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ABSTRACT

Aim: This study aimed to describe the range of acute traumatic stress disorder symptoms in a
sample of displaced and non-displaced children and adolescents in the Gaza Strip.

Methods: This was descriptive analytic study. The study sample consisted of 381 children and
adolescents ranging in age from 7 to 18 years. Regarding displacement status, 190 of them were
non-displaced (50.1%) and 191 were displaced (49.91%). Ninety-four of displaced children were
boys (49.22%), while, 73 of non-displaced children were boys (38.41%). One hundred seventeen of
displaced children were girls (61.6%), 97 of non-displaced children were girls (50.8%). Children
were assessed by a socio demographic questionnaire, the Gaza Traumatic Events Checklist, and
Acute Stress Disorder Scale.

Results: The highest frequencies of reported traumatic events for both groups (displaced and non-
displaced) were hearing shelling of the area, hearing the loud voice of Drones, and watching
mutilated bodies in TV. However, displaced children reported more traumatic event such as forced
to leave home with family members due to shelling, receiving pamphlets from Airplane to leave
home at the border area to the city center, threatened by telephone to leave their homes for
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symptoms.

bombardment of homes, destruction of their personal belongings during incursion. Displaced
children reported more traumatic events than non-displaced ones (Mean= 13.6 vs. 9.08). Boys
reported more traumatic events. Using the DSM-V criteria, 10.0% of non-displaced children and
18.4% of displaced children had acute traumatic stress disorder. Displaced children reported more
acute stress disorder, dissociative, re-experiencing, avoidance, and hyperarousal symptoms.
Traumatic events were associated acute traumatic stress, re-experiencing, and hyperarousal

Conclusion and recommendations: This study showed that Palestinian children and adolescents
are victims of continuous war and trauma, and will develop new symptoms of acute stress disorder
after exposure to war in the Gaza Strip. Such findings highlight the needs for better mental health
services for children especially displaced populations who are not able to return to their homes due
to the siege, in order to increase their coping abilities and resilience in face of adversities.

Keywords: Acute stress disorder; children; Gaza; trauma; war.

1. INTRODUCTION

The Middle East including Palestinian Territories
region is known for having the largest number of
refugees and internally displaced people in the
world. During the twentieth century, several
states in the region generated massive waves of
refugees as a result of interstate conflicts, large-
scale development projects, forced settlement of
nomads, and ethnically motivated forced
migration and internal civil wars [1].

During the summer of 2014, another wave of
violence on Gaza started in July, and continued
for 51 days (7" July—to 26" August 2014). Such
violence and war lead to massive damage of
Palestinian personal properties including homes,
factories, and infrastructure. According to the
United Nations for Relief and Work of
Palestinians in the Middle East (UNRWA),
10,854 people, including 3,307 children, 2042
women and 401 elderly were injured and 1045
were killed. As of 22 August, a quarter of the total
Gaza population were internally displaced as a
result of the hostilities. Approximately 300,000
were sheltered in 85 UNRWA schools, 45,000
were hosted in non-UNRWA premises, and at

least 137,400 more were in other hosting
arrangements [2].
Displacement poses greater physical and

psychosocial challenges and risks for children as
they are more prone to abuse, neglect and
exploitation. The United Nations provides the
following definition for internally displaced
persons: ‘“Internally displaced persons are
persons or groups of persons who have been
forced or obligated to flee or to leave their homes
or places of habitual residence, in particular as a
result of or in order to avoid the effects of armed
conflict, situations of generalized violence,
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violations of human rights or natural or human-
made disasters, and who have not crossed an
internationally recognized State border” [3].

Acute stress disorder (ASD) was first utilized as
a diagnosis in the fourth edition of the Diagnostic
and Statistical Manual of Mental Disorders
(American Psychiatric Association, 1994) to
describe post traumatic reactions after exposure
to traumatic events. Diagnostic criteria specify
that ASD may develop after an individual has
been exposed to a threatening event that elicits a
response of fear, helplessness, or horror
(Criterion A). The presence of dissociative
symptoms  (Criterion  B), re-experiencing
symptoms (Criterion C), marked avoidance of the
traumatic stimuli (Criterion D), and marked
symptoms of hyperarousal (Criterion E) are also
required. Additionally, the disturbance must
persist between 2 days to 4 weeks after the
onset of the traumatic event and cause clinically
significant distress (Criterion F and G). The fifth
edition of the Diagnostic and Statistical Manual of
Mental Disorders diagnosis include a listing of
dissociative symptoms (derealization,
depersonalization, dissociative amnesia), but no
longer stipulate that a specific number of
dissociative symptoms must be present to meet
the criteria for the disorder [4].

Criticisms about ASD have been voiced that
question the additive benefit and clinical utility for
creating another disorder that so closely
resembles Post Traumatic Stress Disorder
(PTSD) [5,6]. Some clinicians and researchers
also disagree with the diagnostic emphasis
placed on dissociative symptoms in the criteria
for ASD [7,8]. Children’s post-disaster war
adjustment includes a wide range of biological,
cognitive, emotional, and behavioral
components. PTSD had been identified as the
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most commonly assessed mental health
outcomes for child and adult disaster survivors
[9]. We reviewed study of 93 patients 10-16
years old who were seen in an emergency
department for having been assaulted or having
been involved in a motor vehicle accident, and
were interviewed within 4 weeks after the assault
or accident to assess acute stress disorder. At
initial interview, 18 (19.4%) of the 93 patients had
acute stress disorder and 23 (24.7%) met all
acute stress disorder criteria except dissociation
[10]. Research in similar context showed that
wars and internal violence carry negative
consequences on children, including heightened
aggression and violence, revenge seeking,
insecurity, anxiety, depression, withdrawal, post-
traumatic stress and somatic complaints, sleep

disorders, fear and panic, poor school
performance and engagement in political
violence [11].

The aim of the current study was to describe the
range symptoms of ASD in the aftermath of
trauma due to 51 days war in a sample of
displaced and non-displaced children and
adolescents in the Gaza Strip.

2. METHODS
2.1 Participants
The target population consisted of 381 children

ages 7 to 18 years, who were exposed to the war
on the Gaza Strip between 7 July and 26 August

in Fig. 1, 190 of children were non-displaced
(50.1%) and 191 were displaced (49.91%).
Ninety-four of displaced children were boys
(49.22%), while, 73 of non-displaced children
were boys (38.41%). One hundred seventeen of
displaced children were girls (61.6%), 97 of non-
displaced children were girls (50.8%). The
displaced children sample (191) was selected
randomly from 6 schools in Gaza city which were
used as shelters for families who left their homes
due to bombardment of the border areas. We
selected a control group of non-displaced
children (190), matched for age (7-18 years)
from families living in regions of the Gaza Strip
that had been non-displaced.

2.2 Study Procedure

Data were collected by 6 trained professionals (2
psychologists, 2 social workers, and 2 nurses).
They were trained for six hours in data collection
and interviewing techniques. The data were
collected during Sept 2014, less than one year
after finishing the war. Children completed self-
administered  questionnaires at  shelters
(displaced children), community centers, and
homes with assistance from the data collectors.
The completion of the self-administrative
measures took at least 10 minutes for each child.
Socio demographic information, measures of
exposure to acute traumatic events and stress
disorder were gathered from children by face-to-
face interviews. Parents provided informed
consent for their children’s participation in the

2014, and who lived in three localities of the study and they were assured of privacy
Gaza Strip (North, Gaza, Middle area). As shown  protection.
381 children

Fig. 1. Study sample N= 381
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2.3 Measures

2.3.1 Socio-demographic questionnaire

The researcher prepared a questionnaire which
included; name, gender, date of birth, place of
residence, number of siblings, and other
demographic information.

