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ABSTRACT

Background: The Child Abuse Potential Inventory (CAPI) is a screening
tool, for assessing a parent’s potential towards child physical abuse. It was
originally developed in English (Milner, 1986) and later translated to many
different languages (Milner and Crouch 2012) but never in Arabic. This
thesis aims at producing an Arabic version of the CAPI and assessing its
psychometric properties, reliability and validity among a population of

pregnant women in Oman.

Methods: Following the development of an Arabic version, the CAPI was
administered twice to a population of pregnant women (N= 309) attending
Ante Natal Care Clinics in Muscat. A sub-sample of 10 mothers was later

interviewed to explore their views and the acceptance of the tool in Oman.

Results: The mean score of the Abuse Scale was 159.6 (range 26-390)
which was higher than the American version (mean = 91) but similar to
other cross-cultural versions. Internal consistency (Cronbach’s a= 0.91) and
test-retest reliability (Pearson’s r= 0.89; two-tailed P 0.00) were both high.
Regarding construct validity, the six-factor structure of the original version
was not replicated; only three factors were obtained. The conservative cut-
off score for the upper 5% of the parent sample was 303, which was higher
than the cut-off score of 215 in the original US version. From the
interviews, mothers reported that the CAPI was easy to complete and

appropriate for use in Oman

Conclusions: The Arabic version of the CAPI showed highly satisfactory
internal consistency and test-retest reliability. The construct correspondence
with the original version was more compromised. This suggests that the
Arabic version of the CAPI is a valid and reliable tool to use to assess
potential towards child physical abuse within Oman, but with different cut-
off scores. These results are in concordance with other cross-cultural
versions of the CAPI. Further research is needed to validate an Arabic

version of the CAPI in relation to actual parenting outcomes.
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Chapter One

Introduction and background

1.1 Introduction

Child abuse is the "disease" of both the child and his or her care giver. The
abusive caregiver is characterized by his abusive behaviour which is caused
by a number of factors. In most cases it occurs as a reaction to stress,
previous history of abuse, poverty and the low level of education of parents
(Bailhache etal., 2013). The Child Abuse Potential Inventory (CAPI) is a
well-validated screening tool for assessing potential for child physical
abuse, and is implemented in many countries and in different languages.
However, the CAPI has not been translated into the Arabic Language, or
researched within an Arabic culture. Using mixed-methods, this research
aimed to produce an Arabic version of the CAPI and assess its validity,
reliability, acceptability and relevance to Oman. A translation/ adaptation
process was carried out as a first step to ensure its suitability to the Omani
context, following which it was administered to a population of pregnant
women attending the Ante Natal Clinic (ANC) at Primary Health Care
(PHC) centres. This was followed by interviews with a sub-sample of the
mothers and key professionals including policy makers, front line
physicians, nurses and social workers to understand their views about the
CAPI and explore the possibility of using it in a Primary Health Care
setting. Findings from each arm of the study were analyzed separately, then
together, in order to draw conclusions on the appropriateness and
acceptability of the CAPI as a tool for assessing potential for child physical

abuse in an Arabic language and culture.

In the following sections, background information about the concept areas
relevant to this thesis is presented. The first section describes Oman as a
country, its geographical typography, demography and the recent economic
and health transitions. Description of the health system is vital for
understanding the logistics of carrying out the research and the economic
and health transitions in Oman. It then moves on to describing the rationale

underpinning this research and screening for child abuse and neglect.



The next section of the document discusses the CAPI, which is the primary
instrument being assessed by this research. Following that, findings from
the literature regarding the psychometric properties of the English (U.S.)

version are presented.
1.2 Setting the Scene (OMAN)

Oman, also known as the Sultanate of Oman, is an Arab Country in the
south-eastern end of the Arab Peninsula. Bordered by the United Arab
Emirates to the north-west, Saudi Arabia to the west, Yemen to the south-
west and marine borders with Iran and Pakistan. Oman is one of the Six
Countries constituting the Gulf Costal Countries, which are Saudi Arabia,
United Arab Emirates, Kuwait, Qatar, and Bahrain. The dominant language
in Oman is Arabic and the religion is Islam (Wikipedia, 2015).

Figure 1. Map of Oman

(Copied from www.infoplease.com/atlas/country/oman.html)
The total area of Oman is 309.5 thousand square kilometres and is
composed of topography of plains, wadis (river beds) and mountains.
Administratively Oman is divided into 11 governorates with 61 Willayats.
These governorates are Muscat, Musandam, Dhofar, North Batinah, South
Batinah, North Sharquia, South Sharquia, Al Buraimi, Ad Dhakhlia, Al

2



Wusta, and Ad Dhahira (Fig: 1). The estimated population of Oman in 2014
was around 4.13 million (2.3 million Omanis) with almost 50% residing in
Muscat and the Batinah Regions. According to the National Centre for
Statistics and Information (NCSI, 2014), Oman is a young country with
14.3% and 34.3% of its population under 5 and 15 years of age,
respectively. Around a quarter of the population are women of childbearing
age (15-49 years) making almost half of the total female Omani population
(NCSI, 2014). Muscat is the capital of Oman and is the highest populated
area with a population reaching almost 1.2 million (NCSI, 2014). Muscat is
divided into six Willayats: Muttrah, Muscat, Bausher, Al Amirat, Al Seeb,
and Quryyat. There are twenty-three primary health centres in Muscat
(MoH, 2013).

The World Bank Classifies Oman as a High Income Country with a Gross
Domestic Product $79.66 Billion in 2013 (World Bank, 2013). The
economic growth in Oman is largely due to oil exporting (80%), which was
discovered in the last four decades (NCSI, 2014). Such economic growth
has had a positive influence on its health indicators (Hill et al., 2000). Infant
and under 5 mortality in Oman have declined to 9.8 and 11.8 (per 1000 live
birth) in 2013 compared to 118 and 181 in 1970, respectively (MoH, 2013).
In 2001, the WHO ranked Oman as “number 1” for its “spectacular
performance” in reducing infant mortality in the past three decades (Dhawi

et al., 2007).

The health system in Oman is government funded with more than 80% of
services provided by the government. It is comprised of three levels of care:
primary, secondary and tertiary (Dhawi et al., 2007). Patients are allocated
to these services based on their catchment area. All patients are requested to
register and follow up at their health centres, and referrals to higher levels of

care are carried out as needed.

Maternal and Child Health Services include Ante-natal Care (ANC), Post-
natal Care, Birth Spacing, Menopause and Infertility services. Child Health
services are provided through the Well-Baby Clinic (WBC), Protein Energy
Malnutrition, School Health, and the Integrated Management of Childhood



Ilinesses. Most services at primary care level are provided within the health
centre itself, homes care services are limited to vaccination programmes in
remote areas and elderly care due to a lack of community nurses. Health
care services in Oman are provided free of charge to all Omani citizens
(MoH, 2013).

Efforts related to child protection in Oman began to formalize following the
2006 observatory recommendation report produced by the International
Committee of the Convention of the Rights of the Child (CRC) on its forty-
third session (UN-CRC, 2006). A National Committee headed by the
Ministry of Social Development was established to oversee the
implementation of the CRC locally. The national committee included
representation of relevant stakeholders including the Ministry of Social
Development, Ministry of Education, Ministry of Health, Ministry of Legal
Affairs, Ministry of Justice, Ministry of Labor, the Royal Oman Police, and
Non-Governmental Organizations. These ministries work collectively and
individually to ensure the fulfilment of children’s rights (UNICEF, 2009).
Their work focused primarily on fulfilling a range of rights in relation to

children, including their right to protection (Gerbaka, 2010).

In 2006 the Ministry of Health, Department of Family and Community
Health (DFCH) started working on establishing a reporting system of cases
of child abuse and neglect reaching health facilities. The system was piloted
from 2007-2009 following national training of health care providers on the
recognition and reporting of child abuse. In 2010, the system was officially
initiated but only for providing a database on child abuse in order to inform
policy and study the existence and nature of child abuse in Oman. This
eventually led to the formation of multi-disciplinary taskforce for the follow
up and support for families where child abuse has been identified, these
teams are headed by the Ministry of Social Development. A hotline for
reporting of cases and other family related issues, operable only during
working hours, was also established in 2010 (UNICEF, 2009).

Originating out of the national committee for the CRC, a subcommittee was
established in 2008 to produce a draft of the Omani Child’s Law with



articles specific to child abuse. This law was endorsed by His Majesty the
Sultan Qaboos in May 2014. The law has articles specific to mandatory

reporting of child abuse and punitive punishment of abusers (MoSD, 2014.

Although there are now a range of policies and practices aimed at
addressing child abuse in Oman, these are disparate and focus on
responding to identified cases of CAN. Very little is being done in terms of
prevention, in addition to that not much is known to what degree they are

implemented, and what laws are actually enforced.

1.3 Screening for Child Abuse and Neglect

The appropriateness of adopting a screening policy for any health condition
depends on estimating the burden of the disease, availability of screening
tools and treatment, acceptability of the screening to the population, and the
natural history of the condition (Bailhache etal., 2013, Hodge, 2004, Wilson
and Junger, 1986). The success of an intervention depends on its ability for
early detection and intervention (Peters and Barlow, 2003). The application
of screening policies in the area of mental health and well-being is fairly
limited, particularly in relation to behaviours such as parenting, which may
not fulfill the standard criteria for screening. Screening for child abuse and
neglect remains a contentious topic; while some researchers support the
idea, others have concluded that it is not supported by the evidence (Taylor
et al., 2007, Woodman et al., 2008, Lowers et al., 2009). Even among those
supporting a screening strategy, a strong debate revolves around whether it
should be based on clinical judgment and professional experience or the use

of standardized tools.

The American Academy of Pediatrics Committee on Psychosocial Aspects
of Child and Family Health (1998) encouraged health care providers in
outpatient departments to screen for the use of corporal punishment and
assist parents with alternative methods of discipline (AAP, 1998). A study

that was carried out in a university affiliated community clinic assessing the



prevalence of corporal punishment in a primary health care setting reported
7% of infants and 32% of pre-school children were subjected to physical
punishment using Parents Screening Questionnaire (PSQ) and 14% of
infants and 20% of older children using the Parent- Child Conflict Tactic
Scales (CTSPC) (Figelman etal, 2009).

An alternative to screening using standardized tools is screening using home
visiting nurses, which allows a direct assessment of the conditions a child
lives in. However, this system is not available in all countries and may not
be feasible to implement. On the other hand, several standardized screening
tools currently exist with evidence on their effectiveness (e.g. Diderich et
al., 2014; Louwers et al., 2009); and universal screening using standardized

tools is also less stigmatizing to families (Peters and Barlow, 2003).

A number of tools exist for assessing parenting competency and screening
for child maltreatment. These include the Parenting Stress Index (PSI:
Abidin 1983), the Michigan Screening Profile of Parenting Scale (MSPP:
Helfer et al. 1978), The Conflicts Tactics Scale (CT: Straus 1979), the Child
Abuse Potential Inventory (CAP: Milner 1986), and a short form of the
Child Abuse Potential Inventory (Ondersma et al. 2005). However, the
majority of these measures have a relatively narrow focus (i.e., on a
particular risk area) or provide very broad profiles that may not screen
sensitively enough for specific forms of child maltreatment, such as physical
child abuse (Walker and Davis, 2012). Many of them have also have not

been validated cross-culturally.

Two systematic reviews concluded that using standardized tools for
screening for child abuse at the A&E departments was not supported by
evidence, and that the most accurate method for detecting child abuse is by
a thorough clinical assessment and referral to social services for further
evaluation (Woodman, 2008). In addition, most screening tools are low on
predictive value (Peters and Barlow, 2003), which carries the risk of over-
burdening a system. The study by Figelman et al (2009) reported that using

standardized tools such as the PSQ and CTSPC may be low on sensitivity



but are good in terms of specificity, and they argue that because no case of

child abuse should be missed, it’s better to err on the side of inclusion.

