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ABSTRACT Adolescent abuse was studied in 555 school students (mean age 15.6 ± 1.5 years) selected by
multistage random sampling in Beni Suef in 1998. Each student received a general physical examination and
a pre-coded questionnaire to identify determinants of abuse. Prevalence of abuse was 36.6%. Emotional,
physical, sexual and combined abuse prevalence was 12.3%, 7.6%, 7.0% and 9.7% respectively. Significant
predictors of sexual abuse were hyperactive child, disabled child, disinterested mother, low birth order child
or wasted child. For physical abuse, significant predictors were maternal disinterest, maternal education and
injuries. Significant predictors of emotional abuse were overcrowding, disease and mistreatment by a tea-
cher. Violent behaviour was reported for more than 20% of the emotionally and the sexually abused.

La maltraitance des adolescents dans un échantillon communautaire à Beni Suef (Egypte) : préva-
lence et facteurs de risque
RESUME La maltraitance des adolescents a été étudiée chez 555 lycéens (âge moyen 15,6 ± 1,5 ans)
sélectionnés par échantillonnage aléatoire à plusieurs niveaux à Beni Suef durant l’année 1998. Chaque
adolescent a subi un examen physique général et a reçu un questionnaire précodé pour identifier les
déterminants de la maltraitance. La prévalence de la maltraitance des adolescents était de 36,6 %. La
prévalence de la violence psychologique, physique, sexuelle et multiple était de 12,3 %, 7,6 %, 7,0 % et
9,7 % respectivement. Les facteurs prédictifs significatifs de la violence sexuelle étaient l’hyperactivité de
l’enfant, le handicap de l’enfant, le désintérêt de la mère, le rang de naissance de l’enfant ou l’émaciation. Pour
la violence physique, les facteurs prédictifs significatifs étaient le désintérêt de la mère, l’instruction de la
mère et les traumatismes. Les facteurs prédictifs significatifs de la violence psychologique étaient la promis-
cuité, la maladie et les mauvais traitements infligés par un enseignant. Un comportement violent était signalé
pour plus de 20 % des enfants ayant subi une violence psychologique et sexuelle.
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Introduction
Children have been abused throughout hu-
man history, but only recently has child
abuse come to be seen as a major social
problem and as a primary cause of personal
problems [1]. Child abuse has been defined
as any maltreatment of a child or an adoles-
cent by a guardian or caretaker [2]. More
recently, it has also been defined as any in-
jury, sexual abuse, malnutrition, physical or
emotional suffering or even neglect of a
child under 18 years of age inflicted by a
person responsible for that child’s welfare
[3]. Abused children are prone to psychiat-
ric problems, medical ailments, chronic fa-
tigue, suicidal tendencies, delinquency and
low IQ [4–8]. They may develop serious
sequelae that can lead to permanent disabil-
ity or even death [9].

Child abuse is a major paediatric prob-
lem in many countries. In 1993, approxi-
mately 3 million reports of child abuse and
neglect were made to child protective ser-
vices agencies in the United States of
America; 35% of these cases were con-
firmed [10]. Incidence increased to 11.8/
1000 in 1999 [11]. In a Canadian study of
reported child abuse and neglect, the annual
incidence rate was 21.52 investigations of
child abuse and neglect per 1000 children;
45% of those were substantiated, 22% re-
mained suspected but unconfirmed and
33% were unsubstantiated [12]. Further
evidence was provided by a 1997 British
survey in which it was estimated that each
year at least 1 child per 1000 children under
the age of 4 years suffered physical abuse
[13].

In developing countries it is likely that
most doctors working with children see
cases of physical abuse and that these are
just a small portion of the total. Studies
from Nigeria, South Africa and the Carib-
bean island of Dominica indicate the extent
of the problem [14–16].

In Egypt, few studies have investigated
the problem of child abuse. In most of
these studies, the cases were from emer-
gency or clinical departments, social wel-
fare or criminal records or autopsies
[8,9,17–20]. In 1994 and 1999, child abuse
among Egyptian primary-school children
was studied, but no data were collected re-
garding the prevalence of abuse among old-
er preparatory-school and secondary-
school children [21,22]. Therefore, in our
study, we investigated child abuse in an
Egyptian rural community to identify un-
derlying risk factors and to detect the phys-
ical and emotional consequences of child
abuse.