2.3.2 Gaza traumatic events checklist

The checklist was developed to reflect the
particular circumstances of the regional conflict
which could not be captured by other war trauma
measures and had been reported previously
[12,13,14]. This checklist consists of 28 items
covering three domains of events typical of the
war on Gaza: (1) hearing traumatic events (items
number 1-4 include hearing about killing of
relatives or friends) (2) witnessing trauma (items
number 5-14, experiencing witnessing of home
demolition, killing of others); and (3) personal
experiences (items number 15-28, being
personally the target of violence, being shot,
injured, or beaten up by soldiers). The
respondents rated whether they had been
exposed to each of these events as (0) ‘no’ or (1)
‘ves’. A total score was estimated. Responses to
these items were highly internally consistent
(Cronbach’s alpha=.82).

2.3.3 Acute stress disorder scale

The ASD symptoms were assessed with the
acute stress disorder scale [4]. The ASDS is a
14-item scale based on the DSM-V criteria, and
each of the items is scored on a 5-point scale
that indicates the severity of ASD symptoms from
0 (not at all) to 4 (very much).

The items that compose the scale include 2
assessing dissociation symptoms, 4 assessing
intrusion symptoms, one negative mood, 2
assessing avoidance symptoms, and 5
assessing arousal symptoms. The ASDS is now
a widely used self-report measure in trauma-
related research and clinical settings, and has
been demonstrated to have sound psychometric
properties [15,16]. Children were classified as
having ASD symptoms present when the
responses were either “much” or “most of the
time” to all of the ASD symptom questions (3 and
4), which is consistent with the Diagnostic and
Statistical Manual of Mental Disorders. Acute
stress reaction disorder were diagnosed
according to DSM-V, presence of nine (or more)
of the 14 symptoms from any of the five
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categories of intrusion, negative mood,
dissociation, avoidance, and arousal, beginning
or worsening after the traumatic event(s)
occurred. Responses to these items were
moderately internally consistent (Cronbach’s
alpha=.74).

2.4 Statistical Analysis

The analysis was conducted using the Statistical
Package for Social Sciences (SPSS 20 for
windows, SPSS Inc. Chicago, lllinois, USA).
Prevalence rates were given as percentages and
other descriptive data were given as percentages
and means and standard deviations. Categorical
variables were analysed using independent t and
chi-square tests to find out differences in trauma
and acute stress disorder among both groups.
One-way ANOVA post hoc Tukey was used to
investigate differences between more than two
groups. Associations between  continuous
variables were measured using the Pearson's
correlation coefficient test. In order to find the
predictors of acute stress symptoms, multivariate
regression analysis was conducted, in which
each traumatic events were entered as the
independent variables, and total acute traumatic
stress symptoms entered as the dependent
variable.

3. RESULTS

3.1 Demographic Characteristics of the
Study Sample

As shown in table one, the sample consisted of
381 adolescents. The ages ranged from 7 to 18
years, with a mean of 11.83 years (SD=2.55).
Displaced children’s mean age was 12.07
(SD=2.57) and the mean age of non-displaced
children was 11.60 (SD=2.51). No significant
differences between the two groups (t =-1.81,
p=ns). As shown in table one, the sample
consisted of 381 adolescents. The ages ranged
from 7 to 18 years, with a mean of 11.83 years
(SD=2.55). Displaced children’s mean age was
12.07 (SD=2.57) and the mean age of non-
displaced children was 11.60 (SD=2.51). No
significant differences between the two groups
(t = -1.81, p = ns). Regarding area of residence,
36.3% of non-displaced children lived in north
Gaza area compared to 65.4% of displaced,
56.8% of non-displaced live in Gaza city and
34.6% of displaced children live in Gaza, and
6.8% of non-displaced children live in middle
area and none of displaced children was from
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middle area. Regarding family monthly income,
80.5% of non-displaced children’s families had
income less than 300 US$ compared to 90.6%
displaced children. Displaced children were
coming from families with significantly less
monthly income (x2= 13.07 df = 1, p =0.003).

3.2 Exposure to Traumatic Events

As shown in table two, the highest frequencies of
reported traumatic events by both groups
(displaced and non-displaced) were hearing
shelling of the area (49.1% vs. 48.8%), hearing
the loud voice of Drones (48.3% vs. 47.5%), and
watching mutilated bodies in TV (47.2% vs.
45.9%). While, displaced children experienced
significantly traumatic event such as forced to
leave their home with family members due to
shelling of the area (44.6% vs. 23.1%) (x2=
79.10 df = 1, p =0.001), receiving pamphlets from
airplane to leave their home at the border area
to the city center (44.1% vs. 14.2) (x2= 138.10,
df = 1, p =0.001), threatened by telephone to
leave their home for bombardment of their home
(44.1% vs. 14.2%) (x2= 13.8, df =1, p = 001),
destroying of their personal belongings during
incursion (28.6% vs. 10.2%) (x2= 53.53, df = 1,
p = 0.001).

Overall, children reported 0 to 28 traumatic
events, with a mean 11.23 (SD=4.92).
Independent t test was conducted. Displaced
children reported more traumatic events than
non-displaced ones (Mean = 13.6 vs. 9.08) (F =
1048, p 0.001). Non-displaced females
reported more traumatic events toward boys
(t=3.17, p=0.001). No sex differences were
observed in reporting traumatic events in
displaced children (t=1.32, p=0.18).

Age was grouped into 7-11, 12-15 and 16-18
years age groups. Post Hoc test using One Way
ANOVA showed that non-displaced children
aged 16-18 years reported more traumatic
events than less than 11 and 12-15 years
(F= 7.75, p = 0.001). No age differences were
found in displaced children (F = 0.90, p = 0.43).
No differences in family monthly income
according to exposure to trauma in both groups
(F=1.90,p=0.11).

3.3 Children’s Acute Traumatic Stress
Symptoms

The most common acute post traumatic
symptoms were intense distress at reminders
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(54.73%), exaggerated startle  response
(52.74%), irritable or aggressive behavior
(47.26%), Inability to remember important aspect
of event (46.88%), and altered sense of reality
(46.27%) (Table 3).

3.3.1 Differences in mean and of acute stress

disorder between displace and non-
displaced children

Mean acute stress disorder symptoms in
displaced children was 6.54 (SD=3.30) and
mean was 4.64 (SD = 3.2) in non-displaced
children (Table 4). There were statistically
significant differences in acute stress disorder
(t =-5.71, p=0.001), dissociative symptoms.
(t=6.17, p=0.001), re-experiencing symptoms
(t=-3.62, p=0.001), avoidance of the traumatic
stimuli symptoms (t = -2.30, p = 0.001), and
hyperarousal symptoms (t = -4.02, p = 0.001)
toward displaced children.

Using cut-off point of 8 and more symptoms for
diagnosis of acute traumatic stress disorder, 108
of children (28.4%) reported acute traumatic
stress symptoms (much/all the time) and 273 of
children reported no symptoms (70.9%).
Comparing both groups, 38 of non-displaced
children had acute traumatic stress symptoms
(10.0%) and 70 displaced children had acute
traumatic stress symptoms (18.4%). Displaced
children significantly reported acute traumatic
stress symptoms than non-displaced children
(x2 = 12.8, df = 1, p< 0.001). No sex differences
in acute stress disorder and other subscales in
non-displaced children. However, displaced
boys were significantly reported more
dissociative symptoms than girls (t =2 .23,
p = 0.02).

Post Hoc Tukey test showed that non-displaced
children aged 12-15 years reported more acute
post stress disorder than children age less than
11 years and 16-18 years-old (F= 7.98, p =
0.001). Non-displaced children aged 12-15 years
were significantly reported more dissociative
symptoms than the other two age groups (F =
512, p = 0.007). Meanwhile, there were no
significant differences in acute stress disorder
symptoms and age group in non-displaced
children (F= 0.21, p = 0.88).

