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ABSTRACT Socioeconomic inequality and child maltreatment have not been studied using the concentration 
index as an indicator of inequality. The study aimed to assess the association of child maltreatment with 
socioeconomic status among schoolchildren in Qazvin province, Islamic Republic of Iran. In this cross-sectional 
study a questionnaire based on the ISPCAN Child Maltreatment Screening Tool–Children’s Version and the 
Juvenile Victimization Questionnaire was filled by 1028 children aged 9–14 years, selected through multistage 
stratified random sampling. The concentration indices for economic inequality were –0.086 for any type of child 
maltreatment and –0.155, –0.098 and –0.139 for the physical, psychological and neglect subtypes of maltreatment 
respectively. The number of children and the economic status of the family also showed a significant association 
with child maltreatment in all 3 subtypes. Appropriate planning for effective interventions for at-risk children of 
lower socioeconomic status should be considered by the relevant decision-makers.

التفاوت الاجتماعي-الاقتصادي وسوء معاملة أطفال المدارس الإيرانية
زهرا حسين خاني، سحرناز نجات، علي أفلاطوني، منوجهر مهرام، رضا مجدزاده

ــة عــى التفــاوت. وقــد  ــز للدلال ــة الأطفــال لم يُدرســا باســتخدام مــؤشر التركي الخلاصــة: إن التفــاوت الاجتماعي-الاقتصــادي وســوء معامل
هدفــت هــذه الدراســة إلى تقييــم الارتبــاط بــن ســوء معاملــة الأطفــال وبــن الوضــع الاجتماعي-الاقتصــادي لــدى تلاميــذ المــدارس في محافظــة 
ــم  ــم اختياره ــنة - ت ــن 9 و 14 س ــم ب ــراوح أعماره ــاً ت ــام 1028 طف ــة ق ــة المقطعي ــذه الدراس ــي ه ــامية. فف ــران الإس ــة إي ــن بجمهوري قزوي
مــن خــال عينــة عشــوائية متعــددة المراحــل – بمــلء نســخة الأطفــال مــن اســتبيان يســتند إلى أداة ISPCAN لتحــري ســوء معاملــة الأطفــال 
ــة  ــوء معامل ــاط س ــن أن ــط م ــادي 0.086 لأي نم ــاوت الاقتص ــبة للتف ــز بالنس ــؤشر التركي ــكان م ــداث. ف ــذاء الأح ــاص بإي ــتبيان الخ والاس
الأطفــال، و 0.155 و 0.098 و 0.139 للأنــاط الفرعيــة مــن ســوء المعاملــة الجســدية والنفســية وللإهمــال عــى التــوالي. كــا تبــن أن لعــدد أطفــال 
الأسرة ووضعهــا الاقتصــادي علاقــة وثيقــة مــع ســوء معاملــة الطفــل في جميــع الأنــاط الفرعيــة الثلاثــة. ينبغــي عــى صنــاع القــرار المعنيــن أن 
يفكــروا في رســم خطــط مناســبة لتدخــات فعالــة مــن أجــل الأطفــال المعرضــن للخطــر مــن ذوي الوضــع الاجتماعي-الاقتصــادي الأدنــى.

Inégalités socioéconomiques et maltraitance de l’enfant chez des écoliers iraniens

RÉSUMÉ Les inégalités socioéconomiques et la maltraitance chez l’enfant n’ont pas été étudiées à l’aide de 
l’indice de concentration en tant qu’indicateur d’inégalités. La présente étude visait à évaluer l’association 
entre la maltraitance chez l’enfant et le statut socioéconomique chez des écoliers de la province de 
Qazvin (République islamique d’Iran). Dans une étude transversale, un questionnaire reposant sur l’outil 
de dépistage de la maltraitance envers l'enfant de l'ISPCAN, et sur le questionnaire sur les expérience de 
victimisation des jeunes (Juvenile Victimization Questionnaire) a été rempli par 1028 enfants âgés de neuf à 
quatorze ans, sélectionnés dans un échantillon aléatoire stratifié à plusieurs degrés. Les indices de concentration 
pour les inégalités économiques étaient de – 0,086 pour tout type de maltraitance chez l’enfant et de – 0,155, – 
0,098 et – 0,139 pour les sous-types de maltraitance physique, psychologique et par négligence, respectivement. 
La maltraitance chez l’enfant dans les trois sous-types était aussi fortement associée au nombre d’enfants et à la 
situation économique de la famille. Une planification appropriée d’interventions efficaces pour les enfants à 
risque ayant un statut socioéconomique plus faible doit être envisagée par les décideurs concernés.



