35.6 8.7

Paranoid Ideation:
Mild 18.6 5.4 15.1 4.9 33.7 8.7

Severe 20.9 4.6
117*

16.2 3.06
.99

37.1 9.4
1.65

Psychoticism:
Mild 18.6 5.5 15.2 4.9 33.7 8.8

Severe 20.4 4.5 15.6 5.05 36 9.2

Total:
Mild 18.4 5.6 15.2 4.9 33.6 8.9

2.8** .61 1.77
Severe 21 3.9 15.8 4.8 36.8 8.3

* P < 0 .05 ; * * P < 0 .0 1

With reference to this table, the differences between children’s mean scores on 

the adaptional behaviour scale are mostly insignificant. It showed that children whose 

mothers suffered from severe psychological disorders had a relatively high mean score 

on that scale when compared with those whose mothers were mild. Children whose 

mothers suffered severely had a mean score of 36.8 against 33.6 for those whose
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mothers’ suffering was mild. Regarding the significant differences, the table 

displayed that children whose mothers suffered severe paranoid ideation had a high 

mean score on the pro-social behaviour scale, with significant differences, compared 

to those belonging to mild mothers.

Also, children whose mothers showed severe level on the total SCL-90-R 

scale, had a significant mean score in the total score for pro social behaviour.

11.3 Children’s Adaptional Behaviour According to Their Mothers’ PTSD

If a mother had PTSD, was it possible that her suffering was reflected on her 

child’s adaptional behaviour? To explore this idea a comparison was made between 

children of mothers with or without PTSD. Results displayed in the Table 57.
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Table 57: Children’s mean score on items of prosocial and planful behaviour (CBI)

toLA
oo

Period
Presence

ofPTSTD
in

mothers

bA
I
z

Children’s mean score on adaptional behaviour (CBI)
Pro-Social Behaviour Planful Behaviour Total

Mean
score

S.D. T Value Mean
score

S.D. T Value Mean
s c o r e

S.D. T Value

Peace
Yes 22 19.05 4.7

.06

14.1 5.6

2.16*

33.2 8.6

1.26

No 29 19 5.6 17.2 4.3 36.2 8.2

Occupation

Yes 22 20.5 3.9

.076

15.05 4.05

.01

35.5 6.8

.38

No 28 19.5 5.2 15.2 5.1 34.6 9.2

Liberation

Yes 21 15.4 5.7 2.52* 14.4 5.3 .55 29.8 9.3

1.81

No 29 19.6 5.7 15.2 4.7 34.8 9.9

* P<0.05



This table indicated that children born during the liberation period to mothers 

without PTSD revealed a high significant mean score on the pro-social behaviour 

scale in comparison with the children bom in the same period to mothers with PTSD.

Children bom during the peace period to mothers without PTSD showed a 

high significant mean score for planful behaviour in comparison to children bom 

during the same period to mothers with PTSD. Except for this, there were no 

significant differences between the children’s groups regarding adaptional behaviour 

according to mothers PTSD.

11.4 Children’s Adaptional Behaviour According to the Change in their

Mother’s Attitudes and Beliefs

Did the children’s mean score on the adaptional behaviour scale (CBI) vary 

according to the affect of their mother’s attitudes and beliefs?

Table 58, on the following page, reveals the children’s mean score on the 

adaptional behaviour scale, classified according to mothers’ state in the three periods.

259



Table 58: Children’s mean scores on items of pro-social and planful (CB^ according to

K)
ONo

Period
Change in 
M other’s 

Beliefs and 
Attitudes

u
Xi
B
3
%

Children’s mean score on adaptional behaviour scale (CBI)

Pro-Social Behaviour. Planful Behaviour. Total

M S.D. T.
Value

Mean
score

S.D. T.
Value

Mean
score

S.D. T.
Value

Peace Yes 27 16.8 5.4 14.9 5.01 31.6 7.8

3.14** 1.37 2.69**

No 24 21 4.1 16.8 5.08 37.8 8.01

Liberation Yes 28 19.2 5.1 14.5 3.2 33.7 7.5

.94 .82 1.01

No 22 20.5 3.4 15.6 5.5 36.09 8.7

Occupation Yes 22 16.9 5.2 14.6 4.6 31.05 8.2
1.25 .31 .92

No 28 19.1 6.9 15.1 5.3 34.02 11.6

*P<0.05 **P<0.1



Regarding children bom during the occupation and liberation periods, the 

differences were not significant but there was a significant difference for children bom 

during the peace period. The mean score of children whose mothers’ attitudes and 

beliefs were constant was significantly high in comparison to children whose mothers 

had a change in their attitudes and beliefs.

Summary

This chapter discussed the result regarding the children’s adaptional behaviour, 

twhich showed the following:

There were no significant differences among the children’s mean score on the 

adaptional behaviour scale when classifying the children according to their 

mothers’ levels of stress. In this framework the mean score on the adaptional 

behaviour scale increased for children whose mothers showed low and medium 

stress, compared with those whose mothers showed high stress levels.

Children’s mean score on the adaptional behaviour (CBI) scale indicated an 

increase for children’s whose mothers suffered severely, compared with those 

whose mothers showed mild psychological state (SCL-90-R scale). But the 

differences were not significant between the two groups, except for those 

children whose mothers suffered paranoid ideation (SCL-90R scale) and the 

children whose mothers had a mild level of suffering for pro-social behaviour. 

The mean score on the adaptional behaviour (CBI) scale increased for children 

o f mothers with PTSD, compared to mothers without PTSD. The differences 

between the mean score of the two groups are statistically insignificant, except 

for those between the two groups for planful behaviour for children bom in the 

peace period, and the differences for the two groups in the pro-social behaviour 

for children bom in the liberation period.
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The mean score on the adaptional behaviour (CBI) scale for children whose 

mothers’ attitudes and beliefs were constant was higher in comparison to those 

children whose mothers’ attitudes and beliefs had changed. The differences 

between the mean scores of the two groups were significant for children who 

were bom before the Iraqi occupation of Kuwait.

As for children who were bom during the peace and liberation periods, the 

differences in the mean score on the adaptional behaviour scale were insignificant.
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CHAPTER XII

INTERACTION BETWEEN VARIABLES OF MOTHERS’ STRESS AND 

PSYCHOLOGICAL DISORDERS AS AN INTERPRETER OF 

CHILDREN’S BEHAVIOURAL PROBLEMS.

The study has already investigated the impact of mothers’ stress and 

psychological symptoms on the children’s behavioural problems. Now, what is the 

impact of the interaction between two or more symptoms of mothers’ stress and 

psychological suffering, upon their children’s behavioural problems?

Children may suffer not only because their mothers have PTSD, but also as a 

result of interaction between mothers with PTSD and other disorder symptoms. 

Therefore, this research also explored the interaction between variables of mothers’ 

stress and psychological symptoms and the impact of this interaction upon children. 

The statistical processing included using multi-way ANOVA, but the statistical system 

did not give any results due to empty cells. According to this, the statistical processing 

stopped with two-way ANOVA.

The current chapter displays results of analysis regarding the interaction 

between the variables of mothers’ stress and psychological symptoms and its impact 

upon children’s mean scores on the following scales:

Rutter A2 

- Rutter B

Psychological state (depression, hostility and anxiety), included in 

CBI

Adaptional behaviour, including planful behaviour and prosocial 

behaviour (CBI)
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12.1 Variance Analysis of Children’s Mean Score on the Rutter A2 Scale with 

Variables of Mothers’ Stress and Psychological Disorders

If children’s mean scores on the Rutter A scale is 19.5, what are the variables 

of mothers’ stress and psychological disorders that affect the children’s mean score on 

this scale? What are the variables that generate variance? Table 59 reveals the answer 

to these questions through one-way and two-way ANOVA of children’s mean score 

(Rutter A2 scale) with the variables of mothers’ stress and psychological disorders.

Table 59: ANOVA of children’s mean score on Rutter A2 scale with

Source of variance DF Sum of 
squares

Mean of 
squares

F- value

Stress level 2 24.9 12.5 .763

PTSD 1 55.3 55.3 11.97**

Disorders symptom (SCL-90-R) 1 550.3 550.3 11.987**

Trauma, attitudes and beliefs 1 13.5 13.5 .294

Stress level x PTSD 2 396.6 198.3 4.321*

Stress level x disorders symptom (SCL-90R) 2 105.9 52.97 1.154

Stress level x trauma, attitudes and beliefs 2 134.7 67.4 1.468

PTSD X disorders symptom (SCL-90-R) 1 23.8 23.8 .520

PTSD X trauma, attitudes and beliefs 1 174.8 174.8 3.810*

Disorders symptoms (SCL-90-R) x trauma, 

attitudes and beliefs.

1 9.4 9.4 .205

* P<0.01  ** P <0.05

From this table the variables that generated significant variance on the Rutter 

A2 scale are:

Mothers with PTSD: The value of “F” (11.98). This value is significant. 

Referring to the statistical analysis, it was found that mean score of children 

whose mothers had PTSD was 16.1, while children of mothers without PTSD 

was 13.32. This implied that PTSD in mothers affected the severity of 

children’s problems.
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Disorders Symptoms (SCL-90-R): The value of “F” is 11.987. This value is 

significant. Referring to the statistical outcome, it was found that mothers 

suffering from severe disorders (SCL-90-R scale) had children with a mean 

score of 19.84 against 13.77 for those whose mothers were normal.

The interaction between levels of stress and PTSD suffering:

This interaction affected the children’s mean scores on the Rutter A2 scale. 

The value of “F” is significant which implied that children with high stress 

level and PTSD mothers had significant behavioural problems (neurotic, anti

social and undifferentiated).

Interaction between PTSD and change in attitudes and beliefs:

According to statistical analysis, the value of “F” is 3.810 and has a high 

significance. This implied that a child had a high mean score (Rutter A2 

scale) not because of the change in mother’s attitudes and beliefs in life, but 

when this change is accompanied with the mother’s PTSD suffering.

In brief, mothers’ suffering from PTSD and severe disorders symptoms (SCL- 

90-R scale), were, the two main variables that affected the children’s mean scores 

(Rutter A2 scale), either separately or interacted with other variables.

12.2 Variance Analysis of the Children’s Mean Score on the Rutter B Scale 

with Variables Of Mothers’ Stress and Psychological Disorders 

If the mean score of the children’s sample, as a whole is 13.9, on the Rutter B 

scale, and if a high mean score indicated severity of the psychological disorders, what 

are the variables o f mothers’ stress and psychological symptoms that affected the 

children’s mean scores on the Rutter B scale? Using the two-way ANOVA, the results 

are shown in the Table 60.
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Table 60: ANOVA of children’s mean score on the Rutter B scale

Source o f variance DF Sum of 
squares

Mean
squares

F
value

Stress level 2 65.9 32.95 .508

PTSD I 350 350 .009

Disorders symptom (SCL-90-R) 1 8.014 8.014 2

Trauma, attitudes and beliefs 1 256.817 256.817 .671

Stress level x PTSD 2 37.13 18.57 .464

Stress level x disorders symptom (SCL-90R) 2 40.43 20.4 .506

Stress level x trauma, attitudes and beliefs 2 121.7 60.84 1.522

PTSD X disorders symptom (SCL-90-R) 1 17.714 17.714 .443

PTSD X trauma, attitudes and beliefs 1 10.262 10.262 .257

Disorders symptom (SCL-90-R) x 
trauma, attitudes and beliefs.

1 10.853 10.853 .271

This table shows that none of the variables nor any of the interaction were 

significant. In other words variables of mothers’ stress and psychological disorders 

did not essentially affect children’s mean score on the emotional, conduct and 

problematic undifferentiated behaviour.

12.3 Variance Analysis of Children’s Mean Score on the Mental Health 

Scale (CBI), with Variables of Mothers' Stress and Psychological 

Disorders

The scale used here is part of the CBI for depression, hostility and anxiety 

scale. The mean score of this scale is 26.7 and the total score is 72. Two-way 

ANOVA of children’s mean scores on this scale (according to the variables of 

mothers’ stress and psychological disorders) generated the results in the Table 61.
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Table 61: ANOVA of children’s mean scores on the mental health scale (CBI)

S ource o f  varian ce DF Sum o f  
squares

Mean
squares

F
value

Stress level 2 377.2 118.6 .34

PTSD 1 914.3 914.3 .53*

Disorders symptom (SCL-90-R) 1 1935.7 1935.7 11.2**

Trauma, attitudes and beliefs I 1259.8 1259.8 7.3*

Stress level x PTSD 2 441.046 220.5 1.271

Stress level x disorders symptom (SCL-90R) 2 227J 113.6 .655

Stress level x trauma, attitudes and beliefs 2 770.2 385.1 2.219

PTSD X disorders symptom (SCL-90-R) 1 127.6 127.6 .735

PTSD X trauma, attitudes and beliefs 1 371.98 371.98 2.144

Disorders symptom (SCL-90-R) x trauma, 
attitudes and beliefs.

1 114.6 114.6 .66

* P< 0.05 ** P<0.01

The main result indicated that there was no interaction between the variables of 

mothers’ stresses and psychological disorders that trigger a significant variance in the 

children’s mean score on the scale of depression, hostility and anxiety. This variance 

exists because of some variables separately (not because of interaction among various 

variables). The variables that generated a significant variance in the children’s mean 

score are:

Mothers’ PTSD

Statistical analysis confirmed that children of mothers with PTSD had a 

significantly high mean score for depression, hostility and anxiety compared 

with those children of mothers without PTSD symptoms.

Mothers’ disorders symptoms (SCL-90-R)

Statistical analysis indicated that children of severe disorders level mothers 

tend to have high mean scores for depression, hostility and anxiety compared 

with those children of mothers with mild stress level.
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Change in mothers’ attitudes and beliefs

This is the third and last variable that generated significance in children’s mean 

scores for depression, hostility and anxiety. Statistical analysis showed that 

mothers whose attitudes and beliefs had changed, their children displayed 

more anxiety compared with those whose mothers’ attitudes and beliefs 

remained unchanged.

12.4 Variance Analysis of Children’s Mean Score on the Adaptional Behaviour 

Scale (CBI) with Variables of Mothers’ Stress and Psychological 

Disorders

Children’s mean score on the adaptional behaviour (CBI) scale was discussed 

according to the variables of mothers’ experiences of stress and psychological 

disorders separately. Table 62 included the results of the two-way ANOVA of the 

children’s mean score on adaptional behaviour scale with the interaction between 

variables of mothers’ level of stress and psychological disorders 

Table 62:ANOVA of children’s mean score on the adaptional behaviour scale

Source of variance DF Sum of 
squares

Mean
squares

F value

Stress level 2 74.7 37.4 .486

PTSD 1 51.4 51.4 .669

Disorders symptom (SCL-90-R) 1 45.9 45.9 .597

Trauma, attitudes and beliefs 1 380.3 380.3 4.95*

Stress level x PTSD 2 12.5 6.22 .081

Stress level x disorders symptom (SCL- 2 34.7 17.3 .225

90R)

Stress level x trauma, attitudes and beliefs 2 289.8 144.9 1.9

PTSD X disorders symptom (SCL-90-R) 1 25.9 25.9 .337

PTSD X trauma, attitudes and beliefs 1 62.2 62.2 .809

Disorders symptoms(SCL-90-R) x trauma, 
attitudes and beliefs.

I 104.8 104.8 1.4

* P < .05
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Except for the variable, “change in attitudes and beliefs”, other variables did 

not affect the children’s adaptional behaviour. Statistical data of variance analysis 

showed that in mothers whose attitudes and beliefs had changed, their children’s 

response on this scale dropped to 32.2 against 36.13 for those whose mothers were 

constant, the differences between these two mean scores were significant.

Summary

This chapter explored the interaction between variables of mothers’ stress and 

psychological disorders, and its impact upon the behavioural problems of their 

children.

Using the two-way ANOVA analysis, the research achieved the following

results:

PTSD symptoms and severe disorders of mothers affected the mean scores of 

their children on the Rutter A2 scale of behavioural problems.

Mothers’ PTSD symptoms interacted with mothers’ stress and change in 

mothers’ attitudes and beliefs. This interaction triggered statistically 

significant variance in the children’s mean score (Rutter A2 scale).

Children’s mean score (Rutter B scale) did not vary significantly according to 

the variables of mothers’ stress and psychological disorders, either separately 

or in interaction with one another.

Children’s mean score scores for depression, hostility and anxiety are affected 

by their mothers’ PTSD, mothers disorders symptoms (SCL-90-R) and 

mothers’ change in attitude and beliefs.

Children whose mothers’ attitudes and beliefs had changed, scored a low mean 

on the adaptional behaviour (CBI) scale, compared with those whose mothers 

were constant. Change in mothers’ attitudes and beliefs was the only variable
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that generated significant variance in the children’s mean score on the

adaptional behaviour scale.
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PART IV 

VERIFICATION OF RESEARCH HYPOTHESES  

AND DISCUSSION

Results of the study was presented in Part III. In the present part the study 

hypotheses wil be verified as well as a general discussion of the overall results of the 

study.

Accordingly, Part IV includes two chapters:

a) Chapter XIII: Verification of the study hypotheses, and

b) Chapter XIV : Discussion of the study results.
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CHAPTER XIII 

VERIFICATION OF RESEARCH HYPOTHESES

As mentioned earlier the current study attempts to verify three groups of 

hypotheses: a) General hypotheses, b) Hypotheses of period, and c) Hypotheses of 

children’s behavioural problems and mothers’ stress and psychological disorders. 

The following are the verifications of the study hypotheses in the light of the results 

achieved.

13.1 General Hypotheses

The variables of general hypothesis for mothers are: demographic variables 

(demographic variables are: residence, income, education, age and work status), level 

of stress and psychological symptoms, whereas for children: demographic variables 

(gender and birth order) and behavioural problemsThe following is a verification of 

the study’s general hypotheses.

13.1.1 There are significant differences between the groups of mothers for stress 

level according to the demographic variables

The mean score on the stress scale is the quantitative value of mothers’ 

responses on items of this scale. In the light of results achieved by this study, this 

hypothesis has been true for only “income variable”, i.e., mean score on the stress 

scale was significantly higher for “high income mothers” as compared to “low income 

mothers”. There were no significant differences between mothers’ mean scores 

according to the variables of residential govemorates, educational standard, age and 

work status.
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13.1.2 There are significant differences between mothers’ groups for 

psychological symptoms, according to the demographic variables

The results of this study proved the authenticity of this hypothesis concerning 

mothers’ PTSD symptoms with regard to the residential govemorate, as well as the 

change in mothers’ attitudes and beliefs with respect to the variable of educational 

standard, as follows:

Mothers^ PTSD symptoms: mothers’ PTSD varied according to the residential 

govemorate, where Al-Jahra and capital residents indicated severe symptoms of 

PTSD in comparison to other residential govemorates. Except for this variable, the 

number of mothers with PTSD symptoms did not vary according to mothers’ 

demographic variables .