Methods
During 1998, a sample of 555 adolescents
from preparatory schools and secondary
schools in Ihnasya El-Medina, Beni Suef
Governorate, Egypt, were selected by ran-
dom cluster sampling for our study. At that
time, child abuse prevalence data were
available only for primary-school children
[4,21]. From these data we calculated the
overall prevalence of abuse for primary-
school children to be 30%. As the preva-
lence of abuse is lower among older
children and decreases with age, we as-
sumed that this figure would be halved
among our older students [11–13,23]. Ac-
cordingly the size of the sample was calcu-
lated using Epi-info software, version 5,
assuming 15% expected frequency with
95% confidence interval. The sampling
fraction was 6% of the preparatory-school
and secondary-school child population.
Each of the 7 schools in Ihnasya—3 prepa-
ratory and 4 secondary (1 general, 1 indus-
trial, 1 technical and 1 trade)—represented
a cluster from which 1 or 2 classes were
randomly selected according to the re-
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quired number in proportion to the student
population.

A pre-coded questionnaire was pre-
pared in Arabic and tested on 50 students
before its use in the survey. It included
questions on the presence or absence of
different types of abuse, personal data
about the children and their parents, factors
known to be associated with child abuse
and possible outcomes of abuse. We col-
lected child data that included age, sex,
school performance, perceived hyperactiv-
ity, helplessness (i.e. weakness, incapabili-
ty and unresponsiveness), presence of
disease, disability, living away from the
family, sharing the bed with others or hav-
ing problems with parents. We also collect-
ed data about parental behaviours
associated with abuse and related to rearing
the child in health and to dealing with the
other parental partner and about mistreat-
ment by teachers. These included quarrel-
ling, fighting, physical or psychological
cruelty, rejection, terrorizing and disinter-
est. Familial relations, problems and socio-
demographic factors such as income, item
or property ownership, type of family, res-
idence and degree of household crowding
were also recorded.

In each of the selected classes we ex-
plained the rationale of the study and em-
phasized confidentiality in handling
collected data. The questionnaires were
then distributed for the students to answer.
Student consent was taken and the adoles-
cents were asked to inform their parents.
No one refused to participate. Each student
was examined generally including body
systems, blood pressure, signs of malnutri-
tion, weight and height and for signs of
previous (scars or deformities) or recent
physical abuse (bruises, burns or scalds). A
male physician who was known in the
community examined the children and was
assisted by a female nurse or social worker

when examining girls and by a male nurse
or social worker when examining boys.
Questionnaires were checked for com-
pleteness so that nothing was excluded.
The data were analysed using SPSS soft-
ware, version 9.0.

A student was considered emotionally
abused if he or she reported 5 or more of
these 10 items:
• feeling of low value;
• loneliness;
• rejection at home;
• perceptions that the family structure is

wrong;
• parents do not respond to needs;
• no participation in decision-making;
• perceptions of being obliged to give up

rights for a sibling;
• parental preferential prejudice towards

sibling(s);
• hurt from improper treatment;
• neglected when sick.

Students were considered physically
abused if they reported being beaten to the
point of bruising, wounding, fractures or
worse or burns inflicted by an adult care-
giver. Their reports were confirmed by ex-
amination. Those reporting abuse in the
absence of physical signs and those who
had signs suggestive of abuse but who de-
nied the event were not considered physi-
cally abused.

A student was considered sexually
abused if his or her sex organs were
touched by anyone of the other or same sex
for reasons other than health or medical
purposes.

For the purposes of our study, we did
not distinguish between signs of abuse and
symptoms that might be similar to clinical
depression, mental illness or other prob-
lems. Degree or intensity of each item was
also not distinguished. Our study also did
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not distinguish between previous and re-
cent episodes of abuse.

Descriptive statistics were calculated
for all variables. The presence and signifi-
cance of association between abuse (quali-
tative nominal variable indicating non-abuse
and 4 categories of abuse—emotional,
physical, sexual and combined) and the de-
termining factors were assessed by chi-
squared distribution or analysis of variance.
The odds ratios (OR) and their significance
were calculated for each of the independent
variables with the 4 types of abuse versus
no abuse. Significant variables were used
as independent variables in subsequent
analysis. A logistic regression model was
fitted for each type of abuse and all inde-
pendent variables together. We included 2
quantitative covariates, namely birth order
and degree of household crowding. The
best model that explained the relationship
between the dependent and significant in-
dependent variables was determined by
forward conditional stepwise selection.

