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Abstract 
The aim of the study was to investigate the prevalence of mental health problems and quality of 
life among Palestinian disable children. The sample consisted of 391 disable Palestinian children 
in the Gaza Strip which was selected randomly from the data base of two NGOs working with such 
group of children. The age of children ranged from 6 - 18 years with mean age (11.73). Instru-
ments: The children and adolescents demographic data were collected by questionnaire include 
sex, age, class, and place of residence, Gaza Child Health Study Scales (parents and children forms), 
and The Pediatric Quality of Life Inventory generic core (version 4.0) scale. The results showed 
that children reported mean conduct disorder was 1.33; oppositional disorder was 5; mean over-
anxious was 6.75; separation anxiety mean was 6.36; and depression was 7.57. There were statis-
tically significant differences toward boys in depression. According to parents, mean conduct dis-
order mean was 1.94; mean oppositional disorder was 6.09; mean overanxious was 7.47; separa-
tion anxiety mean was 6.48; and mean depression was 9.6. The study showed that mean depres-
sion in boys was 10.4 compared to 8.9 in girls. There were statistically significant differences to-
ward boys in depression. Parents of children with physical disabilities reported more overanxious 
problems in their children compared to other parents with other types of disabilities (vision, 
mental, and multiple). Also, parents of children with physical disability had more separation an-
xiety than other groups (mental and multiple disabilities). Quality of life of children was scored by 
children themselves; mean emotional functioning was 8.24; mean social functioning was 6.65; 
school functioning mean was 9.17; and cognitive functioning was 8.57. The study showed that 
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mental health problems rated by children such as conduct disorder was positively correlated with 
emotional and cognitive functioning; oppositional disorder was correlated with emotional, social, 
and cognitive function; overanxious disorder was correlated emotional, school, and cognitive 
functioning; separation anxiety was correlated emotional functioning; and depression was corre-
lated emotional, social, and cognitive functioning. 
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1. Introduction 
Disability and incidence of disability in Arab countries are challenging subjects for some factors; few indexed 
publications, limited statistics; reliability is questionable, sociability in definitions and different methodologies. 

According to the WHO, disability is “an umbrella term, covering impairments, activity limitations, and par-
ticipation restriction. Thus, disability is a complex phenomenon, reflecting an interaction between features of a 
person’s body and features of the society in which he or she lives” [1]. 

In a meeting in Cairo in 2002, UN-ESCWA recommended some measurements to have reliable date, includ-
ing training interviews to improve the quality of data collection, sensitivity training, and better phrasing of ques-
tions [2]. For example, Jordan’s official 2001 estimated disability in 12.6% of population [3], 10 times higher 
than the 1994 figure of 1.2% [2]. 

Persons living with some form of disability account for about 15% of the world population [4]. The records of 
National Society for Rehabilitation and Palestinian Medical Relief Society in Gaza Strip showed that 35,866 
persons were identified with one disability at least according to WHO criteria, which represented 2.5% of total 
population of the Gaza Strip. According to place of residence, 13.8% live in North Gaza; 28.2% live in Gaza; 
23.4% live in Middle zone; 24.6% live in Khan Younis area; and 10% live in Rafah. Of this number, 57.3% 
were males and 42.7% were females. For age, 36.4% were under 18 years old and 63.6% above 18 years old. 
The data showed that the most common type of disability was vision 33.24%, followed by physical disability 
31.78%, speech impairment 4.69%, learning impairment 5.48%, mental problems 2.36%, hearing disability 
7.78%, multiple disabilities 14.23%, and other disabilities 0.44% [5]. 

From the mid-1990s onwards Goodman and colleagues conducted and reported a series of studies undertaken 
in children with hemiplegia identified from the London area.  