EMHJ  •  Vol. 21  No. 11  •  2015 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

820

Introduction

The future well-being of a nation hinges 
on the health of its children because 
they represent the future. Ignoring 
children’s needs can compromise their 
educational preparedness, occupational 
pursuits, productivity and longevity 
(1). Child maltreatment is considered 
a type of violence which affects the 
health and well-being of many children 
(2). According to the World Health 
Organization (WHO) definition, “child 
maltreatment is all forms of physical and 
or emotional ill treatment, sexual abuse, 
neglect or negligent treatment or com-
mercial or other exploitation, resulting 
in actual or potential harm to the child’s 
health, survival, development or dignity 
in the context of a responsibility, trust 
or power” (3). In this context, a child 
is considered any person below the 
age of 18 years. From the definitions of 
the National Child Maltreatment and 
Neglect Data System and the WHO, 
child maltreatment includes 5 subtypes: 
physical abuse; emotional abuse; sexual 
abuse; neglect and negligent treatment; 
and exploitation (4,5). On the basis 
of international studies, a quarter of all 
adults have been physically abused in 
childhood, while emotional abuse and 
neglect are reported in many children. 
The 41 000 homicide deaths of chil-
dren under 15 years of age reported 
annually worldwide are likely to be an 
underestimate of the true extent of the 
problem as a significant proportion of 
the reported deaths due to child abuse 
is incorrectly attributed to unintentional 
accidents (6). The risk of aggression, 
developmental delay, antisocial be-
haviour, lack of successful interaction 
with others, psychiatric disorders and 
low self-esteem is greater in maltreated 
children (7).

The prevalence of child abuse and 
neglect has been studied before in the 
Islamic Republic of Iran. In a study in 
Qazvin province the proportions of 
positive cases for each of emotional, 
physical abuse and neglect were 60.1%, 

35% and 38.3% respectively (8). In a 
similar study in Tehran, the prevalences 
of mental, mild physical, severe physical 
and neglect child maltreatment were 
62.5%, 38.3%, 35.9% and 20.5% respec-
tively (9).

Health inequalities linked to socio-
economic status are an issue of growing 
importance worldwide (7,10–12). In 
the context of child maltreatment an 
association between socioeconomic 
status and child maltreatment has 
been found in various studies (13–16). 
For example, a study conducted on 
13–16-year-old students in China 
showed a range of mild to severe child 
maltreatment which was higher in chil-
dren of lower socioeconomic status 
(14). Studies conducted in the United 
States of America (USA) and the Unit-
ed Kingdom also showed that poverty 
and parents’ lower levels of education 
were risk factors for child maltreat-
ment (15,16). To our knowledge there 
have been no previous studies of child 
maltreatment using the concentration 
index as an indicator of socioeconomic 
inequality.

Qazvin province is a located in the 
north-western region of the Islamic 
Republic of Iran, having 25 cities and 
898 rural areas, containing a population 
of about 1 200 000 of various social 
and economic classes. Hence it was 
considered a suitable region to study the 
parameters of socioeconomic inequal-
ity. The objectives of this study were to 
assess the association of child maltreat-
ment with socioeconomic status and to 
present the magnitude of the potential 
socioeconomic inequality of child mal-
treatment through the concentration 
index.