Results
Sample characteristics

The age of the studied group was 12–18
years with a mean of 15.6 ± 1.5 years. The
median birth order was 3. The male/female
ratio was 1.7. More than 50% of the chil-
dren felt accepted and loved by their fami-
lies. Approximately one-quarter of students
had learning difficulties, were perceived as
hyperactive, had lived away from the fami-
ly for some time, were sharing a bed with
others or were maltreated by teachers.
Blood pressure measurements were within
normal ranges. The average systolic and
diastolic blood pressures were 124.9 ± 8.9
and 63.0 ± 5.4 mmHg respectively.

According to the World Health Organi-
zation weight/age classification scheme,
95.9% were well nourished (–2 to +2 Z-

scores), 2.9% were wasted (< –2 Z-
scores) and 1.2% were overweight (> 2 Z-
scores) [24]. The prevalence of stunting
(height/age < –2 Z-scores) was 17.6%. Of
all students, 16.5% reported having a
chronic disease. On examination 10.5% of
them showed positive respiratory, cardiac
and gastrointestinal tract findings. Further-
more, 68 students had physical disabilities
including partial paralysis (4), amputated
limbs (4), epilepsy (3) and speech impair-
ments (11), or visual (46) or hearing prob-
lems (10). Manifestations of past or recent
physical abuse were obvious by examina-
tion for 14.6% and included burns (5.4%),
bruises (3.6%), scratches (1.8%), bite
marks (0.4%) and scars (3.4%). Somatic
manifestations attributable to causes other
than abuse were not included. The main
criteria were the presence of signs con-
firmed by student report.

Six students who did not report abuse
had physical signs suggestive of abuse. We
re-questioned them, but they denied abuse
and for the purposes of this study were
considered non-abused.

The mean age of fathers and mothers
was 47.9 ± 11.0 years and 38.9 ± 7.3 years
respectively. Illiteracy and low levels of ed-
ucation (primary schooling or ability to
read and write only) were prevalent among
parents. The illiteracy rate was 30.1% for
fathers and 63.3% for mothers. Low levels
of education characterized 41.0% of fa-
thers and 24.1% of mothers. Most fathers
were labourers (60.5%) or employees
(32.0%) while most mothers were house-
wives (91.4%). Most parents (83.2%) had
a reward system for their children. Trou-
bles existed between parents in 9.7% of
cases. These included quarrels (4.5%),
alienation (2.2%), divorce (1.6%), beating
(0.9%) and other problems (0.5%). Con-
flicts existed between parents and children
as well: 11% of the children reported hav-
ing problems in their families and 8.4% had
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parents who quarrelled with them. Stu-
dents were asked only to report the pres-
ence or absence of conflict; intensity of
conflict was not determined.

Most children (82.1%) belonged to nu-
clear families that lived in single-family
homes. Few families changed their resi-
dences frequently (5%). Family size was
large with a mean of 8.3 ± 2.7 persons.
Family income was considered adequate or
more than adequate by 66.5% of the stu-
dents. The number of siblings was large
with a mean value of 5.0 ± 2.1. The aver-
age number of unschooled siblings of
school age or older was 2.5 ± 1.4. A family
member who smoked was present in
67.3% of households and a family member
who drank alcohol was present in 5%.

Overall prevalence of child abuse
Table 1 shows the prevalence of abuse
among the adolescents. The overall preva-
lence of abuse was 36.6%. Approximately
one-quarter experienced only one form of
abuse. Combined abuse (2 or 3 forms) was
experienced by 9.7%. Emotional abuse was
most prevalent (12.3%), followed by phys-
ical abuse (7.6%) and sexual abuse (7%).
Common combinations were physical and
emotional abuse (4.7%) and sexual and
emotional abuse (3.8%). Emotional abuse
alone or combined with other forms affect-
ed 21.3% of the students. Both physical
and sexual abuse, either alone or combined
with others affected 13.5% and 12.1% of
the children respectively.

Risk factors
Analysis of variance showed no significant
difference between the 5 groups of adoles-
cents (emotional, physical, sexual, com-
bined and no abuse) in any of the measured
continuous variables (i.e. weight, height,
age of child, birth order, age of parents,
number of rooms, family size and number
of siblings). Table 2 shows the ORs associ-

Table 1 Distribution of cases according to the
prevalence of the form of abuse

Form of abuse No. of %
students

Emotional abuse 68 12.3

Physical abuse 42 7.6

Sexual abuse 39 7.0

Emotional and physical abuse 26 4.7

Emotional and sexual abuse 21 3.8

Physical and sexual abuse 4 0.7

Physical, emotional and sexual
abuse 3 0.5

No abuse 352 63.4

Total 555 100.0

ated with each type of abuse compared
with no abuse. Of the studied child factors,
living away from the family increased the
odds of all forms of abuse 2.7 times or
more. Injury signs were more common in
cases of physical, sexual and combined
abuse. Maltreatment of the student by the
teacher, on the other hand, was the most
significant predictor of emotional abuse.
Helplessness and having a disease or learn-
ing disabilities significantly increased the
odds of all but sexual abuse.

