188 Original article

Parenting discipline styles and child psychopathology in a sample
of Egyptian children with accidental ocular trauma:

a case-control study

Mohammad A. Seleem?, Rabab EI-Seht® and Sameh A. Saada’

#Department of Psychiatry and Neurology,
®Department of Ophthalmology, Faculty of Medicine,
Tanta University, Tanta and “Department of Mental
Health, Faculty of Education Al-Azhar University,
Cairo, Egypt

Correspondence to Mohammad A. Seleem, MD,
Department of Psychiatry and Neurology, Faculty of
Medicing Tanta University, 31111 Tanta, Egypt

Tel: + 20 403 401 296, + 20 403 337 731;

fax: +20 403 407 724, +20 403 335 545;
e-mails: seleemm@medtanta.edu.eg,

seleemm@ gmailcom

Received 13 May 2016
Accepted 23 July 2016

Middle East Current Psychiatry
2016, 23:188-193

Objective

Ocular trauma is a serious problem in children and adolescents that can be troubling
for them and their families. Psychosocial risk factors for eye trauma are understudied,
especially in Arab and Egyptian populations. The cumrent study aimed to evaluate the
probable role of chid psychopathology and parenting discipline styles in the
predisposition for eye trauma in Egyptian children and adolescents.

Methods

Forty patients aged 3-18 years with accidental eye trauma and 40 controls of the
same age range were recruited. A validated Arabic version of the Child Behavior
Check List (CBCL) and an Arabic translated and validated version of the conflict tactic
scale-parent child version were applied to evaluate the sample.

Results

After statistical adjustment for differences in socioeconomic status, youth with eye
trauma showed higher rates of rule breaking behavior and attention deficit hyperactivity
disorder (ADHD) as compared with the control group. Families of children with eye
trauma reported a tendency to use less nonviolent discipline and more current and
lifetime physical punishment as compared with the control group.

Conclusions

Childhood behavioral disorders, such as ADHD, and parental tendency to use physical
punishment as a pattem of discipline might predispose to serious accidental injuries,
including eye trauma. Proper evaluation, diagnosis, and treatment for ADHD, together
with community program that enhances nonviolent discipline techniques, will help in
both primary and secondary prevention of ocular trauma.
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Introduction

insertions [8], were related to attention deficit hyper-
activity disorder (ADHD) symptoms. One of the few

Ocular trauma is an important, worldwide, preventable
public health problem [1].Various studies have reported
that children constitute 20-50% of ocular injury admis-
sions [2]. Ocular injuries in children can be devastating
and may result in severe visual impairment, which can
affect the future functioning of these children. Direct
and indirect costs of ocular trauma constitute a huge
financial burden [2], especially in developing countries,
as the treatment of vision-related problems involves
considerable costs [3].

Factors such as immature motor skills, carelessness, and
uncontrolled emotions, which are inherited in young
children, may be important in causing accidental injury
and determining its outcome and prognosis [1]. It has
been previously shown that children with hyperactive,
impulsive, and risk-taking symptoms have increased risk
for accidental injuries com pared with healthy controls [4].
Previous studies have demonstrated that various
injury types, including extremity fractures [5], traumatic
dental injuries [6,7], and ear and nose foreign body
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studies that investigated the relationship between child-
hood behavioral disorders and eye trauma reported an
association between penetrating eye injuries and inatten-
tiveness, hyperactivity, oppositional defiant disorder, and
conduct disorder in children between 3 and 18 years of
age [9].

Child abuse and neglect are universal and alarming
problems. Child abuse consists of any act that results in,
or presents, an imminent risk for serious physical harm
(physical abuse), serious emotional harm (emotional
abuse), or sexual abuse [10]. Child neglect is defined as
the failure to provide needed, age-appropriate care,
although financially able to do so. Physical abuse is
defined as tissue damage or use of an instrument on any
body part of the child [10].

Eye injuries may be present in up to 40% of pediatric
abusive injury. Abuse should be suspected if a child has
subconjunctival hemorrhage with no physiological reason
or known accidental trauma involving compression of the
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chest [11,12]. Although retinal hemorrhage is considered
a principle finding of inflicted head trauma [11], there is
no retinal sign that was unique to abusive injury [13].

Children are abused and neglected by their parents or other
caregivers everywhere in the world. Although reliable data
are extremely scarce, it is estimated that there were 57000
homicides among children under 15 years of age worldwide
in 2000 [14]. Children below the age of 15 years are
frequently victims of abuse or neglect that requires medical
care and intervention by social services [14,15]. In a recent
survey performed in Egypt, 60% of adults think that
physical punishment is not necessary to raise/educate
children; however, 91% of Egyptian children aged 2-14
years experienced some sort of violent discipline (psycho-
logical aggression and/or physical punishment) [15,16].