Change in mothers^ attitudes and beliefs: it was found that the variable of mother’s 

educational standard was the only one that had significant differences on the score in 

attitudes and beliefs scale, where the mean score for highly educated mothers 

increased more significantly than those of a less educational standard. Other 

demographic variables did not have any statistical significance .

13.1.3 There are significant differences between children for behavioural 

problems, according to gender and birth order

This hypothesis was partially authenticated. As for the gender variable, there 

were statistically significant differences between males and females mean scores for 

conduct disorders (Rutter B), where males’ mean score was significantly higher in 

comparison with females This implied that male children suffered more from 

psychological disorders than female children did. If the severe hostility cases were 

(30), 70% of them were males against 30% females with significant differences
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between the gender for conduct disorder and severe hostility. Other psychological 

disorders did not vary according to gender.

In respect of the birth order variable, there were significant differences between 

children’s mean scores on the Rutter B scale where there was an increase in 

psychological disorders for the third order

13.1.4 Mothers with medium and high stress level indicate highly significant 

psychological symptoms in comparison to low stress level mothers

Results partially proved this hypothesis. It was valid for mothers of the 

liberation period and symptoms of PTSD. It was also true for the change in mothers’ 

attitudes and beliefs for the peace period. For PTSD suffering in the liberation period, 

it was found that 80% of medium and high stress level mothers suffered from PTSD, 

against 36% of low stress level mothers .

Regarding change in mothers’ attitudes and beliefs in the first period, the mean 

scores o f medium and high stress level mothers increased to 8.93 and 10.67 

respectively, against 3.56 for low stress level mothers.

It can be concluded that during the liberation period, that PTSD cases 

increased significantly for high stress level mothers and during the peace period 

change in attitudes and beliefs had significantly increased for high stress level 

mothers.

13.2 Hypotheses of Period

The “period” variable indicates mothers’ pregnancy period, and “birth period” 

indicates children’s birth period. It was also mentioned that the pregnancy period 

could be before, d’oring or after the Iraqi occupation. We therefore have three periods 

identified as:
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Peace period: The period before the Iraqi occupation (1 December 1989 to 1 

August 1990).

Occupation period: The period of the occupation (2 August 1990- 25 February 

1991)

Liberation period: The period after the occupation (26 February 1991- 31 

October 1991)

Period hypothesis are verified as follows:

13.2.1 Mothers of the peace period have less significant stress in comparison with 

those of the occupation and liberation periods

Results proved that this hypothesis was incorrect. The mean score for the 

peace and occupation period mothers were highly significant when compared with 

liberation period mothers, but there was no significant difference between the means 

scores of the liberation period mothers on one hand and peace and occupation period 

mothers on the other.

13.2.2 Mothers of the peace period have less significant psychological symptoms 

in comparison with those of the occupation and liberation periods

Results proved this hypothesis is not true.. The “period” variable is not 

significant in relation to either mothers’ PTSD, mothers’ mental health state (severe or 

mild according to SCL-90-R) and affect of mothers’ attitudes, and beliefs.

13.2.3 Children of the peace period have less significant behavioural problems 

when compared with children in the occupation and liberation periods 

Research results proved that this hypothesis was incorrect. There was no

statistically significant correlation between the period variable and each of the 

following:

Distribution of children according to psychological disorders (Rutter A2).
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Distribution of children according to the presence of psychological disorders

(Rutter B).

Distribution of children according to psychological state (CBR).

It is worth mentioning that one of the study results proved that the opposite of 

the earlier hypothesis is true. Children bom during peace period showed a high 

significant mean score for anti-social behaviour in comparison with those who were 

bom during the occupation or liberation periods.

13.3 Hypotheses of Children’s Behavioural Problems and Mothers’ Stress and 

Psychological Disorders

The main idea of this group of hypotheses is that children’s psychological 

problems are significantly more apparent whenever stress and psychological 

symptoms increase. Verification of these hypotheses in the light of the results 

achieved is as follows:

13.3.1 There are significant differences between children regarding behavioural 

problems according to their mothers’ level of stress

Results of this study proved partial authenticity of this hypothesis as follows: 

Children bom during the occupation period and belonging to medium and high 

stress level mothers, had significantly higher mean scores for neurotic 

behaviour with more significance than those bom in the same period and 

belonging to low stress level mothers (Rutter A2 scale).

Children bom during occupation period and belonging to high stress level 

mothers had a significantly higher mean score on the psychological disorders 

scale (Rutter B) than those bom during the same period to low stress level 

mothers.
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Children bom during the peace period to high stress level mothers, displayed 

significantly high percentage in cases of severe anxiety (CBI scale) in 

comparison with those bom during the same period to low stress level mothers 

Children bom during the occupation period to medium stress level mothers, 

displayed significantly high percentage for severe depression (CBI scale) in 

comparison with those bom during the same period to low stress level mothers 

Children bom during the liberation period indicated an increase in numbers for 

severe hostility and their mean scores for hostile behaviour increased in 

comparison to children of high or medium stress level mothers.

13.3.2 There are significant differences between children regarding behavioural 

problems according to their mothers’ PTSD symptom

According to this hypothesis, it is expected that children of mothers with PTSD 

have highly significant behavioural problems when compared to those children of 

mothers without PTSD. Results proved validity of this hypothesis only for the 

following:

Children bom during the occupation and liberation periods to mothers with 

PTSD, displayed an increase in the mean score (Rutter A2) for pathological 

behaviour, with significant differences, as compared to children of mothers 

without PTSD.

Children bom during the peace period to mothers with PTSD, displayed 

increased percentage in cases of severe depression and hostility. They also 

obtained a significantly high mean score on the total of the mental health scale.
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Children bom during the occupation period to mothers with PTSD showed 

increased percentage in severe hostility in comparison with the children who 

were bom in the same period, but to mothers without PTSD.

13.3.3 There are significant differences between children regarding behavioural 

problems according to the intensity of mothers’ disorders symptoms 

This implied those children whose mothers suffered from severe disorders 

(SCL-90-R) displayed increased levels of behavioural problems in comparison to 

those children whose mothers did not. Verification of this hypothesis are based on the 

following results:

Children bom during the occupation period to mothers with severe disorders 

(SCL-90-R) had a high mean score with significant differences in comparison 

to those who were bom during the same period but to mothers without severe 

disorders. Children bom during the liberation period to mothers with severe 

disorders expressed more anti-social behaviour with significant differences 

from those who were bom during the same period, but to mothers without 

disorders.

Children bom during the peace period to mothers with severe disorders, 

indicated a high score of severe hostility. They scored a high mean for 

depression, hostility and anxiety (CBI scale) with significant differences from 

those who were bom during the same period, but to mothers without severe 

disorders.

Children bom during the occupation period to mothers with severe disorders, 

indicated increased mean score for hostility and anxiety, separately, and on the 

total mean score for hostility, depression and anxiety, in comparison to those
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children who were during the same period but to mothers without severe 

disorders.

Children bom during the liberation period to mothers with severe disorders, 

indicated increased percentage of severe depression cases. They also had a 

high mean for depression in comparison with those children who were born 

during the same period but to mothers without severe disorders.

13.3.4 There are significant differences between children regarding behavioural 

problems according to their mothers* change in attitudes and beliefs 

This implied that children whose mothers’ attitudes and beliefs had changed 

expressed more psychological disorders than those children whose mothers’ attitude 

and beliefs were unchanged. Results of this study verifies this hypothesis as follows: 

Children bom during the peace period to mothers whose attitude and beliefs 

had changed, indicated increased percentage of severe anxiety cases. Their 

mean score for anxiety was highly significant, in comparison to those children 

bom during the same period but to mothers whose attitude and beliefs were 

constant.

Children bom during the occupation period to mothers whose attitude and 

beliefs had changed indicated more behavioural problems as they had a 

significantly high mean score on both Rutter A2 and Rutter B scales. They 

also had a significantly high mean score for anxiety in comparison with 

children who were bom during the same period but to mothers whose attitudes 

and beliefs were constant.

Children bom during the liberation period to mothers whose attitudes and 

beliefs had changed indicated increased percentages for severe depression and 

also had significantly high mean scores for anxiety in comparison with
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children who were bom during the same period, but to mothers whose attitude 

and beliefs were constant.

13.3.5 There are significant differences between children regarding adaptional 

behaviour according to their mothers’ stress level

According to this hypothesis it was expected that children whose mothers 

demonstrated medium or high stress levels are less adaptive when compared to those 

children’s mothers who displayed low stress level. Research results did not prove this 

hypothesis.

There were no significant differences between children’s mean scores on the 

adaptional behavioural scale according to differences in mothers’ stress levels. 

This implied that when classifying children into groups, according to their 

mothers’ levels of stress and comparing the mean scores of these groups on the 

adaptional behavioural scale, it was found that the differences among these 

mean scores were not significant.

13.3.6 There are significant differences between children regarding adaptional 

behaviour according to their mothers’ psychological disorders 

According to this hypothesis it was expected that children whose mothers

suffered from psychological symptoms are less adaptive than those children whose 

mothers did not have psychological symptoms. The results showed partial authenticity 

of this hypothesis; it is correct only for the following:

Children bom during the liberation period to mothers without PTSD had a 

highly significant mean score on the pro-social scale in comparison to the 

children bom during the same period but to mothers with PTSD.
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Children bom during the peace period to mothers without PTSD had highly 

significant mean scores for planflil behaviour in comparison to children bom 

during the same period but to mothers with PTSD.

Children bom during the peace period to mothers whose attitudes and beliefs 

were constant had highly significant mean scores for both pro-social and 

adaptional behaviour in comparison to those children bom during the same 

period but to mothers whose attitudes and beliefs were changed.
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CHAPTER XIV  

DISCUSSION

The purpose of this study was to investigate the psychological impact of the 

Iraqi occupation on Kuwaiti mothers and their children. The main question is: How 

far are children’s behavioural problems associated with their mothers’ stressful 

experiences and psychological suffering as a result of the trauma of the Iraqi 

occupation?

The study was conducted on three groups of mothers and their children, 

according to the three periods: peace, occupation and liberation. The study was 

designed to explore and investigate the stress and psychological influences on mothers 

and their children’s behaviour.

14.1 General Findings

The general findings of the study included three main dimensions: mothers’ 

stresses, mothers’ psychological state, and children’s behavioural problems. The 

study considered other intermediary variables, which affected the three dimensions 

explained here below:

14.1.1 Mother’s Stressful Experience

The Kuwaiti mothers during the Iraqi occupation witnessed traumatic and 

stressful events, which may have a long-term impact on their life. The study revealed 

that mothers who gave birth in peace or occupation periods experienced the highest 

level of stress in comparison to those mothers who gave birth after the occupation. 

This is explained by the end of the stressful event (liberation of the homeland) and by 

mothers safely giving birth. Mothers who gave birth during the peace and occupation

282



periods experienced more stress, perhaps because they felt more afraid about their 

babies regarding the threatened environment created by the Iraqi occupation.

Mothers whose relatives were martyred and/or imprisoned showed more 

significant scores on the stress scale. This indicated that mothers with martyred or 

imprisoned relatives, during the occupation, experienced more stress.

In evaluating the mothers’ stress with reference to demographic variables (age, 

job, education, income and place of residence), the income variable was the only one 

that correlated significantly with mothers’ stress. Mothers who belonged to medium 

and high income groups showed a higher stress level in comparison to those who 

belonged to low income group. Mothers from high income group had better access to 

all the amenities available, at hand. But during the occupation, life had changed and 

they could not easily acquire the amenities available in their earlier lifestyle. Probably 

this extreme and sudden change in the high income mothers’ daily lives made them 

more stressed and more sensitive to the difference between their life before and during 

the oecupation.

14.1.2 Mothers’ Psychological Disorders

With respect to mothers’ psychological state, it was found that 57% of the 

mothers had experience of PTSD (current or life time), while 18.5% of them had 

severe symptoms (SCL-90-R) and 51% had their attitude and beliefs affected due to 

the trauma of the Iraqi occupation. Concerning correlation of mother’s psychological 

state to demographic variables, the study found that there were no significant 

correlation between mothers psychological suffering and the variables of income, 

work and mothers age. But, the variable of educational level and place of residence 

were significantly correlated to some aspects of psychological suffering. Mothers 

with a higher level of education indicated a significant change in their attitudes and
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beliefs in life, when compared to those who were less educated. This may be because 

mothers with higher education were more socially and politically aware of the effects 

o f wars and what occupation of their homeland meant. The study findings revealed 

that there was a significant correlation between residence variable and mother’s 

suffering of PTSD (current or lifetime). The residence variable has a significant effect 

on mothers disorder symptoms (SCL-90-R). Mothers from Jahra govemorate had 

shown a high PTSD and severe suffering in comparison with mothers from other 

Kuwaiti govemorates. Reasons for this can be attributed to the fact that Jahra was the 

first residential govemorate that was occupied by the Iraqi soldiers and its residents 

experienced the initial shock due to this surprise. These findings agree with results of 

other studies. Baum et al., (1983) found that the study sample living near the nuclear 

accident in the Three Mile Island (TMI) exhibited more symptoms of stress, than the 

study sample living further away. Lewen and Rofe (1982) found that disorder 

symptoms were more apparent in the people living in villages and cities that were in 

the vicinity of shelling and bombardment in comparison to people living further away.

With regard to the relation of stress to mothers’ psychological disorders, 

mothers with severe or medium stress who gave birth during the liberation period 

showed significant PTSD symptoms, while mothers who had severe and medium 

stress and gave birth during the peace period had a change in their beliefs and 

attitudes. The study revealed no other relations between mothers’ stress level and 

psychological disorders. This implied that the stress experienced by mothers did not 

explain other aspects of psychological suffering. A mother might experience 

significant stress but she may not display any psychological disorders or did not 

necessarily suffer psychologically. For example, it was found that the experiences of 

mothers with martyred and/or imprisoned relatives did not trigger significant
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differences on the PTSD, SCL-90-R and TABS scales. This may be explained 

through two possible reasons: a) individuals may be subjected to the same stress, but 

they vary in their response to it, depending on the individual’s assessment and 

evaluation of the stressful event, past experiences, personal and environmental 

situation, social resources and support (Collins et ah, 1993), and b) the possibility that 

the questions in the scale did not indicate the specific closeness of family relationship 

of the martyred or imprisoned relative to the mother, who was subjected to the same 

stress. Al-Hammadi et ah, (1993:2) conducted an investigation of several specific 

traumatic experiences, which an individual may have been exposed to during the 

occupation and their relationship with PTSD, for adults and children, three years after 

the liberation of Kuwait. Among the special groups, the families of martyrs, POW’s 

and injured persons the overall prevalence of PTSD among adults was 42.5%, 32.7% 

and 33.7% respectively. The rate of PTSD for children of the martyrs, POW’s and 

injured was 23.0%, 25.2% and 19.7% respectively. Furthermore, in two of the special 

groups, families of martyrs and families of POW’s, the rate of PTSD was much higher 

when compared to the epidemiological sample among those that had experienced 

specific traumas.

14.1.3 Children’s Behavioural Problems

The research findings indicated that 61% of the children showed pathological 

behaviour (neurotic, anti-social and undifferentiated) on the Rutter A2 scale. It was 

found that about 40% of the children had either emotional or conduct or 

undifferentiated disorders (Rutter B scale). Children bom during the peace period 

were more likely to have anti-social behaviours compared to those who were bom 

after the occupation. The male children had more significant conduct disorders than
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females, and children of the third birth-order had more significant psychological 

disorders than the first and second birth order children.

The study findings also revealed that 15.2% of the children had severe 

depression, 20% severe hostility and 16.6% severe anxiety. There was no significant 

correlation between these disorders and the variables of period and birth order. There 

was a significant correlation between genders and hostility. Severe hostility increased 

in males in comparison with females. Males showed a significantly higher score on 

conduct disorders in comparison with females. However, Rutter (1975; cited in 

Meijer, 1985) stated that there is an association between hostility and anti-social 

behaviours in early childhood.

For adaptation behaviour, the study showed that the mean score of children on 

this scale was 34.7, representing 64.3% on the adaptation behaviour scale. There were 

no significant differences between the children’s score for the three variables (gender, 

birth order and birth period).

Concerning the children’s differences in behavioural problems the present 

study assumed that the children who were bom during occupation and liberation 

periods would display more behavioural problems than those who were bom during 

the peace period. The assumption was based on theories presented in other studies: a) 

Van Os and Selten (1988) studied the effect of prenatal exposure of matemal stress on 

children {bom after the five-day German invasion of the Netherlands in May 1940} 

which increased the risk of subsequently developing schizophrenia; b) Selten (1999) 

tested the hypothesis that matemal stress during pregnancy increased the risk of non- 

effective psychosis in the child, and c) Meijer (1985) presented data suggesting that 

offsprings of mothers who were exposed to the threat and occurrence of the six-day 

Arab-Israeli war, during pregnancy displayed developmental delays and behavioural
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deviance. The results of the present study did not uphold this assumption; it was 

found that there were no significant statistical differences between the children for the 

three periods (peace, occupation and liberation) with exception of children who were 

bom in the peace period had a high significant mean score for anti-social behaviour. 

The other results (Rutter A2, Rutter B and CBI) did not show significant differences 

between the three birth periods of the children. This finding is similar to the 

investigation conducted by Meijer (1985) on the two groups of children -  those born 

before the war and those who were six-month embryos. His findings suggested that 

disturbed mother-child-relationship existed in children bom before the war. In the 

present study, children bom before occupation had a high significant mean score on 

the anti-social behaviour items in comparison with children bom during and after the 

occupation.

From the abovementioned, it is obvious that both Kuwaiti mothers and their 

children suffered significantly from stress and psychological disorders. This can be 

interpreted through psychological models that describe stress and its effects as well as 

the Kuwaiti women’s perceptions of psychological disorders. From the Kuwaiti war 

studies it is clear that the Iraqi occupation of Kuwait resulted in stressful and traumatic 

events, which caused a variety of psychological disorders. There are several 

psychological models that explain stress and its effects.

Marsh et ah, (2000) presents a simplified developmental model for the genesis 

and maintenance of PTSD in youth, which consists of risk (PTSD magnitude stressor, 

moderators, demographics, SES psychopathology, and family functioning). This 

interacts with mechanisms (dysfunctional effect management, secondary adversities, 

aberrant cognitive processes, social/peer problems) causing a vulnerability (negative 

cognitive processes, disorganized trauma narrative, and extemal locus of control)
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resulting in an outcome (PTSD, other disorders and collateral problems). The 

significance of this model is that children’s disorders are affected by social 

environment including family and peers.