3.3.2 Relationship between total traumatic
events reported by children and total

acute traumatic stress symptoms

Pearson correlation coefficient test was
conducted to find the relationships between
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traumatic events and post-traumatic stress
disorder for displaced and non-displaced
children. For displaced children, there were
significant association between total traumatic
events reported by children and total acute
traumatic stress symptoms (r=0.17, p = 0.01),
dissociative symptoms (r=0.18, p = 0.001), and
hyperarousal symptoms (r=0.27, p = 0.001). For
non-displaced children, there were significant
association between total traumatic events
reported by children and total acute traumatic
stress symptoms (r=0.30, p 0.001),
dissociative symptoms (r=0.26 p = 0.001), re-
experiences symptoms (r=0.14, p = 0.001), and
hyperarousal symptoms (r=0.45, p 0.001)
Table 5.

3.3.3 Predictors of a diagnosis of acute
stress disorder (ASD) in the aftermath
of trauma

In a multivariate regression model, each
traumatic event was entered as an independent
variable, with total acute stress reactions scores
as the dependent variable for displace and non-
displaced children. For non-displaced children,
four traumatic events were significantly
associated with total acute stress disorder:
threaten of killing of closed relative in front of him
(B=0.17, p=0.02), being arrested during the land
incursion (B=0.20, p=0.003), hearing killing of a
friend (B=0.16, p=0.001), personal threat of
killing by the army (B=0.16, p=0.01).

For displaced children, four traumatic events
were significantly associated with total acute
stress disorder: threaten by shooting (B=0.14,
p=0.04), deprivation from water or electricity
during detention at home (B=0.21, p=0.002),
being arrested during the land incursion (B=0.23,
p=0.001), hearing killing of a friend (B=0.16,
p=0.001), witnessing firing by tanks and heavy
artillery at own home (B=0.16, p=0.02).

4. DISCUSSION

This is the first study to examine predictors of a
diagnosis of acute stress disorder (ASD) in the
aftermath of trauma in a sample of children and
adolescents after 51 days of war in Gaza on
2014 summer time. The study showed that the
most commonly reported traumatic events
experienced by both groups (displaced and
displaced) during the last war were hearing
shelling of the area by, hearing the loud voice of
Drones, and watching mutilated bodies in TV.

Displaced  children  reported  significantly
traumatic event such as forced to leave you
home with family members due to shelling,
receiving pamphlets from airplane to leave their
home at the border and to move to the city
center, threatened by telephone to leave the
home for bombardment of home, destruction of
their personal belongings during incursion. Such
traumatic events were reported previously in
Gaza Strip in the last 10 year[14,17,18].

Table 1. Demographic characteristics of sample (N = 381)

Variable name Non-displaced Displaced
Child sex No. % No. %
Boys 73 384 94 49.2
Girls 117 61.6 97 50.8
Age range from 7-18 years with mean 11.86 y (SD = 2.53)

Less than 11 years 90 47.4 69 36.1
12-14 years 80 421 103 53.9
15-18 years 20 10.5 19 9.9
Area of residence

North Gaza 69 36.3 125 65.4
Gaza 108 56.8 66 34.6
Middle area 13 6.8 0 0.0
Number of siblings

Less than 4 45 23.7 27 14.1
5-7 93 489 77 40.3
8 and more 52 27.4 87 455
Monthly family income

Less than 300 US $ 153 80.5 173 90.6
301-750 US $ 22 11.6 15 7.9
751-1000 US $ 12 6.3 1 5
More than 1000 US $ 3 1.6 2 1.0
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Table 2. Percentage of traumatic experiences by both groups of total sample (No. = 381)

Traumatic events Non-displaced Displaced
No. % No. %
Hearing shelling of the area by artillery 186 48.80 187 49.10
Hearing the loud voice of Drones 181  47.50 184 48.30
Watching mutilated bodies in TV 175 45.90 180 47.20
Inhalation of bad smells due to bombardment 146 38.30 167 43.80
Deprivation from water or electricity during detention at home 105 27.60 137 36.10
Hearing killing of a friend 93 24.40 147  38.60
Witnessing firing by tanks and heavy artillery at neighbours homes 93 24.40 147  38.60
Forced to leave you home with family members due to shelling 91 23.90 127  33.30
Threaten by telephone to leave the home for bombarment of home 88 23.10 170 44.60
Witnessing assassination of people by rockets 74 19.40 110 28.90
Receiving pamphlets from airplane to leave your home at the 62 16.30 112 29.40
border and to move to the city centers
Threaten by shooting 54 14.20 168 44.10
Hearing killing of a close relative 48 12.60 128 33.60
Destroying of your personal belongings during incursion 46 1210 79 20.70
Witnessing shooting of a close relative 39 10.20 109 28.60
Witnessing shooting of a friend 32 8.40 58 15.20
Threaten of killing of your closed relative in front of you 31 8.10 63 16.50
Witnessing firing by tanks and heavy artillery at own home 21 5.50 56 14.70
Witnessing killing of a friend 20 5.20 90 23.60
Personal threat if killing by the army 19 5.00 56 14.70
Physical injury due to bombardment of your home 19 5.00 30 7.90

Threatened with death by being used as human shield by the army 16 4.20 40 10.50
to move from one home to home

Witnessing arrest of a friend 16 4.20 38 10.00
Shot by bullets, rocket, or bombs 14 3.70 25 6.60
Witnessing killing of a close relative 14 3.70 26 6.80
Being arrested during the land incursion 12 3.10 47 12.30
Witnessing arrest of a close relative by the army 10 2.60 27 7.10
Being arrested during the land incursion 8 210 18 4.70

Table 3. Percentage of acute traumatic stress symptoms

No/ Little = Sometimes Much/ most of

the time

1. Intrusive distressing memories of event 65.42 12.19 22.39
2. Recurrent distressing dreams 47.51 19.65 32.84
3. Flashbacks/reliving 65.92 14.93 19.15
4. Intense distress at reminders 23.38 21.89 54.73
5. Numbing, detachment, reduced responsiveness 40.55 14.93 44.28
6. Altered sense of reality 33.08 20.65 46.27
7. Inability to remember important aspect(s) of event  33.92 19.2 46.88
8. Avoidance of thoughts, conversations, feelings 41.79 22.89 35.32
9. Avoidance of activities, places, physical reminders  45.02 18.66 36.07
10. Sleep disturbance 40.3 20.4 39.3

11. Hypervigilance 42.29 20.15 37.31
12. Irritable or aggressive behavior 36.07 16.67 47.26
13. Exaggerated startle response 30.85 16.42 52.74
14. Agitation or restlessness 38.31 15.42 46.27
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Table 4. Mean and standard deviation of acute stress disorder in both groups (No. = 381)

N Mean  Std. Mean t ¢]
deviation deviation

Total acute traumatic Non displaced 190 4.64 3.20 -1.90 -5.71  .001
stress symptoms Displaced 191 6.54 3.30

Dissociative symptoms Non displaced 190 .48 73 -.53 -6.17 .001
(Criterion B) Displaced 191 1.01 .92

Re-experiencing Non displaced 190 1.65 1.36 -.49 -3.62 .001
symptoms (Criterion C) Displaced 191 214 1.28

Avoidance of the Non displaced 190 .63 .78 -19 -2.30 .02
traumatic stimuli Displaced 191 .82 .83

symptoms (Criterion D)

Hyperarousal symptoms Non displaced 190 1.87 1.65 -.68 -4.02 .001
(Criterion E) Displaced 191 2.55 1.63

Table 5. Pearson correlation coefficients between in the traumatic events and acute traumatic
stress disorder among displaced and non-displaced children

Total traumatic events

Total acute stress

Dissociative symptoms

Re-experiencing symptoms

Avoidance of the traumatic stimuli symptoms
Hyperarousal symptoms

Displaced Non-displaced
Total traumatic events

AT 40

.18* .26

.06 A4

.40 .06

27 45"

*0=0.05, ** p = 0.01, **p = 0.001

Palestinian children reported mean of 11.23
traumatic events; displaced children reported
more traumatic events than non-displaced ones.
There were significant differences between
males and females in reporting traumatic events,
children aged 12-15 vyears reported more
traumatic events than less than 11 years and 15-
18 years. Others found that exposure to war
may include various traumatic events, such as
exposure to bombings or air raids, physical
injury, witnessing violence, loss of loved ones,
displacement, and disruption of routine life, lack
of educational structure, living in poor living
conditions, and living with distressed adults [19].