Few;, if any, studies investigated the psychological and
behavioral profile of Egyptian children presenting with
traumatic eye injury. The current study aimed to shed light
on the psychiatric symptoms that might contribute to the
pathogenesis of eye trauma in those children. It also aimed
to explore the potential role of child abuse as a precipitating
factor for ocular trauma and subsequent visual impairment.
We hope that our work will help in the development of
prevention programs, and correction of the weak points in
the treatment modalities to improve the visual outcome and
prevent repetition of the trauma in the future.

Methods

Forty children and adolescents (aged 6-16 years) with
traumatic eye injury were recruited from the Op hthalmology
Department at Tanta University Hospital during the period
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between January and June 2014. Forty control children of
the same age range were recruited among those visiting the
outpatient clinic of the ophthalmology department in the
same hospital for minor ophthalmologic complaints (e.g.
errors of vision, squint, etc.) with no recent history of trauma
to the eye. Children were excluded if they suffered from
mental retardation (IQ< 70), or had significant neurological
conditions that affect their collaboration with the study.
Children with previous ocular trauma or previous eve
operation were also excluded. Detailed history was taken
from parents or caregiver, including place of trauma,
causative agent, time between occurrence of trauma and
presentation to the hospital, and previous systemic diseases.

All participants were subjected to full psychiatric history
taking and mental status examination, in addition to p hysical
and neurological examination. The scale of Fahmy and
El-Sherbini [17] was used to collect demographic and
socioeconomic data for families. The Arabic translation of
the Stanford-Binet 1Q 4th ed. [18,19] was used to assess the
IQ of the children to determine the general level of
intelligence and to exclude mental retardation in all
participants. An Arabic-translated and validated version of
the child behavior checklist (CBCL) for age 6-18 years was
completed by the parent and scored using a computerized
scoring software system (Assessment Data Manager, version
9.1; ASEBA Foundation, Burlington, USA) [20].

The conflict tactics scale (CTS) [21] is considered as the
‘most widely used instrument in research on family
violence’ [22]. There are two versions of the CTS: the
CTS2 (an expanded and modified version of the original
CTS) [23,24] and the conflict tactic scale-parent child
scale (CTSPC) [24,25]. The CTSPC (parent—child

Table 1 Comparison between children with eye trauma and control children as regards demographic data and IQ

Variables Children with eye trauma (n=40) Control chidren (n=40) Statistics P value
Age 9.2+34 10.7+£43 t=1.8 0.08
Sex (female) (%) 35 45 72=0.8 0.4
SES 21.5+4.2 23335 t=21 0.04
1Q 826+75 85.1 £ 71 t=15 0.1

SES, socioeconomic status according to the scale of Fahmi and H-sherbini.

Statistically significant P values are shown in bold (P <0.05).

Table 2 Comparison between dhildren with eye trauma and control children: CBCL problem parameters

Children with eye trauma (n=40)

Control children (n=40)

CBCL subscale Mean SD Mean SD t P value Adjusted Pvalue®
Anxiety Symptoms 56.3 9.6 55.4 6.6 05 0.7 -
Depressive symptoms 55.8 7.0 56.7 7.8 06 0.6 -
Psychosomatic symptoms 57.8 5.4 55.0 6.7 21 0.04 006
Social problems 56.5 7.4 55.7 6.2 05 0.6 -
Thought problems 55.0 7.2 56.1 71 0.7 0.5 -
Symptoms of inattention 535 4.4 54.2 4.0 0.7 0.5 -
Rule-breaking behavior 55.6 7.4 52.7 4.4 21 0.04 0.05
Aggressive behaviors 55.4 7.2 56.0 8.0 04 0.7 -
Internalizing Problems 54.7 8.8 52.4 1.4 10 0.3 -
Externalizing problems 525 10.3 51.7 9.8 04 0.7 -
Total problems 52.2 9.9 52.4 10.0 0.1 0.9 -

CBCL, child behavior checkKlist.

2P-values were adjusted for the significant differences in socioe conomic status.