Al-Faqi, (1993) discussed another model, “Moos and Schaefer Model”. This 

model clarified the main determents that affects the individual’s response to trauma 

and contains three stages:

The first stage includes personal, event and environmental characteristics, as 

follows:

Personal characteristics: age, gender, economic and social status, cognition, 

self strength, self tru s t, philosophical and religious beliefs and former 

experiences in confronting events.

Event characteristics: type of event (whether natural, man made, biological), 

duration, danger, expectation, possibility of confrontation and control. 

Environmental characteristics: social relationships between individuals and 

families, cohesiveness of the society, co-operative and vulnerable behaviour, 

support and expectations of the society, and potential resources of physical 

environment to help overcome the crisis.

These three groups of factors constitute the first part of the model. Each 

interacts with the other and represents the initial stage of stress. It affects the 

individual’s perception of the event, confrontation, mechanism and ability to 

withstand the event.

The second stage includes:

Individual perception of the event and its significance. This perception begins 

directly after the traumatic event and its ambiguity. The features of the event 

are gradually clear, displaying its dimensions, developments and potential
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results, which facilitate the possibilities of confronting the event depending on 

appropriate mechanisms.

Behaviours that prepare individuals for adaptation, such as: maintain good 

relations with others, sustenance of emotional balance, control of negative 

feelings, restore self-trust, feeling of efficiency and ability, etc. etc. This 

behaviour may help the individual to obtain social and emotional support and 

prepare him psychologically to confront the pre-requisites. ,

Adjustment skills: may concentrate on evaluation of the event, discovering its 

meaning or wisdom. It may take the form of problem solution and confronting 

the situation positively. It may also concentrate on purging acute emotions 

resulting form the crisis, to restore the psychological balance. The individual 

may use one of these mechanisms or more in dealing with the situation. 

Accordingly, this stage constitutes the operations of drawing up the individuals’ 

cognition, emotions and actions to confront the situation.

The third stage includes the impacts and results of the crisis on the individual, 

which is considered the overall output of interaction between the first and second 

stages. It reflects the adaptation of the individual in confronting a situation,

successfully or unsuccessfully; in the case of the latter, the individual’s suffering of 

psychological disorders.

In the light of the above mentioned model, the impact of the Iraqi occupation 

on Kuwaiti women is an outcome of the interaction between personal and 

environmental characteristics as well as the nature of the Iraqi occupation. If the 

mental health of the Kuwaiti society is presumed as normal, the Iraqi occupation was a 

stressful event which went beyond the norms of daily life, causing the common 

mechanisms to be useless. The Kuwaitis intensified their relationships with each other
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in finding ways and means of dealing with this new situation. At the same time, they 

received a continuous flow of contradictory information that increased the ambiguity 

of the situation. Not having faced such a situation of its kind ever before, they did not 

have the knowledge nor the means to confront it. As Muslims, the Kuwaitis are 

highly religious. The mosques are not only for religious purposes but are also used as 

meeting centers for discussing how to face the daily problems. At the beginning of 

the occupation the Kuwaitis had a good economic status, however, with the 

development of the situation they expected support from the countries of the global 

coalition. But at the same time there were several threats from the Iraqi authorities to 

use biological and chemical warfare against Kuwait and the coalition forces. In 

addition the Iraqi troops tortured, looted, kidnapped, raped, etc. During the Iraqi 

occupation the Kuwaitis indicated a social cohesiveness, cooperation and vulnerable 

behaviour. The Kuwaitis displayed an adaptional behaviour of the situation by either 

leaving or staying in the country during the Iraqi occupation. Some of the Kuwaitis 

remained in Kuwait while others left the country, during the Iraqi occupation. In both 

cases they faced stress due to the loss of their homeland, their personal properties, 

disintegration of families, disturbance of daily life, lack of daily necessities (food, and 

medical facilities), etc. The Kuwaitis who stayed in the country lived under a 

continuous threatening environment for seven months, while those who left the 

country lived under fear and anxiety with thoughts of their homeland and the ensuing 

events. The Kuwaiti government abroad, tried to alleviate the difficulties for those 

who left the comitiy, by according financial assistance, providing housing, education 

and medical facilities. It also facilitated financial assistance through various contacts 

within Kuwait. In cooperating with other supportive governments, the Kuwaiti 

government abroad, organized the political propaganda as well as diplomatic activities
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to confront the Iraqi warfare and to sustain the military troops of thirty nations who 

united to liberate Kuwait. These intensive efforts gave the Kuwaiti people hope that 

their country would be liberated and they will live once again peacefully in their 

homeland. From the abovementioned, it is clear that there were many contradictions: 

challenges and opportunities, weaknesses and strengths, despair and hope, neglect and 

support, discouragement and encouragement, etc. The responses of Kuwaiti citizens 

towards these contradictions depend on the psychological, social, cultural and physical 

characteristics of his personality, which in its interaction with the environmental 

circumstances determines of the impact of the stressful circumstances on the 

individual.

Another interpretation of mothers’ stress and psychological symptoms and 

their children’s behavioural problems maybe interpreted by cultural factors, which 

include superstitious mentality, negative image about counseling and religious 

misunderstanding. These three factors may be the reasons that enhance the 

psychological disorders and activate the stress a war affiliated society.

Regarding mentality there are a lot of women who believe that popular 

practices can do without or compensate for counselling and that psychological 

problems disappear spontaneously. However, superstitious mentality is the contrary 

to this kind of thinking. Superstitious mentality implies not only superstitious beliefs 

but also incorrect behaviours that do not have any realistic or mental justification for 

dealing with everyday life. Those with a superstitious mentality usually resort to 

quacks, swindlers and jugglers to solve their problems. The quack or juggler could be 

crazy or afflicted with psychopathic or mental diseases and exploits the people’s 

superstitious mentality by pretending to have the ability to cure them. There are “Zar” 

sittings, magic, sorcery, reading ascendant or palmistry, conjuration and more of these
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superstitious behaviours that people with psychological sufferings resort to instead of 

approaching psychological experts and specialists who follow scientific methods of 

dealing with individuals.

Social tenacity and cohesiveness in the Arab society is based on deep-rooted 

cultural essentials: “Co-operation in charity and piety” as Quran states, “Believer is 

the brother of the believer” as the prophet Mohammed stated and “relieving the 

sorrowful and grieved” a part of a tradition by the prophet. Consequently, an 

individual during a crisis finds those who rush to help and give him hands. Some 

people offer advice or guidance as an expression of support and backing. Many people 

turn to be guided by others. This characteristic protects the society against many 

psychological problems. It helps achieve adaptation and harmony, but it does not do 

without or compensate for specialists in crisis and problems that confront the 

individual and the family. These practices are often done incorrectly, and triggers 

dependence and destructive behaviours, although they are done sincerely with an 

honest desire to help. Crisis and problems that an individual or a family confronts may 

initiate deep psychological suffering whereby social support and backing of the 

surrounding people become useless. Tenacious and cohesive social relationships are 

no substitute for specialised counselling. Unfortunately they have become an 

alternative or a replacement for it, or at least they proved some of its effectiveness due 

to the nature of social relationships in the Arab society (Al-Rashidi and Al-Sahel, 

2000; p.73).

A negative image it a retrieval of what the memory stored, or an imagination of 

what the individual apprehended or acquired. It is the individual’s or group’s 

perception of a certain topic that affects their behaviour towards it (Ajwah, 1993; p. 

4). Every one has a certain image about things and ideas he/she experienced either

292



directly or indirectly. Doubtless people have an image about counselling and 

counsellors. From experience of customs and traditions of the society, discussions 

and remarks, the presence of negative images about counselling and psychotherapy 

was found in many people (Al-Rashidi and Al-Sahel; p. 74), as follows:

Those who resort to counselling are crazy. This is a problem. Nobody accepts 

being dubbed as crazy. A family does not accept that one of its members is mad 

or crazy and should seek psychotherapy. Moreover, the family would keep it a 

secret and avoid talking about it with strangers.

Counsellors and psychotherapists are more or less stupid, silly, ridiculous and 

jesters or clowns who need treatment and pity and not to be trusted. This 

negative image of counsellors and psychotherapists, triggered by the 

predominant ideas about psychopathology, is caused partly by some movies 

and films that depict those responsible for counselling and psychotherapy in an 

improper and inadequate image. It is likely that some counsellors and 

psychotherapists contribute in creating this image through their incorrect 

behaviours and performances that do not match with the fundamentals and 

principals of the professions. These principles that require the counsellor or the 

psychotherapist to be highly accurate, balanced, and decent with a great part of 

responsibility and respect in dealing with the people not only in his/her 

profession field but also in daily life.

Counselling and psychotherapy include unacceptable terms by the public, such 

as: hysteria, depression, anxiety, psychic conflict, mental retardation 

neuroticism, psychotic disorder, obsession, etc. These terms, and many more, 

have an undesired impression upon the public in the Arab society and are

293



linked in their minds with undesired images about counselling and those 

responsible for it.

Counselling, especially counselling sessions between the counsellor and the 

client are not any different than talking. The image about counselling 

interviews is that they do not include anything new or exciting about their 

problems. This could be initiated by the weak performance of the counsellor or 

the psychotherapist. The comparison between the counselling interview, on 

one hand and, medical or remedial interview to cure physical disease on the 

other could also trigger it. In the latter people are used to being medically 

examined by the physician through the use of medical equipment, prescription 

of medicine and other practices performed by the physician, that gives the 

interview a very special impression which the client lacks in the counsellor’s 

interviews.

14.2 Children’s Behavioural Problems in the Light of their Mothers’ 

Experiences of Stress and Psychological Disorders

Some of the results indicated that children’s behavioural problems were related 

to their mothers’ stress and psychological disorder. The following briefly describes 

such findings.

14.2.1 Rutter A2 Scale

Regarding the total score on Rutter A2 scale the study showed that there were 

no significant differences among mean score of children according to their mothers’ 

stress levels. This applied to the children’s group for all the three periods (peace, 

occupation and liberation). But for neurotic, anti-social and problematic 

undifferentiated behaviours the study showed that children bom during the occupation 

and liberation periods with mothers suffering from high stress and psychological
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disorders (PTSD, SCL-90-R and TABS scales) were significantly affected. For 

example, children bom during the occupation period to mothers who experienced high 

and medium stress, indicated significant neurotic behaviour compared with those born 

during the same period to mother’s suffering from low stress. While children bom 

during the occupation and liberation periods to mothers with PTSD symptoms 

displayed increased significance for pathological behaviour compared to those 

mothers without PTSD. Children bom during the occupation period to mothers with 

PTSD showed a significant mean score on behavioural problem scales. The same 

result applied to children with mothers having a severe suffering (SCL-90-R) or 

affection of attitudes and beliefs.

Children bom after the occupation period to mothers with psychological 

symptoms (SCL-90-R) displayed significant anti-social behaviours compared to those 

bom during the same period to mothers who did not suffer from these disorders.

14.2.2 Rutter B Scale

With regard to emotional, conduct and undifferentiated disorders, the study 

revealed that children bom during the occupation to mothers with high stress 

displayed significant scores. In addition, children bom during the occupation to 

mothers whose attitudes and beliefs had changed displayed a highly significant score 

on emotional disorders.

14.2.3 CBI Scale

As for depression, the study findings indicated that there was significant 

correlation between children’s depression and mothers’ stress. Severe depression 

cases increased significantly among children who were bom during the occupation to 

mothers suffering medium stress. Severe depression was significantly high in children 

bom during the peace period to mothers with PTSD. There was a significant
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correlation between severe depression in children bom during the liberation period 

and their mothers’ severe psychological symptoms according to SCL-90-R. There 

was also a significant increase between children bom in the liberation period to 

mothers whose attitudes and beliefs had changed.

Children’s hostility was significantly correlated with mother’s PTSD and 

mother’s severe disorders (SCL-90-R). Hostility was highly significant in children 

bom during the peace and occupation periods to mothers with PTSD or severe 

symptoms (SCL-90-R), compared to other children whose mothers had no PTSD or 

severe symptom.

Severe anxiety was highly significant in children who were bom during the 

peace period to mothers with high level of stress. There was a significant increase in 

severe anxiety cases among children bom during the occupation period to mothers 

with severe symptoms (SCL-90-R) versus those bom in the same period but mothers 

without severe psychological disorders. Children bom during the peace and 

occupation periods to mothers with severe disorders (SCL-90-R) had a high 

significant score on anxiety items.

Cases of severe anxiety increased significantly among children bom in the 

peace period to mothers whose attitudes and beliefs were effected (TABS) in 

comparison to those children bom in the same period to mothers whose attitudes and 

beliefs were not affected. There was a high significant mean score on anxiety items 

for children whose mothers’ attitudes and beliefs had changed. This applied to the 

children, bom during the peace and occupation periods.

As for total score of depression, hostility and anxiety of children, it was found 

that the children’s mean score was different according to mothers’ suffering from 

PTSD and severe symptoms (SCL-90-R). Children bom during the peace period to
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mothers with PTSD, had significantly higher mean score on the total of depression, 

hostility and anxiety than those bom during the same period, but to mothers without 

PTSD. The same applied to children bom during the peace and occupation periods to 

mothers with severe symptoms (SCL-90-R). Such children had a significant high 

mean score on the total of depression, hostility and anxiety than those bom during the 

same period to mothers without severe symptoms.

Using muti- way ANOVA showed that there are some interactions between 

mothers’ stress and psychological symptoms, which have a significant effect on the 

children’s behavioural problems. The interaction between mothers’ PTSD and stress 

level, and PTSD and trauma, attitude and beliefs, have significant effects on the 

children’s mean score on the Rutter A2. This implies that the children of mothers 

with PTSD and change in attitude and beiefs displayed significant behavioural 

problems as well as children of mothers with PTSD and high stress level.

The abovementioned is in the predictable direction because it asserts the 

relationship between children’s behavioural problems on one hand and mothers stress 

and psychological symptoms on the other. These results agree with results that were 

researched by other studies. A study conducted by Ward (1991) revealed that prenatal 

matemal stress and anxiety from severe disorders were accompanied with dysfunction 

of the parental role, and the children were more expressive of lack of self-control, 

emotional and social performances. Those children become more expressive of 

excessive activities and delinquency. They found it difficult to make and keep social 

relations. Punamaki (1987), showed that exposure to stressful events related to 

military occupation increased both the women’s and the children’s mental health 

problems and mother’s mental health and behaviour in a stressful situation mediates 

the impact of traumatic events on a child’s mental health.
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A study by Delmonte (1993) dealt with the impacts and reflections of mothers 

who suffered from psychological disorders as a result of deterioration in their 

relationships (husband and children), therefore, disorder among the family members, 

and the children may have become more prone to behavioural problems. This idea is 

quite clear in a report on a mother who was suffering from PTSD including psychic 

numbing such as, depression, weeping, anxiety, irritability, anger and phobia, all of 

which were negatively reflected in her relationship with all the family members 

including the children.

An association of children’s behavioural problems with their parents’ suffering 

from stress as a result of traumatic incidents was also asserted by Breton et al., (1993). 

Their study concerned the effect of disasters on the psychological health of parents 

and children. In 1988, a great fire broke out in an area in Canada which trapped 1663 

families for 18 days. A study was conducted on two groups of children, 87 subjects 

each, aged 3-11 years. Only the first group members were subjected to fire risk. The 

findings revealed that an association existed between disorders of both parents and 

their children. This implied that the more significant the parents’ disorder, resulted in 

a more significant children’s disorders and vice versa, and that the mothers with 

disturbed children showed increased rates of psychiatric illness. Cotter et al., (1991) 

found a higher level of hopelessness among the mothers of children referred to child 

guidance.

The results of Zahr’s (1996) study showed that children who were exposed to 

heavy shelling had more significant behavioural problems as compared to the children 

who were not exposed to shelling and had a better home environment. The results 

also indicated the importance of supportive home environment and positive 

relationships between parents and children and this was shown to reduce the
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behavioural problems in children. Thus it was proved that a better home environment 

and adequate family functioning are directly linked to a decrease in the intensity of 

behavioural problems apparent in children.

Social learning theory presents an important explanation that behavioural 

dysfunction of those who are responsible for bringing up children are acquired and 

learnt by the child because he sees it in those people’s behaviours. A child may 

acquire behaviours of isolation and introversion because he sees isolation in the 

behaviour of those people (Jaber, 1990; pp. 449-450).

On the other hand the study revealed some anomalous results whereby there is 

no significant relationship or variation of the children’s behavioural problems and 

their mothers’ stress and psychological disorders. This is apparent in some findings of 

the study.

Moreover, some irregular findings were revealed in the present study whereby 

some children whose mothers suffered from psychological disorders were more 

expressive of adaptation compared to those whose mothers did not. For example, 

children bom during the peace period to mothers with PTSD had higher mean scores 

on the planful behaviour scale. Children bom during liberation to mothers with PTSD 

had significantly higher mean scores on prosocial behaviour scale. This meant that 

there were unexpected findings indicating that children of mothers with PTSD had a 

higher score on some dimensions of adaptation behaviour, compared to those children 

of mothers without PTSD.Resuts showed that mothers with high score on the paranoid 

scale (SCL-90-R scale) had children with high scores (planful behaviour scale) with 

significant differences in comparison to those children whose mothers did not suffer.

Generally speaking, in some cases there were unexpected findings whereby 

children’s behavioural problems were not associated with mothers’ psychological
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disorders. Sometimes children whose mothers suffered from psychological disorders 

indicated significant adaptation. These results should be pursued as a more intensive 

and in-depth psychological research. However, there are some explanations related to 

the circumstances of conducting this study, such as:

a) There was no study conducted at the time of the Iraqi occupation to determine 

an accurate measurement of stress. In the current study, mothers’ stress was 

not measured immediately after the Iraqi occupation, but six years later. 

During that period Kuwait had successfully refurbished the physical structure 

of the country and provided financial, social and psychological support. These 

circumstances may have attributed to the decrease of stress and psychological 

disorders.

b) Mothers or teachers filled the scales used in the current study to investigate 

children’s behavioural problems. Brody and Forehand (1986) asserted that 

some of the mothers and teachers may have exaggerated the description of 

children’s behaviours because the mothers’ stress sometimes affected and 

influenced her reports and observations of the child’s behaviour, resulting in a 

harsh and incorrect evaluation. On the other hand, some mothers ignored their 

children’s behaviours, which was an actual reflection of their behavioural 

problems. Exaggeration or negligence of observations or their children’s 

behavioural problems, on the part of the mother, may explain the probability 

that there were other factors causing the child’s behavioural disorder.

c) During and after the Iraqi occupation, the Kuwaiti families received a highly 

favoured support from governmental and civilian organizations. Perhaps, this 

support decreased the influence of mothers’ stress and psychological disorders 

on their children’s behaviour. According to Wallender and Vami (1989)
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children who lacked social support were expressive of behavioural problems 

and that social support was a factor of children’s psychological adaptation. 

