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Abstract

Background: Temper tantrums are episodic,
unmodulated displays of intense emotional distress,
often characterized by outbursts of anger, and may
involve aggressive or destructive behaviour. These
episodes can be effectively managed through the
application of evidence-based parenting strategies
that are tailored to a child’s individual needs and
developmental stage.

Objective: This study aimed to determine the
relationship between parenting styles and the temper
tantrums of children aged 2-4 years old at primary
care in the Kingdom of Bahrain.

Research Method: For this research a cross-
sectional, descriptive study design was employed,
and a non-probability convenience sampling method
was utilized to recruit a sample of 400 participants,
that included 8 health centres located in Bahrain
(Muharraq, BBK Hidd, Jidhafs, Sitra, Hamad Kanoo,
Yousef Abdulrahman Engineer, Mohammed Jassim
Kanoo, and Sh. Jaber Al Ahmed Al Sabah HCs), for
a duration of 3 months (May 2022 to July 2022). The
analysis technique employed was the chi-square test,
a statistical method that is used to examine the asso-
ciation between two categorical variables.

Results: The findings of this study demonstrated that
more than half of the participating children exhibited
temper tantrums that lasted more than 30 minutes

and showed that approximately less than one-third
(31%) of the children experienced weekly or daily
tantrums: however, half of the parents reported that
moderate tantrums were exhibited by their youngsters.
The most frequently reported tantrum behaviour was
“crying”, followed by “screaming” or “shouting”. A
child’s request for an item or activity was the most
frequent cause, and most tantrums occurred when
their parents denied this request. Children threw
temper tantrums most frequently in their homes
or cars. Parents’ most common strategy for stop-
ping a child’s tantrums was speaking soothingly,
with spanking being the least common. The results
indicated that permissive parenting styles were asso-
ciated with a higher frequency of temper tantrums than
authoritative parenting styles.

Conclusion: The results highlight significant aspects of
tantrums, such as the duration, as children managed
to maintain a tantrum episode for more than seven
minutes on average. Tantrum behaviours, reasons,
locations, context, and parents’ strategies to control
tantrums were emphasized as significant for devel-
oping proper interventions. The findings highlight the
importance of parental styles in the development of
children and the need for further investigation in this
area.

Keywords: children aged 2-4 years old, parenting
style, temper tantrum.
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Introduction

Temper tantrums (TT) are a common behavioural disorder
in children aged 1.5-4 years old. A thorough evaluation of
children’s developmental, psychological, and physiological
milestones is essential for identifying the underlying cause
of TT [1]. There are two types of TT: classical and non-
classical. Classical TT is unpleasant, exaggerated, and
sometimes aggressive expression of a child’s frustration
or anger that are usually disproportionate to the given
situation. They occur once a day for three minutes, with
no injury to themselves or others, and last less than one
minute [1]. Non-classical TT continue beyond the age of 4,
with injury to themselves or others, lasting for more than
15 minutes and occurring more than five times a day with
persistent negative mood between tantrums [2, 3].

The clinical features of TT include crying, screaming, biting,
destroying property, throwing objects, or showing violence
to defiance, with a child expressing their frustration due to
poor developmental skills [4, 5]. Children’s misbehaviour
in TT results from developmental factors, intellectual
processing, temperament, health status, and family
learning skills acquired through reflection, imitation, and
the surrounding environment [6, 7]. TT peak at 18 to 24
months, slightly decline from 30 to 36 months, and sharply
decline by 59% after 42 months [8]. Overall, 21.3% of TT
occur daily, 37.3% occur weekly, 30.7% occur monthly,
and 10.7% occur yearly [5]. A total of 46.5% of TT last
between 5 and 10 minutes [9].

The risk factors for TT are linked to either children or
parental causes. Child risk factors are more common
in males and include physiological triggers, disruptive
disorders, behavioural disorders, adjustment disorder,
anxiety, posttraumatic stress, expressive language
disorder, or intellectual delay. Parental risk factors include
maternal employment, child neglect/abuse, parental
divorce/separation, parental distress, low-income family
status, and authoritarian, permissive, and neglectful
parenting styles [10-12].