Methods

Study population and 
sampling
In this cross-sectional study, 1036 stu-
dents of school grades 4 and 5 (i.e. aged 
9–14 years) in 25 primary schools of 

Qazvin province were selected through 
multistage, stratified random sampling. 
First, 25 cities were classified into 3 eco-
nomic classes of poor, middle and rich 
as the sampling strata. The rural areas 
were also classified into non-deprived 
and deprived areas. This stratification 
was on the basis of expert opinion ses-
sions with key persons who worked in 
the municipality of Qazvin and who 
were permanent inhabitants of Qaz-
vin. The next step was determining the 
number of students in each group, the 
sex ratio and the ratio of each group in 
the total population. Then, schools were 
randomly chosen from the alphabetical 
list of schools in the 5 above-mentioned 
economically classified regions and 
in each selected school we randomly 
chose some classes in a way that the 
number of students could reach the 
minimum estimated sample size for 
that school. The inclusion criteria were 
adequate literacy and the absence of 
visual defects in order for the students 
to fill the questionnaire properly. Con-
sidering P = 0.5, d = 0.2 and design effect 
= 1.2 (in the statistical formula) the 
estimated sample size was 960 students. 
For feasibility we choose all the students 
in one selected class and the final sam-
ple size was 1036. The questionnaire 
was self-completed by the students.

Ethical aspects
This study was approved by the eth-
ics committees of Qazvin and Tehran 
Universities of Medical Sciences. Writ-
ten consent to participate in the study 
was obtained from the students and 
their parents with the cooperation of the 
school staff. Since parents did not wish 
their children to be asked questions re-
garding sexual maltreatment, this aspect 
was not assessed in this study. The par-
ents were assured that the data would re-
main confidential to the parent–teacher 
meeting. The number of parents who 
did not cooperate was 8; there was no 
refusal to participate by students, in fact, 
they were eager to participate because 
of their teachers’ encouragement. In the 
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A 2-stage pilot test was carried out 
on 24 students of 2 boys’ and girls’ 
primary schools through convenience 
sampling, in which the interval time was 
2 weeks. The cases were selected from 
school grades 4 and 5. Through pilot-
ing we made sure of the children’s abil-
ity to comprehend and respond to the 
questions. The intra-class correlations 
and 95% confidence intervals (CI) for 
each question and each domain of child 
maltreatment, calculated separately, 
were 0.95 (95% CI: 0.89–1.00), 0.92 
(95% CI: 0.82–0.98) and 0.98 (95% 
CI: 0.91–1.00) for physical, psychologi-
cal and neglect subtypes respectively. 
Cronbach alpha was 0.98, 0.96 and 0.83 
for each of the above-mentioned sub-
types respectively.

Data were collected on demograph-
ic characteristics: the child’s sex, area 
of residence (urban or rural), parents’ 
educational level (illiterate, primary 
school, middle school, high school and 
diploma, academic education), father’s 
employment status (employed, unem-
ployed), mother’s employment status 
(employed, housewife) and the number 
of children in the family (1, 2, 3, 4 or 
more). Parents filled in a questionnaire 
at home about their level of education 
and employment status. The economic 
situation of the family was assessed by 
questions about the family’s wealth 
and property, including ownership 
of the following: house (and number 
of rooms in the house), refrigerator, 
freezer, colour television (LCD/LED), 
microwave oven, car, washing machine, 
personal computer (desktop, laptop) 
and vacuum cleaner. The asset ques-
tions were also filled in by students’ 
parents. From this we calculated the 
wealth index of the households, which is 
the most common method of assessing 
economic status in inequality studies 
and big surveys.

The maltreatment questionnaires 
were completed in the classrooms by 
the children under the supervision of 
the research team; the average time 
needed to complete the questionnaires 

was about 37 minutes. The researchers 
asked the children not to leave any ques-
tion blank and they checked that all the 
questions were answered after the filled 
questionnaires had been handed in.

Data analysis
Based on similar studies (17,18) and on 
the relevant experts’ opinions, the ques-
tionnaire’s response options were de-
signed as 3 options: “no/never”, “yes but 
a little/sometimes” and “yes/always”. 
Child maltreatment was considered if 
the response to at least one question 
was “yes” in any of the subtypes of mal-
treatment.

The socioeconomic status of the 
children’s families was calculated on 
the basis their assets using the principal 
component analysis method (19,20). 
This variable classifies the community 
into 5 quintiles, each 20% of the popula-
tion, ranging from the 1st to the 5th 
groups to indicate the poorest to richest 
levels in the community respectively.