Another debate around the use of standardized tools relates to the ethics
behind using them; explanations given to parents prior to testing them, and
stigmatizing certain parents as being potential abusers (Taylor, 2007).
Whilst all these concerns are genuine, there are also advantages to having a
systematic methodology for assessing those at greater risk to provide early
intervention, as the consequences of child abuse are long lasting and affect
individuals, families and societies. Child abuse has been found to affect all
aspects of the individual’s mental and physical health both in the short and
long term in addition to its high economic burden (Gilbert et al., 2009;
Peters & Barlow, 2003; al Saadoon et al., 2011; Barlow et al., 2006;
Guterman, 1997).

1.4 The Child Abuse Potential Inventory (CAPI)

The CAPI is a self-administered screening tool for assessing parents’
potential for child physical abuse that comprises 160 forced-choice items
(Appendix 1) with a readability level of third grade. It contains a total of ten
scales, the main one being the Child Physical Abuse scale, composed of 77
items. The abuse scale is further sub-divided into six factor scales which
are: Distress; Rigidity; Unhappiness; Problems with Child and Self;
Problems with Family; and Problems from Others. The abuse scale has two
cut-off scores: 215, indicating that the respondent has characteristics similar
to those known child abusers; and a 166 cut-off score, which is a “signal
detection” to indicate increased potential for abuse within this higher-risk

population. None of the scales are diagnostic of actual abuse (Milner, 1986).

In addition to the abuse scales, the CAPI contains three validity scales: the
Lie Scale; the Random Response Scale; and the Inconsistency Scale. Scores
from the validity scales do not influence the abuse scale; they are, however,
used in different combinations to form indices of response bias (Faking-
good, Faking-bad, and Random Response index). These indexes are
assessed for the purpose of acceptance or rejection of respondent’s results to

the Abuse scale, as in table (1). If any of the validity indexes are elevated,
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the abuse score is not considered to be a true representation of the

respondent’s actual potential (Milner, 1986).

Table 1. Validity Scales and Cut-off Scores

Validity scale Cut off scale scores
Lie Scale 7

Random Response 6

Inconsistency Scale 6

Faking — good index L >7and RR<5
Faking bad index RR >6 ANDIC<5
Random response index RR >6 AND IC > 6

CAPI manual, 2nd edition pg: 11 (Milner, 1986)

The CAPI was originally developed to be used as a screening tool to detect
a parent’s potential to physically abuse their child. It has, however,
subsequently been used in a variety of other clinical settings and in the
general population (Barlow et al., 2013; Pager et al., 2014; Cerny & Inouye,
2010; Mc Nary & Black, 2003; Voorthius et al., 2014; Beitchman, et al.,
1992; Jones et al., 2010). Many research studies have concluded that the
CAPI is a useful tool for screening for potential of abuse in populations
suspected of abuse and general population (Ayoub & Milner, 1983; Walker
& Davis, 2010; Milner et al., 2012; Caldwell et al., 1988; Bailhache et al.,
2013; Miller et al., 1991; Zeleco et al., 2001; Ornduff, 2002; Schaeffer et
al., 2005). UNICEF has also recommended the CAPI for use as a research
tool for assessing the effectiveness of early childhood home visiting
programmes (UNICEF, 2013).

The FDA guidelines in 2007 recommend a series of steps for the
development, modification and validation of an instrument. They emphasize
the importance of documentation of the process and basis of modifications
that were carried out (Patrick et al., 2007). Such documentation is available
in the second edition manual of the CAPI, where Milner reported that the
development of the CAPI followed the review of more than 700 published
papers and books on child abuse and neglect. The review aimed at
identifying personality traits and characteristics of individuals who had a
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history of abuse. These characteristics were identified and grouped together
to form “areas of concern” and to formulate the item syntax. A process of
discussion and review was then undertaken with professionals in the field,

and items were adjusted accordingly.

The authors carried out an initial validation study with a small group of
abusers (n=19) and non-abusers (n=19) to identify which items would
correctly discriminate between them. Based on that, the 160 item CAPI was
constructed and tested among a larger group of participants (n=130) that
were identified as abusers and not. This second study indicated that 77 of
the items significantly discriminated between the two groups, 96% correctly
classified participants as abusive or non-abusive ( p< .05). Based on these

findings, the scoring procedure was developed using Beta regression.

This was followed by a third cross-validation study among an even larger
population of 122 abusers and 110 comparison subjects. In this third study
the CAPI correctly classified 88.2% of non-abusers and 82.9% of abusers. A
number of research studies followed this, for the validation of the other
scales and indices employed in the CAPI (Milner, 1986). There are today
over 1200 publications on the CAPI assessing its reliability and validity in a

number of clinical and non-clinical trials.
1.5 Psychometric Properties of the English (U.S.) CAPI

The psychometric properties of the CAPI are reported in the manual
published by Milner (1986) and other reports (Milner, 1986; Milner, 1989;
Milner, 1991). A scoping review was carried out as part of this PhD and
identified a review by Sacchi and Simonelli (2014) that has looked at the
literature published between 1986 to 2014. The review included about 100
papers and concluded that 45 papers were good enough to verify the ability
of the CAPI to discriminate between high and low risk groups using the cut-
off scores suggested by Milner. Fifty-six papers can be used to distinguish
between abusive and non-abusive parents and provide risk factors for
parents with high and low scores (Sacchi & Simonelli, 2014). In the

following section results from the American CAPI developed by Milner will



be presented, as they are considered the gold standard comparator to other

translated versions of the CAPI.

Reliability is defined as the ability of a measure to consistently measure an
attribute. Although there are several tests to measure reliability, internal
consistency and temporal stability are the most important ones (De Von et
al., 2007). Internal consistency coefficients for the control group ranged
from .92 to .98, and .95 to .98 for the Abuse Scale (Milner, 1986).

Temporal stability or “test re-test” refers to the ability of a psychometric
instrument to produce consistent results over a “period of time”. This
“period of time” should not be so long that the respondents’ attitudes are
changed, nor so short that the answers are remembered, and two weeks to 1
month is accepted as a good time interval for retesting ( De Von et al.,
2007). Milner in his manual (1986) reports values of retest scores at four
intervals: values at one day, one week, one month, and three months were
91, .90, .83 and .75 respectively (Milner, 1986).

Construct validity provides a description of the characteristics associated
with individuals scoring high on the CAPI abuse scores. In a review carried
out by Milner and Chilamakruti (1991) to assess characteristics of
"perpetrators™ documented in the literature, four main factors were reported:
social factors, which include socio-demographic characteristics and
previous history of abuse; biological factors including both mental and
physical health; cognitive and affective factors including self-esteem, locus
of control, depression and other factors; and, finally, behavioural factors,
which include substance misuse, parent and child interaction, social
isolation and punitive strategies (Milner, 1990, Milner and Chilamakruti,
1991).

The results of an initial study carried out by Milner and Wimberly (1980)
showed classification rates between abusers and non-abusers to be 90%.
Subsequently, when a more diverse population was included, correct
classification was found to be between 80 to 90%, using the 215-cut-off
score. This result slightly improved when the invalid protocols were

removed, as the cut-off score correctly classified 81.4% of the abusers group
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and 99% of the comparison group, with an overall rate of 90.2% (Milner,
1990; Sacchi & Simonelli, 2014).

Future predictive validity was assessed by Milner et al. (1984) with two
hundred parents enrolled in a parenting programme who were followed up
to determine subsequent maltreatment over the next two years. Of the 200
parents, forty two cases were reported and confirmed for abuse (11 reported
for abuse, 15 for neglect and 16 for failure to thrive). The authors reported a
significant relationship between abuse scores and confirmed child physical
abuse, a modest relationship with neglect, and no relationship with failure to
thrive (Milner et al., 1986).

Similarly a review (Chaffin and Valle ,2002) assessing pre- and post-
intervention scores of actual abuse happening in the future (within 2 years)
included 459 participants engaged in 27 community-based interventions.
Using a Cox proportional hazards survival analysis, the authors reported a
significant association between the CAPI pre-intervention score as “a single
point in time measure” and future predictive validity. However, assessment
of the change in scores pre- and post-intervention and future abuse did not
produce significant results. The authors attributed this to the possibility of
faking good responses following the intervention, or the proximity in time
between the second assessment and the actual abuse (Chaffin and Valle,
2002). The review indicated that only 10% of the reported maltreatment
cases were for physical abuse, and the rest were for neglect (61%), physical
abuse and neglect (21%) and sexual abuse (8%), but they did not indicate if
events of actual abuse were limited to physical abuse or included all forms

of maltreatment reported.

A brief form of the CAPI (B/CAPI) was developed and validated by
Ondersama and colleagues (2005), which contains a total of 33 items of
which 24 comprise the Abuse Scale. Internal consistency for the Brief CAPI
was found to be .89, which is close to the full CAPI. The authors have
concluded that the Brief CAPI can be used as an alternative and shorter
screening tool to the full CAPI. The Brief CAPI is also more suitable for
assessing potential for child abuse in individuals who do not yet have a child
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because it contains fewer ‘“child-related items” and is easier to score
(Ondersama et al., 2005). Furthermore, its reliability has been demonstrated
by Walker and Davis (2012), who assessed the reliability of the Brief CAPI
in a cross-cultural sample of 324 parents recruited from various schools in
the UK. The study reported an internal consistency level of .81 (Walker and
Davis, 2012).

The study sample did not include parents with a known history of previous
abuse; however, 92.3 % of the parents scored below the discriminatory cut-
off score of 12, which was found to be comparable to Milner’s classification
rates of 85.4% and 96% of the Full CAPI. The rest of the 7.7% with higher
scores were not followed up to determine if abuse did take place in the
future. The study had concluded that the Brief CAPI is a useful tool for use
with cross-cultural populations in the UK, but more research is needed in

terms of its use in other countries (Walker and Davis, 2012).

The authors also carried out Exploratory Factor Analysis, which resulted in
a similar six-factor scale solution as in the American BCAP found by
Ondersama (2005). However, different items loaded differently on different
factor scales in the UK. For example, while the US Happiness factor was
associated with behaviour of children, it was linked to a general sense of life
being good and person not being in need in the UK (Walker and Davis,
2012).

1.6 Limitations of the CAPI

The CAPI has been documented to detect twice as many false negatives as
false positives (Milner, 1986 & Orme et al., 2000). This suggests that the
CAPI would more likely fail to recognize “abusive parents” than to

misclassify “non-abusive parents”.

A review was carried out by Peters and Barlow (2003), in which eight
instruments were assessed for their ability to predict child maltreatment
during the Antenatal and Postnatal period. Positive predictive value was
assessed for the CAPI and was found to be 28% only and Negative

Predictive Value was 85.1% (Peters and Barlow, 2013). This review has
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drawn its results from the (1984) study by Milner and colleagues discussed
above (Milner et al., 1984).

However, the CAPI has a few major limitations including that it is only
intended for physical abuse, that some of its predicting factors depend on
past experiences that cannot be modified and that most translated versions
of it produce high false positives.

1.7 Study Justification

Child maltreatment is a reality in Oman as elsewhere, and has long-lasting
consequences at both individual and societal levels (UNICEF, 2009).
Although the exact prevalence of the problem has not yet been determined
due to the absence of a national system for collecting information, one
hundred cases were reported through a hot line in six months (Times of
Oman, 2017). In addition to that 660 cases were reported from the Ministry
of Health notification system from 2007 to 2013, of which almost 47% were
physically abused (MOH Unpublished report, 2014). These cases are
collected through health facilities only, and as such, they tend to over-
represent the severity of cases and under-estimate the problem in the
community (Al Mahroos, 2007).