In an intensive study of 428 children with hemiplegia aged 2.5 - 16 years using standardized measures, with a 
subset of these children undergoing individual psychiatric assessment. The rate of psychiatric problems was high 
with more than half the children (61%) having psychiatric problems, based on individual assessment or as 
judged by their parents (54%). The types of disorders experienced by the children studied intensively included 
emotional disorder (25%), which tended to be anxieties and fears; conduct disorder (24%), which most often 
presented as irritability and oppositional behaviours in contrast to antisocial behaviours; situational hyperactivity 
(13%) and pervasive hyperactivity (10%); with autistic and other disorders occurring rarely (3% respectively) 
[6]. Even among the most able children with hemiplegia (mild motor impairment, IQ more than 90, at main-
stream school without a history of seizures) the rate of psychiatric problems was 39%. Follow-up data (four 
years later) were available for 90% of the children included in the above study. In another longitudinal study of 
stability of psychiatric problems in a sample of children with hemiplegia and found that the majority of children 
with hemiplegia assessed at time one still had psychiatric problems by time two (70%). In addition, a further 30% 
of children without problems at time one developed difficulties by time two [7]. 

A study examined in detail the social experiences of 55 children with hemiplegia at mainstream school. These 
children were part of the larger cohort, and all had an IQ greater than 60. The study involved matching the 
children with hemiplegia to 55 classmate controls and undertaking a number of interviews and sociometric 
measures to explore peer relations of children with hemiplegia. Overall children with hemiplegia were twice as 
likely as their peers to be rejected; they were twice as likely to have no or few friends; they were three times 
more likely to be victimized and; according to teacher reports, they were less likely than their classmate control 
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to initiate aggressive or bullying behaviours with other children—which suggested they were not initiating all 
the difficulties [8]. 

Despite something of a mixed picture presented by single studies, meta-analyses and systematic reviews [9] 
had concluded that the balance of evidence would indicate that children with chronic illnesses and disabilities 
were indeed at increased risk for emotional and behavioural disturbance and that this risk was exacerbated if 
neurological deficits were implicated. Also, a study of 818 children with cerebral palsy, aged 8 - 12 years, iden-
tified from population-based registers of cerebral palsy in eight European regions and from multiple sources in 
one further region. Main outcome measures: The Strengths and Difficulties Questionnaire (SDQ) and the Total 
Difficulties Score (TDS), about a quarter of the children had TDS > 16 indicating significant psychological 
symptoms, most commonly in the domain peer problems. Better gross motor function, poorer intellect, more 
pain, having a disabled or ill sibling and living in a town were independently associated with TDS > 16. Among 
parents who reported their child having psychological problems, 95% said they had lasted over a year; 37% said 
they distressed their child and 42% said they burdened the family at least “quite a lot” [10]. Furthermore, in a 
cross-sectional study, children with CP between 6 and 12 years of age in Canada showed 27.6% of the sample 
scoring in the clinically abnormal range and an additional 11.8% reporting borderline total scores. Peer problems 
were the most common (55.3%), followed by emotional symptoms (40.8%), hyperactivity (30.3%), lack of 
prosocial behaviours (27.6%) and conduct problems (22.4%). Moreover, a study of 160 adolescents with cere-
bral palsy in Canada using SDQ, showed that difficulties score was 36.9% of the sample and included 18.8% of 
the adolescents who scored in the clinically abnormal range, and 18.1% in the borderline range. When combin-
ing borderline and abnormal scores, the most frequent difficulties were: peer problems (61.9%), emotional 
symptoms (4.4%), conduct problems (21.3%), hyperactivity (20.0%), and lack of prosocial behaviors (15.6%) 
[11]. 