The concentration index (and 
95% CI of the index) was calculated to 
quantify the degree of socioeconomic 
inequality in the child maltreatment 
variable (20). The concentration index 
is bounded between –1 and 1. In cases 
where there is no socioeconomic in-
equality, the concentration index is 0. 
Negative values of the index indicate 
that there is a disproportionately higher 
occurrence or presence of a variable 
in the poorer group and vice versa for 
positive values of the index.

Factors associated with child 
maltreatment were analysed through 
chi-squared tests and multiple logis-
tic regression. Child maltreatment in 
each domain was considered as the 
dependent variable. Children who did 
not report maltreatment in any of the 
subtypes were considered not mal-
treated, while for each subtype the nega-
tive outcome was considered if there 
was even one question answered “yes”. 
The independent variables consisted 
of the number of children in the family, 
socioeconomic situation of the family, 

case of the 8 parents, we explained the 
research finding applications to them 
again and mentioned that their decision 
was respected and would not have any 
effect on the school staff behaviour with 
their children.

According to Iranian law, punish-
ment of children by parents with the 
intention of educating and disciplining 
a child is not considered a crime. For 
some years there has been a debate be-
tween legal experts, sociologists and so-
cial activists on the limits of punishment. 
Therefore, the law can only intervene in 
severe cases and we could only report 
cases of severe physical child maltreat-
ment to the legal authority. These cases 
were those with signs such as bruises 
and burns on their bodies. However, 
educational classes on the appropriate 
behaviour with children were held for all 
the parents of the chosen schools.

Data collection tool
Data were collected through a valid 
and reliable questionnaire in Novem-
ber and December 2011. The primary 
draft of the questionnaire was derived 
from 2 standard screening tools: the 
International Society for the Preven-
tion of Child Abuse and Neglect (ISP-
CAN) Child Maltreatment Screening 
Tool–Children’s Version (ICAST-C) 
for 20 questions (17), and the Juvenile 
Victimization Questionnaire (18) for 3 
questions. The ICAST-C questionnaire 
was completely translated into Farsi, 
but for the Juvenile Victimization Ques-
tionnaire we adopted and translated just 
3 questions. The extracted questions 
were finalized after being reviewed by 
authorized experts. Four questions were 
added by our experts on the basis of 
Iranian culture. The final questionnaire 
had 3 subtypes of child maltreatment: 
physical, psychological and neglect.

To assess the content validity of the 
questionnaire, we sought the opinions 
of relevant experts, which yielded rat-
ings of 94.1%, 83.6% and 100% for rel-
evancy, clarity and comprehensiveness 
respectively.
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mother’s employment status, father’s 
employment status and parents’ educa-
tion. Because of the colinearity between 
the mother’s and father’s education, a 
new variable was defined as parent’s 
education in which the higher educa-
tion of one of the parents was registered 
and analysed.

Statistical analysis was done using 
Stata, version 9, and SPSS, versions 11.5 
and 16. Type I error was considered as 
0.05 for the results analysis.

Results

Eight out of 1036 questionnaires were 
eliminated because they had more than 
5 incomplete responses and therefore 
1028 questionnaires which had less 
than 5 unanswered questions were ana-
lysed. We removed missing questions 
from the analysis.

The mean and standard deviation 
(SD) of age of participants was 10.7 
(SD 1.1) years (range 9–14 years). 
The characteristics of the participants 
and their families are shown in Table 
1. There were slightly more boys than 
girls among the participants. The most 
common family size was 2 children 
(44.0%). Around half of the parents had 
a diploma or a higher degree. 

Prevalence of child 
maltreatment
The prevalence of child maltreatment 
was 61.5%, 35.7% and 38.0% in the 3 
subtypes of psychological, physical 
and neglect respectively. The total 
prevalence (i.e. the prevalence of ex-
periencing at least one type of child 
maltreatment) was 66.1%. Based on our 
results, the family members who most 
often maltreated the child were his/her 
brother or sister (13.4%), father (4.3%) 
and mother (4.1%).