TT occur as part of a regular behavioural change during
preschool age and helps children achieve healthy
progress in their early development with appropriate
parental support and warmth [13, 14]. To prevent TT, it
is crucial to teach children new skills for connecting with
others by providing daily living abilities, discouraging
inappropriate social interaction, encouraging them to gain
autonomy, enhancing independence, establishing gender
identity, developing emotional regulation, and promoting
self-reflection. Role-model parents help their children
develop empathy and recognize identities, feelings, and
communication [15, 16]. Poor parenting behaviour and a
deprived parenting style lead to children’s TT [4]. If parents
are flexible, loving, and compassionate in response to their
children, TT will be halted [17].

Parenting style plays a crucial role in the development
of children’s behaviour. The authoritarian parenting style
is exhibited thorough evaluation and control of a child’s
attitude and behaviour following rigorous standards

defined by their parents. The permissive parenting style
relies on acceptance and nonpunitive parenting towards
the child’s actions and behaviour. The neglectful parenting
style is exhibited through both low demandingness and
responsiveness in the form of avoiding behavioural control
but setting a small number of conduct expectations.
Parenting styles affect TT due to the role of parents as
protectors and educators in establishing their children’s
character formation [10].

Temper tantrums are directly affected by five factors: family
environment, parenting style, adjustment, emotional
intelligence, and children’s independence (29.8%,
22%, 8.68%, 7.06%, and 4.53%, respectively) [10]. An
elevated level of parental care of the family environment is
associated with fewer TT; in contrast, poor parental care,
lack of involvement, and poor supervision are associated
with antisocial behaviour such as TT [10]. Self-adjustment
and emotional intelligence, which are acquired through
family, social and genetic factors, maintain behavioural
equilibrium and control negative thinking to develop self-
regulated emotions [10]. This is the first study in Bahrain;
moreover, there is a scarcity of studies on TT in Arab
countries (Emirates and Jordan) [17, 19].

This study will provide parents with observed data to help
them reflect on strategies and behaviours for dealing with
TT. It will also provide researchers with a fundamental
basis for further research to evaluate TT among Arab
children and develop mediations and guidelines on how to
react to children’s TT. The aim of this study is to assess the
TT behaviour (e.g., frequency, severity, duration, reasons,
locations, context, and parent’s strategies) of Bahraini
children aged 24 months to 48 months old, including all
children of the participant families within the stated age
range, and to measure the relationship between TT and
common parenting styles.

Materials and Methods

A cross-sectional, descriptive study design was used.
Non-probability convenience sampling was used to recruit
participants. A Sample Size of 411 participants, was
estimated based on The National Education Association
Research Bulletin Formula (1960). The expected (P)
was set to 0.50 (50%), with a 95% confidence interval
(Cl) and precision of 0.05. The calculated sample size
was approximately 381. The final sample size obtained
was 411 participants. Parents of a child aged between
24 and 48 months old at one of 8 health centres located
in Bahrain (Muharraq, BBK Hidd, Jidhafs, Sitra, Hamad
Kanoo, Yousef Abdulrahman Engineer, Mohammed
Jassim Kanoo, and Sh. Jaber Al Ahmed Al Sabah HCs)
were invited to participate in this study. The selected
health centres are open 24 hours and cover high-density
catchment areas for a a duration of 3 months (May 2022
to July 2022).

Inclusion Criteria: If parents can read and write Arabic
or English., If parents can provide informed consent and If
parents are interested in the study.
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Exclusion Criteria: If their children had poor social skills
communication., If parents could not read or write Arabic
or English and If parents were not interested in the study.
For this study, three types of questionnaires were used;
the first was used to collect sociodemographic information,
the second was a 45-item tantrum questionnaire, and the
third explored common parenting styles.

Sociodemographic characteristics: This questionnaire
was developed based on previous research. It included
eleven items: four items on children (age, sex, child
order, number of children) and four items on parents
(parent’s age at marriage, socioeconomic status, parent’s
educational levels, parent’s employment status). We used
the categories of “younger” children aged 24—-36 months
old and “older” children aged >36—48 months old [20]. The
parents were asked to recall their child’s behaviour over
the last three months and report a description of TT, types,
reason, location, context, and their own coping strategies.
The 45-item Tantrum Questionnaire collected parental
responses using a 5-point Likert scale ranging from 0
“Never” to 4 “Always. It is a valid and reliable scale. This
scale is intended to capture children’s behaviour and their
parent’s responses during TT [5].