Many quality of life (QOL) definitions have been put forward in the international literature. Good quality of 
life (QoL) is a key outcome for the individual child and is what society wants for all children [12]. Quality of 
life is defined by WHO as “an individual’s perception of their position in life in the context of the culture and 
value systems in which they live, and in relation to their goals, expectations, standards and concerns” [13]. 
However, QoL seems to contain similar major ideas: (a) a life of quality is based on individual needs, choices, 
and control and is experienced when his or her needs are met and when he or she has the opportunity to pursue 
life enrichment in major life environments across the life span [14]; and (b) QOL, including both subjective and 
objective aspects, is a multidimensional construct consisting of personal and environmental factors [15]. Quality 
of life (QoL) is therefore, subjective and so must be reported by the individual concerned whenever possible. 
This is a challenge when assessing children’s QoL because they have typically been regarded as unreliable res-
pondents [16]. Evidence is accumulating that children can be self-report QoL reliably if their emotional devel-
opment, cognitive ability, and reading level are taken into account [17]. Interest in the measurement of health- 
related quality of life (HRQoL) has increased considerably over the past years, with a growing appreciation of 
the importance of the patient’s perspective [18]. According to the World Health Organization, HRQoL is to be 
regarded as a multi-dimensional concept that includes physical, social, cognitive and emotional functioning [19]. 
The subjective perception and appraisal of functioning are as important as objective health, because individuals 
with the same objective health status may report very different quality of life [20]. For assessing HRQoL in pe-
diatric populations, there is wide agreement that instruments should be multidimensional, sensitive to cognitive 
development, easy to complete, and encompass the broadest age range possible. Furthermore, they should meet 
the psychometric requirements of sensitivity, reliability and validity [16] [21]-[23]. According to reports in the 
literature, children with cerebral palsy report lower quality of life scores than healthy children across most di-
mensions, and these scores do not appear to improve over time [24]. Others reported different results: psychoso-
cial domains were less severely affected than physical domains. According to parental reports, children with CP 
have reduced quality of life (as measured by a quality of life inventory), and the degree of impact is related to 
the severity of the condition [25]. In the vastness of difference that can occur in the symptomology of children 
with CP, it is important to remember that true physical disability may or may not be different than the disability 
perceived by the child. The significance of this relates to identifying methods and types of potential interven-
tions if true disability and perceived disability have similar psychosocial implications [26]. Moreover, larger 
studies with sufficient power to control for relevant factors have shown that quality of life is very similar in 
children with cerebral palsy and non-disabled children [27] [28].  
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The aim of the study was to investigate the prevalence of mental-health problems among disable Palestinian 
children and their quality of life in relation to types of disability and other sociodemographic factors. 

2. Method 
2.1. Participants 
The sample chosen was a stratified random sample based on the records of the database of both the National So-
ciety for Rehabilitation (NSR) and Palestinian Medical Relief Society (PMRS), whereas the Gaza Strip was di-
vided into five governorates (the North, Gaza, Mid Zone, Khan Younis, and Rafah), selected children and ado-
lescents were from the active cases (cases are currently involved in the services) and inactive cases (cases re-
ceived services in the past) in the period 2005-2009. The sample size was determined by the intention to reach a 
95% confidence level. The study sample was 400 Palestinian. Only 391 children data were collected, nine 
children who did not complete the questionnaires during the interviews in their homes with response rate of 
97.7%. They aged ranged from 6 - 18 years old (Mean = 11.73 (SD = 3.52), and there were no gender differenc-
es according to age (F(1,384) = 0.42, p = ns.).  

2.2. Study Procedure 
Before starting the data collection, the principal investigator conducted training for one day for data collectors 
(25 male and females) inside their organization (National Society for Rehabilitation—NSR). On this day, we 
explained the aim of the study and discussed with them the different obstacles that they could face and how to 
interview the children with the already prepared questionnaire. The field work was conducted by community 
based rehabilitation workers who give support for such target group. They visited the families according to pre-
pared lists of number of names of children selected from the Database of the NSR (National Society for Reha-
bilitation) & PMRS (Palestinian Medical Relief Society). The field workers presented an information letter to 
the parents and asked for their consent to allow participation of their children in the study. Children were inter-
viewed individually at their homes and each an interview lasted approximately 60 minutes. The interviewers in-
formed children that there was no right or wrong answers, provided guidance infilling-up the scales. Children 
and parents were also informed that they were free to withdraw from the study at any time.  

3. Measures 
3.1. Sociodemographic Data 
The children and adolescents demographic data was were collected by questionnaire include sex, age, class, and 
place of residence. 