Screening for child abuse is an important method of identifying such cases
early, but this requires appropriately validated screening tools. Such
measures of assessing the potential for child abuse have been found in the
literature to be associated with a number of outcomes related to actual child
abuse. Although the CAPI was originally developed in 1986, it is one of the
few available well-validated tools for measuring child abuse potential, and
there is now an extensive literature on this widely-used tool regarding its
reliability and validity in assessing potential for child physical abuse and a
range of outcomes related to maternal and child health factors (Guttentag, et
al., 2014; Peters & Barlow, 2013; Dukewich et al., 1996; Milner, J., 1991,
Cadzow & Armestrong, 1998; De Paul & Domench, 2000; Orme et al.,
2000; Fraser et al., 2000; Cerny & Inouye, 2001; Chan et al., 2012, Chudal
et al., 2015, Combs- Orme et al., 2000).
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The CAPI has been widely translated for use across different languages and
cultures (e.g. Croatian (Pecnik & Ajdukovic, 1995), Greek ( Diareme et al.,
1997), Chilean (Haz & Ramirez, 1998), Finish (Haapasalo & Aaltonen,
1999) Chinese ( Chan et al., 2006), Belgium ( Grietens et al., 2007)
Japanese ( Kawamura et al.,, 2009) Thai ( Sawasdipanich etal., 2011),
Turkish ( Kutsal et al., 2011), Spanish (Bringiotti, et al., 1998), Argentinian
( de Paul etal., 1991) and German ( Sprangler etal., 2009), Italian (Miragoli,
2015) and has been found to be reliable (e.g. Internal consistency ranged
between .87 to .93 in the general population and .89 to .94 in the abuse
group), sensitivity ranged between 83 to 100% and specificity from 85 to
100%.While the CAPI has been extensively researched among different
population groups, it has not been translated into the Arabic language or
specifically implemented with Arab communities. Although it could be
argued that tools developed for Western cultures may not be suitable for
another culture (Schmidt & Bullingn, 2003), a number of tools that were
adapted from Anglo- American cultures have been found to be reliable in
Arab countries, including the Edinburgh Postnatal Depression Scale
(EPDS), (Ghubash et al., 1997), Mini Mental State Exam (MMSE) (Wrobel
& Farrag, 2008), and the Quality of Life Index (Halabi in 2006).

The research was conducted with women who are pregnant rather than
parents of older children because this is a key time to be working in terms of
preventing child abuse, and because the use of this tool with parents of older
children has already been widely undertaken. Although fathers are
important group, and should be screened in the future, the current research

focuses on mothers at this initial phase.

An expected outcome from this research is the production of a validated
Arabic CAPI, which could then be used in Oman and other Arab speaking
communities. This could help to inform developing policies related to child
protection and the use of preventive programmes in Oman and other Arab

countries.
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1.8 Thesis Structure

This thesis presents the findings of a study assessing the reliability and
validity of the Child Abuse Potential Inventory in Oman, an Arab Muslim
country. The research was carried out as three separate phases. The first
phase was aimed at adapting the English CAPI into Arabic language and
pilot testing it. The second aimed at assessing the prevalence of Omani
pregnant mothers scoring above the cut—off value suggested by Milner and
evaluating the stability of scores over a two weeks period. This quantitative
study also assessed the reliability and validity of the Arabic CAPI. The third
phase of the study involved the use of qualitative methods and aimed at
exploring the views of mothers and health care and social sciences
professionals involved with child protection of the CAPI and its use at
Primary Health Care level.

Chapter one was the introductory chapter and described concept areas
related to this research. Chapter two describes a literature review focused on
translated versions of the CAPI across different cultures and languages. The
third chapter describes the methods used for carrying out this research in
Oman. This includes a description of each phase of the research project;
local logistics, study governance, ethical clearances for carrying out this
research, recruitment process and data management of all three arms of the
study. Chapter four presents details of the adaptation process, methods and
findings. Chapter five presents results of the longitudinal study in terms of
prevalence and stability. Chapter Six reports the findings with regard to the
psychometric properties of the Arabic CAPI. Chapter seven reports the
results of the qualitative research and Chapter eight provides an overview of

the findings, and examines the implications for future practice and research.
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Chapter Two
Literature Review

2.1 Introduction

The previous section provided background information on Oman, local
policy and practice regarding child abuse and the CAPI which is the tool of
interest for this research. This chapter will discuss the findings from the

literature on the psychometric properties of translated versions of the CAPI.
2.2 Search and Inclusion Criteria

To locate studies assessing the psychometric properties of translated
versions of the CAPI, a number of key data-bases were searched including
Medline, ASSIA, CINAHL, Psychinfo and EMBASE. Other sources
including the COCHRANE Library, the ISPCAN library, the NSPCC
library and UNICEF were also searched. Additionally, search engines such
as Google scholar and the three main child abuse journals were explored:
Child Abuse and Neglect; Child Maltreatment; and Child Abuse Review.
Reference lists were also reviewed to identify further papers. The author
Milner was contacted to locate published and un-published papers on
translated versions of the CAPI. Although the search only included full
papers published in English Language, results from abstracts of papers

published in languages other than English were also included (Table 2).

The search was conducted using a range of the following key search terms;
Child Abuse Potential Inventory, CAPI, translation, psychometric
properties, validation. Papers were only included if they have assessed
translated versions of the CAPI in languages other than English. Papers that

tested the English CAPI in a cross-cultural setting were excluded.
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Table 2. Search methodology

Search terms # 1- Child Abuse Potential
Inventory or CAPI or # CAP
Inventory
#2- translation or translated
versions
#3- psychometric properties
#4- validation

Data bases Searched Medline, ASSIA, CINAHL,

Psychinfo and EMBASE. Other
sources including the COCHRANE
Library, the ISPCAN library, the
NSPCC library and UNICEF

Years searched 1986- 2017

Inclusion Criteria Studies that translated the CAPI
into a different language

Exclusion Criteria Studies that used the English CAPI
among a population

2.3 Included Papers

The literature search yielded papers published from fifteen different
countries; 1. Croatia: Pecnik & Ajdukovic, 1995, 2. Greece: Diareme et al.,
1997, 3. Chile: Maria Haz & Ramirez, 1998, 4. Finland: Haapasalo &
Aaltonen, 1999 & Ellonen et al., 2017, 5. Netherlands: Keuning et al, 2002,
6. Chinese population in Hong Kong: Chan et al., 2006, 7. Belgium:
Grietens et al., 2007, 8. Japan: Kawamura et al.,, 2009, 9. Thailand:
Sawasdipanich et al., 2011, 10. Turkey: Kutsal et al., 2011, 11. Italy:
Mirogoli et al., 2015. Four papers were published in foreign languages; two
in Spanish by Bringiotti, et al., 1998 on the validation of the CAPI in
Argentina and Perez- Albeniz and de Paul, 2004 in Spain, Germany
(Sprangler etal., 2009) and one from Brazil (Bergamo et al., 2009) but the
abstract was in English. Two reviews were also found addressing the use of
CAPI in translated versions - one was a meta-analysis (Milner and Crouch,
2012) and the other was a critical review (Walker and Davies, 2010). As
almost all papers (excluding Mirogoli et al., 2017 and Ellonen et al., 2017)
identified were included in the systematic review by Milner and Crouch,
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2012, a narrative summary will be provided in key areas related to this

research.

2.4 Psychometric Properties of Translated Versions of the

CAPI

2.4.1 Critical Appraisal of the Systematic Reviews Included
(Milner and Crouch, 2012 & Walker and Davis, 2010)

Although this is not a systematic review, the two systematic reviews have

been critically appraised using the Critical Appraisal Skills Program (CASP)

to evaluate the strength of the reviews and assess the reliability of the

results. Items included in the CASP are provided in table 3.

Table 3. Summary of Critical Appraisal using the CASP

CASP Item Milner and Crouch, | Walker and Dauvis,
2012 2010
1. Did the Review | Yes Yes, but not enough
a clearly focused papers were included
question
2. Did the authors | Yes Can’t tell, as two
look for the right studies were in ethnic
type of papers groups but it was not
clear if the English
CAPI was used or a
translated version
3. Do you think all | Yes No, only 3 papers were
the  important, published although
relevant studies there are almost 12
were included papers published before
2010
4. Did the reviews | Can’t tell Can’t tell

authors do
enough to assess
the quality of
papers included

No assessment of the
translation process

No assessment of the
translation process in
addition population
included parents with
history of neglect.

5. If the results
were combined,
was it

reasonable to do

Yes, results
combined  for
internal consistency.

were
the

No, the review reported
a classification rate of
70 to 89%, however
66% of the Croatian
abusers group had
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SO history of neglect.

6. What are the | Discussed below Discussed below
overall results of
the review

7. How precise are | Confidence intervals | Different groups were
the results were not provided. | combined with
Results combined | sampling flaw.
studies using different | Confidence intervals
criteria in terms of | not provided.
weighted/ non
weighted items and
cut-off score values

8. Can the results | Results  from  this | Results  from  this
be applied to the | research can be | research can be
local population | compared to finding | compared to findings

from cross cultural

studies

9. Were the | Yes Yes
important
outcomes
considered

10. Are the benefits | Not applicable Not applicable
worth the harms
and costs

Both reviews addressed clearly defined questions and both aimed at
assessing results of the psychometric properties of translated versions of the
CAPI among culturally diverse populations. However, results produced by
Walker and Davis (2010) were of limited value to this research as, although
27 studies were included, only three reported outcomes of translated
versions of the CAPI (Croatia, Greece and Chile). The review also reported
on findings among "ethnic groups™ in the US (Herman, 1995 and Blinn-Pike
and Mingus, 2000) but no proper description of the included population was
provided or whether the papers used an English US CAPI or a translated
version. This limited number of papers can be attributed to the fact that the
authors searched only two databases (Medline, and PsycINFO). This review
also reported a classification rate of 70 to 89% when it combined the results

of the Chilean and Croatian population. However, 66% of the Croatian
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abuse group were parents with history of neglect, while the CAPI is a tool

intended for child physical abuse.

The two reviews (Milner and Crouch, 2012 and Walker and Davies, 2010)
did not provide a description and critical appraisal of the adaptation process
in the included papers, which is a key point when assessing strength of
results produced by translational research (Hambelton et al., 2009). When
examining the individual studies that were identified through search of the
literature, it was noted that translation processes differed widely across
studies in terms of the following criteria; proficiency level of translators,
translated the original English into the target language or using an already
translated CAPI to another language (Grietens et al., 2007 from Dutch to
Flemish), solving discrepancies in translations through expert consensus and

carrying out a back translation).

Both reviews have answered clearly outcomes to be measured as outlined

below.
2.5 Findings of Existing Systematic Reviews

The review by Milner and Crouch (2012) carried out a meta-analysis to
assess the psychometric adequacy of translated versions of the CAPI. The
review aimed at: 1) comparing internal consistency for translated versions to
the original US-English version; (2) assessing classification rates of
translated CAPI’s; (3) evaluating the construct validity of the translated
versions; and (4) comparing data for translated versions to the English
(U.S.) versions. The authors carried out subgroup analyses to examine
differences based on population (i.e. general population versus abusive), and
meta-analysis was only conducted where there was sufficient homogeneity

in terms of population groups and classification methods.

The results for internal consistency found that general population estimates
ranged from 0.87 to 0.93 as measured by Cronbach’s alpha. The results
were comparable to results produced by the English (U.S.) CAPI, and the
authors concluded that internal consistency of the abuse scale is adequate

and stable across different translations.
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The second aim of this review was to assess the correct classification for the
translated versions of the CAPI. A meta-analysis was not conducted due to
the heterogeneity of the studies in terms of both approaches used for the
classification and the participants included. For example, the CAPI is
designed to measure child physical abuse, but two of the studies included
parents with previous history of child physical abuse and neglect (Tapaculo
& Aaltonen, 1999 and Pecnik & Ajdu-kovic) with 66% of parents having a
history of neglect in the Croatian study (Pecnik & Ajdu-kovic, 1995). This
may reflect a recognized coterminosity between different types of
maltreatment generally recognized in the literature. Nevertheless, Milner
and Crouch reported classification rates to range from 86.5% to 100% for
the general population and 83% to 100% for the maltreating groups.

The third objective for this review was to compare the construct validity of
the Abuse Scale of the translated versions to the original English (U.S.)
CAPI. The Abuse Scale is made up of six factor scales; Distress, Rigidity,
Unhappiness, Problems with Child and Self, Problems with Family, and
Problems from Others. The author concluded that across translated studies,
factor analytic data indicated relative stability among the prior three factors,
and instability with the latter three factors. Differences were also found in

the cut-off scales between the (U.S.) and translated versions.