Statistically significant P values are shown in bold (P <0.05).
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relationships) has scales to measure nonviolent discipline,
psychological aggression, physical assault, weekly disci-
pline, neglect, and sexual abuse. Every one of these
subscales provides current and lifetime versions, making a
sum of twelve subscales. After getting the permission
from the original author, CTSPC was translated into
Arabic by the second and the third authors of the current
study. Both Arabic translation and blind back translation to
English were presented and approved by the author
before using the Arabic translation in the current study.
Test-retest reliability was carried out (after 1-month
period). Correlation coefficients for the dimensions were
as follows: 0.884 for nonviolent discipline; 0.812 for
nonviolent discipline lifetime; 0.820 for psychological

Figure 1

aggression; 0.720 for psychological aggression lifetime;
0.840 for physical assault; 0.756 for physical assault
lifetime; 0.910 for weekly discipline; 0.845 for weekly
discipline lifetime; 0.780 for neglect; 0.738 for neglect life
time; 0.650 for sexual abuse; and 0.610 for sexual abuse
lifetime. All these correlation coefficients were statisti-
cally significant, which asserted the reliability of the study.

The study was approved by the Research Ethical
Committee of Faculty of Medicine, Tanta University
(Tanta, Egypt). All participants provided informed
consent before the start of the study. Data were analyzed
using the Statistical Package for Social Sciences (SPSS),
version 19 (SPSS Inc., Chicago, Illinois, USA).
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Comparison between children with eye trauma and control children: CBCL problem parameters. CBCL, child behavior checklist.

Table 3 Comparison between children with eye trauma and control children: CBCL DSM-oriented disorders

Children with eye trauma (n=40)

Control children (n=40)

CBCL subscales Mean SD Mean SD t P value Adjusted P value®
Affective disorder 57.6 6.2 56.3 7.7 0.8 0.4 -
Anxiety disorder 56.9 9.1 56.3 7.5 0.4 0.7 -
Somatic disorders 57.8 5.4 55.0 6.7 2.1 0.04 006
ADHD 585 6.8 53.0 4.0 4.4 <0.001 <0.001
Oppositional defiant disorder 550 7.0 53.6 3.8 1.1 0.3 -
Conduct disorder 57.4 8.0 54.2 6.7 1.9 0.05 008
Sluggish cognitive tempo 54.3 6.5 55.0 6.0 0.5 0.6 -

OCD 557 9.1 553 7.4 0.2 0.8 -

PTSD 559 8.4 56.4 7.4 0.3 0.8 -

ADHD, attention deficit hyperactivity disorder; CBCL, child behavior checklist; DSM, Diagnostic and Statistical Manual of Mental Disorders; OCD,

obsessive-compulsive disorder; PTSD, post-traumatic stress disorder.

2P-values were adjusted for the significant differences in socioe conomic status.

Statistically significant P values are shown inbold (P <0.05).
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Comparison between children with eye trauma and control chidren: CBCL DSM-oriented disorders. CBCL, child behavior checKist; DSM,

Diagnostic and Statistical Manual of Mental Disorders.

Table 4 Comparison between children with eye trauma and control children: conflict tactic scale-parent child scores

Children with eye trauma (n=40)

Control children (n=40)

CBCL subscale Mean SD Mean SD t Pvalue  Adjusted Pvalue®
Nonviolent discipline 64 4.4 9.3 59 2.5 0.01 0.02
Nonviolent discipline lifetime 10.1 7.1 11.2 6.9 0.7 05 -
Psychological aggression 33 3.6 4.0 39 0.9 04 -
Psychological aggression lifetime 73 6.1 7.0 5.7 0.2 08 -
Physical assault 6.1 4.9 3.7 5.0 2.2 0.03 0.02
Physical assault lifetime 70 4.7 4.4 5.2 2.3 0.02 0.01
Weekly discipline 06 1.2 1.0 1.4 1.3 0.2 -
Weekly discipline lifetime 06 1.2 1.0 1.4 1.3 02 -
Neglect 0.1 0.3 0.1 0.2 0.5 0.7 -
Neglect lifetime 0.1 0.3 0.1 0.2 0.5 0.7 -
Sexual abuse 00 0.0 0.0 0.0 - - -
Sexual abuse lifetime 00 0.0 0.0 0.0 - - -

CBCL, child behavior checklist.

“P-values were adjusted for the significant differences in socioeconomic status.

Statistically significant P values are shown in bold (P <0.05).