3.2. Revised Ontario Child Health Study Scales [29]  
Revised Ontario child health study (OCHS) scales measure conduct disorder, oppositional disorder, attention 
deficit hyperactivity disorder, overanxious disorder, separation anxiety and depression based on DSM-III-R 
symptom criteria and contains items adapted from the Child Behavior Checklist [30]. Questionnaires were de-
veloped to be completed by parents, teachers of children in school, and adolescents aged 12 - 16. A value of 0, 1 
or 2 was assigned to represent the symptom. For internalizing (e.g., worries about things in the future; needs to 
be told over and over that things are okay) there are three subscales; overanxious (7 items), separation anxiety (9 
items), depression (9 items) and externalizing (e.g., kicks, bites, or hits other children; defiant, talks back to 
adults) symptoms there were three subscales; conduct (12 items), oppositional defiant (9 items) and attention 
deficit (14 items). The Arabic version was validated by translation and back translation of the English version, 
and was sent to panel of experts to validate the items of the scale. The reliability test of the subscales was done 
for both parents and children scales. Cronbach’s alpha for parents reported conduct disorder, attention deficit 
disorder, oppositional defiant disorder, overanxious disorder, separation anxiety, and depression was (0.80, 0.88, 
0.87, 0.85, 0.77, and 0.77). While, Cronbach’s alpha for children reported conduct disorder, attention deficit 
disorder, oppositional defiant disorder, overanxious disorder, separation anxiety, and depression was (0.80, 0.89, 
0.85, 0.72, 0.85, and 0.74). 
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3.3. The Pediatric Quality of Life Inventory Generic Core (Version 4.0) Scale  
Arabic Versions [31] 

It is a brief, 28-item multidimensional instrument designed for measuring pediatric health-related quality of life. 
The Pediatric Quality of Life Inventory consists of 4 generic core scales: 1) Physical Functioning, 2) Emotional 
Functioning, 3) Social Functioning, and 4) School Functioning. For this study, the parent proxy-report format 
was used [21]. The instructions ask how much of a problem each item has posed over the past month. The re-
sponse scale uses a 5-point Likert-type format, ranging from 0 (never a problem) to 4 (almost always a problem). 
The raw score for each item is reverse-scored and transformed to a scale from 0 to 100 (0 - 100, 1 - 75, 2 - 50,  
3 - 25, and 4 - 0), with higher scores indicating better health-related quality of life To create the total scale score, 
the mean is computed as the sum of the items divided by the number of items answered on all scales. To deter-
mine the psychosocial health summary score, the sum of items divided by the number of items answered on the 
emotional, social, school and cognitive functioning scales was computed. In this study we used the Arabic ver-
sion of the scale and we excluded the physical component of the scale due to the specifity of the disabled child-
ren [31]. Cronbach’s alpha for emotional, social, school and cognitive functioning scales was (0.71, 0.71, 0.62, 
and 0.91).  

3.4. Statistical Analysis 
The data was analyzed using the statistical package for social sciences (SPSS) program (version 18.0). Descrip-
tive techniques were used to examine the similarities and differences of variables associated with type of dis-
abilities of children and quality of life and mental health problems. The statistical significance of differences 
was assessed using two-tailed independent samples t-tests (p < 0.05). One Way ANOVA test was performed to 
test the statistical significance of between more than two group differences for distributions and means. The 
Pearson correlation was used to examine the relationship between quality of life and mental health problems.  

4. Results 
4.1. Sociodemographic Characteristic of the Study 
As shown in Table 1, the sample responded to the interview were 391 participants with response rate of 97.7%, 
it consisted of 192 males (49.1%) and 199 girls (50.9%). The age of children ranged from 6 - 18 years with 
mean age of 11.53 years (SD = 3.5). According to place residence 14.3% of children were from North Gaza, 
27.6% were from Gaza, 18.8% were from Middle area, 13.8% were from Khan Younis, and 25.3% were from 
Rafah area (south of Gaza). According to type of residence, 43.7% of children live in cities, 43.5% live in vil-
lages, and 12.8% live in camps. In looking for the family monthly income, 29.9% had no income, 51.9% of the 
families monthly income was less than $250 per month, 15.1% earned $251 - 500, and only 3.1% earned more 
than $501. 

4.2. Characteristics of the Disability of the Children  
As shown in Table 2, the study showed that 40.66% of disabled children have physical disability, 34.8% had vi-
sion disability 13.3% had multiple disability whereas, 4.6% had hearing impairment, 3.32% had speech disabil-
ity, and 3.32% had mental disability. Also, it was noticed from the results that 23.8% of disability was attributed 
to heredity factors, 48.6% for congenital, 9% for the last war on the Gaza Strip. The majority of children 80.6% 
reported that their disability is back to several years, 19.4% was before 6 months of the study. Regard rehabilita-
tion status of cases, 56.3% of the disabled children were currently active cases (currently receiving services) 
with both societies, and 43.7% were inactive (currently not receiving services) and their files were closed. 