Correct classification rates of the translated CAPI have yielded sensitivity
and specificity that were similar to the (U.S.) English CAPI. However,
Milner and Crouch indicate that, unlike the (U.S.) English CAPI, translated
versions of the CAPI can yield more “false positives” than ‘“false
negatives”. This could be due to the existence of different parenting
practices across different cultures and differences in the definition of abuse
across cultures. This may necessitate assigning different cut-off scores in
different populations, which can be produced after carrying out longitudinal
studies measuring outcomes in tested populations, or case-control studies

with abusive and non- abusive populations.

The review carried out by Walker and Davis (2010) had three main aims,

one being to assess the psychometric properties of cross-cultural use of the
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CAPI. This focused on assessing the internal consistency, sensitivity and
specificity classification rates in papers summarizing cross-cultural
validation of the CAPI. This review examined the results of three translated
versions of the CAPI: Croatian, Greek and Chilean. They reported internal
consistency for the Abuse scale of 0.91 -0.95 and correct classification of
the Abuse scale from 78% — 87.9%.

In terms of reliability the study reported that the CAPI has good internal
consistency for the Abuse Scale (0.91- 0.95). This however was not
replicated for subscales as “Problems with Child”, “Unhappiness”, and the
validity indices “The Random Response” and the “Inconsistency Scale”.
The authors suggested that these scales maybe measuring different concepts
and highlighted the importance of validating these measures cross

culturally.

The factorial structure was assessed in two papers (Diareme, and Haz &
Ramerez, 1997); one paper adopted a five-factorial structure and the other a
six-factor structure. Both studies reported a change in the item loading and

construct compared to Milner’s structure.
2.6 Second: Findings from Primary Studies

A total of seventeen papers were identified from the following countries:
Taiwan: Huang et al., 1992 (Abstract only), Croatia: Pecnik & Ajdukovic,
1995; Greece: Diareme et al., 1997; Chile: Haz & Ramirez, 1998; Finland:
Haapasalo & Aaltonen, 1999 and Ellonen et al., 2017; Netherlands: Keuning
et al., 2002, Chinese population in Hong Kong: Chan et al., 2006; Belgium:
Grietens et al.,, 2007; Japan: Kawamura et al.,, 2009; Thailand:
Sawasdipanich etal., 2011; and Turkey: Kutsal et al., 2011, Italy: Miragoli
et al., 2015. Four papers were published in foreign languages: two in
Spanish by Bringiotti, et al., 1998 on the validation of the CAPI in
Argentina, and de Paul et al., 1991 in Spain; Brazil: Bergomo et al., 2009
and one from Germany, abstract in English (Sprangler etal., 2009).
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2.6.1 Critical Appraisal of Included Papers

As a first step, critical appraisal was carried out comparing methodologies
used with stages recommended in published guidelines on translation
processes (Wild et al., 2009, Geinsinger, 1996, Sagheri et al., 2010). This
examined the rigor of the translation process, piloting of the CAPI, the
population studied, reported outcomes, and assessment of the validity of the
scales. The following section discusses the results of the appraisal that was

undertaken.
2.6.1.1 Description of the Translation Processes

Proper translation of psychometric tools is a crucial element in cross-
cultural translation studies to ensure the validity of the results.
Methodological flaws in the translation process can yield erroneous
conclusions and results which are difficult to detect (AlSalhi, 2004). All
included studies have provided a description of the translation process;
however, the rigor of the methods differed across the papers. Three papers
(Sawasdipanich etal., 2010, Haapasalo & Aaltonen, 1999 and Kustal, 2011)
provided a brief description of the translation process. Kawamura et al.,
2009 paper reported that a translation process was referred to in a different
article by Kako M. and Imazeki in 1999, which was not available.
Translation in the remaining papers was described in detail and carried out
by postgraduate level or professional translators. The translation to the
Flemish language in the paper by Grietens et al., (2007) was carried out in
cooperation with two universities, one in the Netherlands and one from the
Flemish part of Belgium. This study has, however, used the Dutch CAPI
(Devldere and Stevents 2001, Wglewski, 200), which was produced as part
of a master’s degree (not available on-line) and translated to Flemish
language, after gaining permission from the author. No proper description of
the Dutch CAPI was provided, and whether it was used in other research

studies other than the original master’s degree.
2.6.1.2 Proficiency Level of Translators

Chan et al, 2006, reported that translation was carried out by two

independent professional translators and three items were found to produce
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differences in meaning (less than 5%), and were solved by expert consensus.
To ensure suitability of the translated CAPI into the Chilean context (Haz &
Ramirez, 1998) the authors translated two versions of the CAPI; one made
in the US for a Latin population and one in Spain. The authors reported that
while some of the items remained unchanged, others were modified and one
item was removed as it did not apply to the Chilean Context (Not having a
telephone number). The Pecnik & Ajdu-kovic (1995) paper reported
translating the CAPI by the authors and professional translators. Diareme
and colleagues (1997) reported that translation was carried out by two
independent bi-lingual doctoral students following the Brislin’s (1970)
guidelines, and consensus meeting was carried out to resolve ambiguous
items (11%) and the Italian paper was independently translated by two bi-

lingual professionals and discrepancies were resolved through discussion .
2.6.1.3 Back Translation

Back translation is the process of translating a document that has already
been translated into a foreign language back into its original language.
However, there is controversy on the role of back translation in ensuring
semantic equivalence as different wordings may have different meanings
when translated, or there maybe gender variations (Mc Kena & Doward,
2005, AlSalhi, Geisinger, 1994). Five papers reported carrying out back
translations (Haapasalo & Aaltonen, 1999 and Kustal, 2011; Grietens et al.,
2007; Diareme et al., 1997, Miragoli et al., 2015). However, only the Italian
paper (Miragoli et al., 2015) reported that two items were divergent
following back translation and consensus was reached through discussion.
The remaining papers did not document how changes from the original
version were dealt with and whether the purpose of the back translation was

to ensure semantic equivalence or literal translation
2.6.1.4 Piloting the Translated Version

Three papers carried out pilot testing of the translated CAPI (Haz and
Ramirez, 1998, Chen et al., 2006 and Sawasdipanich et al., 2010). Chan et
al., (2006) described that the pilot testing indicated that it took the

respondents approximately 30 to 40 minutes, which was more than was
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anticipated by Millner (15 to 20 minutes). Haz & Ramirez (1998) reported
the need for reading aloud the CAPI to respondents as the pilot indicated
that their understanding level was lower than their reading level.
Sawasdipanich and colleagues (2010) reported that a pilot was carried out

with 20 parents, and that the internal reliability was 0.90 for that group.
2.6.1.5 Study Populations

Descriptions of the included study population are crucial to evaluate
whether findings can be compared between control and study groups, and if
they can be generalized to other population groups. Validation of the
translated CAPI across the current studies was carried out among
populations with different characteristics. This included parents with a
history of abuse and those without and mothers or fathers with different
socio-demographic characteristics. Nine studies (Maria Haz & Ramirez,
1998, Kawamura et al., 2009, Pecnik & Ajdu-kovic, 1995, Kutsal et al.,
2011 and Diareme et al., 1997, Keuning et al., 2002, Sawasdipanich etal.,
2010, Miragoli et al., 2015, Ellonen et al., 2017 ) have assessed potential for
child abuse among both mothers and fathers, while three studies (Haapasalo
& Aaltonen,, Grietens et al., 2007 and Chan et al., 2006) included mothers
only. Eleven studies (Pecnik & Ajdu-kovic, 1995, Diareme et al., 1997,
Haapasalo & Aaltonen,, Maria Haz & Ramirez, 1998, Grietens et al., 2007, ,
Keuning et al., 2002, Chan et al., 2006, Bergamo et al., 20009,
Sawasdipanich etal., 2010, Miragoli et al., 2015, Ellonen et al., 2017)
provided descriptions of the population in terms of gender, educational
level, socioeconomic status and child age and number of children. The two
studies by Kawamura et al., 2009 and Kutsal et al., 2011 did not provide

specific information.

The CAPI a tool for assessing potential towards child physical abuse had
been researched extensively among mothers. This was the case with the
main validation studies carried out by Milner (1980), where by the study
sample consisted of 12 males and 118 females, and in various cross-cultural
validations validation of the CAPI. Although nine studies (Maria Haz &
Ramirez, 1998, Kawamura et al., 2009, Pecnik & Ajdu-kovic, 1995, Kutsal
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et al., 2011 and Diareme et al., 1997, Keuning et al., 2002, Sawasdipanich
etal., 2010, Miragoli et al., 2015, Ellonen et al., 2017 ) have assessed
potential for child abuse among both mothers and fathers, three studies
(Haapasalo & Aaltonen,, Grietens et al., 2007 and Chan et al., 2006)
included mothers only. Percentages of mothers were much higher in five of
the studies (65 -80% of the population were mothers), two studies from Italy
and Finland had almost equal numbers and one study from Turkey had more
fathers than mothers, and one study just said parents without specifying

gender.

Both mothers and fathers have been identified as perpetrators of physical
abuse, and both mothers and fathers believe in corporal punishment (US
Department of Health, 2016). In a study carried out in Kuwait indicated that
86% of both parents believed in corporal punishment as a method of
discipline ( Qasem et al., 1998). However, while some research reports that
perpetrators are mainly the mothers (75% mothers versus 25% fathers)
(Sedalk et al., 2010, Department of Health, 2016) other research indicates
that perpetrators are most commonly male parents (fathers, step fathers or
partners) and that females are blamed due their inability to protect the child,
or not leaving an abusive partner, or other reasons (Farmer and Owen,
1998). A study by Schnitzer and Ewigman (2005) in Missouri, United States
that looked at child death reports of eight years indicated that 71.2% of

abusers were in-fact fathers.

Despite these facts the majority of studies aiming at preventing physical
abuse focus on educating or intervening with mothers (Martin, 1984). This
could be assumed because of the “stereotype” role of mothers as the primary
care givers to children (Martin, 1984, Bradey and Lindsay, 1987, Schaefer
et al., 2005). Or to the fact that the responsibility of protecting a child from
abuse is perceived as a role of the mother, and by empowering her you are
offering protecting to the child (Farmer and Owen, 1998). This is another

reason why this research focuses at this stage on mothers.

Six studies (Kutsal et al., 2011, Maria Haz & Ramirez, 1998, Kawamura et
al., 2009, Bergamo et al, 2009, Pecnik & Ajdu-kovic, 1995 and Haapasalo
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& Aaltonen, 2007), validated the CAPI where parents are known to have a
previous history of child abuse and no abuse. Eight studies (Huang et al.,
1992, Diareme et al., 1997, Keuning e al., 2002, Chan et al., 2006 and
Grietens et al., 2007, Sawasdipanich etal., 2010, Miragoli et al., 2015,
Ellonen et al., 2017) validated the instrument among the general population

only.

The study in Turkey (Kutsal et al., 2011) reported that four participants in
the study group were illiterate and none in the control group. This study also
reported high scores in the study group reaching 451. However, no analysis
was carried out to explore the association between the high scores and
characteristics of the population. Additionally, in the control group, 35 out
of the 47 mothers were recruited by doctors and nurses at the Well Child
Clinic, which may have resulted in an element of bias. Twelve were
recruited through social services where they were being supported for

economic insufficiency, which can carry a risk for abuse.

However, most studies relied on self-reporting of “not being abusive” and
only one study reported on measures of screening or ensuring that control
families were less likely to be abusive. One study (Haz & Ramirez, 1998),
had inclusion and exclusion criteria for parents in the control group, in
which they had to have a referral letter attesting that they were “good
parents”. The exclusion criteria included a range of child and social issues
(child with disability, domestic violence, and unemployment), which if

present, resulted in parents being excluded.

The CAPI is a screening tool for child physical abuse only, and using it for
other forms of abuse may produce classification errors (Milner & Crouch,
2012). However, in two of the studies, parents were responsible for child
physical abuse and neglect (Haapasalo & Aaltonen, 1999 and Pecnik &
Ajdu-kovic ,1995) with 66% of parents having a history of neglect in the
Croatian study (Pecnik & Ajdu-kovic ,1995).