All the prevalence values have been 
presented in another article by city, re-
gion and demographic variables (8). 
Table 2 shows the prevalence of chil-
dren maltreated in the psychological, 

physical and neglect domains and any 
type of maltreatment by the independ-
ent variables. The economic status of 
households was highly significantly 
associated with the all subtypes of 
maltreatment (P < 0.001). Mother’s 
employment status and parent’s educa-
tion were significantly associated with 
neglect maltreatment, while family size 
was associated with physical maltreat-
ment and neglect. 

Factors associated with child 
maltreatment
Table 3 shows the crude and adjusted 
odds ratios (OR) for variables which 
had significant associations with child 
maltreatment scores. All the assump-
tions of logistic regression were met. As 
Table 3 shows, economic status had a 
significant association with all 3 sub-
types of child maltreatment in both the 
bivariate and multiple logistic regres-
sion analysis. The number of children 
in the family had a significant associa-
tion only with the physical and neglect 
subtypes but not with the psychological 

maltreatment score (P < 0.001). A high-
er prevalence of child maltreatment was 
found in lower socioeconomic status 
families (OR 4.22; 95% CI: 2.46–7.24) 
and in families with more children (OR 
1.95; 95% CI: 1.09–3.49); in other 
words, the odds of child maltreatment 
in the poorest quintile was more than 4 
times higher than in the richest quintile; 
and the odds were twice as high for 
families having the highest number of 
children compared with families with 
1 child. On the other hand, no associa-
tion was found with place of residence, 
father’s employment status or the sex of 
the child and so these variables are not 
presented in Table 3.

The concentration indices of in-
equality for the psychological, physical 
and neglect subtypes and the index 
for any type of child maltreatment are 
shown in Table 4. This shows an index 
of –0.086 (95% CI: –0.076 to –0.096) 
for any type of child maltreatment 
in families of lower socioeconomic 
status, and a significantly higher preva-
lence of child maltreatment for all 3 

Table 1 Demographic characteristics of the study respondents (n = 1028)

Variable No. %

Sex

Female 488 47.5

Male 540 52.5

Father’s employment status

Employed 999 97.2

Unemployed 29 2.8

Mother’s employment status

Housewife 183 17.8

Employed 845 82.2

Parent’s education

Illiterate 40 3.9

Primary school (grades 1–5) 202 19.6

Middle school (grades 6–8) 275 26.8

High school/diploma 264 25.7

University education 243 23.6

No. of children in family

1 113 11.0

2 452 44.0

3 269 26.2

≥ 4 194 18.8
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studied subtypes of maltreatment in 
these families.

Discussion

The results of this study showed that 
economic inequality was present for 
all subtypes of child maltreatment; an 
increasing prevalence of child mal-
treatment could be observed from the 
poorest to the richest groups in the 
community and the victims of this type 
of violence were most commonly found 
among the children of poorer socioeco-
nomic classes. A study in the USA also 
showed a greater prevalence of child 
maltreatment in the lower economic 
classes of communities (21), while data 
from the National Child Abuse and Ne-
glect Data System in the USA showed 
that income inequality had a positive 
and significant association with child 
maltreatment rates at the county level 
(22). Physical violence against children 
in families with low income and low 
educational level was also found to 
be more prevalent in studies from 
Bangladesh, Colombia, Italy, Sudan, 
Thailand and England (5). A study on 
students of 35 North American and Eu-
ropean countries during the school year 
2001–02 showed more home violence 
among families with an undesirable 
socioeconomic situation (23). Since 
the ability to provide even the essential 
needs of children is impossible or very 
difficult for parents in poor families, 
neglect and physical and psychological 
child maltreatment are seen signifi-
cantly more in these families than those 
with middle and high income, perhaps 
due to stress and the poor mental health 

among members of the family (24,25). 
A distinction, however, should be made 
between failure to provide for the child 
because of poverty or because of neglect 
(i.e. the ability to provide by failure to 
do so).

Fortunately, the results of the cur-
rent study did not show any gender 
associations with any subtype of child 
maltreatment, although this kind of in-
equality can be seen in studies in other 
countries. For example, the results of 
the study by Machado et al. in Portugal 
showed a higher prevalence of maltreat-
ment of girls (26).