Except for mother’s work, all parental
factors significantly affected the odds of
one or more form of abuse. Predominance
of the father and father’s bad attitude to-
wards the mother significantly affected
only the odds of combined abuse. The
presence of smoking in the family in-
creased the odds of physical abuse (P <
0.05). All other familial factors increased
significantly the odds of emotional and
combined abuse. In our univariate analysis,
no tested socioeconomic variables, e.g.
residence, income and type of family, af-
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fected the occurrence of abuse significant-
ly.

Table 3 shows the final logistic regres-
sion models fitted with all significant vari-
ables using a forward stepwise selection

procedure. Conditioning on all other vari-
ables, the significant predictors of emotion-
al abuse were crowding in the house,
sickness of the child and teacher maltreat-
ment; the estimated odds of abuse (Exp (β)

Table 2 Odds ratios of risk factors associated with each type of
abuse

Risk factors Emotional Physical Sexual Combined

Child factors
Sex (male) 1.4 1.5 2.3* 1.2
Helplessness 3.3** 2.9* 2.4 3.8**
Hyperactivity 2.1* 1.4 3.1** 2.1*
Wasting 2.6 3.0 6.6** 0.01
Having disease 2.9** 2.9* 0.6 3.3**
Having disability 1.4 2.6* 1.5 1.6
Having learning difficulty 3.4** 2.4* 1.8 2.6**
Living away from family 2.7** 4.0** 3.0** 2.9**
Sharing bed with others 1.6 1.1 1.6 3.1**
Injury signs 1.6 145.4** 1.8* 29.5**
Mistreated by teacher 4.0** 1.3 1.4 3.3**

Parental factors
Mother

Education (high) 1.6 6.4* 0.0 2.0
Work 1.6 1.2 2.0 0.3
Disease 2.0 1.7 2.5* 6.9**
Cruelty 2.3 1.5 0.4 3.4**
Disinterest 3.0* 2.2 5.7** 5.3**

Father
Education (middle) 0.8 2.3* 1.4 0.5
Disease 2.1* 2.2* 1.9 4.9**
Cruelty 1.5 1.2 0.5 0.5*
Disinterest 0.8 1.4 4.0** 2.0
Prison 2.6 1.3 4.8** 3.2*

Familial factors
Predominance (father) 0.8 1.6 1.2 0.5*
Father has bad attitude
towards mother 2.1 0.0 1.0 3.1*
Parents quarrel with child 3.3* 1.3 1.1 3.4**
Trouble between parents 3.3** 1.8 1.9 6.5**
Problems in the family 2.6** 1.8 1.4 2.3*
Smoking 1.3 2.7* 1.0 1.3
Reward system 0.2** 0.9 0.3 0.2**

*P < 0.05, **P < 0.01.
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associated with them were 10.8, 4.7 and
1.7 respectively. The best predictors of
physical abuse were maternal disinterest,
maternal education and the presence of in-
jury signs on the student’s body. The odds
of physical abuse were more than 20 times
higher in association with these 3 factors.
The significant predictors of sexual abuse

were hyperactive child, disabled child, dis-
interested mother, low birth order child or
wasted child. Combined abuse had more
parental predictors than any other form.

Outcome sequelae
Aggressive and abusive behaviour and the
adoption of habits such as smoking and al-

Table 3 Conditional odds ratios associated with each type of abuse
(forward conditional stepwise selection)

Form of abuse βββββ Significance Exp (βββββ) 95% CI for
(Item in model) Exp (βββββ)

Emotional abuse
Crowding 0.5 0.028 1.7    1.1–2.7
Sickness 1.5 0.025 4.7      1.2–17.9
Teacher maltreatment 2.4 0.001 10.8      3.3–35.1

Physical abuse
Disinterested mother 3.6 0.008 36.9        2.6–527.0
Education of mother 3.1 0.019 22.3        1.7–295.1
Injury signs 6.5 0.000 688.3         40.8–11 614.1