Probably the Kuwaiti children found support that made them less affected by 

their mother’s stress and psycholoficql disorders.

The current study findings can also be explained in the light of psychological 

literatures which clarify mothers’ stress and psychological suffering were not the only 

causes o f their children’s behavioural problems and that it might be due to other 

factors. Parenting style is one factor that affected the child’s behaviour (Hill, 1995). 

Sometimes the mother did not suffer from psychological disorders but the way she 

dealt with her child affected his behaviour. For example, authoritarian parents do not 

encourage the participation of their children and such parents are described as abusive 

and their children are usually less competent and less accepted by others (Baumrid, 

1991).

Children’s behavioural problems may be triggered because of biological 

causes or due to factors relating to parenting style such as: lack of parental love and 

affection, insufficient parental care to correct ways of upbringing, insecurity due to 

criticisms of repeated failures, perfectionism, inconsistency or permissiveness and 

neglect, lack of trust, resort to bad behaviour due to continuous criticism, frustration 

and errors in social learning, incorrect thinking, lack of social skills and despair due to 

inadequacy (Ebrahim, 1998; pp. 89-90). Negative parenting may result in such types 

of children’s behavioural problems.

While we still have much to learn about a parent's influence on child 

personality and social behaviour, a tremendous increase in parent-child research has 

served to clarify some effects of parent behaviour on children. From research findings 

investigators have conceptualised meaningful dimensions of parental behaviour.
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These theoretical models are not absolute, but information can be gained to assist in 

formulating a child-rearing philosophy.

Al-Rashidi and Al-Khulaifi (1997; pp. 335-393), Jensen and Kingston (1986; 

pp.32-49), Schellenbach (1992; p. 81-99) and Morrisette (1994; pp. 235-246) 

discussed the parental models in socialization. Jensen and Kingston (1986; pp.32-49) 

offered an in-depth discussion for parental models depending on empirical results 

from 1950’s to  1980’s. They mentioned that maternal behaviour was organized into 

two dimensions: control vs. autonomy and love (warmth) vs. hostility. Each of these 

two dimensions contains opposite ends o f a continuum, and each dimension is 

independent of the other. In other words, a parent may be placed somewhere on the 

control-autonomy continuum regardless of his or her position on the love-hostility 

dimension. For example, a parent may be controlling and warm or controlling and 

hostile; or, a parent may exercise little parental power and be warm or hostile. If these 

dimensions were considered separately, limited generalizations could be made about 

parental behaviour. However, by coupling these two dimensions, parental behaviours 

can be classified into more meaningful generalizations. Parents exhibiting low power 

(permissive, allowing autonomy) and low support or love (rejecting, hostile) could be 

classified as neglecting, while parents who demonstrated low support coupled with 

high power (dominating, controlling) were considered authoritarian. Low-power 

parents, who were highly supportive (accepting, loving) of their children were 

classified as democratic, and parents coupling high power with high support were 

termed overprotective.

Although easy to understand, the simplicity of this two-dimensional model is 

problematic. In particular, identifying only four parent descriptives (overprotective, 

democratic, neglecting, authoritarian) limits the dimensions' applicability.
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Al-Rashidi and Al-Khuaifi (1997) discussed another model describing the 

parental attitudes on three dimensions, which are warmth versus hostility, 

restrictiveness versus permissiveness, and anxious/emotional involvement vs. calm 

detached. The warmth versus hostility dimension is defined as the warm end by 

parents who (1) are accepting, affectionate, approving, understanding, and child- 

centred; (2) use explanations and praise when disciplining; (3) respond positively to 

dependency behaviour; (4) use little physical punishment; and (5) (for mothers) are 

rarely critical of their husbands. The hostility end of the dimension would define 

parents with the opposite characteristics: (1) rejecting, non-affectionate, disapproving, 

and critical; (2) using physical punishment; and (3) meting out little praise or 

explanation when disciplining. The restrictiveness versus permissiveness dimension 

is defined at the restrictive end by parents who use many restrictions and strictly 

enforce expectations in the areas of sex play, modesty, table manners, toilet training, 

neatness, orderliness, care of household furniture, obedience, and aggression toward 

siblings, peers, and parents. Permissive parents, on the other hand, might provide 

little restrictions , or clearly defined guidelines, letting their children roam 

unmonitored. Anxious/emotional involvement vs. calm detached is defined at the 

anxious end by parents who exhibit high levels of concern and anxiety to the point of 

being babying, protective, and solicitous of their children. Calm/detached parents are 

not easily overexcited by their children's troubles and difficulties, at times appearing 

almost aloof, although they may be very much aware and involved.

The differences between democratic and overindulgent parents are the amount 

of emotional involvement (anxiety). The same differences are found between 

organized, elective and over-protective, between rigid controlling and hostile 

authoritarian, and between neglecting and anxious neurotic parents. By employing
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these three dimensions, eight parental types can be described as follows:

Democratic parenting: high support, low power and low anxiety)

Overindulgent parenting: high support, low power and high anxiety 

Organized effective parenting : high support, high power and low anxiety 

Overprotctive parenting: high suuport, high power and high anxiety 

Rigid controlling parenting: low support, high power and low anxiety 

Hostile authoritarian parenting: low support, high power and high anxiety 

Neglecting parenting: low support, low power and low anxiety 

Anxious, neurotic parenting: low support, low power and high anxiety 

It is clear that the main concepts in these parenting types are: support, power 

and anxiety. Considering these three concepts, types of parenting reflect on the 

children’s behaviour and personality. Parents with high love support display 

characteristics of overprotection, organized, effective; democratic and overindulgent. 

On the other hand parents with low love support display common characteristics of 

neglecting, rigid-controlling, anxious -  neurotic, and hostile-authoritarian. Jensen and 

Kingston (1986;p. 38) stated the reflection of these types of parenting on the 

children’s behaviour as follows:

Democratic parents (high support, low power, low anxiety): are very warm 

and supportive of their children. They use very little power and assertion. Behaviour 

limits and ground rules are mutually accepted and set by parents and children and 

every family member has an equal say and power. Democratic parents express 

confidence in their children and reflect an attitude of cooperation. Democratically 

raised children are very creative and highly independent, socially outgoing and 

accepting of others. On the other hand such children may be rowdy and lacking in 

obedience and submissiveness.
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Indulgent parents (high support, low power, high anxiety): seem to live with 

the extreme fear of frustrating their children, therefore, they set few limits or 

restrictions on their children’s behaviour, and are quick to remove obstacles form their 

children’s lives. They exert very little control or power, are warm, supportive and 

unconditionally accepting of their children. Children from indulgent homes are 

extremely independent and are great manipulators, especially of their parents. They 

are frequently aggressive, antisocial, not only toward peers but also toward parents 

and other adults. With few limits and unconditional acceptance, the child never has 

the opportunity to develop a conscience and is left, therefore, both noncompliant and 

mischievous.

Organized Effective Parent (high support, high power and low anxiety): are 

confident, warm, supportive and success-oriented people. Such parents are very 

methodical in choosing a course of action and base their decisions on what is best for 

the child. They are not so quick and intense in response to their child’s behaviour and 

while setting high standards of excellence for their children, they do not expect 

perfection unless their children are realistically capable of achieving such a goal. 

Children of organized effective parents are responsible and have high achievement 

strive, a strong conscience, extremely compliant and respectful to persons in power of 

authority and are basically “the model child”. However, they lack the freedom to 

become independent or creative.

Overprotective parents (high support, high power, high anxiety): are intrusive 

and focus their whole lives on their children’s behaviour and quick to respond to their 

children’s behaviour or misbehaviour. Qualified power-assertion methods are 

preferable to physical punishment; they find the threat of withdrawal of love and other 

emotional tactics more effective in controlling a child’s behaviour than punitive
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methods. They try to remove obstacles or prevent situation that might be problematic 

for their children, and usually set high standards. However, the children in attempting 

to please their parents, usually set unrealistic goals for themselves and are highly 

compliant and extremely dependent on their parents for guidance and approval. They 

develop very strong consciences in order to protect themselves form a withdrawal of 

love.

Rigid, controlling parents (low support, high power, low anxiety): are both 

restrictive and hostile and tend to promote counter hostility in their children without 

allowing it to be expressed in their behaviour. Under such conditions, children tend to 

become neurotic. These children are socially withdrawn, shy, anxious, and highly 

self-punishing. This combination of low support, high power, and low anxiety fosters 

considerable resentment, with some of it being both turned against the self and more 

generally experienced as internalised conflict and turmoil.

Hostile, authoritarian parents (low support, high power, high anxiety): like 

rigid, controlling parents, are restrictive and punitive. However, their authoritarianism 

is primarily a result of high anxiety. They may be frustrated people who try to 

appease their feelings by striking out at their children. Anxiety experienced by 

hostile, authoritarian parents is generally from sources outside the family. The 

children of hostile, authoritarian parents tend to be like those from rigid, controlling 

homes specifically, socially withdrawn and self-punishing.

Neglecting parents (low support, low power, low anxiety): are characterized by 

a lack o f concern for their children. Usually hedonistic, they tend to leave children to 

their own devices. These parents lack warmth and are either neglectful in exercising 

parental control or highly inconsistent in discipline use. A significant percentage of
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delinquents come from this type of home. They usually exhibit aggressive and poorly 

controlled behaviour.

Anxious, neurotic parents (low support, low power, high anxiety): transfer their 

anxiety to their children. They, too, are probably the product of rigid controlling or 

hostile, authoritarian parents. Their anxieties are focused inward and often 

exacerbated by the belief that the world is out to get them. They, therefore, see their 

children as perpetrators of their own weaknesses. Anxious, neurotic parents view 

children as a symbol of punishment and constant reminder of their inability to function 

as a "normal" parent. Children from these homes reflect the anxiety modelled by their 

parents and are motivated toward antisocial behaviour; they are often socially 

aggressive and punitive.

Negative parent-child interaction and high family stress are associated with 

poor behaviour adjustment in children. Negative parent-child interaction included low 

parental warmth and affection, and increased parental irritability and criticism. High 

family stress was evaluated by considering, among other variables, parental anxiety 

and feelings of inadequacy, and marital discord. According to Popkin (1990; p. 14) the 

purpose o f parenting is to protect and prepare the children to survive and thrive in the 

kind of society in which they live. Although this purpose has not changed over the 

years, the society in which we are living has changed, especially with the changing 

trends in communication (media, TV, newspapers, multi-media, etc) technology. 

There is an essential need for a deep interaction between children and their parents 

without which the child’s personality will be ill-effected, especially when there is a 

lack of family warmth, which they seek elsewhere, regardless of its negative results.

Jensen and Kingston (1986; p. 48) concluded that in spite of the evidence 

presented, influence in the family unit is not so linear and simple. In other words, it is
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not true (1) that parenting styles are unchanging across time, social situations, and 

family development, (2) that only parents influence children; and (3) that parents and 

families are not in turn affected by children themselves.

Children, parents, the family unit, and the larger environment are all 

developing, changing organisms, each influencing the other. Children are influenced 

by parenting strategies. These strategies are in turn influenced by children's 

personalities and behaviours.

Schellenbach (1992) suggested a model that includes parental ties and contexts 

in the adolescent stage. This model supposes that mothers’ ability to learn cognitive 

attitude, adjustment and maternal health interact with the child’s personality and the 

social context in which the relation between mothers and child occur, which affect the 

parental role of mothers and the child development. Nancy and Lawrence (1993) 

asserted that parenting type is a context which mediates the parenting practices on the 

child, therefore, the socialization outcome can be better understood if we determine 

both parenting style and practices.

14.3 Study Limitations

The present study has investigated children’s behavioural problems and 

attempted to explain them in the light of their mothers’ experiences of psychological 

stress and sufferings, with the following limitations;

a) This study depends mainly on self-report data which is subject to a number of 

biases. Participants maybe unwilling to admit to unacceptable characteristics 

(faking good). If they are looking for compensation or relief from work, they 

may wish to “fake bad”. They may have simply forgotten some of their 

symptoms. They may have symptoms but may judge them from some 

idiosyncratic internal reference point, and either downplay or exaggerate them.
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School and medical reports, video taped observations, focus group discussions, 

etc. etc. give a high value data, but it has not been possible to obtain 

permission to use such data from the relevant government institutions of 

Kuwait.

This is unfortunate, because there is no doubt that collecting information from 

medical and school reports would have provided hard facts and figures that 

could have been used to minimize the shortcomings of self-report data.

b) The children’s behavioural problems are not investigated as a result of their 

mothers’ stress and psychological suffering, in the current study. The study 

did not use the model of “cause and effect”. This model depends on 

application of three components, which are: covariation (two or more 

phenomena vary together), nonspuriousnes (the effects of all relevant variables 

are controlled for an the relation between the original two variables is 

maintained), and time order (the assumed cause occurs first or changes prior to 

the assumed effect). It is true that the current study investigated the 

relationship between children’s behavioural problems and mothers’ stress and 

psychological suffering. The relationship does not mean causation. The study 

has taken into account several mediating factors that may affect this 

relationship, which are not experimentally controlled. The variation of the 

children’s behavioural problems was investigated in the light of their mothers’ 

psychological symptoms and stress levels. However, this variation may be 

caused by other factors, which were not investigated.

c) The study investigated mothers’ stress and concentrated mainly on the traumatic

stressful incidents that coincided with the Iraqi occupation of Kuwait (2
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August 1990-26 February 1991). This meant that he study did not tackle other 

stressful incidents not linked to the Iraqi occupation.

d) When the present study was being investigated the mothers’ psychological 

sufferings concentrated on only three measures: suffering from PTSD, change 

in attitudes and beliefs, and SCL-90-R scale.

e) Children’s behavioural problems were investigated but were limited to: 

emotional disorders, conduct disorders, neurotic behaviours, anti-social 

behaviour, undifferentiated disorder, problematic undifferentiated behaviour, 

nature of hostility, nature of anxiety, and nature of depression. These problems 

were analysed using the Rutter A2, Rutter B, and CBI scales.

f) The mothers and their children (the main subjects of the research) who were 

chosen randomly, were limited to a certain period of time (1/12/89-30/10/91). 

The sample did not include either children bom before or after this period nor 

mothers who delivered before or after this period

g) Demographic variables investigated for the mothers were place of residence, 

income level, work status, age, educational level and time of pregnancy (peace, 

occupation and liberation periods). It also considered children’s variables like 

gender, birth order, and birth time (before, during or after the occupation). 

Findings of the study were limited to these variables only

In consideration of the above limitations, it is worth mentioning that the study 

has its own strengths. The data was collected from randomly selected samples and the 

tools used are locally and internationally approved (CAPS-1, SCL-90-R, Rutter A2, 

Rutter B and CBI). The study also takes into account several variables that may 

mediate the relationship between the children’s behaviour problems and their mothers’ 

psychological suffering, such as period,(before, during or after the Iraqi occupation)
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mothers’ and children’s characteristics. The study topic has its significance in 

relation to the Kuwaiti society and the other societies which experienced the war in 

general. The study topic is of extreme importance to the Kuwaiti society and to 

psychology as a field of study. It is essential to identify the impacts of the Iraqi 

aggression which might have afflicted the Kuwaiti generations whose mothers 

suffered distress due to it. The previous studies which were conducted on children, 

after the liberation, included only children aged six years and above. Children who 

were bom either one year before the occupation, during or one year after, were not 

included in those studies.

14.4 Difficulties Faced in the Study

The difficulties that faced during this study are worth mentioning, especially 

since they occurred in the early part of the investigation and were time-consuming 

factors that delayed the next phases of the investigation.

Obtaining approval for acquisition of pertinent information from government 

authorities (Ministry of Education, Public Authority for Applied Education and the 

Public Authority for Civil Information) at upper levels was time consuming, and took 

more time than anticipated.

Scheduling and conducting the interviews: some mothers initially refused to 

participate in the research and some even refused after a prior agreement. The 

researcher initially phoned the family to obtain their agreement to the interview and 

sometimes it was difficult to get an immediate answer, as the mother wished to consult 

her husband before giving a final approval. At the interview, talking about their 

memories of several incidents that took place during the occupation was very time 

consuming. In addition, greeting the sample subject’s relatives and listening to their 

experiences of the situation was another time-consuming factor.
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14.5 Further Research.

The current study raises a number of research points, as follows:

Children’s behavioural problems were not caused only by their mothers’ 

psychological sufferings. There are other factors that must be investigated 

through future research to achieve an accurate and comprehensive explanation 

of children’s behavioural problems. For example, most important of these 

factors are personality traits of both father and mother and family interaction 

(including relationship between father and mother).

Stress experienced by mothers during their pregnancy is an essential field 

including effect of social support on the adaptation of pregnant mothers with 

environmental stress; stressful environment incidents of mothers during 

pregnancy and pregnant mothers’ ways of adaptation with stress.

War and comprehensive crises have delayed psychological impacts that appear 

only after a long time. The Iraqi occupation of Kuwait constituted a trauma for 

all the people of Kuwait causing in-depth psychological effects on some of 

them. Hence future studies should take an interest in the delayed psychological 

effects that may afflict some Kuwaiti citizens due to the traumatic incidents and 

stressful circumstances as a result o f the occupation. Some of the victims are 

subjected to either present or future sufferings; it is therefore necessary to 

conduct research related to delayed responses of the trauma of the Iraqi 

occupation.

One of the most important lessons learned from this study is that the researcher 

will adopt a long-term research project that conducts continuous and various studies 

on the Kuwait citizens who were bom during the period from August 1 1990 to the 

end of December 1991. Fortunately the names and full data of citizens are available
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14.6 Recommendations for Counselling in the Kuwaiti Society

The calamity of the Iraqi occupation and the Kuwaiti mothers’ stress and 

psychological sufferings, as a result of the occupation, required a comprehensive 

counselling system to deal with such stress and sufferings correctly and to investigate 

the delayed probable impacts on these mothers as well as probable behavioural 

problems of their children. In this framework the study presents the following 

recommendations :

a) Spread of psychological culture in the society

Spreading of psychological knowledge in the society, this can be performed by 

the mass media, professional associations and group meetings through 

systematic permanent programs that conduct on the following principles:

Parents should be aware of the factors and causes of their children’s 

behavioural problems and how to avoid them and deal with them 

correctly.

Parents should know how to deal with daily life stress and their risks so 

as to avoid psychological suffering.

Parents should identify the different patterns of psychological sufferings, 

their causes and signs and how to protect themselves, and deal with 

them.

Parents should be aware of the best opportunities to provide convenient 

family environments that help sound psychological and physical 

development of their children.