This study showed that the most common acute
stress traumatic symptoms reported by children
were had spontaneous or cued recurrent,
involuntary and intrusive distressing memories of
the event, had exaggerated startle response, and
were irritable, angry or aggressive behavior, had
intense or prolonged psychological distress or
physiological reactivity at exposure to internal or
external cues that symbolize or resemble an
aspect of the traumatic event. Others found a
high number of somatic complaints and memory
problems among children (aged 10-14) exposed
to war in Sri Lanka [20]. In Kuwait, another study
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reported an association between exposure to
war-related trauma and poor subjective ratings of
health and sleep quality among children aged 9
to 12 years living in Kuwait [21].

Our study showed that 28.4% of children
reported acute traumatic stress symptoms.
Displaced children significantly reported acute
traumatic stress symptoms than non-displaced
children. No statistically significant difference in
acute stress according to sex. In our study,
children aged 12-15 years reported more acute
stress reactions than children who were less than
11 years and 15-18 years.

Others reported prevalence rates for ASD which
varied widely from 7% to 33% based on the type
of precipitating trauma and differences in
assessment methods [5,22]. This study’'s
prevalence rate of ASD was less than the rate
found in paediatric surgical children and
adolescents injured in the Wenchuan earthquake
of China (the prevalence of ASD was 54.3%).
There were no significant differences among the
age groups about the severity of ASD symptom.
The proportions of ASD-positive were 44% in
males and 63.6% in females that showed
significant difference [23]. Forced migration,
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involving displacement of individuals, families,
and entire communities from their homes and
lands, is one of the most psychologically
devastating consequences of persecution, armed
conflict, generalized violence, and other types of
Human rights violations. Others postulated that
migrants are repeatedly exposed to potentially
traumatic events (PTEs) and experience crippling
losses that begin even before they are
dispossessed of their homes, possessions,
livelihoods, communities, and systems of social
support [24,25,26,27].

This study showed that there was significant
association between total traumatic events
reported by children and total acute traumatic
stress symptoms, re-experiencing symptoms,
and hyperarousal symptoms, but not with
avoidance symptoms. Such findings were
consistent with most of the studies which showed
causal relationship between trauma and post
traumatic symptoms. Non existence relationship
between avoidance symptoms and acute post
traumatic disorder could be the results of using
avoidance as coping by children immediately
after exposure to war traumatic events. Such an
association was found in a study on the
experiences of Palestinian children (aged 1-15)
residing in the West Bank, witnessing traumatic
events such as murder, physical abuse,
destruction of property, and threats was
associated with PTSD symptoms [28].

Five traumatic events were significantly
associated with total acute stress disorder:
deprivation of going to the toilet and leaving the
room at home because of firing and shelling in
the area; loss of a friend or relative; destruction
of personal belongings and witnessing firing by
tanks and heavy artillery at own home; being
threatened of death by being used as a human
shield by the army; and shot by bullets, rockets,
or bombs. Studies showed that indirect exposure
through the media and through the climate of
threat of war also put children at risk of mental
health problems. For example, a study was
conducted to examine the responses of children
(aged 14—17 years) following a terrorist attack in
a school in Beslan, Russia during which a school
with 1,300 adults and children was taken hostage
and resulted in the death of 329 people and the
injury of hundreds [29]. The findings of that study
indicated that there were no significant
differences in psychological, emotional, and
behavioral responses between those directly and
indirectly exposed to the attack, indicating that
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both direct and indirect exposure to combat put
children at risk.

5. RECOMMENDATIONS

This current study showed that Palestinian
children and adolescents were at risk of
developing acute stress disorder symptoms after
exposure to war. Displaced children were more
traumatized and had more symptoms than non-
displaced children. Such findings highlight the
need for mental health services for displaced
populations, and not only for those directly
traumatized by war, but also for the displaced
populations to enable them to cope with the
stress of isolation and social dislocation, and
severe emotional or mood disturbances. We had
to empower working NGOs, governmental, and
UNRWA to establish multi-disciplinary mental
health teams with psychosocial counselors,
physical and occupational therapists and medical
practitioners. They should work with primary care
providers to train them in basic mental health
assessment and interventions. They should
develop outreach teams of psychosocial workers
that incorporate trusted members of the
displaced community. In addition, resources had
to be identified for acute and chronic mental
health care in different service provider's
locations in the Gaza Strip. The teams had to
have models of multi-disciplinary mental health
care in acute crisis situations and had to go on to
train other groups in the region.

6. STUDY LIMITATIONS

This study had some limitations. One of the
limitations was that the sample of displaced and
non-displaced children were exposed to similar
traumatic events which make analysis between
the two groups in absence of another control
group in the area very difficult and may lead to
bias.

Also, such study which follow immediately the
war and traumatic events make it very difficult to
study other risk and protective factors in
Palestinian society such as coping, social
support, family support, commodity with other
psychiatric problems, and previous experiences.

7. CONCLUSION

Our study results showed that Palestinian
children and adolescents were at risk of
developing acute stress disorder symptoms after
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exposure to war on Gaza. Displaced children
were more traumatized and had more symptoms
than non-displaced children. Such findings
highlight the need for increasing mental health
services for displaced populations in shelters,
besides the governmental and other Non-
governmental support of the families at risk.
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ABSTRACT

Aims: To investigate the impact of war trauma On child mental health; the mediating role of
different coping strategies.

Methods: The sample was selected randomly from the five localities of the Gaza Strip that had
been exposed to war16 months earlier. Children completed the Gaza Traumatic Events Checklist-
20 items-War on Gaza, UCLA PTSD scale, Birleson Depression Scale, Child Revised Manifest
Anxiety Scale, and Kidcope for children.

Results: Children reported many traumatic events (mean = 4). One third (32.5%) had partial and
12.4% had full criteria of PTSD. Children living in families with low family monthly income reported
more emotional problems. There was significant association between exposure to traumatic events
and developing PTSD. The rates of significant anxiety and depressive symptoms were 20.5% and

*Corresponding author: Email: abdelazizt@hotmail.com;
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22.3% respectively.

Girls reported significantly more depressive symptoms than boys. Children commonly used the
following coping strategies: wishful thinking, problem-solving, emotional regulation, and distraction.
Trauma was negatively correlated with social support and wishful thinking, and positively correlated
with self-criticism. Lack of social support and wishful thinking predicted all three types of mental
health problems, while social withdrawal specifically predicted depression.

Conclusions: Trauma can have long-standing impact on children’s mental health. Community-
based intervention programmes could enhance children’s resilience. Parents, teachers, universal
and specialist mental health practitioners have essential roles in the development and delivery of

such programmes.

Keywords: War; Gaza; children; PTSD; depression; anxiety; coping.