Moreover, the instrument is in the common domain and
free to use. It was translated from its original language
(English) to the target language (Arabic). The parents were
asked to recall their parenting style. Then, their scores
were added up and the total was divided by the number of
items to find the calculated score for each category. The
highest calculated score indicated each parent’s preferred
parenting style. Parental responses on parenting style
were collected using a 6-point Likert scale ranging from 1
(never) to 6 (always).

Translation and Pilot Testing:

We used the Arabic version of the 45-item tantrum
questionnaire that has been used in other studies and
proved its high validity and reliability (Cronbach’s alpha
of 0.80) [20].

Then, we used the Arabic version in the pilot study with
20 participants who were not involved in the main study.
Reliability analysis was performed to assess the internal
consistency using Cronbach’s alpha test, and the results
indicated that Cronbach’s alpha coefficients for tantrum
behaviour, reasons for child’s tantrums, locations of
child’s tantrums, context of child’s tantrum behaviours,
parent’s strategies for stopping child’s tantrums, rate your
response, authoritative parenting style, and permissive
parenting were 0.889, 0.852, 0.805, 0.833, 0.821, 0.905,
0.928, and 0.762, respectively.

The quantitative variables were presented as the mean
and standard deviation, whereas the categorical variables
were presented as frequencies and percentages. The
internal consistency reliability using Cronbach’s alpha
coefficient were used to verify the reliability of the
questionnaire. Two independent sample t tests were used
to verify the significant mean differences in aspects of
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tantrum behaviour according to the age of the child and
the severity of tantrums. One-way analysis of variance
(ANOVA) was used to compare the mean aspects of
tantrum behaviour for different groups. The post- hoc
test using the Scheffe method was used to determine the
significance of pairwise mean differences in the aspects
of tantrum behaviour according to different levels. The
Statistical Package for Social Sciences (SPSS), version
28 (Chicago, IL, USA), was used to analyse the collected
data. Statistical significance was set at p value < 0.05.

Ethical Consideration:

After obtaining ethical approval from the primary care
ethical committee, we distributed a questionnaire with a
cover letter, which included the purpose and objectives of
the study. After a full explanation of the study purpose, the
letter included an invitation to all voluntary participants.
Additionally, the voluntary participants could withdraw
at any time without any consequences. All parents were
asked to provide written consent and were assured that
their data would remain confidential.

Demographic characteristics of the participants
Atotal of 425 questionnaires were distributed to participants
who met the inclusion criteria, and 411 participants agreed
to take part. The response rate was excellent at 96.7%.
The majority of the children were male (53.3%); most were
at the age of 37-48 months (63%), and the mean age of
the children was 3.02. Overall, 56.2% and 45.4% of the
mothers and fathers, respectively, had an education level
of diploma or above. Approximately 92.4% of the fathers
and 51.8% of the mothers were employed, and the mean
ages of the fathers and mothers were 26.5 and 22.9,
respectively (Table 1). As a result, most children were first
(36.0%) or second (31.3%) in the sibling order. Overall,
60.3% of the families had an income between 1000-3000
BD/monthly (Table 1).
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Table 1. Sociodemographic characteristics of participants (n =411).

Characteristics SAERRCTCY Sabind
(n) (%)
Child gender
Female 192 4.7
Male 215 53.3
Child age
24-36 months 139 37.0
37-48 months 237 63.0
Fathers’ education level
Primary 15 3.2
Intermediate 32 TB
Secondary 17% 437
Ciploma and above 1EE 453
Mothers” education level
Primary 15 3.7
Intermediate 32 T.B
Secondary 132 32.3
Diploma and above 230 56.2
Fathers’ occupation
Employed 376 2.4
Unemployed 25 B.1
Others B 15
Mothers” occupation
Employed 212 51.8
Unemployed 151 46.7
Others 7 15
Childbirth order
First born 145 36.0
Second born 126 31.3
Third born 107 26.6
Fourth born and beyond 25 B.1
Income
Less than 1000 55 134
Between 1000-2000 BD 128 311
Between 2001-3000 BD 120 292
More than 3000 BD 108 26.3
Age Mean St. Deviation
Child 3.02 1.10
Father 26.53 6.03
Mother 22.89 4.4%
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Description of children’s tantrums

More than one-third (37.8%) of the parents reported that their child had infrequent TT, while less than one-third of the
TT occurred weekly or daily, with rates of 31.2% and 31%, respectively. The severity of TT, as reported by parents, was
either mild (44.6%) or moderate (50.7%). The mean TT duration was 4.86 minutes, ranging between 5.0 minutes and
20.0 minutes. The most frequently reported tantrum behaviour was ‘crying’ (mean = 2.43, SD = 1.13; 60.8) followed by
‘screaming or shouting’ (mean = 2.23, SD = 1.16; 55.8%), which was the normative, distress type of TT, followed by
destructive and non-destructive types, as shown in Table 2.