They should be aware of the correct ways of dealing with their children 

in negative family circumstances such as parents’ psychological 

suffering, family dissociation, family crises, etc.
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b) It is necessary to co-ordinate between the activities of all institutions and 

authorities concerned for psychological services to the Kuwaiti society. These 

authorities and institutions are psychiatry hospital, psychological service 

department of the Ministry of Education, Social Development Office of the 

Amiri Diwan, Martyr’s Bureau and A1 Reggai Specialised Centre. They will 

all have better and effective activities of a kind of co-operation and co

ordination existing among them in various domains like psycho-diagnostics in 

the Kuwaiti society and drawing sound and intact plans for dealing with these 

problems.

c) Department of Psychological and Social Services of the Ministry of Education 

should be re-structured as to activate psychological counselling in all school 

stages with special concentration on kindergarten and primary schools.

d) Preparing cadres, specialised in psychological counselling is an important issue. 

University students of psychology should be given full opportunities to acquire 

knowledge and skills required for psychological counselling practice. In this 

framework I suggest establishing new branches for university studies for 

children, counselling, family counselling, etc.

e) Cultural challenges confronting counselling in Kuwaiti society should be 

overcome. The researcher noticed that some mothers have a negative image 

about counselling. They believed that a person who met with a psychology 

specialist is crazy. The researcher also noticed that some mothers resorted to 

quacks and charlatans to help them overcome their psychological suffering. 

These mothers usually accompany their children to such people and not to 

counsellors. These negative practices should be confronted by arranged 

programs in co-operation with the specialists and mass media.
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f) Foreign counselling practices should be reviewed and studied so as to facilitate 

their applicability in the Kuwaiti Society. Computerised programs can be used 

for the purpose of developing counselling practices. For example, the 

Computer-Assisted Career Guidance System (CAGGS) program enables the 

counsellor to maintain a significant data base, which simplifies the decision

making process regarding diagnosis, and counselling procedures. It also 

facilitates an effective dialogue between the counsellor and client.

14.7 Conclusion

The main findings of this study concerning explanation of children’s 

behavioural problems in the light of their mothers’ stress and psychological suffering 

are as follows:

The circumstances of the Iraqi occupation on the Kuwaiti society included 'on 

the stress scale was 9.2 (61.3% of the total scale of 15). Mothers’ score on this 

scale did not differ according to the variables of age, job, education and place 

of residence, however, this scored varied according to the variables of 

pregnancy period and income. Mothers who gave birth during the peace period 

showed a high level of stress compared to those who gave birth during the 

occupation or liberation periods. Mothers with low; income showed less stress 

in comparison to those with medium and high levels of income.

Approximately 57% of all the mothers suffered from PTSD (current or 

lifetime), 18.5% were severely affected (SCL-90-R scale). Moreover, 50% of 

the mothers’ showed their attitudes and beliefs were affected. Their income, 

age and job did not affect mothers’ psychological sufferings, although some 

disorders have a significant relationship with the variables of place of residence 

and level of education. Mothers living in the Jahra govemorate had significant

315



PTSD and severe disorders (SCL-90-R scale) compared to those living in other 

govemorates. Mothers with higher education had a

significantly high change in their beliefs and attitudes compared to those of 

lower level of education.

Mothers with medium or high stress levels who gave birth during the liberation 

period had significantly high rates of PTSD, and mothers of medium and high 

levels of stress who gave birth during the peace period indicated significant 

change in their attitudes and beliefs.

Between 15.2 to 20% of the children were found to have severe depression, 

severe hostility or severe anxiety. Cases of severe hostility were higher among 

males compared to females. Some aspects of the children’s behavioural 

problems vary according to birth period, sex or birth order.

Mothers’ stress and psychological suffering explained some, but not all, aspects 

of their children’s behavioural problems. This implied there were other factors 

that could explain children’s behavioural problems. These factors should be 

subjected to future studies.
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A. STRESS QUESTIONNAIRE

Dear Mother,

This is a questionnaire about a reconnaissance study which will be conducted on a 

large number of Kuwaiti mothers about their experiences during the Iraqi occupation 

(August 1990 -  February 1991).

The Questionnaire includes several questions. I kindly request you to read the 

questions carefully and answer them in context to your personal experiences. Please be 

assured that you have the choice whether you wish to complete the questionnaire or not, 

however, your participation in this research study is of great importance and all 

information listed thereto will be kept as “confidential”.

Thank you.
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STRESS QUESTIONNAIRE

1. You are first required to explain the experiences that you have faced during the 

Iraqi occupation; for example. Where were you during the Iraqi occupation? Were 

you inside or outside. Kuwait? If you were inside Kuwait, did you stay during the 

whole duration of the Iraqi occupation or did you leave Kuwait? If so when did 

you leave? And if you were outside Kuwait, where were you exactly? Did you 

move from one place to another? Please can you explain.

2. Did you have any annoying or sad thoughts during the Iraqi occupation period?

NONE LITTLE TOO MUCH

3. Did you imagine threats of danger to your personal safety during the Iraqi 

occupation?

NONE LITTLE TOO MUCH

4. Did you imagine threats of danger for the lives of your beloved ones as well as 

relatives, and to their properties?

NONE LITTLE TOO MUCH

5. Regardless of what you imagined during the Iraqi occupationsion, did you 

experience a situation threatening your personal safety?

NONE A FEW MANY
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6. If the answer is “yes”, what are the situations?

7. Did you change your residence more than once during the Iraqi occupation as a 

result of fear and anxiety>

NO YES

8. If the answer is “yes”, under what situations?

*

*

*

*

*

9. To what extent you endured additional burdens during the Iraqi occupation?

NONE LITTLE TOO MUCH

10. Was there any one who helped you with your pregnancy or your baby during the

Iraqi occupation?

NO YES
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11. If the answer is “yes”, who are they?

12. Are there any martyrs among family members and/or close relatives?

NO YES

13. If the answer is yes, who are they? What is the relationship between you and

them?

+

*

*

*

14. Have any of them been imprisoned or captured?

NO YES

15. If the answer is “yes”, who are they? Were they imprisoned or captured?

*

*

*

16. Have any of them been tortured?

NO YES
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17. If the answer is yes, who were tortured and what were the types of torture?

18. Was there any one among them who had been captured by the Iraqi forces?

NO YES

19. If the answer is yes, who are they? Do not mention names, only the family

relations between you and them. Would you mind explaining the difficulties that

these people faced then?

*

*

*

*

20. Did you experience a trauma of any kind during the period from after the

liberation till now?

NO YES

21. If the answer is “yes” write down the traumatic event/s

*

*

*

*
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22. Did the child experience any kind of trauma during the period after liberation till 

now?

NO YES

23. If the answer is “yes” please write down the traumatic event/s your child had

experienced.

*

*

*

*

*

24. Did the family experience any hard times, or crisis during the period after the

liberation till now. Please describe in brief:

*

*

*

*

*

25. Did you notice any change in behavior or personality of some children after the 

invasion?

NO YES
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26. If the answer is “yes” please write down these changes.

27. Did you notice any changes in behavior or the personality of your husband, after 

the Iraqi occupation?

NO YES

28. If the answer is “yes” please write down these changes.

*

*

*

*

*

29. During the period of the Iraqi occupation, did any of your famiÿ members or your 

husband’s family members suffer from psychological symptoms?

NO YES
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B. GENERAL INFORMATION QUESTIONNAIRE

Dear Mother,

I would like to express my deepest thanks and gratitude and would request you to 

kindly re-read the above questions to ensure that you have chosen the answer that is most 

suitable to you. Thereafter, we will try putting together, the information concerning your 

personal data and that of the baby who was conceived during the period of the Iraqi 

occupation from August 1990 till February 1991.

INFORMATION ABOUT THE FATHER

Information about the father:

Father’s name: ________

30. Father’s age in August 1990 was: (- ) years.

31. Level of education:

Low Intermediate Post intermediate

32. Father’s job:

33 Did the father suffer from any illness during the Iraqi occupation?

NO YES
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34. Did the father suffer from any illness after the invasion?

NO YES

35. What was the period that the father spent with the mother during the Iraqi

occupation?

O All or most of the occupation period?

O Half the period

O Less than half of the period.

O The father was rarely with the family.

O The father was not at all with the family.

36. Did the mother get any support or empathy from the husband, either directly or

indirectly during the invasion?

NO YES

37. What is the mother’s evaluation of the husband’s role towards her and the family,

during the Iraqi occupation?

O Despondent and helpless 

O Normal

O Supportive and compassionate

344



INFORMATION ABOUT THE MOTHER

Tel No:________________________

38. Residence:

39. Govemorate:

o Capital

0 Hawally

0 Farwaniah

0 Ahmadi

0 Al-Jahra

40. Mother’s age in August 1990 was

41. Level of Education:

Medium and below Above medium

42. Where was the mother during childbirth?

Inside Kuwait Outside Kuwait

43. Number of children:

Males:------------------

Females:---------------

Total:-------------------

44. Financial status:

Less 800

800-1500

more

University and above
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45. Mother’s working status when the invasion occurred:

Housewife Working outside the house

46. Did the mother suffer from any unusual disease/s during pregnancy? 

NO YES

47. If the answer is “yes” please write down the disease/s. 
*

48. Did the mother suffer from any diseases during the nursing period? 

NO YES

49. If the answer is “yes” please write down the disease.

50. Was the mother suffering from any chronic disease prior to the invasion? 

NO YES

51. If the answer is “yes”, please write down the disease.
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INFORMATION ABOUT THE PREGNANCY AND THE CHILD.

52. Child’s date of birth:___________________________

53. His position among his brothers and sisters(__________________

54. Child’s gender:

( ) Male

( ) Female

55. Current age___________month______________year.

56. Number of pregnancies experienced by the mother during the Iraqi occupation

{(in case of any miscarriages) during the period August 1990 to February 1991)}

( ) two months and less

( ) more than two months to 4 months

( ) More than 5 months.

57. Where was the child bom?:

( ) Home

( ) Hospital

( ) Clinic

( ) Others

58 How was the child bom?

( ) Normal

( ) Cesarean

59. Mother’s evaluation of the childbirth:

( ) Easy

( ) Hard

( ) Others
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60. Child’s weight at birth? 

( ) Normal 

( ) Abnormal

How much?

61. Child’s height at birth?

( ) Normal

( ) Abnormal

How much? ________

62. Child’s health at birth?

( ) Good

( ) Not good

63. Mother’s observation about the child’s character and personality at the present

time.
*

*

*

Dear mother,

The Questionnaire is now complete. 

With best wishes.

Researcher.
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National Center for PTSD

CLINICIAN-ADM INISTERED PTSD SCALE (CAPS)

Form 1 -  Current and Lifetime Diagnosis Version

1st, Traumatic event 

2nd. The traumatic event is persistently reexperienced:

(1) recurrent and intrusive distress recollections of the event

Freauencv

Have you ever experienced 
unwanted memories o f event(s) 
without being exposed to 
something that reminded you o f the 
event? Did these memories occur 
while you were awake, or only in 
dreams? [Exclude if memories only 
occurred during dreams] how often 
in the past month?

0 Never
1 Once or twice
2 Once or twice a week
3 Several times a week
4 Daily or almost everyday

Description/Examples:

Intensity

At their worst, how much distress 
or discomfort did these memories 
cause you? Did these memories 
cause you to stop what you are 
doing? Are you able to dismiss 
the memories if you try?

0 None
1 Mild, minimal distress
2 Moderately, distress clearly 

present but still manageable, 
some disruption o f activities

3 Severe, considerable distress, 
marked disruption o f  
activities and difficulty 
dismissing memories

4 Extreme, incapacitating 
distress, unable to continue 
activities and cannot dismiss 
memories

C

QV QV
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(2) intense psychological distress at exposure to events that 
symbolize or resemble an aspect of the traumatic event, including 
anniversaries of the trauma

Freauencv

Have you ever gotten upset 
when you were exposed to 
things that reminded you o f the 
event(s)? [For example, 
particular males for rape 
victims, tree lines or wooded 
areas for combat veterans] How 
often in the past month?

0 Never
1 Once or twice
2 Once or twice a week
3 Several times a week
4 Daily or almost everyday

Description/Examples:

Intensity

At its worst, how much distress 
or discomfort did exposure to 
these reminders cause you?

0 None
1 Mild, minimal distress
2 Moderate, distress clearly 

present but still manageble
3 Severe, considerable distress
4 Extreme, incapacitating 

distress

C

QV

L

QV
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(3) sudden acting or feeling as if the traumatic event were recurring 
(including a sense of reliving the experience, illusions, hallucinations, 
and dissociative (flashback) episodes, even those that occur upon 
awakening or when intoxicated)

Freauencv

Have you ever suddenly acted or 
felt as if the event(s) was happening 
again? How often in the past 
month?

0 Never
1 Once or twice
2 Once or twice a week
3 Several times a week
4 Daily or almost every day

Description/Examples:

Intensitv

At it’s worst, how much did it seem 
that the event(s) was happening 
again? How long did it last? What 
did you do while this was happening?

0 Not at all
1 Mild, slightly more realistic than 

just thinking about the event
2 Moderate, definite but transient 

dissociative quality; still very 
aware of surroundings; 
daydreaming quality

3 Severe, strongly dissociative 
(reports images, sounds, smells), 
but retained some awareness of 
surroundings

4 Extreme, complete dissociation 
(flashback), no awareness of 
surroundings, possible amnesia 
for the episode (blackout)

(4) Recurrent distressing dreams of the event

Freauencv

Have you ever had unpleasant 
dreams about the event(s)? how 
often in the past month?

0 Never
1 Once or twice
2 Once or twice a week
3 Several times a week
4 Nightly or almost every 

night

Intensitv

At their worst, how much distress or 
discomfort did these dreams cause 
you? Did these dreams wake you up? 
[If yes ask:] what were you feeling or 
doing when you awoke? How long 
does it usually take to get back to 
sleep? [Listen for report of panic 
symptoms, yelling, posturing]

Description/Examples:

0 None
1 Mild, minimal distress, did not 

awaken
2 Moderate, awoke in distress but 

readily returned to sleep
3 Severe, considerable distress, 

difficulty returning to sleep
4 Extreme, overwhelming or 

incapacitating distress, could not 
return to sleep

# Current Symptoms from Criterion B = ______
# Lifetime Symptoms from Criterion B = ______

c L

QV

F

I

QV

F

I

c L

QV

F

I

QV

F

I
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c. Persistent avoidance of stimuli associated with the trauma or numbing
of general responsiveness (not present before the trauma)

(5) efforts to avoid thoughts or feelings associated with the trauma

Freauencv

Have you ever tried to avoid 
thinking about the event(s)? Have 
you ever tried avoid feelings related 
to the event(s) (e.g., rage, sadness, 
guilt)? How often in the past 
month?

0 Never
1 Once of twice
2 Once or twice a week
3 Several times a week
4 Daily or almost every day

Description/Examples:

Intensitv

How much effort did you make to 
avoid thoughts or feelings related 
to the event(s)? [rate all attempts 
at cognitive avoidance, including 
distraction, suppression, and 
reducing awareness with alcohol 
or drugs]

0 No effort
1 Mild, minimal effort
2 Moderate, some effort, 

avoidance definitely present
3 Severe, considerable effort, 

marked avoidance
4 Extreme, drastic attempts at 

avoidance

c L

QV

F

I

QV

F

I

(6) efforts to avoid activities or situation that arouse recollections of 
the trauma

Freauencv

Have you ever tried to stay 
away from activities or 
situations that reminded you of 
the event(s)? How often in the 
past month?

0 Never
1 Once or twice
2 Once or twice a week
3 Several times a week
4 Daily or almost everyday

Description/Examples:

Intensitv

How much effort did you make to 
avoid activities or situations 
related to the event(s)? [rate all 
attempts at behavioral avoidance, 
e.g., combat veteran who avoids 
veteran activities, war movies, 
etc.]

0 No effort
1 Mild, minimal effort
2 Moderate, some effort 

avoidance definitely present
3 Severe, considerable effort, 

marked avoidance
4 Extreme, drastic attempts at 

avoidance

C L

QV

F

I

QV

F

I
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(7) inability to recall an important aspect of the trauma (psychogenic 
amnesia)

Frequency

Have you been unable to remember 
important parts of the event(s) (e.g., 
manes, faces, sequence of events)? 
How much of the event(s) have you 
had difficulty remembering in the 
past month?

0 None, clear memory of event(s)
1 Few aspects of event(s) not 

remembered (less than 10%)
2 Some aspects of the event(s) 

not remembered (approx 20- 
30%)

3 Many aspects of the event(s) 
not remembered (approx 50- 
60%)

4 Most of event(s) not 
remembered (more than 80%)

Description/Examples:

Intensitv

How much difficulty did you have
recalling important parts of the
event(s)?

0 No difficulty at recalling 
event(s)

1 Mild, minimal difficulty 
recalling event(s)

2 Moderate, some difficulty, 
could recall event(s) with 
concentration

3 Severe, considerable 
difficulty recalling the 
event(s)

4 Extreme, completely unable 
to recall the event(s)

c L

QV

F

I

QV

F

I

(8) markedly diminished interest in significant activities 

Freauencv Intensitv

Have you been less interested in 
important activities that once gave 
you pleasure, such as sports, 
hobbies, or social activities? As 
compared to before the event(s), 
how many activities in the past 
month have you had less interest 
in?

0 No loss of interest
1 Few activities (less than 10%)
2 Several activities (approx 20- 

30%)
3 Many activities (approx 50- 

60%)
4 Most activities (more than 

80%)

Description/Examples:

At its worst, how strong was
your loss of interest in these
activities?

0 No loss of interest
1 Mild, only slight loss of 

interest, probably would 
enjoy after starting 
activities

2 Moderate, definite loss of 
interest, but still has some 
enjoyment of activities

3 Severs, marked loss of 
interest in activities

4 Extreme, complete loss of 
interest, intentionally does 
not engage in activities

QV QV
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(9) Feelings of detachment or estrangement from others

Frequency

Have you felt distant or cut off 
from those around you? is this 
different from how you felt before 
the event(s)? How much o f the time 
have you felt this way in the past 
month?

0 None o f  the time
1 Very little o f the time 

(less than 10%)
2 Some o f the time (approx 20- 

30%)
3 Much o f  the time (approx 50- 

60%)
4 Most or all the time 

(more than 80%)

Description/Examples:

Intensitv

At their worst, how strong were your 
feelings o f being distant or cut off 
from others? Who do you feel closest 
to?