2.6.1.6 Reporting on Validity Scales

Reporting on the validity indices allows a general acceptance or rejection of

the respondent’s scores. In the paper by Pecnik & Ajdu-kovic (1995), only
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the Abuse Scale was used for validating the CAPI in Croatia, and the
authors reported that they did not use the validity scales as they don’t
influence the scores of the abuse scale.

Chan and colleagues (2006), in their assessment of the CAPI among
Chinese mothers in Hong Kong, carried out an analysis on the sub scores of
the abuse scale, but no data on the validity indices were reported in this
paper. Similarly, in Thailand (Sawasdipanich etal., 2010), only abuse scores

were reported with no assessment of the validity scales being carried out.

Papers from the Netherlands, Italy and Finland (Keuning et al., 2002,
Miragoli e al., 2015, Ellonen et al., 2017) reported results from validity

indices.

2.6.1.7 Outcomes Measured

e Percentage of the population scoring above the cut-off score
suggested by Milner

In the study carried out by Milner (1986) 4.8% of the general population
scored above the 215 cut-off value. This same value was tested in cross-
cultural study as it was the gold standard against which general population
samples were tested. However, very few papers were able to obtain results
comparable to what was reported by Milner (table 2), and discrepancy
varied between scoring as low as 1.8% to as high as 21.9%. However, this
value in cross-cultural studies resulted in a range of different percentages
(table 4).

Table 4. Percentages of the General Populations Scoring Above the 215
Cut-Off Score

Author Country Percentage above 215

Ellonen et al., 2017 Finland 1.8% of mothers and
0.7% of fathers

Miragoli et al., 2015 | Italy 6.2%

Kustal et al., 2010 Turkey 21.2%

Grietens et al., 2007 Belgium 4.4%

Zeitschriift et al., | The Netherlands 17%

2002
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Maria Haz and | Chile 12%
Ramerez, 1998

Diareme et al, 1997 Greece 21.9%
Pecnik and | Croatia 10%
Adjuvenik, 1995

De Paul et al., 1991 Spain 8.7%

o Cut-off scores of the CAPI

The cut-off scores suggested by Milner (1986) were 215 and 166, for
general population and suspected abusers respectively. At these values, the
inventory is reported to classify about 80% and 90% of abusers correctly.
Kustal and colleagues, (2011) suggested using a cut-off score of 200.5. This
was calculated as the average scores of the Turkish sample. The authors
attributed the need for developing a different cut-off score for the Turkish
population to the high scores reported (i.e. maximum of 451 for the study
group and 388 for the control group) and the high difference in means
between the two groups (i.e. M= 200.5, SD= 108.6 for the abuse group, and
(M= 142.9, DS= 89.9 for the control group). Cultural differences in child
rearing practices and the acceptance of corporal punishment as a method of

discipline was thought to be the reason for the high scores.

The Greek study by Diareme et al. (1997) concluded that there is a need for
developing a new cut-off score for the Greek population. This was because
the Greek population had scored higher on all scales of the CAPI except for
the “Problems with Child Scale”, and similarly attributed this result to
differences in parenting practices and attitudes towards child rearing
practices among the two cultures. However, the study indicated that the US
CAPI scores had correctly classified 78.1% of respondents into the abusive
group and 88.6% in the non-abusive group.

Kawamura and colleagues (2009) in the validation of the CAPI in Japan
reported that a discriminant analysis between abusers and non-abusers
indicated that a value of 159 had distinguished abusers and matched
controls. Analysis with the general population indicated a cut off score of

218, which was the discriminatory value obtained from the upper 5% of the
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sample population. These values correctly classified 90% for the abuse
group and 85% for the general population. The study concluded that these
values were equivalent to the 166 and 215 cut off scores suggested by
Milner.

Finland, known for its comparatively low rates of child abuse, suggested a
cut-off score of 100 for provision of preventive strategies, as only 1.8% of

its population scored above 215.
« Suitability of the translated CAPI to the target culture

All studies used quantitative methods of assessing the suitability of a
translated CAPI for assessing potential for child abuse. None of the papers
reported assessing acceptance or relevance of the CAPI through qualitative

research.

Maria Haz & Ramirez (1998) assessed the suitability of each item of the
scale to the Chilean culture and highlighted that the item related to neatness
of a child did not relate to abuse or to social class in the Chilean population.
The study concluded that 55 items of the 76 Abuse Scale were
discriminatory. The remaining items ranged between non-discriminatory
(six items) and not great enough to produce differences among the two
groups (15 items).

The Finish study (Haapasalo & Aaltonen, 1999) aimed at assessing potential
for child abuse seven years after being involved with CPS. This study used a
mixed-method approach whereby structured interviews were used to assess
an array of issues related to previous history of abuse and child-rearing
practices, following use of the CAPI. Although the CPS group had higher
scores than the non-CPS parents, some of them had been identified as being
neglectful as well as physically abusive.

o Reliability

Internal Consistency Reliability is defined as the way in which various items
measuring different constructs in a test deliver consistent results using
Cronbach o (Streiner, 2003). Nine studies reported the Internal Consistency
Reliability of the Abuse Scale (Huang et al., 1992, Diareme et al., 1997,
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Pecnik & Ajdu-kovic, 1995, Keuning et al., 2002, Grietens et al., 2007,
Kawamura et al., 2009, Miragoli et al., 2015, Ellonen et al., 2017). All of
them reported high scores for o ranging from 0.88 to 0.94.

« Sensitivity and Specificity

Sensitivity refers to the percentage of abusive parents who were correctly
classified to that group using the CAPI. Four of the included studies have
reported on that outcome (Kutsal et al., 2011, Chile, Haapasalo & Aaltonen,
1999 and Diareme et al., 1997), and estimates ranged between 76.5% and
91%. Specificity refers to the proportion of non-abusive parents correctly
classified to that group. Findings from the four studies ranged from 71% to
89%.

2.7 Conclusion

The CAPI is a well-validated tool for assessing physical child abuse, with
good psychometric properties. Findings of this overview of the literature
suggest that is also true for translated versions, although there are
limitations in terms of some of the studies reporting the findings from
translated versions. The review identified no Arabic versions of the CAPI,

thereby supporting the need to translate and test an Arabic version.

The results of this review of both secondary and primary studies indicate the
suitability of the CAPI for use in diverse cultural settings as a tool for
assessing potential for physical child abuse. However, they also indicate
there are some differences in the psychometric properties, which are likely

to be due to differences in culture or local practices.

Furthermore, although some of the papers attempted to use a multi-stage
methodology for the translation process, this was not the case for all
included studies. The process of translating the CAPI is key to producing
reliable results. Methodological flaws in the translation process can produce
erroneous conclusions and results that are difficult to detect (AlSalhi, 2004).
It is important to ensure “semantic and conceptual equivalence” when
translating the CAPI as this would affect the validity of data for the
translated measure (Milner and Crouch, 2012).

31



Chapter Three
Research Design and Methods

3.1 Introduction

Chapter two described the literature underpinning this research. This chapter
will discuss methods used for carrying out this research starting with
description of the over-all research design, hypothesis and questions. As this
research was carried out over three phases, description of each arm of the

study will be described separately at a later section of the chapter.

3.2 Research Design and Methodology

The research questions raised by this study focus on assessing the reliability,
validity and stability of the Arabic adapted CAPI in Oman. As answering
such questions (see below) requires the use of both qualitative and
quantitative methods of research, both types were used to address the

different research questions.

Qualitative methods were used twice during this research: first as part of the
initial adaptation process from English to Arabic, and then again at the final
stage of the research as a method of triangulation (Begley C.M., 1996, Jones
A. & Bugge C., 2006). This was carried out by interviewing a sample of
mothers who participated in the longitudinal quantitative phase to explore
their personal views on the suitability of the Arabic CAPI to Omani culture
and religion. Another aspect was to explore views of stakeholders working
in the field of child protection regarding screening for child abuse in general

and the use of the CAPI as a screening tool.

Quantitative research methods involved the application of the CAPI with a
population of Omani pregnant women, followed by the use of statistical
methods for analysis. The analysis aimed at assessing the prevalence of high
scores, and assessing the reliability and stability of the Arabic CAPI. The

study also aimed to examine the construct validity by exploring the factorial
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structure of the Arabic CAPI. All results were compared to the original

English CAPI and other cross-cultural translations.

The following sections will discuss the research methods that have been

used and applied in the three stages of the research, to answer the research

questions raised.

3.3 Research Aims

The principal aim of this research was to assess the reliability and validity of

an Arabic version of the CAPI and explore views about its acceptability as a

tool for assessing potential for child physical abuse.

3.3.1 Research Objectives

1)

2)

3)

4)

5)

To produce an Arabic version of the CAPI; through a multi-stage
process of translation, adaptation, cognitive debriefing and expert
consensus;

To assess the feasibility of implementing the Arabic translated
CAPI using a pilot study;

To assess the reliability, validity and cut-off scores of the adapted
Arabic CAPI in an Omani population of pregnant women;

To identify socio-demographic characteristics associated with high
scores on the CAPI;

To explore through qualitative research views of stakeholders on
the use of the CAPI in Oman.

3.3.2 Research Questions

The study will address the following research questions:

1.
2.

How best can the English CAPI be translated to Arabic?

How do the results produced by the Omani sample population
compare to the original English (US) CAPI and other cross-cultural
versions?

What are the reliability and validity indices of the Omani CAPI,

and how do the results compare with other versions of the CAPI?
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4.  What is the relationship between high scores and demographic
characteristics (mother’s age, educational level, parity, number of
gap years between current and previous pregnancies)?

5. What is the stability of the CAPI score over time?

6. What are the views of stakeholders (mothers and professionals)
about the appropriateness of the Arabic CAPI to Oman’s culture

and local context?
3.3.3 Research Hypothesis

Hypothesis 1: An Arabic-translated CAPI is a reliable and acceptable tool
for screening for potential for child physical abuse in Oman for both parents

mothers and fathers.

Hypothesis 2: Results from the Arabic CAPI would be comparable to other

cross-cultural translated versions of the tool.

Hypothesis 3: There is a relation between higher abuse scores and local

demographic characteristics such as low education level and income.

Hypothesis 4: Score results will remain stable at the two weeks retest of the
CAPI

Hypothesis 5: An Arabic version of the CAPI will be acceptable and

relevant for use in Oman among the general population and professionals.

3.4 Research Methods

3.4.1 Introduction

This research was carried out in the Muscat Region which is the capital and
largest city in Oman. Almost one third of the population of Oman reside in
Muscat, which accounts for about 1.56 million (NCIS, 2015) comprising
Omanis and expatriates. Muscat is sub-divided into six governorates and

spans over 3,500 Square km.

This research consists of six parts carried out over three phases. Both
quantitative and qualitative data were collected and analysed consecutively
(Figure 2).
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The first step was the development of an Arabic CAPI, which was carried
out through a lengthy process of translation and adaptation of the English
(US) CAPI. The adaptation phase was multi-stage, and involved the use of a
Delphi process, cognitive debriefing, back translation, and piloting the
adapted CAPI at two primary health centres with a population of pregnant
women (n=60). The longitudinal study involved the collection of data from
seven primary health centres in Oman at two points in time. The third phase
involved one-to-one interviews with 11 mothers from phase two and ten
professionals from ministries of social development and health to explore

their views on the acceptability and relevance of the CAPI to Oman.

Figure 2. Timeline of Research Methods

a ) @ ) 4

Phase One Phase Two

Phase Three
(Nov 2015- Mar 2016) (Apr 2016- Sep 2016) (Dec 2017- April 2017)

1.Adaptation process 3. Prevalence study

2. Pilot 4. Stability Study S

5. Interviews with mothers
6. Interviews with

Mixed methods | Quantitative method | Qualitative method

Y

3.4.2 Research Governance and Ethics

Ethical approval for carrying out this research was sought from a research
ethics committee in the UK, in addition to appropriate bodies in Oman.
Approval was granted by the Biomedical Research Ethics Committee
(BSREC) from the University of Warwick following some minor concerns
concerning the possibility of following all the sites on weekly basis being
satisfactorily addressed (Appendix 2).