Table 2. Description of child’s tantrum (n=411)

Description | N E:
Freguency of child tantrums in the past three months
Daily 177 31.2
Weekly 126 310
Less often 154 378
Severity of tantrums
Mild [Low Risk) 180 44 6
Moderate (Higher Risk) 205 50.7
Severe [(Highest Risk) 19 4.7
Duration of tantrums |Minutes)
Less than 5 minutes 170 414
E-10 minutes 24 5.8
11-30 minutes & 15
More than 30 minutes 211 513
Duration of tantrums (Minutes) Mean, Median (IOR) = 4.86, 3 (5-2)
Tantrum behaviour Mean (5D)
Crying 243 (1.13) E0.8
Screaming or shouting 2.23[1.1B) 558
Hitting parents or siblings 123 (1.19) 308
Hitting objects 1.05(1.16) 26.3
Throwing self on floor 0.58 (1.22) 245
Stomping feet 0.74 (1.14) 18.5
Deliberately hitting own head against something 0.41 [0.B3) 10.3
Breaking things 0.74 (0.99) 185
Throwing things 111 {1.13) 278
Biting 0.55 (0.91) 158
Kicking 0.80 (1.04) 20.0

N: Frequency, %: Percentage, SD: Standard Deviation; IQR: Interquartile Range
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Reasons for tantrums

Examining the related reasons of child’s tantrums revealed (Table 3) that “the child’s request for an item or activity (e.g.,
snack) was denied” was the most common reason for tantrums that parents reported (mean = 2.14, SD = 1.32; 53.5%),
followed by “child was involved in the activity and did not want to start/stop/change activity” (mean=1.82, SD=1.32;
45.5%). This was followed by “the child wanted attention” (mean=1.80, SD= 1.29, 45.0%).

Table 3. Reasons for children’s tantrums (N=411)

Reasons Mean (SD) o

Child was hungry or tired 159(1.27) 39.8
Child wanted attention 1.80(1.29) 45.0
Child was sick or in pain 167 [1.26) 42 8
Child's request for anitem or activity (e.g., snack) was denied 2.14(1.32) 535

Child was invelved in the activity and did not want to
start/stop/change activity (e.g., to get dressed)

| do not know what started it 147 (1.21) 36.8

1.82 (1.32) 455

SD: Standard Deviation; %: Percentage.
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Locations, context, and parents’ strategies

The results show that the most frequent location where children threw TT was in the home (mean=2.45, SD=1.26,
61.3), followed by in the car (mean =1.64, SD=1.09, 41.0) and public places (mean = 1.50, SD = 1.30; 37.5%). The
most common context for TT was at the child’s home when they were supposed to go to bed (mean = 1.37, SD = 1.15;
34.3%) and when left alone (mean=1.37, SD=1.10, 34.3%). The parents’ strategies for stopping the TT included speak-
ing soothingly to the child (mean =2.44, SD=1.34, 61%), picking the child up and holding them (mean 2.32, SD= 2.08,
58%), helping the child talk about the cause of their anger (mean=2.30, SD= 1.36, 57.5%), commanding the child to
stop throwing a tantrum (mean= 2.19, SD= 1.35, 54.8%) or finding a way to distract the child (mean= 2.13, SD= 1.34,
53.3%) (Table 4).

Table 4. Sites, context, and parents’ strategies for coping with children’s tantrum behaviour (N=411)

12

Description Mean (SD) %
Locations of child's tantrum

At home 245 (1.26) Bl.3
In public places 1.50(1.30) 375
In the car 164 (1.09) 410
When visiting someone else's home 1.08 (1.03) 270
Context of child's tantrum behaviour

When dressing 1.12{1.02) 28.0
At meals 1.35(1.15) 338
When getting washed 1.24(1.12) 31.0
When they were supposed to goto bed 137 [1.15) 34.3
When left alone 137 (1.10) 34.3
When in the company of other children 1.12 [1.05) 28.0
When routines changed 1.18(1.21) 29.5
In their own home, when having guests 0.85(1.01) 21.3
When troubled by intense sounds or lights 0.86 [1.02) 215
In new, unfamiliar situations 1.13(1.25) 28.3
Parent's strategies for stopping child's tantrums