Sexual abuse
Hyperactivity 0.009
Perceived hyperactivitya 2.5 0.002 11.8      2.5–57.8
Unknown hyperactivityb –1.3 0.199 0.3    0.0–2.0
Disability 2.2 0.011 9.1     1.6–50.6
Disinterested mother 3.9 0.000 48.6       6.5–363.9
Birth order –0.5 0.013 0.6   0.4–0.9
Wasting 6.2 0.002 481.8         10.7–21 734.1

Combined abuse
Parents quarrel with
child 2.9 0.010 18.0        2.0–164.3
Sick father 3.4 0.021 30.6        1.7–558.6
Sick mother 4.3 0.006 71.6          3.3–1546.1
Predominance of father –5.7 0.003 0.0     0.0–0.01
Cruel mother 4.9 0.053 135.8           0.9–19 760.9
Problems in family 4.0 0.004 53.7        3.6–791.5
Birth order –1.6 0.012 0.2   0.1–0.7
Teacher maltreatment 3.7 0.012 40.3        2.3–713.5
Injury signs 4.9 0.002 136.2          5.8–3202.1

aPerceived hyperactivity: children who reported that others perceived them as
hyperactive.
bUnknown hyperactivity: children who did not know if others perceived them as
hyperactive.
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cohol intake were more prevalent among
abused children (Table 4). The observed
overall difference was statistically signifi-
cant (P < 0.01) for aggressive and abusive
behaviour only. Violent behaviour was re-
ported for more than 20% of the emotional-
ly and sexually abused. Attention seeking
behaviours were most common (59.3%) in
the combined abuse group. Abusive behav-
iours were more common among those in
the sexual abuse and combined abuse
groups. More than 20% of the 2 groups re-
ported touching or staring at the genitalia of
the other or the same sex.

When the odds of such behaviour were
calculated for each type of abuse versus no
abuse, emotional abuse increased signifi-
cantly the odds of violence and staring at
the genitalia of the other or the same sex
(ORs = 4.1, 3.3 and 6.7 respectively).
Physical abuse did not significantly affect

the odds of practising any of these behav-
iours. Sexual abuse significantly increased
the odds of violence and all 4 abusive be-
haviours (ORs = 3.4, 6.5, 4.6, 4.4 and 20.3
respectively; Table 4). Combined abuse in-
creased the odds of all behaviour patterns.
The odds were significant in association
with attempting to attract attention, all 4
abusive behaviours and drinking and smok-
ing (ORs = 2.4, 4.8, 7.2, 5.4, 19.8 and 2.9
respectively).

Discussion
Abuse is widely prevalent among prepara-
tory-school and secondary-school children
in Ihnasya. Because the students in our
study were selected randomly to represent
the adolescent student mix, the results may
be generalized to adolescent schoolchildren

Table 4 Prevalence of outcome hazards among all 555 students according to type of abuse
experienced

Outcome hazard Prevalence by type of abuse (%) No abuse Total outcome
Emotional Physical Sexual Combined No. of %

adolescents

Aggressive behaviour**
Destructive 2.9 4.8 2.6 7.4 2.6 18 3.2
Violent 23.5 16.7 20.5 13.0 7.1 63 11.4
Attention-seeking 33.8 31.0 38.5 59.3 33.0 199 35.9

Abusive behaviour**
Touching genitalia of
other sex 10.4 4.8 23.1 22.2 4.6 46 8.4
Touching genitalia of
same sex 3.0 9.5 12.8 18.5 3.2 32 5.8
Staring at genitalia of
other sex 16.4 9.5 21.1 24.5 6.0 57 10.4
Staring at genitalia of
same sex 9.0 2.4 23.1 22.6 1.7 34 6.2

Smoking/alcohol use 10.4 14.3 15.4 20.4 8.7 60 11.0

P < 0.01.
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in Upper Egypt and those living in similar
conditions. Beni Suef is a district that is
mostly rural, overcrowded and with ser-
vice availability similar to many other areas
in Egypt. The overall prevalence of abuse
was 36.6%, which is higher than other re-
ports of Egyptian preschool children and
primary-school children [18,21]. Some dif-
ferences can be attributed to the definition
of abuse in each study and to under-report-
ing as the data in the other 2 studies were
gathered by questionnaires completed by
parents. Some parents might not perceive
physical punishment triggered by the
child’s misconduct or belittling the child as
abuse [25,26]. Moreover, parents might
not be aware of the occurrence of sexual
abuse or might refrain from mentioning it.