Ethical approval to carry out the research at health facilities in Oman was
granted by the Research and Ethical Review Committee (RERC) (Appendix
3), from the Ministry of Health and no amendments were requested. Once
approval was obtained, agreement was sought from the Directorate General
of Health Services in Muscat Region, where the study was conducted. The
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Director General issued a letter to all health centres to facilitate the conduct

of the study.

Following the completion of the longitudinal study, a request for ethical
approval along with the qualitative research documents were submitted
again to both committees ( BSREC and RERC) for approval of this part of
the research. Approval was granted by both (Appendix 4).

3.5 Description of Research Methods

3.5.1 Study One: The Adaptation Process and Piloting the Arabic
CAPI.
Following literature review, selection of the tool and discussion with experts
from Warwick, Oman and the original author of the CAPI (Joel Milner), the
process of developing an Arabic CAPI commenced. Adaptation of the CAPI
from English to Arabic followed guidelines suggested by the International
Society of Pharma-economics and Outcomes Research (ISPOR) on cross-
cultural translations of psychometric instruments (Wild et al., 2005;
Landerkin, 2005). These guidelines are lengthy and resource consuming but
promote good practice in the field of translational research. They suggest
using ten steps, which were used iteratively with some modifications to suit

local circumstances.
3.5.1.1 Step One: Preparatory Phase

Preparatory phase is a pre-translation step and is critical for assessing the
suitability of the tool of choice to the local culture and language it is
intended for. This step preceded the translation and involved requesting the
author’s permission to use the tool, explanation of the concept being
researched, selection of a local in-country expert, and obtaining ethical
approval for developing the tool. The author of the CAPI was contacted by
email and a local in-country expert was contacted for consultation and

guidance.

The tool was discussed with an in-country assistant professor from the
Sultan-Qaboos University Oman, who is considered as the lead person on

Child Abuse and Neglect nationally. The discussion concluded that the
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CAPI did not contain items that were offensive to the local community and

researching its suitability to Oman was justified.

However, there were doubts about six items, and the author Joel Milner was
contacted to obtain his permission on adapting the CAPI to Arabic and to

further clarify the ambiguity (discussed further in Chapter 4, Table 7).
3.5.1.2 Step Two: Forward Translation

Following the approval of the CAPI’s author (Dr Joel Milner) in 2014 to
translate the CAPI from English to Arabic (Appendix 5), two translations of
the CAPI were independently carried out. One was conducted by a certified
translation agency that carries out medical translation services to provide a
“Specialist” translation, and the second by the primary investigator for a

“Colloquial” translation.
3.5.1.3 Step Three: Reconciliation

Both translations were reviewed, and compared with the English version to
ensure equivalence of the meaning in both languages, along with suitability
and clarity of the items to the Omani culture. Both translations were
discussed with an in-country expert to reflect on the cultural sensitivity and
suitability of tool items to Oman, and to agree a combined version for
further testing. Both translations were compared and the most accurate
meaning to the source English was chosen (Landerkin, 2005). An Arabic
form was finally synthesized for further testing.

3.5.1.4 Step Four: Cognitive Debriefing

Cognitive debriefing was used to assess the comprehensibility, clarity and
cultural acceptability of the newly-developed tool with a group of the target
population. A multi-stage revision process was carried out which involved

E-Delphi rounds, in-depth interviews, and expert consensus.
e Recruitment

Through personal communications with officials from ministries and
organizations involved with children in Oman, ten individuals were

recruited. Criteria for selection included being bi-lingual, having an interest
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in research, and access to the internet. When names and contact details of
nominees were received, an email explaining the objectives of the study,
duration and expectations of their involvement was sent separately to each
participant. Individuals who agreed to take part in this research were then
asked to return the email consenting to participate. When participants
declined to participate, a thank you email was sent to them and a request to

their organization was sent for a replacement.
o Participants

The following individuals agreed to participate: two social workers from the
Ministry of Social Development; three doctors - one was a Paediatrics
Accident and Emergency Consultant and two were family physicians from
Primary Health Care; two from the Ministry of Education - one teacher and
one a school social worker; a Nurse from the Early Intervention Society for

children with disabilities; and two parents (a mother and a father).
o Procedures

Upon receipt of the consent email, a copy of the translated Arabic CAPI was
sent to the participants for review and comments along with the English
CAPI. Participants were sent a reminder email on day ten from the first
email. Participants who did not respond by the 14th day were sent a
reminder email and follow-up phone call. Most participants requested extra
time to complete the first revision. If no response was received after 3

weeks, they were considered as having dropped out of that round.

Following the first Delphi round, all comments and feedback were carefully
reviewed, categorized and discussed by the researcher and in-country expert
to reach consensus and produce a revised version. This second version was
sent to the same participants, who were asked to choose between different

options where particular discrepancies were found for individual items.
e In-Depth Interviews

To finalize the Arabic tool, the participants were invited to be interviewed.

The interview was divided into two parts: the first part involved a discussion
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of linguistic variations and the second a discussion of the cultural

appropriateness of the items.

After incorporating the feedback from respondents, the tool was adapted and
both the Arabic and English versions were shared with the in-country expert
and a language expert from the language centre at the Sultan Qaboos
University, following which minor modifications were made based on their

recommendations.
3.5.1.5 Step Five: The Pilot

Pilot testing of the translated version was carried out in two health centres.
This step is an added step to the ISPOR guidelines and was carried out
before the back translation to test operational logistics and acceptance of the
tool by health care providers and local population, particularly because the
tool is long and takes 20-30 minutes to fill, concerns were raised to whether

the mothers would accept filling it in.

It was expected that 3 participants would be recruited per day, and a set of
thirty copies of the study tool was therefore prepared and handed to the
nurse in charge; each set contained a patient information leaflet, a consent
form, and the Arabic CAPI. Clients were recruited at the antenatal waiting
area while waiting for their appointment to see the doctors. The tool was
presented to them as a tool for assessing attitudes towards child-rearing

practices.

Both health centres were visited on daily basis; Ruwi health centre from 8 to
11 and Wattayah from 11.30 to 2 pm. This was to provide the nurses with
support and to address any logistical issues, such as the provision of a quiet

place to complete the questionnaire.

Data were collected on a daily basis from both sites, and entered manually
on a secure online database that belonged to the distributing company of the
CAPI (PARNIC). Double entry was carried out on every 5th form to check
the accuracy of data entry. Results were transferred to an Excel spreadsheet
for analysis, which involved the use of descriptive statistics (e.g.

frequencies, means and standard deviations).
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3.5.1.6 Step Six: Back Translation

Back translation is the process of translating the target language tool into the
source language with the aim of verifying the translation of the research
instrument. The process involves two main components: comparison
between the source and target versions and testing both versions on
respondents to elicit any differences in their answers (Brislin et al., 1973).

Following the development of the Arabic CAPI with comments from the
pilot and the cognitive de-briefing process, the Arabic CAPI was given to an
independent translator to translate it back to English, following which a
group of participants was recruited to compare the three versions to each
other as follows: Target to back-translated version; target to source; and

back-translated to source.
3.5.1.7 Step Seven: Back Translations Interviews

To finalize the Arabic tool, the participants were invited to be interviewed.
The interview was divided into two parts: the first part involved a discussion
of linguistic variations and the second a discussion of the cultural

appropriateness of the items.
3.5.1.8 Steps Eight and Nine: Proof Reading and Finalization

After incorporating the feedback from respondents, the tool was adapted and
both the Arabic and English versions were shared with the in-country expert
and a language expert from the language centre at the Sultan Qaboos
University, following which minor modifications were made based on their
recommendations. As a result the tool was finalized and was ready to be

tested in the next phase.
3.5.1.9 Step Ten: Final report:

The final step involved the production of a report detailing the steps, which
were then produced as a paper and submitted to the journal Child Abuse and
Neglect ( AlAbduwani et al., 2017) (Appendix 6).
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3.5.2Study Two: Assessing the Psychometric Properties of the
Arabic CAPI

This study involved testing the Arabic CAPI on a population of pregnant
mothers at two points of time: initially at (Prevalence Study) and after two
weeks (Stability Study).

3.5.2.1 Setting of the Research

This study was carried out in the Ante Natal Care (ANC) Clinics in Muscat
Region. These clinics provide routine care for low-risk pregnancy® from the

inception of pregnancy till 38 weeks of gestation.
3.5.2.2 Sample Size and Calculation

Assessment of the sample size required for this research was underpinned
by a number of factors: (1) the required sample size that would provide a
sufficiently representative sample to enable generalization of the results to a
general population of Omani pregnant women; (2) the practical constraints
of recruiting the needed number within the time frame of the PhD; (3)
existing data from research studies on the cross-cultural validation of the
CAPI.

As there are no studies that have used the CAPI in an Arabic culture it was
decided to carry out a sample size calculation using the mean score value
produced by the pilot data in the current study, which produced a mean of
153 and SD of 60. In order to obtain results with a 95% CI of (141.2-164.8)
it was estimated that a sample size of 100 participants was sufficient.

However, we also aimed to conduct a factor analysis with the data obtained
from the main study, and we therefore also examined the guidelines
produced by Mundfrom et al (2009) for sample sizes required to conduct
factor analysis. The guidelines suggest that for a good criterion when the
level of communality is wide, and the variable-to-item ratio is more than 12
(Abuse scale comprises 77 items), a sample size of 75 is required, and

where the variable to factor ratio is 4 (minimum number of the problems

! Low Risk Pregnancy is defined as a pregnancy where there is no need for or will not
benefit from a medical intervention (ACOG, 2017)
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with family scale) the recommended sample size is 300. Guidelines
by Comery and Lee (1992) on the absolute number of cases for minimum
sample size in factor analysis also reports a minimum of 300 cases to
produce good results, 500 for very good and 1,000 or more excellent. Based
on the above pilot data, a sample size of 300 would result in a narrower
confidence interval (i.e. 146 — 159).

A decision was therefore made to carry out this research on a sample size of
300, which is feasible taking into consideration the recruitment rate of 3/day
* 7 health centres = 105/week and 315 in 3 weeks.

3.5.2.3 Sampling Procedures
o Study Sites

Seven health centres were randomly selected from a list of 27 health centres
in the Muscat Region. To ensure inclusion of all the governorates a health
centre was selected randomly from each governorate list by the coordinator
at the Directorate General of Health Affairs (DGHA) in Muscat Region.

Meetings were later arranged with the Medical Officer in Charge and the
Nurse in Charge to explain the conduct of the research, and responsibilities.
If they did not agree to participate, another health centre was selected from
the same governorate. Two health centres declined to participate: in one
staff requested financial incentive for participating which was not possible
and the other had construction work at the time of the research and so would
not be able to provide the mothers with the quietness needed for completing
the CAPI. Both sites were replaced by another facility from the same
catchment area. Each site was given 50 sets of the data collection tool, a lap-
tray, stationery, registers and my contact details. A WhatsApp group was
also created with a focal person from each site to facilitate discussion

regarding recruitment or any other emerging issues.
e Pregnant Women Sample

This study was carried out in the waiting area of the Ante Natal Care (ANC)
Clinics of the Primary Health Care Centres. These clinics are meant for
routine care of low-risk mothers from the inception of pregnancy till 38
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weeks of gestation. The mothers were included if they were Arabic speaking
with adequate literacy at a level that enabled them to read and complete the

tool. The study included mothers who were primi-parous and multi-parous.

3.5.2.4 Data collection tools

o Demographic Form

The demographic questionnaire was administered to pregnant women and
included questions about demographic and social factors such as
respondent’s age, gestational age, educational attainment, employment
status, type of work and income level, and whether they live in a nuclear or
extended family. The questionnaire also asked whether this pregnancy was
planned for, if the mother was multigravida, the number of gap years,
gravida and parity. Table (5) describes the operational definitions for the

variables used in the form. The form is presented in (Appendix 7).