Speaking soothingly to the child 2.44 (1.34) B1.0
Picking the child up and holding him or her 2.32 (2.08) GED
Commanding the child to stop 2.1%[1.35) 548
Stating a conseguence [e.g., timeout) 1.77(1.46) 44 3
Spanking the child 0.85(1.19) 21.3
lgnaring the behaviour 1.46(2.54) 36.5
Giving the child what he or she wanted 1.74(157) 435
Offering the child a reward if he or she would behave 1.94 (1.26) 485
Turning their back on the child and walking away 142(1.31) 355
Finding a way to distract that child's attention away from

whatever was upsetting him or her AL 2o
Helping the child talk about the causes of his or her anger 2.30 (1.36) 575
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Comparison of aspects of tantrum behaviour according to the age of the child and the severity of tantrums
The study results of the independent samples t test revealed that there was no statistically significant difference in the mean
of the aspects of tantrum behaviour between the younger and older children (Table 5).

Table 5. Comparison of the aspects of tantrum behaviour between younger and older children

Child's age
Aspects of Tantrum Behaviour TWIEE:I_?;:H'E" ﬂm?:':ﬂz:::::m" P. value
Mean | 5t Deviation | Mean | 5t Deviation
Reason 10.61 5.55 10.49 555 0.852
Locations of child's tantrum £.90 3.36 6.55 3.23 0.336
Context of child's tantrum 11.25 677 1191 722 0.391
Parent's strategies 19.79 8.03 20.29 B.27 0.588

To compare the aspects of tantrum behaviour according to the level of severity of tantrums, analysis of variance (ANOVA) was
conducted, and the results indicated that there were statistically significant differences in the mean of all aspects of tantrum behaviour
(reason, locationsof child’stantrum, contextofchild’stantrum, and parents’strategies)accordingtothe level of severity oftantrums F(2,
346)=10.753,p<0.001; F(2,389)=15.518, p<0.001; F(2, 377)=9.689, p<0.001;and F(2, 357)=8.724, p<0.001, respectively (Table 6).

Table 6. Analysis of variance to compare the aspects of tantrum behaviour according to the severity of tantrums.

Severity of tantrums
Aspects of Tantrum Mild Moderate Severe SO
Behaviour (n=156) (n=173) (n=18) .
Mean £ 5D Mean = 5D Mean = 5D

Reason 937 +506 1128+ 551 1461+561 | <0.001
Locations of child's tantrum 5.85%+325 718297 944+415 < 0.001
Context of child's tantrum 1013+ 642 12 .80 * 6.87 1553 +942 | <0.001
Parent's strategies 1839+ 825 2157+ B33 2456+ 737 < 0001

To determine the significance of pairwise mean differences in the aspects of tantrum behaviour according to the levels of severity
of tantrums, the posthoc test using the Scheffe method was employed and showed that there were statistically significant
differences in the mean of all aspects of tantrum behaviour (reason, locations of child’s tantrum, context of child’s tantrum, and
parents’ strategies) between the children whose level of tantrums was severe and those whose level of tantrums was moderate,
with the severe level being favoured, between severe and mild, with severe being favoured, and between moderate and mild,
with moderate being favoured (Figure 1).

Figure 1. Post hoc test to compare the significance of the differences between the means of aspects of tantrum behaviour
according to the severity of tantrum.

x
30+ | .
* * |
20— [ % | *
A P s N S [L Bl = [
E - 1 * |—I e= Mild
= = Moderate
= Severe
i ' T
Reason anatlc-ns of Corte:xt of Farert's Istrategiez

child's tramtrum= child's tantrums
Aspects of Tantrum Behaviour
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Type of parenting style:

To compare the type of parenting style according to maternal years of education, analysis of variance (ANOVA) was
conducted, and the results revealed that there were statistically significant differences in the mean of democratic and
permissive styles F(3, 380)=7.167, p<0.001; F(3, 223)=2.842, p=0.039, respectively (Table 7).