Abdel-Rahman reported a much lower
overall incidence of abuse (5.7% of 13 689
reported cases) in Cairo, Giza and Qaly-
ubiya areas [20]. The prevalence of abuse
among reported crimes does not reflect the
prevalence in a community, however, as
they include sexual and physical but not
emotional assaults. There is also the prob-
lem of under-reporting [25]. Sexual abuse
is often hidden within families and may not
be revealed until the victim speaks of it later
in life [27].

Our observed rates were lower than
those reported in Egypt and abroad by
mothers having at least 1 child less than 18
years of age [13,26,28]. In the former, the
study of abuse was based on the behaviour
and perceptions of the mother rather than
of the child, and abuse was defined differ-
ently. The child’s love for, or fear of, the
abuser might encourage acceptance of be-
haviours that the mother considers abusive
rather than disciplinary. Some observed
differences were attributed to stronger
family ties, more stable relations, adher-
ence to religious laws and lower alcoholism
prevalent in a traditional community such
as is found in Upper Egypt.

When we compare the rates for Egyp-
tian preschool children, primary-school
children and our students, it appears that
sexual abuse may increase with age (0%,
2.3% and 7% respectively) while physical
abuse may decrease with age (78.8%,
24.4% and 7.6% respectively) [18,21].
This observation has an important implica-
tion in that age should be considered in
planning intervention against abuse. The
occurrence of combined forms of abuse
indicates interaction between the 3 types.
When 1 form is encountered, it is advisable
to look for others.

Risk factors in child abuse
Child abuse is a problem with deleterious
effects that last into adulthood. In some
nations the price tag for helping and pro-
tecting abused children is staggering. The
cost in the United States of America is more
than US$ 94 thousand million every year or
US$ 258 million per day [29]. Preventive
efforts should target specific risk factors
that vary with geographical and cultural
settings. In our Egyptian community, abuse
was associated with many child, parental,
familial, socioeconomic and school fac-
tors.

Child risk factors
Child factors that were associated with
abuse in univariate analysis were sex, per-
ception of a child as helpless or hyperac-
tive, presence of sickness, disability,
wasting or learning difficulty, living away
from the family for some time and sharing
a bed with others. The sex of the child was
an important risk factor only for sexual
abuse as males were more exposed than
females. This contradicts studies from the
United States and might be attributed to the
relative freedom male children in Egyptian
society enjoy in travelling, staying out and
mixing with all sorts of people compared
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with their female counterparts [10,30]. The
susceptibility of males to abusive acts from
strangers was observed in a study in the
USA in which strangers were responsible
for 60% of male rapes or physical assaults
[31]. Another possibility is that females are
less likely to disclose abuse, especially sex-
ual abuse. They may be less likely to share
information with a stranger conducting a
survey or even with medical doctors han-
dling their cases [28].

Other studies have reported that handi-
capped and chronically ill children were at a
much higher risk of abuse [23,32]. Chron-
ically ill and handicapped children may be
vulnerable because their already frustrated
parents cannot accept further misbehav-
iours. Hostility directed to such children is
not uncommon [32]. Wasting and having
learning difficulties can be both a cause and
an effect of abuse. Victims manifest dis-
turbed sleep, appetite and eating habits that
lead to decreased rates of growth and low-
er educational attainment [13,33]. A child
with learning disabilities may be punis hed
corporally and insulted by his family mem-
bers and his teachers in an attempt to force
improved performance.

In agreement with our findings, living
away from the family and sharing a bed
with others have been reported as risk fac-
tors in child abuse [16,34,35]. The former
deprives the child of parental care, supervi-
sion, protection and love and exposes chil-
dren to persons who may try to take
advantage of them. The increased risks that
accompany sharing of a bed with others
are probably due to accidental stimulation
and crowding [35].

Multivariate analysis of our data
showed that children’s characteristics
were the most significant in predicting sex-
ual abuse. Accordingly, hyperactive, dis-
abled and wasted children and their families

should be targeted in efforts to control sex-
ual abuse.

Parental risk factors
In Egypt and elsewhere parental character-
istics that have been reported as risk fac-
tors for abuse include young age, low
education, occupation and illness [4,18,
26,36]. Our results agreed regarding the
effect of illness and occupation but not age
or education. We found that the health sta-
tus of parents had a significant effect on
the occurrence of abuse. Maternal disease
increased the odds of sexual and combined
abuse significantly while paternal illness in-
creased the odds of all but sexual abuse.
This effect might be due to diminished care
and supervision by the sick parent. Another
possibility that has been suggested is that
when a father has an unsatisfactory rela-
tionship with his ill wife, he might feel jus-
tified abusing his daughter [37].