4.3. Means and Standard Deviations of Mental Health Problems Rated by  
Parents and Children 

As shown in Table 3, the results showed that mean conduct disorder by children mean was 2 (SD = 2.83) and by 
parents was 1.9 (SD = 2.94), attention deficit hyperactivity rated by children was 10.97 (SD = 7.19) and by par-
ents was 7.2 (SD = 5.24), oppositional defiant disorder by children was 4.67 (SD 4.2) and by parents was 6.09 
(SD = 4.7), mean overanxious disorder by children was 4.86 (SD = 3.11) and by parents was 5.91 (SD = 3.3),  
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Table 1. Sociodemographic characteristics of the study sample (N = 381).                                                   

 N % 

Sex   

Boys 192 49.1 

Girls 199 50.9 

Age Mean 11.73 (SD = 3.5 years)  

Address   

North Gaza 56 14.3 

Gaza 108 27.6 

Middle area 74 18.9 

Khan Younis 54 13.8 

Rafah area 99 25.3 

Place of residence   

City 171 43.7 

Village 170 43.5 

Camp 50 12.8 

Family monthly income   

No income 117 29.9 

Less than $250 203 51.9 

$251 - $500 59 15.1 

More than $501 12 3.1 

Job   

Student 168 48.8 

Unemployed 119 34.6 

Employee 30 8.7 

Merchant 3 0.9 

Simple worker 23 6.7 

Others 1 0.3 

 
Table 2. Characteristics of the disable children.                                                                        

Type of disability N % 

Physical 159 40.66 

Visual 136 34.78 

Multiple 52 13.30 

Hearing 18 4.60 

Speech 13 3.32 

Mental 13 3.32 
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Continued 

Cause of disability   

Inherited and congenital 283 72.7 

War on Gaza in 2009 35 9 

Home accidents 23 5.9 

Road traffic accidents 15 3.8 

Date of disability   

Less than 6 months 76 19.4 

One - 5 years 54 13.8 

More than 5 years 261 66.8 

Rehabilitation status   

Active (currently receiving services) 220 56.3 

Not active (currently not receiving services) 171 43.7 

 
Table 3. Means and standard deviations of mental health problems rated by parents and children.                                

 
Children Parents 

Mean SD Mean SD 

Conduct disorder 2 2.83 1.9 2.94 

Attention deficit disorder 10.97 7.19 7.2 5.24 

Oppositional defiant disorder 4.67 4.2 6.09 4.7 

Overanxious disorder 4.86 3.11 5.91 3.3 

Separation anxiety 6.28 4.31 5.79 4.49 

Depression 4.35 3.65 4.52 3.44 

 
separation anxiety mean by children was 6.28 (SD = 4.31), and by parents was 5.79 (SD = 4.49), mean depres-
sion by children was 4.52 (SD = 3.44). 

4.4. Differences in Mental Health Problems Rated by Parents and Children  
According to Sex and Age of Children 

The study showed that there were no statistically significant differences in mental health problems rated by par-
ents and children and gender and age. 

4.5. Differences in Mental Health Problems According to Type of Disabilities 
In order to find the differences in mental health problems according to types of disabilities, One-Way ANOVA 
was conducted. Post hoc test using LSD test showed that parents of children with physical disabilities reported 
more overanxious problems in their children compared to other parents with other types of disabilities (vision, 
mental, and multiple) (F = 2.44, p < 0.05). Also, parents of children with physical disability had reported more 
separation anxiety in their children than other groups (parents of children with mental and multiple disabilities) 
(F = 3.07, p < 0.01). 