Table 7. Analysis of variance to compare the parenting style according to the maternal years of education

Mother's years of education
; : Diploma
- Primary Intermediate | Secondary
Parenting style (n=13) (n=29) (n=122) and above P. value

(n=217)
Mean = 5D Mean % 5D Mean = 5D Mean = 5D
Demaocratic Parenting Style 504 097 3971357 456 +0598 466+ 1.00 < 0.001
Authoritarian Parenting Style | 2.00%2.37 207+138 202+154 170%155 0.269
Permissive Parenting Style 145+ 166 172+1.16 256+152 247 +143 0.039

To determine the significance of pairwise mean differences in the type of parenting style according to the maternal
years of education, the posthoc test using the Scheffe method was employed and indicated that there were statistically
significant differences in the mean of the democratic parenteral style between mothers with a primary education level
and an intermediate level, with primary being favoured, between secondary and intermediate level, with secondary being
favoured, and between diploma and above and intermediate, with diploma and above being favoured (Figure 2). Regarding
the permissive style, the results showed that there were statistically significant differences in the mean of the parenting
style permissive between mothers with secondary level and primary or intermediate education level, with secondary level
being favoured, and between diploma and primary or intermediate level, with diploma being favoured (Figure 3).

Figure 2. Post hoc test to compare the significance of the differences between the means of parenting styles
according to the mother’s years of education.

6 *
[ _»
*® *x
. ] = Primary

1 1 = Imermediate
= b =2 Secondary
] | & | 1
& = Diploma and above
E I |

2-1

0 T T T

Dermocratic Aithoritarian Farernting stde  Parerting stve Permissive

Maternal years of education
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Figure 3. Post hoc test to compare the significance of the differences between the means of authoritarian

parenting styles according to the severity of tantrums.

: == Mild
= Moderate
4- . = Severe
a |
|
3-
c
-}
M P
= 2.
1 =
0 T — T — T

Dermocratic
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Severity of tantrums

Discussion

This study aimed to investigate the relationship between
parental styles and the frequency of temper tantrums
and their coping strategies. Over half of the participants’
children exhibited tantrums lasting more than 30 minutes,
in contrast to a study in Wisconsin in which 75% of tantrums
lasted 5 minutes or less [9]. Crying was the most common
tantrum behaviour, with screaming and shouting being the
second most common, which aligns with the findings of a
study conducted in Jordan [20].

Our study found that the most common cause of tantrums
was the denial of a child’s request for an item or activity,
which is consistent with a study conducted at the University
of Connecticut [21]. This finding contrasts with the
statement in “Essentials of Pediatric Nursing” that hunger
and attention seeking are the most common reasons [22].
Tantrums most commonly occurred at home and least
frequently in someone else’s house, which corresponds
to another study [21]. Speaking soothingly to the child was
the most common parental strategy for stopping tantrums,
while spanking was the least common, consistent with a
published guideline article [23].

The topic of children’s temper tantrums and the impact of
parental styles on their occurrence is of significant interest
in the field of child development and psychology. Our
study revealed a significant association between parental
styles and the frequency of children’s temper tantrums.
Permissive parenting styles were associated with a higher
frequency of temper tantrums compared to authoritative
parenting styles, consistent with previous research [24,
25]. Chen et al. also found a negative relationship between
parental control and temper tantrums in preschool-aged
children, while parental warmth was positively related to

temper tantrums [26]. Kim et al. found that parental stress
is associated with an increased frequency of children’s
temper tantrums [27]. This is important, as permissive
parenting styles have been linked to higher levels of
parental stress [28].

The strength of medical research on the relationship
between parental style and children’s temper tantrums
lies in identifying specific behaviours and attitudes that
contribute to the problem and inform the development of
more effective interventions. However, this research may
not fully capture the complexity of the relationship between
parental style and children’s temper tantrums due to other
factors, such as genetics or environmental factors, which
also play a role. Small sample sizes or other limitations
may affect the generalizability of some studies to the
broader population.

Our results contribute to the growing body of literature that
suggests a link between parental styles and the frequency
of children’s temper tantrums. The findings highlight
the importance of parental styles in the development of
children and the need for further investigation in this area.
By identifying the factors that contribute to the development
of temper tantrums, research can inform the development
of more effective interventions for children with temper
tantrums and improve their well-being.

In conclusion, this study found a significant association
between parental styles and the frequency of children’s
temper tantrums, consistent with previous research. Our
results highlight the importance of investigating parental
styles in connection to the development of children and
inform the development of more effective interventions for
temper tantrums.
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