Table 5. Operational definitions for the Demographic Form

Variable Operational definition

Age Age of the mother in years as calculated by the
date of birth

Gestational Age Measure of the age of the pregnancy in weeks as
calculated from the last menstrual period (if

Known) or the first ultrasound scan

Educational level The highest degree of education the mother has
completed, this is ranked as primary (up to 6™
grade), Secondary (up to 12" grade), graduate

and post-graduate

Employment status | Categorized as employed within a paid scheme,
or not in paid employment, which includes

housewives and retirement

Type of work The type of paid job the participant undertakes,
which is categorized as unskilled, technical or

professional
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Income level Family income in the sum of all cash payments,
received in a month. Ranked as low income (<
499 OMR), medium ( 499- 999 OMR), high (>
1000 OMR)

Nuclear family A living condition that includes birth parents of
the child and the child only

Extended family A living condition whereby the family are living
with the grandparents and other members of the

family

Planned pregnancy | Mother intending/ wanting to get pregnant and

would stop contraception if she was using them

Number of gap | Number of years between this pregnancy and

years previous one.
Gravida Numbers of times a mother has been pregnant
Parity Number of living children

e The Arabic Translated CAPI

The CAPI has been discussed in the previous section. The Arabic-translated
CAPI refers to the final Arabic-translated version following the translation
process and pilot, detailed previously. All 160 items were preserved and
only modifications were made to ensure that the tool suited the local

context. The form is presented in (Appendix 8).
e Client Information Leaflet

A Client Information Leaflet was provided to interested women to inform
them about the research, and encourage them to participate. The information
sheet included the time-line and details regarding participation in the
stability study. Confidentiality of information and concealment of the results
was highlighted in addition to the right of the participant to withdraw at any
point. Participants were informed that they will not be able to obtain their

individual scores (Appendices 9 & 10).
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e Consent form

After receiving information about the study, all participants were asked to
sign a consent form to indicate their approval to participate in the research.

The form is presented in (Appendix 11).
3.5.25 Study Governance in Oman

Following the approval of the Omani MOH Ethics Committee, a letter was
sent to the Directorate General of Muscat Region, which governs all the five
Willayats, informing them about the research and requesting them to
cooperate. The researcher later met with each Medical Officer in Charge
(MOIC) of the facility to explain about the study and the need to recruit a
focal person; the Ante Natal Clinic (ANC) nurse for the implementation of
the research. A follow-up meeting with the nurse in charge and the ANC
nurse at each participating site was carried out to discuss the study and

requirements for participation.

A hands-on training was carried out to familiarize the staff with the forms
and train them in how to complete the questionnaire in case the mothers had
any questions. The focal nurse was requested to keep a register of all
women who agreed to participate, with their contact details. Consent forms,
and the CAPI questionnaires were kept with the ANC focal nurse in
individual envelopes with serial numbers. Follow up with the focal nurse on
the progress of recruitment was carried out on a daily basis via telephone
and weekly meetings. Each site was asked to recruit 50 mothers and was
provided with a register file to record contact details of the mothers and the
study forms. Completed forms were kept in a locked cabinet in the ANC

Clinics and were collected by the researcher on a weekly basis.

3.5.2.6 Data Collection

« Data collection procedures

The ANC nurse communicated with the women in the waiting area and
informed them that a research study on parental attitudes regarding child
rearing practices was currently being conducted at the ANC Clinic and
gauged their interest in participating. If a mother was interested she
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provided her with the client information leaflet for further information.
Once the mother approved the nurse entered her name and contact details in
the register, asked her to sign the consent form and handed her a package
containing the demographic form and the CAPI. The mother was guided to a
quiet place and was given a lap-tray on which to place the form for ease of

completion.

Mothers were advised to complete the CAPI alone. If, however, she
required any assistance or clarification, then she could ask the nurse.

Otherwise she was asked to return the completed form.

The forms were coded with no identifiers of the participant’s name. All
forms were later stored separately in a locked cabinet at the ANC clinics at

the health centre, and were collected on a weekly basis.

To increase respondents’ confidence about being involved in the research, a
number of measures were implemented including incorporating both the
Warwick Medical School Logo and the Ministry of Health Logo on the
Client Information Leaflet. The researcher’s name and email address were
also included in leaflet. Respondents were also assured that they would not
miss their turn in seeing the doctor, and if they were called before finishing
the form, then they could take the form home with them and return it the
next day preferably and the nurse made a note in the register. Once the
mother returned the first CAPI, the study nurse calculated 2 weeks and
noted down the date in the register and on the second form for the stability

study.
3.5.2.7 Data management and analysis

Data analysis was undertaken using SPSS version 23. Descriptive and
inferential statistics were used to analyze the data obtained. The prevalence
of potential for child physical abuse was examined using means and
standard deviations for the overall score (Abuse Scale) and subscales
(Distress, Rigidity, Unhappiness, Problems With Child and Self, Problems
with Family and Problems from Others) along with the three validity indices
( The Lie Scale, The Random Response and The Inconsistency Scale).

Classification was carried out using Milner’s cut off score of 215 and a cut-
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off value of the upper 5% in the Omani population. Differences between
groups were examined using Chi-square test for the categorical variables
and student t-tests for continuous variables by comparing the means and
standard deviations. Findings were compared both to the original Milner

sample and cross-cultural studies in other countries.

Scores of the CAPI were computed and correlation analysis was carried out
with socio-demographic information, in order to assess if there were
associations between total sores (high & low) and socio-demographic

characteristics, such associations were examined using t-tests.

Reliability was estimated using Cronbach’s alpha, using the scale module
on SPSS to generate this statistic. The recommended Cronbach’s alpha
score is 0.7- 0.9, scores lower than 0.7 are considered to represent low levels
of consistency and scores higher than 0.95 may reflect duplication of
content across items and point to redundancy rather than homogeneity
(Streiner, 2003, Lance et al., 2006, Nikiema et al., 2012, George and
Mallery, 2007).

The test-retest reliability was assessed over the two weeks interval using
Pearson r. The assumption was that scores would not change significantly at

the re-test.

Principal Component Analysis was used to explore the hypothesized
construct of the Arabic CAPI. This method has been used in the translation
of the CAPI in Japan, Spain and Greece (Kawamura et al., 2009, Diareme et
al., 1997, Haz and Ramirez, 1998). There are a number of ways of
conducting Principal Component Analysis (PCA), and the choice of
statistical method to be used. In this research statistical methods used by
Milner and other cross-cultural studies that carried out similar trials were
replicated. A Scree test for eigenvalue differences and Varimax Rotation

were used to determine the appropriate number of factors.

o Dataentry
An Access database was developed for data entry and analysis using the

same weighting scores suggested by Milner. Data were entered manually.

47



Double entry was carried out randomly to check for data accuracy. Data

were later transferred to Excel and then exported to SPSS for analysis

o Data Storage
The questionnaire data were stored on the researcher’s personal computer
and hard drive with a password-protected system. All data will be destroyed
5 years following the research. Only anonymised information was stored on
the laptop with no names or contact details. Individual questionnaires were
identified by a unique study number and did not include any identifiable
data. The identifiable data used for contacting study participants were held
in hard copy only in a locked cabinet in Oman for the duration of the PhD.
All hard copies will be shredded after three years. The hard copies only
have an identification number which correlates with an identification

number on the demographic form, which was stored at a different place.

3.5.3 Study Three: The Cultural Acceptance of the CAPI in
Oman

3.5.3.1 Introduction

This section illustrates the qualitative techniques employed in terms of the
design, sampling selection, recruitment, and interview procedures. The aim
of this research was to explore using in depth interviews with stake-holders
(mothers and professionals) their views about the CAPI as a tool and the
practicalities of implementing it as part of the health system. In addition, the
research aimed at understanding attitudes towards parenting programmes as
a possible method of shaping parenting practices. The views of the two
groups of stake-holders were examined separately - mothers as a group
representing the community and professionals from the Ministries of Social

Development and Health as another party.
3.5.3.2 Semi- Structured Interviews

Semi-structured interviews were used for this study. An alternative method
of Focus Group Discussion was considered initially, but was discarded due
to the sensitive nature of this research, and the shy nature of women in

Oman making it difficult sometimes to vocalize their opinions. Semi-
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structured interviews were thought to give a more private and protective

opportunity for women.
3.5.3.3 The Interview Guide

Two interview guides were developed before starting the interview; one was
for the mothers and the other was for professionals along with an
information leaflet for this part of the research. The interview guide was
developed following the longitudinal study and a series of brainstorming
meetings with my supervisors at Warwick. The following steps were
implemented when developing the guide; the use of open-ended questions,
placing the questions in sequence starting with the most general ones, and
the use of props and prompt to ensure the continuity of the interview and the

ability to explore deep issues (Patton, 1990).

Based on the guide developed for the mothers, questions were developed for
professionals, exploring the same main issues in addition to exploring their

views about screening for child abuse and neglect in Oman.

Both guides were later translated to Arabic and reviewed in Oman by a local
expert in qualitative research to assess their cultural suitability and
acceptability (Baalabki and Baalabki, 1999), (Chapter Seven).

3.5.3.4 Information Leaflet

An information leaflet was also developed for this part of the research,
explaining the research process, aims and objectives, confidentiality, data

security and involvement procedures (Appendix 10).
3.5.3.5 Ethical Clearance

All research documents for this part were re-submitted to BSREC and the
Research Ethics Committee in Oman for approval. The approval was

granted with no further amendments needed.
3.5.3.6 Sampling

Several methods exist for sampling strategies in qualitative research, and

selection of the appropriate method depends on the aim of the research and
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available resources. Some of the methods commonly used are; convenience

sample, judgmental sample and theoretical sample (Marshall, 1996).

The primary aim of this research was to explore the views and attitudes of
mothers who were involved in the longitudinal study on the CAPI and its
use in Oman. However, it was thought that it would be of value to
understand the views of mothers with different scores; low, intermediate and
high, and whether the CAPI score would influence mother’s perceptions on
the tool. As such a purposive sample was recruited and interviews continued

till saturation was reached.
o Mothers

Three lists of mothers were generated by my supervisor at Warwick,
representing those with high, medium and low scores on the CAPI. | (the
researcher) was blinded to their scores to avoid having any subconscious
judgment towards the participants. All mothers from the list were contacted
by phone to thank them for participating in the longitudinal study and gauge
their response to participate in the qualitative research. If they accepted,
then copies of the Information leaflet and the CAPI were sent to their local
health centre and kept with the receptionist. They were asked to contact me

(the researcher) by phone with their answer.

For those mothers who did not respond, a follow up call was made after a
week to check if they wanted to participate or not. Once a mother accepted,
a meeting point and time was set at her convenience to complete the
interview. As these mothers were in the post-natal period, and in the Omani
culture mothers in the post-natal period go to their family house for the first
forty days and it is not culturally acceptable for her to leave the house, most
of them preferred to be interviewed at home. The mothers were asked
therefore to provide a point location on “whatsapp” and | would drive to
them. Otherwise they were given the option of being interviewed at one of
the clinic rooms at their local health centre or any place that suits their

circumstance.
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o Professional Informants

The aim was to have a mixed pool of professionals involved with families
with abuse and decision makers from Ministry of Social Development and
Ministry of Health as they are the two most prominent stakeholders
responsible for child protection. | initiated this phase by requesting a
meeting with the Director General of Social Development (MOSD) and the
Director General of Health Affairs (MoH). In the meeting | briefly
explained the nature of my research and the processes that had been
completed, and requested their support in engaging staff from their
facilities.

3.5.3.7 Procedures
o Mothers

Each interview began with a preamble, that included introducing myself,
thanking the participant, congratulating her on the new born, re-capping the
aim of this research, setting the parameters of the interview ( audio
recording and consent form to be signed), assuring confidentiality even if a
quotation was made, and the right to withdraw from the study at any stage.
The participants were assured that the there is no right or wrong answer and
that the study is rather interested in their thoughts, views and ideas.

Mothers’ interviews were carried out in the Arabic language.