1. INTRODUCTION

A number of studies from war zones and different
cultures have reported high rates of
posttraumatic stress disorder (PTSD) among
children exposed to trauma. For example, in a
study of Palestinian children in the Gaza Strip,
41% reported moderate to severe posttrauatic
stress (PTS) reactions [1]. In addition to
examining the prevalence of PTSD and other
psychiatric disorders, subsequent research
investigated risk factors, including the extent of
exposure. In contrast to peacetime disasters,
stressors during war are generally multiple,
diverse, chronic, and recurrent such as the
violent death of a parent, witnessing the killing of
close family members, separation and
displacement, terror attacks like bombardment
and shelling [2,3]. In addition, Palestinian
children continuously witness severe internal
(familial and societal) and external violence (due
to occupation).

Children emotional responses have been found
to increase in line with the levels of violence
encountered [4,5]. Another study with 309
Palestinian preschoolers also found that direct
and indirect exposure to war trauma increased
the risk of ill mental health from a young age [6].
Overall, the majority of studies conducted in the
Occupied Palestinian Territories have
emphasized the high rates of dysfunction and
maladaptation in Palestinian children, and
reported a high prevalence of common mental
health problems and more severe disorders
[3,7,8].

A review of studies on PTSD prevalence in youth
exposed to a variety of traumas found a wide
range of prevalence rates depending on the type
of trauma exposure and measure used [9]. The
highest rates of PTSD were found in studies of
children and adolescents exposed to war or

331

political violence and repression. In such a study
in the Gaza Strip areas exposed to the war of 23
days, among 374 children aged 6-17 years,
using self-report questionnaires, 29.9% suffered
from moderate PTS reactions, and 61.5% from
severe to very severe PTS reactions [10]. In a
similar study with children six months after the
Gaza war, 39.3% fulfilled partial and 9.8% full
DSM-IV criteria for PTSD [11].

Coping is defined as "constantly changing
cognitive and behavioural efforts to manage
specific external or internal demands that are
appraised as taxing or exceeding the resources
to the person” [12]. There is no unifying theory
regarding the underlying elements of child and
adolescent coping, although three dimensions
are most commonly used to categorize coping
strategies: (a) problem-focused and emotion-
focused coping, (b) primary and secondary
control coping, and (c) engagement and
disengagement coping (also referred to as
approach versus avoidance coping) [13].

To date, much of the research with children and
adolescents has been based on the framework
by Folkman and Lazarus (albeit initially
developed for adults), which emphasized the
context in which the coping actions occur, the
attempt rather than the outcome, and the fact
that coping is a process that changes over time,
as the person and the environment are
continuously in a dynamic, mutually influential
relationship [14,15,16]. This is often referred to
as the transactional model of coping.

Coping can affect children’s emotional well-being
independently of their prior mental health status.
It is equally likely that children experiencing poor
mental health use different and fewer effective
strategies than those with adaptive mental
health. In a study with children of depressed
parents, negative cognitions were associated
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with three types of coping, i.e. primary control,
secondary  control, and  disengagement.
Furthermore, coping style and negative
cognitions made independent contributions to
depressive symptoms [17,18].

Young people in the Gaza Strip commonly used
coping strategies such as self-reliance and
optimism;  engaging in activities that were
demanding of themselves and within their
control such as getting their bodies in shape and
getting better grades; and exploring ways to
figure out how to deal with problems or tensions
on their own. Avoidance behaviour by drinking
alcohol, or using illicit drugs were the least used
coping strategies [19]. Maltreated male
adolescents, also in the Gaza Strip, were found
to rely on emotional and problem-solving coping
strategies [20]. Similarly, in another study of
250 Palestinian children who had lost their
fathers due to war conflict in the Gaza Strip,
significant differences were found on mental
disengagement, focus on and venting of
emotion, use of instrumental social support,
active coping, religious coping, restraint, and
planning according to trauma levels all of which
were mainly used by children exposed to severe
traumatic events [21].

In research with other ethnic groups such as
African American high school students, coping
styles range from “getting through,” which
included both an acceptance of community
conditions; “getting along,” which included self-
defense techniques; “getting away,” which
included avoidance coping strategies; and
“getting back,” which consisted of confrontational
coping strategies. Boys are more likely to report
confrontational coping styles than girls, who
instead utilize more avoidance approaches [22].
Others found similar ways of coping with
terrorism attacks. Moscardino et al. 2014, in
study of 60 adolescents (aged 14—18 years) who
survived the 2004 terrorist attack against a
Russian school in Beslan, found that self-blame
was related to increased risk of PTSD, which
provided further evidence for the association
between emotion-focused coping strategies and
posttraumatic symptomatology [23].

Overall, coping strategies have been found to
mediate and/or moderate the relationship
between exposure to stressors and mental health
in children and adolescent [24]. The aims of this
study were to investigate: 1) the types and
severity of traumatic events after 16 months of
the war on Gaza on children; 2) the prevalence

of PTSD, anxiety, and depressive symptoms; 3)
the types of coping strategies used by children;
and 4) the mechanisms between trauma, coping
strategies and psychopathology.

2. METHODS

2.1 Setting and Sample

The Gaza Strip is a narrow elongated piece of
land, bordering the Mediterranean Sea between
Israel and Egypt, which covers 360 km?. It has
high population density. About 17% of the
population lives in the north of the Gaza Strip,
51% in the middle, and 32% in the south area.
There are high unemployment, socioeconomic
deprivation, family overcrowding, and short life
expectancy. Nearly two-thirds of the population
are refugees, with approximately 55% living in
eight crowded refugee camps. The remainder
live in villages and towns [25].

The target population consisted of 462 children
of 7 to 18 years, who were exposed to the war on
the Gaza Strip between December 2008 and
January 2009, and who lived in five localities of
the Gaza Strip (North, Gaza, Middle, Khan
Younis, Rafah) The sample was selected
randomly according to prepared list of number of
boys and girls from each of the five areas. Of the
total children of 462 who were contacted, 449
agreed to participate in the study, following
informed consent from their parents, with a
response rate of 97%. This high response rate
was due to the type of Palestinian society in the
Gaza with limited movements from their homes
and families are staying for the same place for
very long period and also insistence of the data
collectors to do the interview even to visit the
family more than 2-3 times.

The data collection was carried out by eight
trained psychologists and social workers, under
the supervision of the first author. They were
trained for six hours in data collection and
interviewing techniques. The data was collected
during 2010. Children completed self-
administered questionnaires at home with
assistance from the researchers. The completion
of the self-administrative measures took at least
one hour for each child. Sociodemographic
information was collected from the parents, while
measures for exposure to traumatic events,
PTSD, depression, anxiety, and coping
strategies were completed by the children.
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2.2 Measures

2.2.1 Gaza traumatic events checklist [5]

The checklist was developed to reflect the
particular circumstances of the regional conflict,
which cold not be captured by other war trauma
measures, and has been reported previously
[1,2]. This consists of 17 items covering three
domains of events typical of the war on Gaza: (1)
witnessing personally acts of violence (e.g.,
killing  of  relatives, home  demolition,
bombardment, or injuries); (2) experiencing loss
or injury of family and other close persons; and
(3) being personally the target of violence (e.g.,
being shot, injured, or beaten up by soldiers).
The respondents rated whether they had been
exposed to each of these events as (0) ‘no’ or (1)
‘yes’. A total score was estimated. The Cronbach
alpha for the Gaza Trauma Events Scale was
0.80 and the split half was 0.75.

2.2.2 Revised children’s manifest anxiety
scale (RCMAS) [26]

The RCMAS is a standardized 37-item self-report
questionnaire for children of 6-19 years of age. It
measures anxiety-related symptoms (‘yes/no’
answers) on 28 anxiety and 9 lie items. This
instrument has been previously used by the
authors in the Gaza Strip, including in a total
population study, where 21.5% of children scored
above the cut-off score for anxiety disorders [27].