The current study showed a decrease 
in child maltreatment with an increase 
in the parents’ educational level, which 
is in accordance with the findings of 
other studies (18,25). In a study in the 
USA in 2009, children who lived in poor 
families with single parents experienced 
more maltreatment compared with the 
children who lived in better educated 
and richer families (27). The results 
of our study, however, did not show a 
significant association between child 
maltreatment and mothers’ and fathers’ 
employment status, after adjustment for 
the effect of other variables.

Among other factors that might af-
fect child maltreatment, the number of 
children in the family showed a direct 
association with child maltreatment in 
the current study. The family members 
who most often maltreated the child 
were brothers or sisters, while fathers 
and mothers were less likely to be in-
volved. In another study in the Islamic 
Republic of Iran, in Tehran, child mal-
treatment was more frequently carried 
out by mothers of lower socioeconomic 

classes, which may be due to the greater 
time spent with the children (28). In a 
study in Pakistan in 2013, greater child 
abuse was reported among children 
whose mothers were not satisfied with 
their marital life, were of lower educa-
tional level and had a stressful home 
environment (29).

As the phenomenon of child mal-
treatment is affected by violence in the 
home, decision-makers for social af-
fairs need to plan special programmes 
to provide local services for alleviating 
the problem. Some social critics still 
believe that punitive measures against 
parents are ineffective and that more ef-
fective and concrete measures should 
be taken (30). All individuals below 
the age of 18 years are covered by the 
Child Protection Law, which was ap-
proved by the Iranian parliament in 
2002. The law contains 9 items on the 
protection of children and adolescents 
and prohibits all types of harm leading 
to physical, psychological and spiritual 
damage to children and adolescents 
and threats to their physical or men-
tal health. It seems, however, that the 
laws to protect children’s rights are 
poorly protected by sanctions. In the 
cultural context, according to the law 
of 2002 and the Islamic penal code, 
punishing children is permissible up 
to a “customary” extent and the judge-
ment about what is customary is as-
signed to the public. Hence, the matter 
becomes a subjective one. People in 
certain local cultures may allow them-
selves to maltreat their children in the 
name of punishment. As an initial step, 
this matter should be solved. Some 
lawmakers attribute this type of child 
maltreatment to legal uncertainties, 
which can be scrutinized. This issue oc-
curs mostly in the framework of child 
upbringing, and if a parent maltreats 
a child it is justified in terms of bet-
tering the child’s upbringing. Social 
organizations need to give appropriate 
education to the families and plan for 
the implementation of protection pro-
grammes, especially in families with 

Table 4 Concentration index of child maltreatment by subtype

Domain of child abuse Concentration index SD 95% CI

Psychological –0.098 0.014 –0.084 to –0.112

Physical –0.155 0.023 –0.116 to –0.162

Neglect –0.139 0.023 –0.132 to –0.178

Any type –0.086 0.010 –0.076 to –0.096

SD = standard deviation of concentration index; CI = confidence interval.
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higher numbers of children and an 
undesirable economic status.

There were some limitations to 
the study. Due to our inability to ob-
tain parents’ permission, sexual child 
maltreatment was not assessed in this 
study. Although the questionnaires 
were anonymous and avoided specific 
personal characteristics, there was a pos-
sibility of under-reporting bias by the 
victims of child maltreatment due to 
fear or shame. Over-reporting due to 
a low level of comprehension by chil-
dren or their desire to draw attention to 
themselves is also possible. However, 
the scoring approach of the question-
naire was sensitive enough to detect 
the mild type of maltreatment. Further-
more, the data were collected in primary 

schools and since some children with 
severe forms of child maltreatment may 
be deprived of education at school, this 
may also cause underestimation of the 
prevalence of maltreatment due to this 
selection bias. Finally, we did not collect 
data on potential confounders such as 
family discord, children’s behaviour or 
parenting style.

In conclusion, since socioeconomi-
cally deprived groups in the community 
are at high risk for child maltreatment, 
appropriate planning for effective in-
tervention in these groups should be 
considered by the relevant decision-
makers in social affairs. The effective-
ness of these interventions should be 
evaluated in future research. These find-
ings may be useful for decision-makers 

in the health and education ministries 
to identify the children at high risk for 
maltreatment.
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