0 No feelings of detachment or 
estrangement

1 Mild, occasionally feels “out o f  
synch” with others

2 Moderate, feelings o f detachment 
clearly present, but still feels 
some interpersonal connection or 
belonging with others

3 Severe, marked feelings o f  
detachment or extrangement 
from most people; may confide 
in only one person

4 Extreme, feels completely 
detached or estranged from 
others; not close with anyone

L

QV QV

F

I

(10) restricted range o f  affect, e.g ., unable to have loving feelings

Frequency

Have you had periods where 
you left emotionally numb, or 
had trouble experiencing 
feelings such as love or 
happiness? Is this different from 
how you felt before the 
event(s)? How much o f  the time 
have you felt this way in the 
past month?

0 None o f  the time
1 Very little o f the time 

(less than 10%)
2 Some o f  the time (approx 

20-30%)
3 Much o f  the time (approx 

50-60%)
4 Most or all o f the time 

(more than 80%)

Description/Examples:

Intensitv

At their worst, how strong were your 
feelings o f emotional numbness? [in 
rating this item include observations 
o f range o f effect displayed in 
interview]

0 No emotional numbing
1 Mild, slight emotional numbing
2 Moderate, emotional numbing 

clearly present, but still able to 
experience emotions

3 Severe, marked emotional 
numbing in at least two primary 
emotions (e.g., love, happiness)

4 Extreme, feels completely 
unemtional

C

QV QV

F

I
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(11) sense of a foreshortened future, e.g., does not expect to have a 
career, marriage, children, or a long life

Frequency

Have you had times when you felt 
that there is no need to plan for the 
future, that somehow your future will 
be cut short? [if yes, rule out realistic 
risks such as life-threatening medical 
conditions] is this different from how 
you felt before the event(s)? how 
much o f  the time in the past month 
have you felt this way?

0 None o f  the time
1 Very little o f  the time 

(less than 10%)
2 Some o f the time (approx 20- 

30%)
3 Much o f  the time (approx 50- 

60%)
4 Most or all o f the time 

(more than 80%)

Description/Examples:

Intensitv

At its worst, how strong was this 
feeling that your future will be cut 
short? How long do you think you 
will live? How convinced were you 
that you will die prematurely?

0 No sense o f a foreshortened 
future

1 Mild, slight sense o f a 
foreshortened future

2 Moderate, sense o f a 
foreshortened future definitely 
present, but no specific 
prediction about longevity

3 Severe, marked sense o f a 
foreshortened future; may make 
specific prediction about 
longevity

4 Extreme, overwhelming sense o f 
a foreshortened future; 
completely convinced o f  
premature death

C

QV QV

# Current Symptoms from Criterion C =
# Lifetime Symptoms from Criterion C =
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D. persistent symptoms of increased arousal (not present before the trauma)

(12) difficulty falling or staying asleep  

Frequency Intensity

Haye you had any problems 
falling or staying asleep? In this 
different from the way you were 
sleeping before the eyent(s)? 
How often haye you had 
difficulty sleeping in the past 
month?

0 Neyer
Once or twice 
Once or twice a week 
Seyeral times a week

Sleep Onset Problems? 

Mid Sleep Awakening? 

Early AM Awakening? 

Total #hrs Sleep/Night 

Desired #hrs Sleep/Night

night

Y N

V N

Y N

[Ask probe items and rate oyerall 
sleep disturbance] How long did it 
take you to fall asleep? How many 
times did you wake up in the night? 
How many hours total did you sleep 
each night?

0 No sleep problems
1 Mild, takes slightly longer to fall 

asleep, or minimal difficulty 
staying asleep (up to 30 minutes 
loss o f sleep)

2 Moderate, definite sleep 
disturbance, with clearly longer 
latency to sleep or clear difficulty 
staying asleep (30 to 90 minutes 
loss o f sleep)

3 Seyere, much longer latency to 
sleep or marked difficulty 
staying asleep (90 minutes to 3 
hours loss o f sleep)

4 Extreme, yery long latency to 
sleep or profound difficulty 
staying asleep (greater than 3 
hours loss o f sleep)

C L

QV QV

(13) irritability or outbursts of anger

Frequency

Haye there been times when you 
felt unusually irritable, or expressed 
feelings o f  anger and acted 
aggressiyely? Is this different from 
how you felt or acted before the 
eyent(s)? how often haye you felt 
or acted this way in the past month?

0 Neyer
1 Once or twice
2 Once or twice a week
3 Seyeral times a week
4 Daily or almost eyery day

Description/Examples:

Intensity

How angry were you? In what
ways did you express/show
anger?

0 No irritability or anger
1 Mild, minimal irritability, 

raises yoice when angry
2 Moderate, irritability clearly 

present, easily becomes 
argumentatiye when angry, 
but can recoyer quickly

3 Seyere, marked irritability, 
becomes yerbally or 
physically aggressiye when 
angry

4 Extreme, peryasiye anger, 
episodes o f physical yiolence

C L

QV

F

I

QV

F

I
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(14) difficulty concentrating 

Frequency

Have you found it difficult to 
concentrate on what you were 
doing or on things going on 
around you? Has your 
concentration changed since the 
event(s)? how much o f the time 
have you had difficulty 
concentrating in the past month?

0 None o f  the time
1 Very little o f the time (less than 

10%)
2 Some o f the time (approx 20- 

30%)
3 Much o f the time (approx 50- 

60%)
4 Most or all o f the time 

(more than 80%)

Description/Examples:

Intensitv

How difficult was it for you to 
concentrate? [In rating this item 
include observations o f 
concentration and attention in the 
interview]

0 No difficulty with 
concentration

1 Mild, only slight effort needed 
to concentrate

2 Moderate, definite loss o f 
concentration, but could 
concentrate with effort

3 Severe, marked loss o f  
concentration, even with effort

4 Extreme, complete inability to 
concentrate

QV QV

(15) hypervigilance 

Freauencv

Have you been especially alert or 
watchful, even when there was no 
obvious need to be? Is this different 
from how you felt or acted before 
the event(s)? How much o f the time 
have you been alert or watchful in 
the past month?

0 None o f the time
1 Very little o f the time 

(less than 10%)
2 Some o f the time (approx 20- 

30%)
3 Much o f the time (approx 50- 

60%)
4 Most or all o f  the time 

(more than 80%)

Description/Examples:

Intensitv

How much effort did you make to try to 
be aware o f everything around you? [In 
rating this item include observations of 
hypervigilance during the interview]

0 No hypervigilance
1 Mild, minimal hypervigilance, 

slight heightening o f awareness
2 Moderate, hypervigilance clearly 

present, watchful in public (e.g., 
chooses safe place to sit in a 
restaurant or movie theater)

3 Severe, marked hypervigilance, 
very alert, scans environment for 
danger, exaggerated concern for 
safety o f self (and home and family)

4 Extreme, excessive hyperviliance, 
efforts to ensure safety consume 
significant time and energy, and 
may involve extensive safety- 
checking behaviors, marked 
guarded behavior during interview

c L

QV QV

F F

I I
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(16) exaggerated Startle response

Frequency

Have you experienced strong 
startle reactions to loud, 
unexpected noises (e.g., car 
backfires, fireworks, doorslams, 
etc.) or things that you saw (e.g., 
movement in the corner o f your 
eyes)? Is this different from how 
you were before the event(s)? 
How often has this happened in 
the past month?

0 Never
1 Once or twice
2 Once or twice a week
3 Several times a week
4 Daily or almost every day

Description/Examples:

Intensitv

At their worst, how strong were
these startle reactions?

0 No startle reactions
1 Mild, minimal reactions
2 Moderate, definite startle 

response, feels “jumpy”
3 Severe, marked startle 

response, sustained arousal 
following initial reaction

4 Extreme, excessive startle 
response, over coping behavior 
(e.g., combat veteran who “hits 
the dirt”)

C

QV QV

(17) physiologic reactivity upon exposure to events that symbolize or 
resemble an aspect of the traumatic event

Freauencv

Have you experienced any physical 
reactions when you were faced with 
situations that reminded you o f the 
event(s)? [listen for report o f 
symptoms such as heart racing, 
tremulousness, sweating, or muscle 
tension, but do not suggest 
symptoms to patient] How often in 
the past month?

5 Never
6 Once or twice
7 Once or twice a week
8 Several times a week
5 Daily or almost every day

Description/Examples:

Intensitv

At their worst, how strong were
these physical reactions?

0 No physical reaction
1 Mild, minimal reaction
2 Moderate, physical reaction 

clearly present, reports some 
discomfort

3 Severe, marked physical 
reaction, reports strong 
discomfort

4 Extreme, dramatic physical 
reaction, sustained arousal

QV

L

QV

# Current Symptoms from Criterion D =
# Lifetime Symptoms from Criterion D =
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SYM PTOM  CHECKLIST -  90 -  REVISED (SCL-90-R)
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S C L - 9 0 - R

INSTRUCTIONS:
Below is a list o f problems people 

sometimes have. Please read each one 
carefully, and circle the number to the righ 
that best describes HOW MUCH THAT 
PROBLEM HAS DISTRESSED OR 
BOTHERED YOU DURING THE PAST 
DAYS INCLUDING TODAY. Circle onl 
one number for each problem and do not skip 
any items. If you change your mind, erase 
your first mark carefully. Read the example 
below before beginning, and if you have any 
questions please ask about them.

MALE

FEMALE

NAME:

LOCATION:

EDUCATION:

MARITAL STATUS: AR SEP DIV WID SING

DATE

MO Day Year
ID

NUMBER

VISIT NUMBER:

EXAMPLE

How much were you 
distressed by:

1. Bodyaches

HOW MUCH WERE YOU DISTRESSED BY:
o

;

>
c

s
Cd
H

i 1
>
GO
H !

1. Headaches 1 0 1 2 3 4
2. Nervousness or shakiness inside 2 0 1 2 3 4
3. Repeated unpleasant thoughts that won’t leave your mind 3 0 1 2 3 4
4. Faintness or dizziness 4 0 1 2 3 4
5. Loss o f sexual interest or pleasure 5 0 1 2 3 4
6. Feeling critical o f others 6 0 1 2 3 4
7. The idea that some else can control your thoughts 7 0 1 2 3 4
8. Feeling others are to blame for most of your troubles 8 0 1 2 3 4
9. Trouble remembering things 9 0 1 2 3 4
10. Worried about sloppiness or carelessness 10 0 1 2 3 4
11. Feeling easily annoyed or irritated 11 0 1 2 3 4
12. Pains in heart or chest 12 0 1 2 3 4
13. Feeling afraid in open spaces or on the streets 13 0 1 2 3 4
14. Feeling low in energy or slowed down 14 0 1 2 3 4
15. Thoughts o f ending your life 15 0 1 2 3 4
16. Hearing voices that other people do not hear 16 0 1 2 3 4
17. Trembling 17 0 1 2 3 4
18. Feeling that most people cannot be trusted 18 0 1 2 3 4
19. Poor appetite 19 0 1 2 3 4
20. Crying easily 20 0 1 2 3 4
21. Feeling shy or uneasy with the opposite sex 21 0 1 2 3 4
22. Feelings o f being trapped or caught 22 0 1 2 3 4
23. Suddenly scared for no reason 23 0 1 2 3 4
24. Temper outbursts that you could not control 24 0 1 2 3 4
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HOW MUCH WERE YOU DISTRESSED BY:

Z
s
>
H
>
r

>
r

3
r
m
2
H

2
o
a
rn

Hm
t-
<

O
c

s
>
CO
H

g
H

s
2
P
<

25. Feeling afraid to go out o f your house alone 25 0 1 2 3 4
26. Blaming yourself for things 26 0 1 2 3 4
27. Pains in lower back 27 0 1 2 3 4
28. Feeling blocked in getting things done 28 0 1 2 3 4
29. Feeling lonely 29 0 1 2 3 4
30. Feeling blue 30 0 1 2 3 4
31. Worrying too much about things 31 0 1 2 3 4
32. Feeling no interest in things 32 0 1 2 3 4
33. Feeling fearful 33 0 1 2 3 4
34. Your feelings being easily hurt 34 0 1 2 3 4
35. Other people being aware of your private thoughts 35 0 1 2 3 4
36. Feeling others do not understand you or are unsympathetic 36 0 1 2 3 4
37. Feeling that people are unfriendly or dislike you 37 0 1 2 3 4
38. Having to do things very slowly to insure correctness 38 0 1 2 3 4
39. Heart pounding or racing 39 0 1 2 3 4
40. Nausea or upset stomach 40 0 1 2 3 4
41. Feeling inferior to others 41 0 1 2 3 4
42. Soreness of your muscles 42 0 1 2 3 4
43. Feeling that you are watched or talked about by others 43 0 1 2 3 4
44. Trouble falling asleep 44 0 1 2 3 4
45. Having to check and double-check what you do 45 0 1 2 3 4
46. Difficulty making decisions 46 0 1 2 3 4
47. Feeling afraid to travel on buses, subways, or trains 47 0 1 2 3 4
48. Trouble getting your breath 48 0 1 2 3 4
49. Hot or cold spells 49 0 1 2 3 4
50. Having to avoid certain things, places or activities because they frighten 50 0 1 2 3 4

you 51 0 1 2 3 4
51. Your mind going blank 52 0 1 2 3 4
52. Numbness or tingling in parts of your body 53 0 1 2 3 4
53. A lump in your throat 54 0 1 2 3 4
54. Feeling hopeless about the future 55 0 1 2 3 4
55. Trouble concentrating 56 0 1 2 3 4
56. Feeling weak in parts of your body 57 0 1 2 3 4
57. Feeling tense or keyed up 58 0 1 2 3 4
58. Heavy feeling in your arms or legs 59 0 1 2 3 4
59. Thoughts of death or dying 60 0 1 2 3 4
60. Overeating 61 0 1 2 3 4
61. Feeling uneasy when people are watching or talking about you 62 0 1 2 3 4
62. Having thoughts that are not your own 63 0 1 2 3 4
63. Having urges to beat, injure or harm someone 64 0 1 2 3 4
64. Awakening in the early morning 65 0 1 2 3 4
65. Having to repeat the same actions such as touching, counting, or washing 66 0 1 2 3 4
66. Sleep that is restless or disturbed 67 0 1 2 3 4
67. Having urges to smash or break things 68 0 1 2 3 4
68. Having ideas or beliefs that others do not share 69 0 1 2 3 4
69. Feeling very self-conscious with others 70 0 1 2 3 4
70. Feeling uneasy in crowds, such as shopping or at a movie 71 0 1 2 3 4
71. Feeling everything is an effort 72 0 1 2 3 4
72. Spells o f terror or panic 73 0 1 2 3 4
73. Feeling uncomfortable about eating or drinking in public
74. Getting into frequent arguments

74 0 1 2 3 4
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HOW MUCH WERE YOU DISTRESSED BY;
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75. Feeling nervous when you are left alone 75 0 1 2 3 4
76. Others not giving you proper credit for your achievement 76 0 1 2 3 4
77. Feeling lonely even when you are with people 77 0 1 2 3 4
78. Feeling so restless you couldn’t sit still 78 0 1 2 3 4
79. Feelings of worthlessness 79 0 1 2 3 4
80. The feeling that something bad is going to happen to you 80 0 1 2 3 4
81. Shouting or throwing things 81 0 1 2 3 4
82. Feeling afraid you will faint in public 82 0 1 2 3 4
83. Feeling that people will take advantage of you if you let them 83 0 1 2 3 4
84. Having thoughts abut sex that bother you a lot 84 0 1 2 3 4
85. The idea that you should be punished for your sins 85 0 1 2 3 4
86. Thoughts and images of a frightening nature 86 0 1 2 3 4
87. The idea that something serious is wrong with your body 87 0 1 2 3 4
88. Never feeling close to another person 88 0 1 2 3 4
89. Feelings of guilt 89 0 1 2 3 4
90. The idea that something is wrong with your mind 90 0 1 2 3 4
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Name:

Date:

TRAUMA, ATTITUDES AND BELIEFS SCALE

Below is a list of reactions reported by some people after traumatic events. 

Please read each one carefully and indicate how true each one is for you. 

Simply circle the answer which you think most nearly applies to you. 

Remember we want to know how you feel now about the effects of your 

experience.

Has your experience affected your 
religious beliefs? Not at all A little Quite a 

lot
A great 
deal

Has your experience affected your 
political beliefs? Not at all A little Quite a 

lot
A great 
deal

Has your experience had a lasting 
effect on your priorities in life? Not at all A little Quite a 

lot
A great 
deal

Have your views changed about how 
easy it would e to change the social 
and political “system”?

Not at all A little Quite a 
lot

A great 
deal

Do you feel that anything good has 
come out of your experience? Not at all A little Quite a 

lot
A great 
deal

Do you feel different from other 
people because of your experience? Not at all A little Quite a 

lot
A great 
deal

Do you frequently feel misunderstood 
by others who have not shared your 
experience?

Not at all A little Quite a 
lot

A great 
deal

Do you feel that those trying to help 
you (e.g. friends, doctors, lawyers, 
therapists) do not really understand?

Not at all A little Quite a 
lot

A great 
deal

Do you feel differently now about the 
importance of families and friends?

.

Not at all A little Quite a 
lot

A great 
deal
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CHILDREN RUTTER SCALE A 2

The member of the family code number
F am ily No  ^f Seria l y fR elation

SCORING:

HEALTH PROBLEMS

A, B, C, D, E, F, G + H

1. Never in the last year: 0
2. Occasionally but not as often as once per week: 1
3. At least once per week: 2

HABITS

( I - V )

1. No: 0
2. Yes-mildly: 1
3. Yes-severely: 2

The qualifying descriptions following ‘if yes’ questions are not scored.

STATEMENTS

(1 -1 8 )

1. Doesn’t apply: 0
2. Applies somewhat: 1
3. Certainly applies: 2
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NORMS:

Total range 0 - 2 6  
Evaluation can be in two stages:

First stage.

Discriminative score for indication of problems is: 13 or more.

Second stage.

Those who are exceeding the score 13 are analyzed with respect to the relationship 
between neurotic subscore and antisocial subscore.

If the neurotic subscore is higher than the antisocial subscore this indicates neurotic 
behavior.

If the antisocial subscore is higher than the neurotic subscore this indicates 
antisocial behavior.

Undifferentiated if neurotic subscore or antisocial subscore are equal.

Neurotic subscores: C, G, V, 6, 15.

Antisocial subscore: iii, 3, 13, 17, 18.

Results:

TOTAL SCORE ABOVE 13 :
1. Yes
2. No.

Neurotic:
1. Yes
2. No.

Antisocial:
1. Yes
2. No.

Undifferentiated:
1. Yes
2. No.
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HOW TO FILL THIS FORM.
The questionnaire asks about various kinds of behavior that many children show 
at some time. Please cross the answers according to the way your child has been 
during the PAST 12 MONTHS.

HEALTH PROBLEMS.
Below is the list of minor health problems which most children have some time. 
Please tell us how often each of these happen with your child by putting a cross in 
the correct box.