In the current study, the internal consistency of
the scale, calculated using the Cronbach’s alpha,
was high (a=0.86), as was its split half reliability
(r=0.82).

2.2.3 Depression self-rating scale for children

(DSRC) [28]

The Depression Self Rating Scale (DSRC) is an
18-item self-report questionnaire in which the
child is asked to rate his/her own situation during
the last week on a 3-point scale. Scores of 2, 1
or 0, respectively, in the direction of disturbance,
refer to ‘most of the time’, ‘sometimes’ or ‘never’.
The DRSC includes 18 items. The Cronbach’s
alpha was a=0.63 and the split half reliability was
r=0.61.

2.2.4 UCLA PTSD index for
adolescent version [29]

DSM IV -

The items of the UCLA PTSD indices are keyed
to DSM-IV criteria and can provide preliminary

PTSD diagnostic information. Self-reports for
children and adolescents exist, as well as parent
reports. The adolescent Version for aged 13
years and above includes 22 questions. A 5-point
Likert scale from 0 (none of the time) to 4 (most
all the time) is used to rate PTSD symptoms.
Only 17 items were included in the total score,
because two items did not constitute DSM-IV
criteria and three items were repeated symptoms
were used [29]. The original English version of
this scale was adapted to the Palestinian context
(Cronbach a for Arabic Palestinian version was
0.89) [30].

Reaction Index was highly satisfactory
(Cronbach’s alpha = 0.90), with a split half of
0.86.

2.2.5 Kidcope-young children [ 31]

The Kidcope is a brief self-report measure of
children’s and adolescent’'s use of coping
strategies [31]. The 15-item is designed for
children between the ages of 7 and 18 years.
The framework underpinning its development is
based on the theory that coping is a process of
changes in cognitive and behavioral strategies
rather than a stable personality trait. The Kidcope
allows children to identify the problem they
consider the most stressful in their lives, and to
assesses ten coping strategies (distraction,
social withdrawal, cognitive restructuring, self-
criticism, blaming others, problem solving,
emotional regulation, wishful thinking, social
support, and resignation) related to this specific
problem.

The Kidcope was administered in relation to the
traumatic events of the war on Gaza, and was
scored for positive coping style (the sum of
responses to the cognitive restructuring, problem
solving, emotional regulation, and social support
subscales) and negative coping style (the sum of
responses to the distraction, withdrawal,
criticizing self, blaming others, wishful thinking,
and resignation subscales). Each item/coping
strategy is scored as 0 (‘no’) or 1 (‘yes’). Earlier
research  established test-retest reliability
coefficients for short intervals (3—7 days) ranging
from 0.41 to 0.83 [32].

2.3 Statistical Analysis

The analysis was conducted on the SSPS for
Windows (version 20). Questionnaire data was
normally distributed, for this reason independent
t-test was used to investigate differences
between two groups. Associations between
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continuous variables were measured by the
Pearson's correlation coefficient test. One-way
ANOVA post hoc Tukey was used to investigate
differences between more than two groups. To
test the fourth aim, a multivariate regression
analysis was conducted, in which trauma scores
were entered as the independent variable, each
psychopathology score (depression, anxiety,
PTSD) entered as the dependent variable, and
coping strategies as covariates.

3. RESULTS
3.1 Sociodemographic Profile

As shown in table one, regard to the area of
residence, 34.3% of children lived in Gaza area,
19.2% in Khan Younis, 18.3% in the middle area,
16.3% in the northern Gaza Strip, and 12% in the
Rafah area. Most of them lived in cities (64.2%),
25.5% in refugee camps and 10.3% in villages.
According to family monthly income, 73.4% of
families had less than $300, 22.6% had $301-
625, and only 4% had a monthly income of more
than $626-750. In regards to employment status,
46.5% of children’s fathers were unemployed,
8.1% Unemployed and received benefit, and
13.6% were government employees, 7.1% were
simple workers, 6% were skilled workers, 13.6%
were governmental employee 3.5% were United
Nations Relief and Works Agency for Palestine
Refugees (UNRWA) employee, 2.3% were given
unemployment benefits, 3.2% were farmers, and
9.7% were working in other jobs (Table 1).

3.2 Exposure to Traumatic Events

As shown in table two, the most commonly
reported traumatic events experienced by
children during the last war were: watching
mutilated bodies and injured Palestinians on
television (90.4%); deprivation from water or
electricity during detention at home (44.6%); and
fforced to leave their home during the war
(33.5%) (Table 2).

Overall, children reported a range of 0 to 17
traumatic events, with a mean number of 3.59
(SD=2.92). When these were grouped into mild
(0-5 events), moderate (6-10) and severe (11
and above), 80.6% of children reported mild level
of trauma, 16% moderate level, and 3.3%
reported a severe level of trauma exposure.
There were no significant differences between
males and females in reporting traumatic events
(t=-0.88, p=0.37). When children were grouped
in the 7-11, 12-15 and 16-18 years age groups,

there were no differences on reporting traumatic
events (F=0.33, p<0.71). Furthermore, there
were no differences in exposure to trauma
according to place of residence or family monthly
income.

Table 1. Sociodemographic characteristics

(N = 439)
ltems No. %
Gender
Boys 233 51.9
Girls 216 481
Area of residence
North Gaza 73 16.3
Gaza 154 34.3
Middle area 82 18.3
Khan Younis 86 19.2
Rafah 54 12
Type of residence
City 274 64.2
Village 44 10.3
Camp 109 25.5
Monthly family income
Less than $300 292 734
$301-625 90 226
$626-750 16 4
Father job
Unemployed 202 46.5
Unemployed and received 35 8.1
benefit
Simple worker 31 741
Skilled worker 26 6
Governmental employee 59 13.6

United Nations Relief and Works 15 3.5
Agency for Palestine Refugees
(UNRWA) employee

Unemployment benefit 10 23
Farmer 14 3.2
Other 42 9.7
Mothers job

Housewives 422 94.0
Simple worker 6 1.3
Governmental employee 10 2.2
Other 11 24

3.3 Children’s Post-traumatic Stress

Reactions

Approximately one quarter (24.9%) of children
did not experience any PTSD symptoms, 30.2%
reported at least one criterion (B or C or D),
23.5% reported partial PTSD (B and C, C and D,
or B and D), and 12.4% of children reported full
criteria of PTSD. The most common post
traumatic symptoms were: 43.4% reported that
when something reminded them of what
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happened during the war, they became very
upset, afraid or sad; 31.5% were afraid that the
event would happen again; 30.4% felt jumpy or
easily startled, like when they heard a loud noise;
and 30% tried to stay away from people, places,
or objects that reminded them of what
happened.

Post hoc test using Tukey showed that children
aged 7-11 years reported more PTSD symptoms
than the older age groups (F=4.28, p=0.01).
Children from families with family income of less
than $300 reported more PTSD symptoms
(F=6.01, p=0.003). , as were children living in
cites (F=4.05, p =0.01). Using the Pearson
correlation test, there were significant association
between total traumatic events reported by
children and total PTSD (r=0.43, p = 0.01),
intrusion (r=0.29, p = 0.01), avoidance (r=0.41,
p = 0.01), and hyperarousal scores (r =0.45, p =
0.01).