Parents of children with visual disabilities reported more separation anxiety problems in their children than 
parents of children with mental health problems. However, no other differences in other mental health problems 
such as conduct, depression, oppositional, attention-deficit and type of disabilities rated by parents. 
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4.6. Differences in Mental Health Problems Rated by Children Themselves  
According to Sex  

In order to differences in mental health problems according to sex of children, t independent test was conducted 
in which sex was dependent variable and other mental health problems as independent variables. The results 
showed that mean depression in boys was 8.3 (SD = 7.1) compared to 6.8 (SD = 5.7) in girls. There were statis-
tically significant differences toward boys in depression (t-test = 2.36, p < 0.02). However, no sex differences in 
other mental health problems. 

4.7. Differences in Mental Health Problems Rated by Children Themselves  
According to Age of Children 

The results showed that there was statically significant correlation between age of the handicapped children and 
attention deficit disorder, older aged children had more attention deficit problems than younger age group (r = 
−0.11, p < 0.04). No age differences in other mental health problems.  

4.8. Differences in Mental Health Problems Rated by Children Themselves  
According to Type of Disabilities 

In order to find the differences in mental health problems according to types of disabilities, One-Way ANOVA 
was conducted. Post hoc test using LSD test showed that children with physical and visual disabilities reported 
more overanxious problems compared to children with other types of disabilities (hearing and mental disabilities) 
(F = 2.32, p < 0.05). Also, children with physical and visual disabilities reported more separation anxiety in 
children compared to children with other types of disabilities (hearing and mental disabilities) ) F = 2.49, p < 
0.05). Children with physical disabilities reported more depression compared to children with children with vis-
ual disabilities (F = 2.52, p < 0.05). 

4.9. Differences in Mental Health Problems According to Cause of Disabilities 
In order to find the differences in mental health problems according to causes of disabilities, One-Way ANOVA 
was conducted. Post hoc test using LSD test showed that children with disabilities due to war on Gaza reported 
less separation anxiety compared to children with disability due to home accidents and genetic problems, but they 
had more separation anxiety than children with disabilities due to home accidents (F = 3.38, p < 0.05). Also children 
with disability due to home accidents were more overanxious than other group (disability due to war on Gaza). 

4.10. Quality of Life in Handicapped Children 
4.10.1. Emotional Functioning  
The study showed that 16.88% of children said they feel afraid and scared, 16.62% were worried about what 
will happen, and 15.86% feel angry. 11.25% having trouble sleeping and 9.72% of children said they are feeling 
sad or blue. 

4.10.2. Social Functioning (SF) 
The social function of the children showed that 10.74% had difficulty keeping up with others and 9.21% had 
trouble getting along with peers.  

4.10.3. School Functioning (SC) 
The study showed that 37.34% said they keep up with schoolwork, and 23.02% said they pay attention at class.  

4.10.4. Cognitive Functioning (CG) 
The study showed that 13.04% said that they have difficulty remembering more than one thing at a time and 
11.76% said they had difficulty thinking quickly. 

4.11. Means and Standard Deviation of QOL and Subscales 
As shown in Table 4, the study showed that mean Total Quality of life was 30.85 (SD = 14.48), mean emotional  
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Table 4. Means and Standard deviation of QOL and subscales.                                                             

QOL No. of items Mean SD 

Total quality of life 21 30.85 14.48 

Emotional functioning 5 8.24 5.17 

Social functioning 5 6.65 4.82 

School functioning 5 9.17 4.51 

Cognitive functioning 6 8.57 6.67 

 
functioning was 8.24 (SD = 5.17), mean social functioning was 6.65 (SD = 4.82), school functioning mean was 
9.17 (SD = 4.51), and cognitive functioning was 8.57 (SD = 6.67). 

4.12. Differences in Quality of Life Rated by Children According to Sex  
In order to differences in quality of life according to sex of children, t independent test was conducted in which 
sex was dependent variable and subscales of quality of life as independent variables. There were no statistically 
significant differences in total quality of life between boys and girls, there was statistically significant difference 
in cognitive functioning toward boys that girls (t = 2.20, p < 0.03).  

4.13. Differences in Quality of Life Rated by Children According to Age of Children 
The results showed that there was statistically significant differences between age of the handicapped children 
and quality of life, older aged children had less social functioning than younger age group (r = −0.11, p < 0.02). 
No age differences in other total quality of life and other subscales.  