Never Occasionally but 
not often as 

once per week

At least once 
per week

A Complains of headaches

B Has stomach-ache or vomiting

C Complains of biliousness

D Wet his/her bed or pants

E Soils him/herself or loses control 
o f bowels

F
Has temper tantrums (complete 
loss of temper with shouting and 
angry movements etc.)

G Had tears on arrival at school or 
refused to go into the building

H Truants from school
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HABITS.

Please place a cross at the correct answer.

I; Does he/she stammer or stutter?

I  I  1. No I I 2. Yes -  mildly □3. Yes -  severely

II: is there difficulty with speech other than stammering or stuttering?

I I 1. No I  I  2. Yes -  mildly | | 3. Yes -  severely

If “yes”, please describe the difficulty:

III: Does he/she ever steal things?

I  I  I. No I  I  2. Yes -  occasionally

I f ‘yes’ (occasionally or frequently), 
Does it involve

□  3. Yes -  frequently

I  I  1. Minor pilfering of pens sweets toys small sums of money etc.

I  I  2. Stealing of big things

I  I 3. Both minor pilfering and stealing of big things

Is stealing done:

I  I  1. In the home 

I  2. Elsewhere □

Is stealing done:

I  I 1. On his/her own

I  I  2. With other children or

□ adults
3. Sometimes on his/her 

own, sometimes with 
others
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IV; Is there any eating difficulty?

I. No I I 2. Yes -  mildly □3. Yes -  severely

If “yes”, is it

I  I  I. Faddiness

2. Not eating enough 

I  I 3. Eating too much

Other, please describe

V: Is there any sleeping difficulty?

I I  I. No I I  2. Y es-m ild ly

If “yes”, is it difficulty in 

I I  1. Getting off to sleep

I I  2. Waking during the night

I  I  3. Waking early in the morning

I I  4. Other, please describe

3. Yes -  severely
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STATEMENTS.

Below are series of descriptions of behavior often shown by children. For 
each statement are three columns: Doesn’t apply; applies somewhat; 
certainly applies. If your child definitely shows the behavior described by 
the statement place a cross in the box under certainly applies. If he or she 
shows the behavior described by the statement but to a lesser degree or less 
often, then place a cross under applies somewhat. If as far as you are 
aware, your child does not show the behavior, place a cross under doesn’t 
apply.

Please put one cross against each statement.

STATEMENT Doesn’t
apply

Applies
somewhat

Certainly
applies

1
Very restless. Often running about or 
jumping up and down. Hardly ever still.

2 Squirmy, fidgety child

3 Often destroys own or others belongings

4 Frequently fights with other children

5 Not much liked by other children

6
Often worried, worries about many 
things

7
Tends to do things on his own -  rather 
solitary

8 Irritable. Is quick to “fly o f the handle”

9
Often appears miserable, unhappy 
tearful or distressed

10
Has twitches, mannerisms or tics o f his 
face or body

11 Frequently sucks thumb or finger

12 Frequently bites nails or fingers -

13 Is often disobedient
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14 Cannot settle to anything for more than a 
few moments

15 Tends to be fearful or afraid o f new 
things or new situations

16 Fussy or over-particular child

17 Often tells lies

18 Bullies other children
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Name o f Child:

SCALE B(2)
TO BE COMPLETED BY TEACHERS

_________________ Boy/Girl School:_____

FOR OFFICE USE
ONLY

Address o f Child:

Date o f Birth: Form:

Below are series o f descriptions o f behaviours often shown by children. After each 
statement are three columns:— “Doesn’t Apply”, “Applies Somewhat” and “Certainly Applies”, 
if the child definitely shows the behaviour described by the statement place a cross in the box 
under Column 2 “Certainly Applies”. If the child shows the behaviour described by the 
statement but to a lesser degree or less often place a cross in the box under Column 1 “Applies 
Somewhat”. If as far as you are aware, the child does not show the behavior place a cross in the 
box under Column 0 “doesn’t Apply”

Please complete on basis o f child’s behaviour IN THE PAST 12 MONTHS.

Put ONE, cross against EACH statement. Thank You.

STATEMENT 0 1 2 
Doesn’t Applies Certainly 
Apply Somewhat Applies

Very restless, has difficulty staying seated for long | | | | | |

2. Truants from school □ □ □
3. Squirmy, fidgety child □ □ □
4. Often destroys or damages own or others’ property | | | | | |

Frequently fights or is extremely quarrelsome I I I I I I
with other children I- - - 1 I- - - - 1 I- - - - 1

6. Not much liked by other children □ □ □
7. Often worried, worries about many things | | | | | |

8. Tends to be on own, rather solitary □ □ □
9. Irritable, touchy. Is quick t o ‘fly o ff the handle’. | | | | | |

FOR OFFICE  
USE ONLY

□
□
□
□
□
□
□
□
□
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STATEMENT 0 1 2
Doesn’t Applies Certainly 
Apply Somewhat Applies

10. Often appears miserable, unhappy, fearful or distressed. | | | | | |

FOR OFFICE 
USE ONLY

□
11. Has twitches, mannerisms, or tics o f the face or body

□ □ □ □
12. Frequently sucks thumb or finger □ □ □ □
13. Frequently bites nails or fingers. □ □ □ □
14. Tends to be absent from school for trivial reasons □ □ □ □

15. Is often disobedient □ □ □ □

16. Cannot settle to anything for more than a few moments| |
□ □ □

17. Tends to be fearful o f afraid o f new things or situations □ □ □ □

18. Fussy or over-particular child. □ □ □ □

19. Often tells lies. □ □ □ □
20. Has stolen things on one or more occasions in the past 

12 months. □ □ □ □
21. Unresponsive, inert or apathetic □ □ □ □
22. Often complains o f  aches or pains □ □ □ □
23. Has had tears on arrival at school or has refused to 

come into the building in the past 12 months □ □ □ □
24. Resentful or aggressive when corrected □ □ □ □
25. Bullies other children. □ □ □ □
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Is there anything else unusual about this child’s behavior? -  or are there any 
other comments you would like to make?

 □

Signature: Mr./ Mrs./ M iss ............................................. [ |

D ate:.............................................

THANK YOU VERY MUCH FOR YOUR HELP
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CHILD BEHAVIOR INVENTORY
Macksoud, Aber, Dyregrov and Raundalen

Fam ily No Seria l Relation

The member o f the family code number

Main Categories:

1. Depression, sub scale, with questions: 1,6, 11, 16, 21, 26, 31, 35 and 39.

2. Aggression sub scale, with questions: 2, 7, 12, 17, 22, 27, 32, 36, and 40.

3. Anxiety sub scale, with questions: 3, 8, 13, 18, 23, and 28.

4. Prosocial sub scale, with questions: 4, 9, 14, 19, 24, 29, 33, 37, and 41.

5. Painful behavior sub scale, with questions: 5, 10, 15, 20, 25, 30, 34, 38, 

and 42.

Mental Health Symptoms:

Depression : Max = 27
Aggression : Max = 27
Anxiety : Max = 18
Sub Scale Score, Total : Max = 72

Adaptional Outcome:

Prosocial Behavior : Max = 27
Planful Behavior : Max = 27
Sub Scale Score, Total : Max = 54

Total CBI Score: Max = 126

Coding: 0=Never; l=Rarely; 2=Sometimes and 3=Always
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CHILD BEHAVIOR INVENTORY. (CBI). 
CARETAKER / PARENT VERSION.

THESE QUESTIONS INQUIRE ABOUT VARIOUS KINDS OF BEHAVIORS THAT 
ALL CHILDREN SHOW AT SOME TIME. PLEASE TIC THE APPROPRIATE 
ANSWERS TO THE QUESTIONS ACCORDING TO THE CHILDS BEHAVIOR 
NOW OR WITHIN THE LAST SIX MONTHS.

QUESTIONS ANSWERS
Don’t
Know Never Rarely Sometimes Always

1. Does the child cry easily?
2. Does the child get angry 
easily?
3. Is the child jumpy?

4. Is the child helpful towards 
other children?

5. Does the child take the lead in 
initiating activities?

6. Does the child appear sad or 
unhappy?
7. Does the child get irritable 
easily?
8. Has the child indicated that 
he/she is frightened that 
something bad will happen to 
him/her?
9. Is the child helpful towards 
adults?
10. Does the child plan and think 
ahead?

11. Does the child worry about 
many things?
12. Is the child verbally 
aggressive (e.g., yelling, 
swearing, verbally threatening 
others etc.)?
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QUESTIONS ANSWERS
Don’t
Know Never Rarely Sometimes Always

13. Does the child react with fear 
to things or situations that does 
usually not scare other children?

14. Does the child show concern 
or care for others?

15. Is the child skillful in solving 
problems?

16. Does the child distance 
him/herself from your love and 
care?
17. Is the child physically 
aggressive towards others (e.g., 
hitting, pushing, physically 
intimidating others, etc.)?
18. Does the child appear fearful 
of new situations?

19. Is the child sensitive (i.e., 
cries, become sad or depressed) at 
the suffering of others?
20. Does the child act in a 
relatively confident and self- 
reliant way (at home or at 
school)?
21. Is the child afraid of losing 
his/her family (i.e., through death 
or separation)?

22. Does the child destroy his/ 
her or other peoples things?
23. Does the child find it hard to 
keep his/ her mind on 
schoolwork?
24. Does the child try to comfort 
and support others who are 
suffering?
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QUESTIONS ANSWERS
Don’t
Know Never Rarely Sometimes Always

25. Does the child keep on trying 
when facing problems?

26, Does the child appear tired?

27. Does the child disobey his/ 
her parents or teachers?

28. Is it necessary for the child to 
be with an older person to feel 
safe and secure?

29. Does the child become upset 
when injustice is committed 
toward others?

30. Does the child easily adapt to 
difficult circumstances?
31. Does the child prefer being 
alone rather than around friends or 
family?
32. Is the child hot tempered or 
explosive?
33. Does the child share things 
(i.e., food, clothes, toys) with 
others?
34. Is the child optimistic about 
the future?

35. Does the child appear lonely?

36. Does the child violate the 
important rules of the 
community?
37. Does the child return help or 
friendliness from others?

38. Does the child stay calm 
under stress?

39. Does the child express 
feelings o f worthlessness?
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QUESTIONS ANSWERS
Don’t
Know Never Rarely Sometimes Always

40. Does the child blame others 
for things that are his/ her own 
fault?
41. Is the child protective of 
younger children?

42. Does the child show interest 
in understanding the political 
causes of war?
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Declaration of Agreement 
(to participate in a research)

N am e:...............................................................  Place of work:

I agree to participate in a study to be conducted under the tile of “Indications 

of Experiences of Kuwaiti Mothers’ Traumatic Incidents and Stress During the 

Iraqi Occupation.” I’m well aware of the study nature, and I know that I have to 

spare approximately two hours to fill in the questionnaire items linked to me 

personally and/or to my child. I, also, don’t mind my child’s participation in the 

same.

Principal researcher, Mona Bader Al-Jenaiy, General Organization for Applied 

Education and Training, Phone no. 2402409 (Ext. 432):

I’m sure that the study findings will be kept in strict confidence. I understand 

that I can halt conducting this study anytime, and that I can get the study data 

and findings whenever it comes to a full completion.

- Researcher’s Signature

- Interviewee’s Signature

Mother’s copy 

Researcher’s copy 

Date:......................
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CASE ONE

Kuwaiti housewife and mother of six children, whose husband works for 

the Kuwaiti army, with a fairly good standard of living. All the family members 

were present in Kuwait, when the Iraqi troops invaded Kuwait on the 2nd of 

August, 1990.

At that time the mother was 45 years old, in her second month of 

pregnancy. Because she did not expect the Iraqi aggression on Kuwait, she was 

subjected to a strong trauma. She felt that she was living in a dangerous 

environment surrounded by the savage practices of the occupation forces. She 

was haunted by terrible thoughts and experienced emotions of grief, anger, 

anxiety and fear. She was dominated by illusions and fears of the existing 

circumstances that might endanger her life and that of her newly expected baby. 

She was also haunted by thoughts that the Iraqis might break into their house, 

kill and rob them. Her husband was wanted by the occupying soldiers since he 

was a military man. In addition, her brothers were in the Iraqi detention camps 

in Iraq.

She was obliged to change her residence for security, protection and 

safety. She found herself alone. She had to care for her children and the home.

In February 1991, a few days before the liberation of Kuwait, with the 

help of her aunt (mother's sister), she delivered a baby boy at home, (normal 

birth) who is now a student in the kindergarten. The mother had no chronic 

diseases or any physical problems.

After the liberation of Kuwait, the family experienced some terrible
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incidents; The head of the family became diabetic and nervous. He was haunted 

by fears without cause and lacked a sense of security. He preferred to be alone 

in solitude and requested his wife to stay beside him at all times. He did not 

feel safe except in her presence. He complained that his role in the society was 

not appreciated, particularly after he was transferred to another military garrison 

near the North boundaries of Kuwait. Furthermore, the eldest daughter's 

behaviour had changed; she had become nervous and quick-tempered, 

pessimistic with suicidal tendencies, but she was miraculously rescued. She 

visited some special clinics for psychological guidance and treatment and has 

recovered to some extent.
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CASE TWO

When I interviewed this Kuwaiti housewife, with a secondary school 

education, she was extremely depressed and grief stricken. The family consisted 

o f eight members: father, mother, one boy and five girls. They had a high 

standard of living.

On the first day of the occupation (2nd August 1990), they were in 

Kuwait. Because the aggression was unexpected and a surprise, the mother, 

who was then 35 years old, was fiercely traumatized. Three months later she 

realized that she was pregnant. At this time, she knew of her husband's marriage 

to another woman, an additional trauma and perhaps the most dreadful she had 

experienced in her life. She had a psychological collapse. The severe 

circumstances of the aggression and the absence of the husband, who began to 

spend most of his time with his new wife filled her with deep feelings of loss 

and danger. She began to feel haunted by fear, horror and dismay, as well as 

dangers threatening her own life and the lives of her beloved children. Her 

sufferings increased with her pregnancy. Moreover, some of her relatives were 

subjected to either detention or imprisonment, while others were pursued by the 

occupation forces.

Five months after the liberation of Kuwait, she had an easy normal birth, 

in a hospital. The newly bom infant was a healthy female, of normal height and 

weight. The mother did not suffer from any chronic disease earlier or from any 

abnormal illnesses during the periods of her pregnancy, delivery and nursing.
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The baby girl is now five years old. She had already joined the first year 

o f kindergarten. The mother noticed that the baby always clung to her, and kept 

expressing deep fears of losing her mother, on the other hand she was very bold 

and courageous; these qualities of fear and boldness symbolize a contradiction in 

the baby's character.

The mother's in-depth psychological suffering made her son suffer the 

same symptoms. She complained of excessive nervous tension, insufficient and 

infrequent sleep. She always had a strong desire to burst into tears, and 

mistrusted others.

I believe that her husband's marriage to another woman is, perhaps, the main 

reason for the sufferings, and this was enhanced by the Iraqi aggression.
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CASE THREE

Kuwaiti mother with a university degree and working in a Government 

institution. The family consists of nine persons, enjoying a middle class 

standard of living. They resided in an area where a number of horrible 

explosions had taken place during the treacherous Iraqi occupation of Kuwait in 

1990-1991. When the occupation occurred, all the family members were present 

in Kuwait. The mother was 37 years old then. She was in her fourth month of 

pregnancy, and already having six children. Although the aggression was a 

powerful shock for the mother, who did not expect it, her emotional reaction was 

not extreme. She said she suffered slightly from psychological pressure, grief, 

worry, fear and anger. At the same time, she experienced a real-life dangerous 

situation as a result of the circumstances of the Iraqi occupation, particularly 

since the district they were living in was in the vicinity of military operations. 

The mother depended on herself in spite of her endurance of some additional 

burdens. Her grown-up daughters and some of her relatives assisted her.

Five months after the start of the occupation she went into labour and was 

immediately taken to the hospital. At that time, all the hospitals in Kuwait were 

dedicated to emergency cases. The services in the hospitals were in a state of 

negligence and shortage of medicines was very apparent. There, she had a 

difficult delivery, although it was a normal birth. The baby which was healthy, 

of normal height and weight, was a female. The mother stayed in the hospital 

for only one day. She was obliged to leave as soon as possible, according to the
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rules of the hospitals, at that time. Three weeks later, the Desert Storm 

Operations commenced and so the mother with her infant sought shelter by 

hiding in their neighbor's basement. One of the daughter’s barely escaped a gun

shot wound to her head.

The mother was suffering from strong fears for her one-month old baby 

who was normal and feeding well. She had no chronic diseases and had not 

sustained any kind of illness during her pregnancy period.

Her child, who is now five and a half years old, enjoys quick-wit and a 

spirit of leadership, but always cries a lot although she is very active and full of 

life. She is incapable of concentration, and is always afraid of normal things, 

although she is sometimes bold and courageous.

After the liberation of Kuwait, the mother underwent some anxious incidents, 

most important of which was to leave behind one of her sons in London for 

studies, much against her will. She tried to deter him from travelling, but in 

vain. She believed it was a disaster. Furthermore, she had too many disputes 

with her colleagues at the office. These two factors: her son's departure and the 

work disputes are the most evident reasons for her present psychological tension.
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CASE FOUR

A Kuwaiti undergraduate teacher, whose husband is a military man 

working in the Kuwaiti army.

When the Iraqi aggression of Kuwait took place, on 2nd August, 1990, the 

mother was 35 years old. She was pregnant, in her fourth month and for the 

sixth time. She was already a mother of five sons, however one died before the 

Iraqi aggression, for which she had suffered deeply. The family members were 

spending the summer in Austria when the Iraqis invaded Kuwait. They left for 

London, where they were left by the husband who went to Saudi Arabia. Some 

days later he came back and accompanied them to United Arab Emirates, where 

they spent the rest of their country's occupation period. The husband returned to 

Saudi Arabia to rejoin his army camp there.

The absence of the husband and the compulsory change of residence 

caused a radical change in the family's life, particularly since the wife was 

pregnant at the time. The circumstances of Iraqi occupation, along with the 

obligatory change of residence and the presence of the husband in obvious 

danger, constituted a dilemma and crisis for the family, especially the wife. She 

did not expect the Iraqi occupation of Kuwait, which caused a trauma for the 

family and changed the course of their life. The mother painfully suffered from 

disturbing and horrific pressures in those days. She was extremely afflicted by 

strong fits of sadness, worry, anger and fear. She was haunted by dangers that 

could threaten her personality, her fetus and the rest of the family; especially 

after she had heard that ten of her relatives were either taken prisoners or
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detained by the Iraqi troops, as well as another great number of them were in 

danger of being arrested. Besides these sufferings, she endured the additional 

burden of pregnancy.