The interview then proceeded as per the interview guide and was recorded
on a digital recorder. At the end of the interview they were thanked for

agreeing to participate.
o Professionals

Following similar steps to above, interviews were carried out with
professionals from both ministries. Participants were assured that the
interview was to ascertain their views on the CAPI and on screening for
child abuse, and that no questions would be asked on their opinion of their

organization.
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3.5.3.8 Data collection and processing

All interviews were digitally recorded as this offers a better opportunity for
analysis and preservation of the interviewee’s own words. It is, however,
more resource and time consuming (Smith and Sharon, 2001, Hancock et
al., 2007). All mother’s interviews were transcribed, translated and typed by
the researcher; this was carried out to immerse myself with the data. As a
native Arabic speaker the researcher had no problem in understanding the
informant. However, the process proved to be lengthy and a budget was
requested from the Omani Cultural Attaché in London, and a transcriber
was recruited. All transcriptions were later done in Arabic language, as it is
difficult to find a professional and affordable translation/ transcription

service that would ensure the exact meaning of the words.

The recorded interviews were fully transcribed noting special circumstances

and non-verbal communications.
3.5.3.9 Methods of Analysis

Triangulation in research is defined as the use of multiple sources of data
gathering, theories or methods to study one phenomenon in one study (Shih,
1998). The method is generally used for two purposes: convergent validity
that aims to confirm a finding in research or to facilitate a holistic
understanding to increase the scope of understanding of a specific
phenomenon (Shih, 1998). In this research it was used mainly for the second
purpose aiming at assessing views of stake-holders on the use of CAPI in
Oman. With this theoretical framework, thematic analysis of the interviews

was conducted as follows:

e The transcripts were read carefully several times. Interesting and
repeated words and ideas were highlighted and marked on the right
margin of the transcript.

e Original themes derived from the interview guide were extracted
from the text and marked on the left side of the guide. They were
used as general themes while the emerging new ideas from units of

data were put together as lower levels of subthemes.
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e The original themes focused on opinions on the CAPI as a tool, its
cultural relevance to Oman, its use in a primary health care setting,
and how stakeholders perceived it as a tool for screening for
assessing potential towards child physical abuse.

e All analysis was carried out by the researcher; however, one
transcribed interview from each category was shared with the
supervisors at Warwick and the local expert in Quality research to

compare codes and themes extracted.
3.6 Budgeting and Financing

The resources required for this study for data collection and management
including the registries for following up the mothers, the demographic
forms, and the translated CAPI forms in Arabic were covered by funds
available from the Ministry of Higher Education, Oman. For data
management the Access software, Excel and the SPSS Data Software are
already available from the University of Warwick IT services. | have also
been given an administrator access through PRANIC in order to be carrying
out the analysis of the CAPI through the software designed by the company
free of charge.

A budget was also requested to cover expenses of transcriptions and other

logistics from the Omani Cultural Attaché in London.
3.7 Summary

This chapter has presented the methods for the three study arms - adaptation
of the CAPI, assessing the reliability and validity of the Arabic CAPI in
Oman, and exploring views of stake holders on the CAPI. The next chapters

will present the results.
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Chapter Four
Adaptation of the CAPI into Arabic Language

4.1 Introduction to Chapter Four

This chapter highlights the process and results of adapting the CAPI into the
Arabic language. Before proceeding it is important to distinguish between
two terms: test adaptation and test translation. Test adaptation is a process
that includes a number of steps such as assessing the suitability of a test to
measure a particular construct in a language different from that for which it
was originally developed, choosing translators, deciding on appropriate
measures for adaptation, and checking its equivalence to the original
language. Translation although an important step, is only one step in the

adaptation process (Hambelton et al., 2009).
4.2 Procedure

Adaptation of the CAPI from English to Arabic was carried out using a
multi-stage methodology that included cognitive debriefing, expert
consensus, piloting the tool and back translation (Sidani et al., 2010).
Guidelines suggested by the International Society of Pharma-economics
and Outcomes Research (ISPOR) on cross-cultural translations of
psychometric instruments (Wild et al., 2005; Landerkin, 2005) were used
iteratively with some modifications to suit local circumstances (Table 6).

Below is an explanation of each of the processes followed by the result.

Table 6. Adaptation process of the CAPI into Arabic using the ISPOR
Guidelines

Step Description Local Implementation

1. Preparatory | This step precedes the

Phase translation and
involved:
e Request for the
authors

permission  to
use the tool and
explanation  of

concept areas

The author Joel Milner was
contacted to request
permission to translate and
validate the CAPI to Arabic
language and to confirm this
had not previously been done.
Discussion was also carried
out regarding the meaning of
some of the items and
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e Selection of
local in-country
translators and

suitability to Arabic culture.
A local in-country expert was
invited for consultation and

experts guidance.
Forward Development of at | Two translations were
translation least 2 versions | developed and compared.
preferably by native
speakers
Reconciliati Synthesizing all | Both versions were reviewed
on translations into one | and discussed with the in-
version by an|country expert, and a
independent person | combined version  was
developed.
Back The foreign | Back translation was carried
translation language tool is|out by another independent
back translated into | translator and both versions
the source language, | were reviewed for
to ensure that the | comparison.
same meaning can
be derived
following
translation.
Back Review of the back | The back translated version
translation translation against | was first reviewed by the
review the source copy. main author, with agreement
from the local in-country
expert and academic
supervisors at the University
of Warwick. It was later
assessed at 3  different
settings, Arabic versus back-
translated English, English
back-translated versus source,
and Arabic versus source.
Harmonizat Detect and sort out | This was carried out through
ion translational interviews with participants,
discrepancies. followed by  consensus
meeting with a local expert.
Cognitive Review This was carried out through
debriefing translational an E-Delphi process followed
alternatives with a | by interviews.
local population.
Review of Assess  conceptual | Feedback from participants
cognitive equivalence. was reviewed and combined
debriefing into one version.
results and
finalization
Proof Check for minor | The final version was
reading errors that were | checked and reviewed.
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missed while
editing

10. Final report Report is written on | Writing an article on the
the development of | methods used.
the translation.

4.2.1 Cognitive Debriefing

Following the development of the first draft of the Arabic CAPI, cognitive
debriefing was used to assess the comprehensibility, clarity and cultural
acceptability of the newly-developed tool with a group of the target
population. A multi-stage revision process was carried out which involved

E-Delphi rounds, in-depth interviews, and expert consensus.

Through personal communications with ministries and organizations
involved with children in Oman, ten individuals were recruited. Criteria for
selection included being bi-lingual, having an interest in research, and
access to the internet. When names and contact details of nominees were
received, an email explaining the objectives of the study, duration and
expectations of their involvement was sent separately to each participant.
Individuals who agreed to take part in this research were then asked to
return the email consenting to participate. When participants declined to
participate, a thank you email was sent to them and a request to their

organization was sent for a replacement.

Upon receipt of the consent email a copy of the translated Arabic CAPI was
sent to the participant for review and comments along with the English
CAPI. Participants were sent a reminder email on day ten from the first
email. Participants who did not respond by the 14th day were sent a
reminder email and follow-up phone call. Most participants requested extra
time to complete the first revision. If no response was received after 3

weeks, they were considered as having dropped out of that round.

Following the first Delphi round, all comments and feedback were carefully
reviewed, categorized and discussed by the researcher and in-country expert
to reach consensus and produce a revised version. This second version was
sent to the same participants, who were asked to choose between different

options where particular discrepancies were found for individual items.
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4.2.2 In-Depth Interviews

To finalize the Arabic tool, the participants were invited to be interviewed.
The interview was divided into two parts: the first part involved a discussion
of linguistic variations and the second a discussion of the cultural

appropriateness of the items.

After incorporating the feedback from respondents, the tool was adapted and
both the Arabic and English versions were shared with the in-country expert
and a language expert from the language centre at the Sultan Qaboos
University, following which minor modifications were made based on their

recommendations.
4.2.3 The Pilot

Pilot testing of the agreed translated version with a local population was
carried out in two health centres. This was an additional step and was
carried out before the back translation to test operational logistics and

acceptability of the tool by health care providers and a local population.

It was expected that 3 participants would be recruited per day, and a set of
thirty copies of the study tool was therefore prepared and handed to the
nurse in charge; each set contained a patient information leaflet, a consent
form, and the Arabic CAPI. Clients were recruited at the antenatal waiting
area while waiting for their appointment to see the doctors. The tool was
presented to them as a tool for assessing attitudes towards child-rearing

practices.

Both health centres were visited on a daily basis to provide the nurses with
support and to address any logistical issues, such as the provision of a quiet

place to complete the questionnaire.

Data were collected on a daily basis from both sites, and entered manually
on a secure online database. Double entry was carried out on every 5th form
to minimize data entry errors. Results were transferred to an Excel
spreadsheet for analysis, which involved the use of descriptive statistics

(e.g. frequencies, means and standard deviations).
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4.2.4 Back translation

Back translation was carried out as followed: Target to back-translated

version; target to source; and back-translated to source.

4.3 Results
4.3.1 Preparatory Phase

Following forward translation, a number of items were identified as
presenting potential issues with cultural sensitivity and suitability within the
Omani/Arabic context: “I enjoy having pets”; “Spanking that only bruises a
child is okay; “My telephone number is unlisted”; “Sometimes I worry that I
will not have enough to eat”; “I have a good sex life”’; and “Right now I am
deeply in love”. Following discussion with the in-country expert and the
author (Table 7), it was decided not to delete any of the items of the CAPI at

this initial stage and to seek opinion from the local community.

Table 7. Discussion of Ambiguous items with the Author (J. Milner)

ltem number

My concern

Milner Response

#2 | enjoy having
pets

Having pets in Oman is
not a common practice
particularly dogs for
religious values.

Given the views on pets in
Oman, you can delete this
item.

#10 spanking that
only bruises a child
is okay

As most people in
Oman are colored, | am
concerned about losing

cases of mild to
moderate abuse that
does not lead to
bruising.

This item was not of
concern when used with
black race as it is not race
specific.

#32 My telephone
number is unlisted

The item is outdated as

many  people use
mobile phones with
prepaid chips, which

are not generally listed

Un-listing a telephone
number is an optional
request, however item can
be deleted.

#36 Sometimes |
worry that 1 will
not have enough to
eat

This question in its
current format is not
applicable and may be
offending.

Item can be deleted.

# 141 | have a good

Culturally

Might be intrusive and
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sex life inappropriate. item can be deleted

# Right now | am | Culturally inappropriate | Might be intrusive and
deeply in love item can be deleted

4.3.2 E-Delphi Process

Ten individuals were identified through personal approaches to ministries
and organizations involved with children and families and agreed to
participate: two social workers from the Ministry of Social Development;
three doctors - a Pediatrics Accident and Emergency Consultant and two
family physicians from Primary Health Care; two professionals from the
Ministry of Education - a teacher and a school social worker; a Nurse from
the Early Intervention Society for children with disabilities; and two parents

(a mother and a father).

Eight out of ten participants responded to the first round of the review with
suggestions to rephrase 73 out of the 160 items. Suggestions were mainly
grammatical in nature. One participant thought that two items were not
relevant to the Omani culture (“having a pet” and “telephone number not

listed”).

On the second round, seven participants responded with agreement on 62 of
the 73 amended items. Three items had minor differences and eight items
were thought to require final discussion and approval through the in-depth

interview (Table 8).
4.3.3 In-depth Interview

Three participants agreed to be interviewed: two were interviewed face-to-
face and one by telephone. Of the eight items debated, three were resolved
by further linguistic modifications and the following five remained
controversial: | love having pets; my phone number is not listed; right now |
am deeply in love; I have a good sex life; sometimes I worry I don’t have

enough to eat.
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4.3.4 Results of Back Translation

The back-translated Arabic to English Tool: the back-translated version
that was carried out by the professional translator was reviewed and
compared with both Arabic and original English versions. Overall, the back
translation was thought to be satisfactory. Nine items used complex
language and needed rephrasing, two gave a different meaning to what was
intended, and one item was missed from translation because the language
used was thought to be too technical. Both versions were filled by the in-

country expert and no differences were found.

Target to back-translated: three out of seven participants had
discrepancies in their responses to the Arabic and the English back-
translated versions. An interview was carried out to explore reasons for the

discrepancies; this highlighted the following issues:

1. The first participant indicated that the tool was too long and that she
paid more attention to the first copy that was completed (Arabic);
this was resolved when the tool was re-administered at home in a
quiet environment

2. The second participant indicated that he addressed each of the
questions to himself and that where he was not c