Although occupation did not signifi-
cantly affect overall abuse, children of
mothers who work outside the home were
at higher risk of emotional abuse than those
of housewives. Usually, abused children of
mothers who work outside the home were
abused by someone other than the mother.
In a South African study, ‘mother em-
ployed and not as labourer’ and ‘violence at
home not seldom’ were 2 of 4 factors sig-
nificantly increasing the likelihood of child
sexual abuse [15].

Young and immature parents have been
reported to be more abusive than older ones
[18,36]. The primary factor in child mal-
treatment in one study was parental age
less than 20 years [36]. In our study, the
mean age of both parents at childbirth was
above 25 years. Illiteracy and low educa-
tion were not associated with higher odds
for abuse; rather, the odds were higher
among partly educated and highly educated
parents. The level of education was linked
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to patterns of teaching, guiding, stimulating
and communicating with children [38].

In Egypt, child education is a concern
for most families, especially for educated
parents. Educated parents demand high ed-
ucational achievement from their children
so as to increase the child’s chances of be-
ing admitted to university. Unintentionally,
this might cause the parents to become
pushy, impulsive and punitive. Conduct
disorders are often reported in association
with academic failure and reading disability
[39].

In addition to education, occupation and
disease, other parental characteristics such
as cruelty (severity or hardness), disinter-
est and prison record significantly in-
creased the odds of abuse among Ihnasya
adolescents. This has been observed else-
where [16,21]. The absence of the father,
which was highly prevalent (21.1%) in the
studied community, meant that less atten-
tion and supervision were paid to adoles-
cents, rendering them victims of abuse.
Furthermore, parental respect for chil-
dren’s needs, degree of parental care or
negligence and parental attitude towards
children’s behaviour were predisposing
factors for abusive behaviour and for the
child to be a future abuser [21].

Familial risk factors
Among the fundamental risk factors for
child abuse were disturbed family equilibri-
um, child–parent relationships and parents’
marital relationships. The importance of the
family setting as a protective factor for the
wholesome development of the child has
been reported and the loss of one or both
parents, not living with both parents, not
sharing social activities with them, parental
addiction and alcoholism predisposes the
child to abuse [16]. Other studies have em-
phasized the association with violence in
the family, familial problems, separation
and marital conflicts [4,8,15].

Abuse in our study was significantly as-
sociated with parents’ quarrels with adoles-
cents, the presence of problems in the
family, troubles between parents and
smoking. Violence between parents pre-
dicted a higher level of mother–child puni-
tiveness [40]. When parents have problems
or are the victims of violence, they are
more likely to have difficulty being emo-
tionally available for their children. Sub-
stance abuse has been reported to increase
all forms of child maltreatment through its
interaction with socioeconomic stress and
family dynamics [41].

The results of our study suggest that a
large percentage of families handle things
improperly. Parental knowledge of the prin-
ciples of childrearing, especially in handling
children with special needs (e.g. hyperac-
tivity, illness or learning difficulties), seems
to be deficient. Proper parental education
about handling children with challenges is
of utmost importance for raising them
properly and would reduce the stresses on
both parents and children.

Socioeconomic factors
Many researchers have reported the signif-
icant effects on abuse of low income, not
belonging to nuclear families, living in con-
gested surroundings and having a caregiver
with experience of unskilled work or un-
employment [26,42]. Contrary to their
findings, abuse in our study was not signif-
icantly associated with income, property
ownership or type of family. It was not as-
sociated with reading newspapers or
watching TV. In our study, 24.6% of fa-
thers and 12.9% of mothers could read and
write only. Multivariate analysis showed
that crowding was important in predicting
emotional abuse. With large numbers of
children, a parent’s ability to care may be
lessened. Children in the largest families
were physically neglected at 3 times the
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rate of those who came from single-child
families [10].

The observed discrepancies regarding
risk factors between our study and others,
namely education and socioeconomic fac-
tors, reflect to a great extent variability in
geographic region, culture and childrearing
practices. They capture what is expected
from a child by the caregiver, how the latter
responds to non-conformance and the per-
ception of both to an encounter. For exam-
ple, one Egyptian study used reluctance of
the mother to consult the school when
there had been a complaint about a child’s
academic progress to indicate educational
negligence [26]. A parent might not be re-
luctant to contact the school but might also
respond improperly through criticism, ner-
vousness or threatening, which are emo-
tionally abusive to the children [22].