4.14. Relationship between Mental Health Problems in Disable Children According  
to Parents and Children Themselves, and Quality of Life of Children 

In order to find the relationship between quality of life and mental health problems rated by parents and children, 
Pearson coefficient correlation test was conducted.  

As shown in Table 5, for parents report, the study showed that emotion functioning was negatively correlated 
with conduct (r = −0.14, p = 0.001), oppositional defiant disorder (r = −0.20, p = 0.001), attention deficit disord-
er (r = −0.18, p = 0.001), overanxious disorder (r = −0.24, p = 0.001), and separation anxiety (r = −0.18 p = 
0.001). While, social functioning was positively correlated with conduct (r = 0.11, p = 0.001), oppositional de-
fiant disorder (r = 0.32, p = 0.001), attention deficit disorder (r = 0.23, p = 0.001), overanxious disorder (r = 0.32, 
p = 0.001), and separation anxiety (0.26 p = 0.001), and depression (r = 0.27, p = 0.001). Also, school function-
ing was positively correlated with oppositional defiant disorder (r= 0.14, p = 0.001), attention deficit disorder (r 
= 0.17, p = 0.001), and depression (r = 0.27, p = 0.001). Moreover, cognitive functioning was positively corre-
lated with conduct (r = 0.11, p = 0.001), oppositional defiant disorder (r = 0. 15, p = 0.001), attention deficit dis-
order (r = 0.11, p = 0.001), and overanxious disorder (r = 0.16, p = 0.001). 

For children report, emotional functioning of children was negatively correlated with conduct (r = −0.13, p = 
0.001), oppositional defiant disorder (r = −0.21, p = 0.001), attention deficit disorder (r = −0.19, p = 0.001), 
overanxious disorder (r = −0.23, p = 0.001), and separation anxiety (−0.19 p = 0.001). Moreover, social func-
tioning was positively correlated with conduct (r = 0.21, p = 0.001), oppositional defiant disorder (r = 0.29, p = 
0.001), attention deficit disorder (r = 0.25, p = 0.001), overanxious disorder (r = 0.36, p = 0.001), separation an-
xiety (r = 0.27, p = 0.001), and depression (r= 0.13, p = 0.001). 

Also, social functioning was positively correlated with conduct (r = 0.15, p = 0.001), oppositional defiant dis-
order (r= 0. 20, p = 0.001), attention deficit disorder (r = 0.14, p = 0.001), overanxious disorder (r = 0.12, p 
=0.001), and depression (r = 0.24, p = 0.001). 

Also, school functioning was positively correlated with conduct (r = 0.15, p = 0.001), oppositional defiant 
disorder (r = 0. 20, p = 0.001), attention deficit disorder (r = 0.14, p = 0.001), overanxious disorder (r = 0.12, p 
=0.001), and depression (r = 0.24, p = 0.001). Moreover, cognitive function was positively correlated with  
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Table 5. Correlation Coefficients between mental health problems in disable children according to parents, self, and quality 
of life of children.                                                                                              

 Emotional function Social function School function Cognitive function 

Conduct disorder—parents report −0.14** 0.11* 0.08 0.06 

Oppositional defiant disorder—parents −0.20** 0.32** 0.14** 0.08 

Attention deficit disorder—parents −0.18** 0.23** 0.17** 0.09 

Overanxious—parents report −0.24** 0.32** 0.02 0.13** 

Separation anxiety—parents −0.18** 0.26** 0.06 0.10 

Depression—parents reports −0.09 0.27** 0.27** 0.10* 

Conduct disorder—self report −0.13* 0.21** 0.15** 0.11* 

Oppositional defiant disorder—self −0.21** 0.29** 0.20** 0.15** 

Attention deficit disorder—self −0.19** 0.25** 0.14** 0.11* 

Overanxious—self −0.23** 0.36** 0.12* 0.16** 

Separation anxiety—self −0.19** 0.27** 0.08 0.09 

Depression—child reports −0.07 0.13** 0.24** 0.06 

 
conduct (r = 0.11, p = 0.001), oppositional defiant disorder (r = 0. 15, p = 0.001), attention deficit disorder (r = 
0.11, p = 0.001), and overanxious disorder (r = 0.16, p = 0.001). 