Results

Children with eye trauma were statstically matched to
control children as regards age, sex, and 1Q (P>0.05).
However, the latter group showed a significantly higher
socioeconomic status (SES) compared with the former
group (P=0.04) (Table 1), a difference that required
statistical adjustment forall subsequent clinical differences
between the two groups. When the psychiatric and
behavioral problems were explored and compared between
the groups using the CBCL, children with eye trauma
showed significan tly more rule-breaking behavior problems,
a difference that persisted after statistical adjustment for
different SES using linear regression model. Another
difference in the incidence of psychosomatic symptoms
between the two groups did not persist after that

adjustment (Table 2 and Fig, 1). Children with eye trauma
were shown to be more susceptible to be diagnosed with
ADHD, again after adjustment for different SES, according
to the CBCL DSM-oriented scales. Similar differences in
rates of oppositional defiant disorder (ODD) and conduct
disorders were also observed but did not stand for the
statistical adjustment (Table 3 and Fig 2).

When patterns of paternal discipline were explored and
compared between groups using the CTSPC, the families
of children with eye trauma reported a tendency to use
less nonviolent discipline and more current and lifetime
physical punishment as compared with the control group.
Those differences were still significant after adjustment
for difference in SES (Table 4 and Fig. 3).
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Figure 3
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Comparison between children with eye trauma and control children: conflict tactic scale-parent child (CTSPC) scores.

Discussion

"To our knowledge, this is the second study to explore the
psychopathological and behavioral profile and parental pattern
of discipline in a sample of children presenting with eye
trauma. The association of eye trauma with inattention and
the diagnosis of ADHD and ODD in the current study might
be considered as a replication for the results found by Bayar
et al. [9], who reported an association between penetrating eye
injuries and inattentiveness, hyperactivity, oppositional defiant
disorder, and conduct disorder in boys. The cited study failed
to report similarly high incidence of eye trauma in girls with
ADHD and ODD but did report that incidence in girls with
conduct disorder. This result, which was not replicated in the
current study, might be a result of the well-known higher
incidence of the diagnosis of ADHD in boys than in gids [26].
Staller and Faraone [27] demonstrated that this sex difference
might be false as girls with ADHD might be ignored and
overshadowed by hyperkinetic and impulsive boys. Unlike
boys, girls were usually inattentive without being hyperactive
or impulsive. This view is compatible with the notion that
accidental injuries might be more common in boys than in
girls with ADHD.

It has been previously demonstrated that children with
ADHD have increased risk for different types of injuries.
DiScala ez a4/ [28] reported that children with ADHD

symptoms had increased risk for injuries to multiple body
regions and head injuries. It has been reported that a higher
risk of injuries in patients with ADHD could be related to
hyperactivity, inattentiveness, and risk-taking behavior [29,30].
Children with early disruptive behavior, ADHD, and ODD
were also reported to be at an increased risk for unintentional
injury in general, including eye injury [31,32].

Children with ADHD and ODD share many features,
including aggression, impulsivity, and risk-taking behavior,
with those subjected to child physical and sexual abuse [33].
Furthermore, given the genetic underpinnings of many cases
of ADHD, biological parents of children with ADHD are
likely to show impulse control and attention problems
themselves [34], possibly increasing the likelihood of abusive
behavior. It was estimated that 91% of children with
comorbid ADHD and ODD had a history of trauma [35].
The three-way complex interaction between child externaliz-
ing behavior, parental use of physical punishment, and
accidental physical trauma to the child is yet to be
investigated. Although physical signs, including retinal
hemorrhage in eye trauma, are frequently used to differ-
entiate accidental trauma from that resulting from physical
abuse [11,12,36]. Few; if any, studies investigated the direct
relationship between child physical abuse and apparently
accidental eye trauma in children.



Finally, it is important to highlight the limitations of this
study. First, the small size of the sample might limit the
generalization of the results on Egyp tian youth or youth with
accidental ocular trauma in general. Second, the information
collected in this study was obtained only from parent
reports; no self or teacher reports were obtained as most of
the families were interviewed on only one occasion. Thus,
inaccurate reporting due to parents underestimation or
overestimation of the symptoms might have been occurred.
Furthermore, other confounding factors such as family
conflicts, parenting styles, and medications received by
children were not taken into account.

It has been estimated that ~4-6% of abused children present
first to an ophthalmologist [37]. Some children present with a
false history of trauma and others present with only the
symptoms that resulted from their abuse. Unsuspecting
physicians misdiagnose the condition of up to one-third of
symptomatic victims, depending on their age, severity of
symptoms, and family compositon [38]. The results of the
current study emphasize the importance of considering the
possibility of physical punishment, which is a common prac tice
in our community, during the ophthalmologic examination of
children with eye trauma. An appropriate evaluation of
behavioral profile of the child, parenting style, and attitude
toward physical punishment may prevent vision loss due to
the future repetition of eye injuries in those children.
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