School factors
Large proportions of the emotionally and
combined abused children (49.3% and
44.2%) reported being maltreated by teach-
ers. This maltreatment was significantly
associated with the presence of educational
difficulties and the perception of a child as
helpless, having a disability or having a so-
matic disease. Unfortunately, instead of re-
ceiving more attention and care, children
with learning difficulties, disabilities or so-
matic diseases were more susceptible to
teacher maltreatment and abuse. Teachers
are often responsible for abuse; they should
be educated and supported to address the
problem [4]. In a 1998 study, some profes-
sionals working with children, such as so-
cial workers and school physicians, were
deficient in their knowledge of child abuse
[25].

Sequelae
Because physical and sexual abuse are the
most commonly reported types of abuse,

their sequelae have been studied thorough-
ly. In a brief review of the literature con-
cerning the impact of sexual abuse on the
victim’s psychological well-being, abused
children suffered from depression, anger,
hostility and self-destructive behaviours
[43]. Children who experienced violence
either as victims or as witnesses were at
increased risk of becoming violent them-
selves [44]. Those findings were con-
firmed in our study in that abused children
had higher odds for developing violent be-
haviours. Perhaps as a reaction to neglect,
a large percentage (40%) of abused chil-
dren in our study practised behaviours to
attract the attention of parents including
beating siblings, committing intentional
mistakes in front of parents and embarrass-
ing parents in front of others, or developed
habits such as smoking or drinking alcohol
(10%).

Another even graver sequel of abuse is
the development of abusive behaviour [21].
In a 1999 study in Egypt, abused children
exhibited deviant behaviour in the form of
aggression or inappropriate sexual behav-
iour [39]. Our findings were similar in Ih-
nasya where the odds of sexual behaviours
such as staring at or touching the genitalia
of the same or other sex were significantly
raised by abuse. Not only were children
subject to such immediate sequelae but
long-term effects have also been reported
[5–7]. Sexual abuse during childhood cor-
related significantly with marital problems
and disorders of adult personality and be-
haviour, especially disorders associated
with sexual development and orientation
[43,45]. Moreover, histories of abuse were
positive in patients with neurotic, psychiat-
ric or stress-related disorders and those
with substance abuse [46].
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Conclusions
The prevalence of abuse was higher among
adolescents in our study than among
younger children in two previous studies
[4,21]. Many child, parental and socio-
familial factors were involved. The signifi-
cant predictors of emotional abuse were
degree of crowding in the home, sickness
and teacher maltreatment. Predictors of
physical abuse were maternal disinterest,
maternal education and signs of injury.
Sexual abuse was significantly predicted by
a child being hyperactive, disabled, having
a disinterested mother, of low birth order or
wasting. Abuse has serious outcomes in the
form of violence, smoking and develop-
ment of abusive behaviour. Our study indi-
cated that perhaps neither parents nor
schoolteachers knew how to deal with chil-
dren with special needs. Accordingly we
need to increase the awareness of parents,
teachers, medical and paramedical person-

nel and the general public about the prob-
lem, its magnitude, manifestations, preven-
tion and management. Family equilibrium
and strong parent–child relationships are
important for child safety. Accordingly,
family-counselling services should be avail-
able and parents with problems should be
encouraged to use them. The use of re-
wards rather than punishments should be
encouraged among parents and others
working with children. Children must be
taught at school and through the media
how to defend themselves and how to be-
have when faced with threats of abuse.
Social and psychiatric services need sup-
port both in primary health care and school
settings. The establishment of governmen-
tal and nongovernmental organizations and
groups to combat abuse need to be encour-
aged. Electronic journals and networks de-
veloped by international organizations
should be used.
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Child and Adolescent Mental Health Initiatives of the Department
of Mental Health and Substance Abuse

For the past two years the Department has supported the develop-
ment of a coordinated child and adolescent mental health pro-
gramme. The programme has fostered a recognition throughout
WHO and in the WHO Regions that child and adolescent mental
health is a necessary priority for the healthy development of socie-
ties. WHO’s Department of Mental Health and Substance Abuse has
initiated three programmes which together form a coordinated effort
to address global child and adolescent mental health problems. The
programme at its very core appreciates the global interdependence
of societies. The three programme elements include 1) a campaign
on the stigma associated with mental illness among youth, 2) a glo-
bal policy initiative that will equip ministries of health to develop
coordinated, responsive programmes where child and adolescent
mental health will be integrated into overall health care, and 3) a
programme to assess the global treatment gap associated with
mental illness. Further information can be obtained on line at: http:/
/www.who.int/mental_health/prevention/childado/en/

14 Adolescent abuse in a community.pmd 3/3/2005, 12:14 AM1018