In a multivariate regression model, each
traumatic event was entered as an
independent variable, with total PTSD scores
as the dependent variable. Five traumatic
events were significantly associated with total
PTSD symptoms: deprivation of going to the
toilet and leaving the room at home because of
firing and shelling in the area: (B=0.40,
p=0.001); loss of a friend or relative: (B=0.25,
p=0.001); destruction of personal belongings
and witnessing firing by tanks and heavy

artillery at own home (B=0.13, p=0.004); being
threatened of death by being used as a human
shield by the army (B= 0.12, p=0.006); and shot
by bullets, rockets, or bombs (B=0.12,
p=0.006).

3.4 Anxiety Symptoms

Adopting, previously established cut-off scores,
89 children (20.5%) reported anxiety problems
of clinical significance. There were no statistically
significant differences according to gender
(t=1.91, p <0.13) or age (t=1.28, p <0.27).
Children coming from families with family income
of less than $300 reported more anxiety
symptoms. (F = 6.81, p =0.001). Using the
Pearson correlation test, there was a significant
association between total traumatic events
reported by children and total anxiety scores
(r=0.39, p=0.001).

In a multivariate regression with each traumatic
event entered as an independent variable, and
total anxiety scores as the dependent variable,
four traumatic events were significantly
associated with total anxiety symptoms deprived
from water or electricity during detention at
home (B=0.37, p=0.001); being detained at
home during the war (B= 0.10. p=0.04); forced
to leave your home during the war (B=0.10,
p=0.03); and witnessing firing by tanks and
heavy artillery at own home (B=0.09, p=0.04).

Table 2. Type of traumatic experiences

Traumatic events Yes No

Watching mutilated bodies in TV 90.4 9.6

Deprivation from water or electricity during detention at home 44.6 55.4
Forced to leave your home during the war 33.5 66.5
Witnessing demolition of neighbours homes 29.8 70.2
Witnessing firing by tanks and heavy artillery at neighbours homes 26.6 73.4
Being detained at home during the war 25.3 74.7
Threaten by shooting 22.6 77.4
Witnessing shooting of a friend 14.3 85.7
Destroying of your personal belongings during incursion 13.7 86.3
Witnessing killing of a friend 13.6 86.4
Witnessing firing by tanks and heavy artillery at own home 10.1 89.9
Shooting by bullets, rocket, or bombs 8.3 91.7
Witnessing killing of a close relative 7.6 92.4
Beating and humiliation by the army 6.3 93.7
Exposure to burn by bombs and phosphorous bombs 5.4 94.6
Threaten by shooting 4.1 95.9

Being exposed to danger by used as human shield by the Isralei army 4.1

95.9
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3.5 Depressive Symptoms

Overall, 100 children (22.3%) reported
depressive symptoms above the cut-off score.
Girls reported significantly higher scores (t=15.9,
df=1, p<0.001), as well as children coming from
families with family income lower than $300
(F=3.58, p=0.01). Using the Pearson correlation
test, there was a significant association between
total traumatic events and total depression
scores (r=0.34, p=0.001).

In a multivariate regression with each traumatic
event entered as an independent variable, and
total depression scores as the dependent
variable, four traumatic events were significantly
associated with total depression symptoms:
deprived of going to the toilet and leaving the
room because of firing and shelling (B=0.30,
p=0.001); witnessed shooting of a relative (B= -
0.17. p=0.001); watched mutilated bodies on TV
screen (B=-0.15, p=0.004); and detained at
home during incursion: (B=0.15, p=0.001) .

3.6 Coping Strategies

As shown in table three, the most commonly
used coping strategies in the face of war
stressors and trauma were: wishful thinking
(96.2%), problem solving (96.2%), emotional
regulation (95.3%), and distraction (93.5%). The
least commonly reported coping strategies, were
resignation (27.5%) and self-criticism (50.8%)
(Table 3). Chi square test was conducted to
investigate gender differences in relation to
coping strategies. Only two coping strategies
were significantly different, i.e. cognitive
restructuring was reported less by girls than
boys, 32.8% vs. 40.2% respectively (x°=4.7, df
=1, p<0.02); and blaming others was more
common in girls than boys, 36% vs. 34.2%
respectively (x°=3.6, df=1, p< 0.03).

3.7 Coping Strategies as Mediating
Factors between Trauma and Child
Psychopathology

Three series of multivariate linear logistic
regression analyses were performed to test the
hypothesis of the mediating effect of coping
strategies in children’s psychological reactions to
traumatic events. Total traumatic events were
entered as an independent variable; PTSD, total
anxiety and depression scores as the dependent
variable in each model; and the Kidcope
subscales as the covariant. Social withdrawal
was associated with depression (F = 5.57, p =

0.02); wishful thinking was associated with
depression (F = 5.31, p = 0.02), anxiety (F =
6.62, p = 0.01) and PTSD (F = 19.13, p = 0.001);
and lack of social support was associated with
depression (F = 28.39, p = 0.001), anxiety (F =
8.59, p = 0.001), and PTSD (F = 6.65, p =
0.01).

Table 3. Coping strategies used by
traumatized children

Coping Yes No
strategies No. % No. %
Wishful thinking 418 935 29 65
Problem-solving 403 90.0 45 100
Emotional 123 275 325 725
regulation

Distraction 393 879 54 12.1
Social support 428 96.2 17 3.8

Social withdrawal 426 95.3 21 4.7

Cognitive 428 96.2 17 3.8

restructuring

Blaming others 327 73.0 121 27.0

Self- criticism 314 702 133 2938

Resignation 227 50.8 220 49.2
4. DISCUSSION

This study investigated the types and severity of
traumatic events after 16 months of war on Gaza
on children; the prevalence of PTSD, anxiety,
and depressive symptoms; to types of coping
strategies used by children; and the mediating
effect of coping strategies between trauma and
child psychopathology. The results showed that,
even such a long period after the conflict,
children continued to report many traumatic
events. The explanation of the continuation of
reporting of traumatic could be due to the on-
going conflict, stressors and threats of a new war
on Gaza. Severity of trauma exposure was
significantly associated with scores total PTSD
an all subscales scores. Our findings were
consistent with those of the International Society
for the Traumatic Stress Studies [33] i.e. that
individuals who have already experienced
trauma (survivors of war, immigrants, refugees,
or those who have lived through periods of
unemployment or discrimination) are more
vulnerable to severe stress reactions following a
traumatic event. These individuals may be at
greater risk for mental-health problems, including
depression, anxiety, and PTSD.

More specifically, 12.4% of children reported
full criteria of PTSD, 20.5% suffered from
anxiety problems, and 22.3% from depression
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of sufficient severity to indicate the need for
clinical assessment and possibly treatment.
The PTSD rates were lowered in this study
than those detected among adolescents injured
during Al-Agsa intifada and who sustained
permanent disability [34]. They were more
consistent with a previous study of children in
the Gaza Strip, [35], although these rates
subsequently increased when children exposed
to continuous shelling (33.9%). Depression
rates were high, although even higher
prevalence was previously established during
the conflict [33].

The most commonly used coping strategies
were: wishful thinking problem solving, emotional
regulation, and distraction. This finding was
consistent with that of a multi-site study of 166
adolescents infected with HIV in three major US
cities, which showed that passive emotional
regulation (80%) was rated by youth as both the
most frequently used and most helpful strategy.
Blaming others was the least frequently used
strategy and was perceived as among the least
helpful [36]. In a study of African American high
school students, collaborative religious coping
protected against suicidal ideation, whereas self-
directed coping (i.e. relying on oneself to manage
a problem) acted as a risk factor [37].