4.15. Quality of Life and Children Mental Health Problems 
Regression analyses about the predictive mental health problems of quality of life are presented in Table 5. The 
models were significant for overanxious disorder reported by the child and oppositional disorder reported by the 
parents, explaining, however, only 10% of the variation. Significant β-values indicate that children reported 
overanxious disorder (β = 0.17, t = 4.14, p < 0.002) and oppositional disorder by parents (β = 0.17, t = 3.06, p < 
0.002) were associated by quality of life.  

5. Discussion 
This study showed that the main causes of disability in Palestinian children in the Gaza Strip were attributed to 
heredity and congenital factors; other causes of disability were war, home accidents, and road traffic accidents. 
This high level of heredity cause could be attributed to the first-degree-cousin consanguinity marriage in the 
Gaza Strip. This is consistent with study in Egypt suggested that genetic diseases may be responsible for two- 
thirds of childhood blindness in Arab societies, ranging from 47% in Tunisia to 86% in Kuwait [32]. Studies had 
found a higher prevalence rate of disabilities in rural areas in developing countries [4].  

In a study of disability and poverty in developing countries found, disability is significantly associated with 
higher multidimensional poverty in most of the developing countries under study. In other words, as a group, 
persons with disabilities, on average, experience multiple deprivations at higher rates and in higher breadth, 
depth, and severity than persons without disabilities [33]. 

The results showed that parents reported mean attention deficit hyperactivity was 9.62, conduct disorder was 
1.94, oppositional disorder was 6.09, overanxious was 7.47, separation anxiety was 6.48, and depression was 9.6. 
While children themselves reported that mean attention deficit hyperactivity was 3.64, conduct disorder was 
1.31, oppositional disorder was 5, overanxious was 6.75, separation anxiety was 6.36, and depression was 7.57. 
This is consistent with study of in study of an Australian children reported that 40% of 454 children with intel-
lectual disabilities aged 4 - 18 met criteria for psychiatric caseness, compared with 14% of Australian children 
without intellectual disabilities identified in a random community sample [34]. Also, in the UK, a secondary 
analysis of surveys of representative samples of 18,415 children aged 5 - 15 reported that 36% of 641 children 
operationally defined as intellectually disabled met criteria for an ICD-10 psychiatric disorder compared with 8% 
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of 17,774 children without intellectual disabilities. In terms of specific psychiatric disorders, this study reported 
significantly higher rates of emotional disorder, anxiety disorder, hyperkinesis, conduct disorder, autistic-spec- 
trum disorder and tic disorder although there were no significant differences in the prevalence of depressive dis-
order or eating disorder [35].  

The study showed that mean emotional functioning was 8.24 (SD = 5.17), mean social functioning was 6.65 
(SD = 4.82), school functioning mean was 9.17 (SD = 4.51), and cognitive functioning was 8.57 (SD = 6.67). 
Others reported slightly different results: Psychosocial domains were less severely affected than physical do-
mains [25]. According to parental reports, children with CP have reduced quality of life (as measured by a qual-
ity of life inventory, and the degree of impact is related to the severity of the condition. In a study of quality of 
life of cerebral palsy children showed significant deficits in health related quality of life (HRQOL) for children 
with cerebral palsy (CP). Most of the effects were related to physical functioning issues and impact on the par-
ents or caregivers. Psychosocial HRQOL was better than physical HRQOL. The relations among increasing 
number of medical problems, severity of CP, and reduced HRQOL were not surprising. A significant brain in-
sult resulting in severe symptoms [36]. 

6. Conclusion 
This study highlights the suffering of children with different disabilities and showed that their quality of life is 
low compared to other normal children. According to reports in the literature, children with CP report lower 
quality of life scores than healthy children across most dimensions, and these scores do not appear to improve 
over time [24]. This study is the first study in this area which tackles problem of disability in children and im-
pacts on children wellbeing and quality of life. Also, the study findings highlighted the need for training courses 
of behavioural and emotional problems in children and ways of dealing with such problems including beha-
vioural management and using new coping strategies to overcome the adversities of disabilities and other stres-
sors in daily life.  
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