On the 1st of January, 1991, five months after the beginning of the 

occupation, she had a normal and easy birth in one of the hospitals in the 

Emirates. She said that it was perhaps the easiest delivery she had ever had. 

The new bom baby was a healthy female of normal height and weight. The 

mother was not ill from any disease during her pregnancy and nursing periods 

and had no chronic diseases, either.

After the liberation of Kuwait, the husband returned to the Emirates where 

he accompanied them back to their homeland, a free Kuwait. The daughter is 

now a kindergarten student of five and a half years old. The mother says the 

child is tardy in learning and is often frightened, although she is sometimes bold 

and courageous. She is also very nervous and is always clung to her mother. 

She usually repeats separate words and meanings that are related to the Iraqi 

occupation. The mother deals with her child according to reward and 

punishment principles, but with no beating or cmelty. She says that her 

husband's character has changed; before the Iraqi aggression he was sociable, 

now he tends to sit alone and in solitude, more introverted and reserved.
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CASE FIVE

An undergraduate Kuwaiti mother, working in the government sector, 

while her husband is a customs inspector. The family enjoys a good standard of 

living.

When the Iraqi occupation of Kuwait took place on the 2nd of August 

1990, the mother was twenty four years old. All the family members were 

present in Kuwait. On the first day of the occupation the husband felt sick and 

stayed at home. The mother was pregnant in her third month. A month and a 

half later, the family left Kuwait for Saudi Arabia. On their way they endured 

great hardships. They spent a whole day on the border gate, three more days in 

KhaQi area and on the fifth day in a public garden until they managed to reach 

Dammam City, Saudi Arabia, with great difficulty and effort. The mother 

stayed there for nearly three months before she moved to Al-Zulfa, another area 

in Saudi Arabia. During those times the afflicted mother used to receive 

depressing news from Kuwait, where her mother and sisters were living. She 

knew that one of her relatives was raped, while she was pregnant, and died 

almost immediately during childbirth. The sad mother was also informed that 

her bothers-in-law had been detained by the Iraqi troops in the Iraqi detention 

camps. Her own brother, was also detained for a whole day in a truck. In 

addition, some of her beloved relatives and dear friends were chased by the 

enemy troops because they wanted to arrest them.

All these pressing events and calamities, in addition to the family’s 

forcible emigration hit the sad mother with enormous emotional pressure. She
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was overcome by psychological distress, and feelings of grief. She had illusions 

of danger surrounding her; danger to her personal security and safety of her 

fetus, as well as to all the family members and relatives.

Although she was suffering deeply, her pressure was relieved by some of 

her relatives in Al-Zulfa in Saudi Arabia who gave her aid and psychological 

support.

The air bombardment operations had started when she was in her last 

month of pregnancy. Fears arose from a possible use of chemical weapons in 

the military operations that might spread to wide areas. On the sixth of February 

1991, two weeks after beginning of the air bombardment, she went into labour 

and had a normal birth of a third child, a female infant of normal height and 

weight.
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CASE SIX

A 30 year old Kuwaiti housewife studied up to the intermediate school 

level, with a husband of 30 years and daughter of 7 years.

The family was in Kuwait when the Iraqi occupation occurred and not 

having expected the invasion, the mother experienced great shock, felt upset, 

insecure and panicked. She was even terrified when the phone rang.

The family left Kuwait after one week of the occupation heading for Saudi 

Arabia, and settled in Riyadh City. Throughout the period of the Iraqi 

occupation, she received support and help from her family and from her 

husband. Her mother helped in caring for the child and her husband was very 

kind and compassionate; he was beside her throughout the occupation period. 

Although he was suffering from a chronic colon disease he did not reflect this on 

his family. This does not mean that the mother was relieved and happy; on the 

contrary she was nervous and afraid as the Iraqi forces wanted two of her 

brothers and they were searching for them. She was extremely worried for her 

brothers, especially one of them who was working in the Ministry of Foreign 

Affairs and was arrested by the Iraqi forces on the first day of the occupation.

After the invasion the family immediately returned to Kuwait. The mother 

noticed that the father was more nervous than before. One of her brothers was 

injured by a stray bullet. Three of her close relatives died.

The child was 7 months old when the occupation occurred. The birth was
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normal and the baby was of normal weight and height; now she is in the 

intermediate school stage, and no problems were noticed except that she had 

trouble falling asleep.
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APPENDIX

CHILDREN’S DRAW INGS
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AMIR’S CLOCK TOWER

The drawing is of the clock tower at the Sief Palace, of His Highness the 

Amir of Kuwait, which is in the hert of the city.

This Tower is the landmark within the palace and can be seen from a 

distance away.

The child has tried to show the Amir;s clock destroyed due to the bomb 

thrown by the Iraqi soldiers.

He has drawn the Iraqi soldiers in the right hand comer, throwing a bomb 

at the tower.

At the upper portion besides the clock he has written that he cannot be 

with the others because he is young.
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DRAWING OF A CHILD SLEEPING WITH HER EYES OPEN

This drawing has been done by a small girl bom before the Iraqi 

occupation and whose father is a Prisoner of War.

She draws herself as sleeping on the bed with her yese open, because she 

cannot sleep at night.

She explained that she can not fall asleep soon because the Iraqi soldiers 

will come to their house.

In the second drawing at the lower part of the page she has shown her 

mother sleeping with her sometimes and she also shows herself with her 

eyes open -  because she is frightened that the Iraqi soldiers will come to 

shoot her with a gun.
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CELEBRATION OF KUWAIT NATIONAL DAY

This is explained by the child as one of happiness for celebrating 

Kuwait’s national day.

He is happy because this celebration is part of the celebration of 

Kuwait’s liberation.

He shows in one place the flag at the top of the Amir’s Clock Tower and 

at the side the Kuwait flag in his hand.
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SCATTERED SKETCHES

Salem has written at the top right hand side that “My name is Salem”.

In the center he shows a car with an Iraqi soldier shooting at a person and 

he is bleeding. The red dots are the red blood and he has tried to show the 

fright in that person’s eyes which is open.

At the left hand comer is also a car which has shot some people and there 

is blood on the ground.

In another place at the bottom he has shown half a sketch of a person and 

a bomb and explained that the person is frightened to go further.
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APPENDIX 

“K”

ADDITIONAL FINDINGS
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CO M M ENTS

The tables and figures in this Appendix show the mean responses o f mothers and their 

children on the scales utilized in this study, not according to the overall period (peace, 

occupation and liberation), but by month from December 1989 to October 1991, taking into 

consideration the variable “place of residence during the Iraqi occupation”. The tables also 

display the relationship between the scales. Statistical analysis indicated the following 

results;

1. Mean responses of mothers on the scales of stress and suffering do not vary according 

to birth month.

2. Mean responses of children on the behavioural disorder scale do not vary according 

to birth month.

3. For the variable “place of residence during the Iraqi occupation”, on statistically 

significant differences were found among mothers with PTSD symptoms. However, 

statistically significant differences were indicated for mothers according to Place of 

residence” on the stress scale as well as impact of trauma, attitudes and beliefs scale. 

Mothers who were living in Kuwait, during the occupation were more expressive of 

stress and their attitudes and beliefs were affected, in comparison to those living 

abroad (outside Kuwait), either during or some of the months o f the occupation 

(Tables 3 and 4).

4. There are statistically significant correlations among some of the scales used for 

mothers and for children (Table 13, 14 and 15). A clear indication that children’s 

behavioural disorders can be explained in the light of mother’s stress taking into 

consideration the mediating variables.
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Table 1: Mothers’ mean scores on the psychological disorders 
scales according to the birth month

Birth
Month

Number Stress Trauma,
Attitudes

and
Beliefs

SCL-90-R PTSD

December 1989 7 9.0 8.9 55.4 21.9
January 1990 7 10.1 8.7 86.6 30.0
February 1990 6 11.2 7.3 84.5 3 6 2
March 1990 7 8.8 9.1 107.7 39.3
April 1990 7 9.6 10.0 95.7 42.4
May 1990 6 9.7 8.7 69.0 3 4 J
June 1990 3 9.7 3.3 167.3 49.7
July 1990 7 10.1 8.0 87.7 35^
August 1990 7 10.6 12.3 84.3 37.4
September 1990 8 8.9 10.3 95.0 30.1
October 1990 5 9.2 7.6 38.4 liT2
November 1990 7 9.2 8.7 78.9 21.6
December 1990 8 10.3 8.5 94.5 3 5 J
January 1991 7 9.0 7.9 77.3 30.1
February 1991 9 9.4 6.6 98.3 3 2 2
March 1991 7 6.7 9.0 94.1 28^
April 1991 8 8.6 8.9 130.4 42 j
May 1991 4 7.5 5.0 30.7 14.5
June 1991 4 9.0 10.5 74.8 32.5
July 1991 6 10.0 10.5 97.5 52.7
August 1991 7 7.8 7.7 69.4 29^
September 1991 8 8.9 7.6 86.0 40.0
October 1991 6 7.0 6.0 67.3 15L5

Total 151 F=1.3
P=0.17

F=.716
P=0.815

F=1.24
P=0.22

F=1.09
P=0.46
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Figurel: M others’ mean score on the stress scale according to the 
birth month

411



T
r
a
u
m
a

B 
A e 
t I 
t i 
i e 
t f 
u s 
d 
e 
s

&

r ~ i z?
c/i

_______

Cè

L!/ Ly

a

Ly U/
1  r  1  i i i 1

Dec Jan. Feb Mar Apr May Jun. Jul Aug S ep Oct. Nov Dec Jan  Feb. Mar Apr May Jun Jul Aug Sep Oct. 
1 9 8 9  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 0  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1  1 9 9 1

Birth Month

Figure 2: M others’ mean scores on the trauma, attitudes and beliefs 
scale according to the birth month
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Figure 3: M others’ mean scores on the SCL-90-R according to the birth 
month
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Figure 4: M others’ mean scores on the PTSD scale according to the 
birth month
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Table 2: Z-Scores for stress and psychological disorders scales, 
according to the birth month

Birth
Month

Number Stress Trauma
Attitudes

and
Beliefs

SCL-90-R PTSD

December 1989 7 -0.067 0.078 1 -0.600 -0.500
January 1990 7 0.398 0.100 -0.001 -0.130
February 1990 6 0.815 -0229 -0.040 0.144
March 1990 7 -0.126 0.140 0.383 0.282
April 1990 7 0.165 0.306 0.200 0.420
May 1990 6 0.204 0.040 -0.320 0.064
June 1990 3 0.204 -0.020 0.500 0.740
July 1990 7 0.398 -0.102 0.020 0.131
August 1990 7 0.572 0.760 -0.024 0.200
September 1990 8 -0.118 0.400 0.152 -0.122
October 1990 5 0.014 -0.172 -0.900 -0.700
November 1990 7 0.049 0.100 0.022 -0.500
December 1990 8 0.446 0.010 0.143 0.160
January 1991 7 -0.067 -0.121 -0.200 -0.121
February 1991 9 0.116 -0.380 0.213 -0.030
March 1991 7 -0.998 0.107 0.140 -0.220
April 1991 8 -0.220 0.100 0.800 0.423
May 1991 4 -0.678 -0.700 -0.014 -0.810
June 1991 4 -0.067 0.410 -0.216 -0.020
July 1991 6 0.340 0.410 0.200 0.871
August 1991 7 -0.533 -0.150 -0.312 -0.150
September 1991 8 -0.118 -0.200 -0.011 0.313
October 1991 6 -0.882 -0.500 -0.400 -0.634
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Figure 5: Z-score for the stress scale according to the birth month
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Figure 7: Z-score for SCL-90-R according to the birth month
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Figure 8: Z-score for PTSD scale according to the birth month
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Table 3:Mothers’ mean scores on stress and psychological 
disorders scales according to residency during the 
Iraqi invasion

Scales RESIDENCY DURING INVASION Statistics
In Kuwait

N=76
In-Out-Kuwait

N=64
Out Ki

N=]
iiwait
11

Mean
Score

S.D Mean
Score

S.D Mean
Score

S.D F.
value

Sig

Stress 9.6 2.4 8.7 2.6 8.4 1.6 3.1 0.04

Trauma 
Attitudes 

And Beliefs

9.6 4.8 7.5 4.9 6.09 5.0 4.8 0.009

SCL-90-R 92.6 51.2 79^ 57.8 84.2 64.9 0.94 0 3 8

PTSD 35^ 22.7 3CL3 23.4 30.4 18.2 0.98 0 3 7
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Figure 9: M others’ mean scores on the stress scale according to 
residency during the Iraqi invasion
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Residency

Figure 10: M others’ mean scores on trauma, attitudes and beliefs 
scale according to residency during the Iraqi invasion
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Figure 11: M others’ mean scores on the SCL-90-R according to 
residency during the Iraqi invasion
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PTSD 25
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Figure 12: M others’ mean scores on the PTSD scale according to 
residency during the Iraqi invasion
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Table 4 : Z-Scores for stress and psychological disorders scales 
according to residency during the Iraqi invasion

Scales RESIDENCY DURING INVASION Statistics
In Kuwait

N=76
Out-Kuwait

N =ll
In-Out-Kuwait

N=64
Mean
Score

S.D Mean
Score

S.D Mean
Score

S.D F.
value

Sig

Stress 0.195 0.961 -0.327 0.663 -0.176 1.070 3.10 0.040
Trauma 
Attitudes 

and Beliefs
0.235 0.968 -0.472 0.992 -0.198 0.981 4.80 0.009

SCL-90-R 0.109 0.929 -0.044 1.177 -0.122 1.050 0.94 0.380
PTSD 0.113 1.000 -0.111 0.800 -0.115 1.029 0.98 0.377
Total 0.154 0.937 -0.129 1.015 -0.161 1.056 1.837 0.163
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Figure 13: Z-score for the stress scale according to residency during 
the Iraqi occupation
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Figure 14: Z-score for the trauma, attitudes and beliefs scale according 
to residency during the Iraqi occupation
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Figure 15: Z-score for the SCL-90-R according to residency during the 
Iraqi invasion
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Figure 16: Z-score for the PTSD scale according to residency during 
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Table 5:Mothers’ mean scores on stress and psychological
disorders scales according to period of conception
during the occupation period

Period of 
conception

Number Statistics
Mean Score Standard Deviation

One 13 167.31 54.12
Two 11 166.82 4T22

Three 15 156.73 86.10
Four 15 154.0 6T33
Five 13 168.31 94.91
Six 13 163.85 8L58

Seven 19 164.68 86.57
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Figure 17
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Table 6: Children’s mean scores on the behavioural
problems scales according to the birth month
during the peace period

Birth Month Number Statistics
Mean Score Standard Deviation

December 1989 7 75.3 223
January 1990 7 803 17.3
February 1990 6 87.7 2&8
March 1990 7 91.1 26.1
April 1990 7 82.8 16.7
May 1990 6 88.7 193
June 1990 3 96.7 4.5
July 1990 7 88^ 216
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Figure 18
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Table 7: Z-score for the behavioural problems scales
according to the birth month during the
peace period

Birth Month Number Statistics (Z-Score)
Mean Score Standard Deviation

December 1989 7 -0.400 1.083
January 1990 7 -0.152 0.842
February 1990 6 0.210 1.011
March 1990 7 0.400 1.300
April 1990 7 -0.030 0.815
May 1990 6 0.255 0.940
June 1990 3 0.645 0.220
July 1990 7 0.251 1.250

Total 50 1.179 7.461
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Figure 19
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Table 8: Children s mean scores on the behavioural problems scales
according to birth month during the occupation
period

Birth Month Number Statistics
Mean Score Standard Deviation

August 1990 7 83.7 2Z3
September 1990 7 84.5 17.3
October 1990 6 78.0 20.8
November 1990 7 9 0 J 26.1
December 1990 7 9&0 16.7
January 1991 6 76.0 19.3
February 1991 3 90.0 4.5
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Figure 20
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Table 9: Z-score for the behavioural problems scales
according to the birth month during the
occupation Period

Birth Month Number Statistics (Z-Score)
Mean Score Standard Deviation

August 1990 7 0.015 1.512
September 1990 8 0.053 0.860
October 1990 5 -0.264 1.090
November 1990 7 0.334 1.193
December 1990 8 0.612 0.811
January 1991 7 -0.330 1.104
February 1991 9 0 J3 0 0.924

Total 51 0.750 7.494
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Figure 21
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Table 10: Children’s mean scores on the behavioural problems
scales according to the birth month during the
liberation period

Birth month Number Statistics
Mean Score Standard Deviation

March 1991 7 8Z3 18.8
April 1991 8 8 8 J 16.4
May 1991 4 65.0 17.8
June 1991 4 55.8 17.4
July 1991 6 8Z5 26.6
August 1991 7 74.6 12.7
September 1991 8 81.6 24.2
October 1991 6 74.2 10.8
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Figure 22
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Table 11: Z-score for the behavioural problems scales
according to the birth month during the
liberation period

Birth Month Number Statistics (Z-Score)
Mean Score Standard Deviation

March 1991 7 -0.060 0.920
April 1991 8 0.241 1.000
May 1991 4 -1.000 0.900
June 1991 4 -1.000 0.845
July 1991 6 -0.045 1.293
August 1991 7 -0.430 0.620
September 1991 8 -0.087 1.176
October 1991 6 -0.450 0,527

Total 50 :Z831 7.281
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Table 12: Children’s mean scores on the behavioural
problems scales according to period of conception
during the Iraqi occupation

(N=99)

Period of 
conception during 

Iraqi invasion

Number Statistics
Mean Score Standard Deviation

One 13 86.07 21.85
Two 11 75.91 16.20
Three 15 85.70 23.80
Four 15 86uO 18.20
Five 13 793 2 3 J0
Six 13 82^ 2L30
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Table 13: Correlation coefficients between scales (mothers)

Scales Stress SCL-
90-R

PTSD Trauma, 
Attitudes & 

Beliefs

Stress - - - -

SCL-90-R 0.26** - - -

PTSD J89** (159** - -

Trauma, 
Attitudes & 

Beliefs
0.36** 0.44** 0.34** -

** P <  0.01

Table 14: Correlation coefficients between scales (children)

Scales Rutter A2 Rutter B CBI

Rutter A2 - - -

Rutter B 0.1697* - -

CBI 0.726** 0.0497 -

** P <  0.01 * P < 0.05

Table 15: Correlation coefficients between children’s scales and m 
mothers’ scales

Children’s
Scale

M other’s Scale

Stress SCL-90-R PTSD Trauma, 
Attitudes & 

Beliefs

Rutter A2 0.15 0.466** (1323** 0.19*

Rutter B 0.04 0.0037 0.041 0.024

CBI 0.11 0.423** (1326** 0.34**
** P <  0.01 * P <  0.05
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