Trauma exposure was negatively correlated with
social support, wishful thinking; and was
positively correlated with self-criticism. This could
be explained by postulating that family and
community support is disrupted because of the
ongoing conflict. Children living in war zones
witness a variety of traumatic events and share
daily suffering with family members, which can
lead to less wishful thinking and self-criticism.
These mechanisms may underpin our findings.
These are consistent with previous research, for
example, Berman and colleagues, in a
multiethnic youth sample, found that negative
coping (e.g., criticizing, blaming others, wishful
thinking) was related to PTSD symptoms [38].
They were also consistent with an earlier study in
the Gaza Strip [39] which found that negative
coping was significantly associated with PTSD,
depression and anxiety; while positive coping
was strategies were used by people with
depression and anxiety, but not by those
suffering from PTSD. Cognitive reframing, which
is conceptually similar to avoidance of reminders
of trauma and numbing feelings, may
prospectively predict more PTSD symptoms
because denying the severity of a problem and
trying not to think about it may lead to more

recurrent and intrusive recollections of the
trauma. Living in areas with other stressors such
as siege and threat of war are additional maintain
factors of PTSD.

The relationship, however, may also be
reciprocal, in that higher levels of coping can
have the deleterious effect of increasing distress.
Our findings were consistent with a transcultural
study of adolescents from four countries, which
found that both Palestinian and Colombian youth
were noted to be more likely to seek to belong,
focus on the positives, engage in social actions,
problem-solving, and seek spiritual support, than
were German and Australian adolescents.
Australian adolescents predominantly used non-
productive strategies such as tension reduction,
self-blame, ignoring, keeping to self and, most
noticeably, worrying and wishful thinking [40].
Adolescents who survived the school terrorist
attack in Beslan, Russia and who reported PTSD
symptoms were more likely to blame themselves,
thus providing further evidence for the
association between emotion-focused coping
strategies and posttraumatic symptomatology
following terrorism*'.Similar patterns have been
reported following road traffic accidents [42].

This study had certainly limitations. Children’s
recollections over 16 months of war may have
been affected by previous and emerging
traumatic experiences and stressors. These
reports were not corroborated with parents and
teachers. Coping was assessed by a brief
screening measure. As suggested by the scale’s
authors [32], using a brief measure may limit our
ability to fully understand the adaptive and/or
maladaptive nature of coping strategies and how
these are applied by children. The way in which
social withdrawal (an avoidance strategy) is
assessed by this measure may overlap with the
assessment of post traumatic stress, which
brings to question the nature of this relationship.

5. CONCLUSION

This study found that, 16 months after war
exposure, children continued to experience
substantial trauma, and to suffer from associated
mental health problems such as depression,
anxiety, and PTSD. Children tried to cope with
such reactions by using different strategies,
mainly trying to feel better by spending time with
family, grown-ups or friends; trying to sort out
daily problems; and sharing with others. These
findings highlight the need for community-based
interventions to improve children mental health.
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in schools and other
community centers by psychologists and
psychiatrists, or trained specialists. Parent
training in early detection of child mental health
problems and their management should be a key
objective. In addition, community programmes
should enhance children’s resilience by helping
them build adaptive individual and social
strategies.

These could apply
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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.

Keywords
Disabled Children, Mental Health Problems, Quality of Life, Gaza Strip

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, 1Q 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),

998
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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 171 437
Village 170 435
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 1.9 294
Attention deficit disorder 10.97 7.19 7.2 5.24
Oppositional defiant disorder 4.67 42 6.09 4.7
Overanxious disorder 4.86 3.11 591 33
Separation anxiety 6.28 431 5.79 4.49
Depression 435 3.65 452 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, oppaositional, 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 9.17 451
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" 017" 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 S-values indicate that children reported
overanxious disorder (4= 0.17, t = 4.14, p < 0.002) and oppositional disorder by parents (8 = 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%



T.A. Aziz et al.

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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ABSTRACT

Aim: The aim of the study was to investigate the prevalence of mental health problems among

disabled people, and Psychological problems in association with other sociodemographic factors.
Methods:

Subjects: The sample responded to the interview were 416 participants with response rate of
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100%, it consisted of 263 males (63.21%) and 153 females (36.79%). The age ranged from 19-70
years with mean age was 33.56 years. The results showed that 222 of participants had physical
disability (53.4%), and 194 had other disability (vision, multiple, mental, hearing, and speech
disability) (46.6%).

Measures: The participants were interviewed with self-reported questionnaire: including
sociodemographic scale, Beck Depression Inventory, General Health Questionnaire, and Brief
Symptom Inventory.

Results: The results showed that the mean psychological symptoms was 81.19, somatization
mean = 11.05, obsessive compulsive symptoms mean was 10.84, interpersonal sensitivity mean =
6.56, depression mean was 9.59, anxiety mean was 10.50, hostility mean was 7.63, phobic anxiety
mean was 7.9, paranoid mean was 7.26, and psychosis mean was 6.86. For differences between
the two groups, participants with other disability showed statistically significant paranoia symptoms
than those with physical disability. The results showed that there were no statistically significant
differences in psychological symptoms in both physical and other disability according to sex.
However, for general sample, disabled females reported more anxiety than males.

According to GHQ-28, 54% of the sample (316) said that their feelings about general health were
worse to very worse. Also, 89.1% said that they found themselves wishing they were dead and
away from it all and 74.2% found at times they couldn't do anything because their nerves were too
bad more than usual. The study showed than mean GHQ-28 was 12.12, somatization mean was
3.21, anxiety mean was 3.31, social dysfunction mean was 3.34, and depression mean was 2.27.
The result showed that 42.6% of the physically disabled adults were rated as psychiatric morbidity
cases according to GHQ-28 scale compared to 37.3% of other disability.

Also, there were no significant differences in mental health according to GHQ scale and subscales
(somatization, anxiety, depression, and social function) and participants with physical or other
disability.

The most common depressive symptoms were: self-criticism (28.2%) and irritability (24.2%). Our
results showed that 10.1% of participants with physical disability had moderate to severe
depression compared to 6.6% with other disability. There were no statistically significant
differences between the two groups in prevalence of depression.

Conclusion and Clinical Implications: This is the first study of disabled people in the Gaza Strip
which showed that 42.6% of the physically disabled adults were rated as psychiatric morbidity
cases compared to 37.3% of participants with other disability that 10.1% of participants with
physical disability had moderate to severe depression compared to 6.6% with other disability.
These findings highlight the need for training of the staff working in such target group to enable
them of early detection of those with mental health problems and being able to deliver community
mental health interventions such as counseling and support therapy for them and their families.
Also, more supervision from the specialized organizations working in the field of mental health to
support the staff working in different organizations working with such group to increase the level of
networking and referral system for cases need more psychological intervention.

Keywords: Physical; other disability; psychological problems; depression; Gaza strip.

1. INTRODUCTION perform an activity in the manner or within the
range considered normal for a human being; 3)

In May 1976, the WHO adopted a resolution at Handicap: Disadvantage for a given individual,

the 29th World Health Assembly to approve the resulting from an impairment or a disability that

publication, for trial purposes, of the International limits or prevents the fulfillment of a role that is

Classification of Impairments, Disabiliies and normal (depending on age, sex, social, and

Handicaps (ICIDH) [1]. This ICIDH classification ~ cultural factors) for that individual.

scheme was proposed as a supplement to the

ICD and is illustrated by the disablement model 1.1 The International Classification of

[1]; 1) Impairment: Any loss or abnormality of Functioning, Disability and Health

psychological, physiological or anatomical

structure or function; 2) Disability Any restriction International Classification of Impairments,

or lack (resulting from an impairment) of ability to  Disabilites and Handicaps (ICIDH) reinvented
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our understanding of health and disability [2] and
standardized language to facilitate
communication. Endorsed by the World Health
Organization in 2001 as the international
standard to describe and measure these
concepts, the International Classification of
Functioning, Disabilty and Health is a
classification system that addresses each
individual’'s status in a holistic framework The
International  Classification of  Functioning,
Disability and Health includes domains of Body
Functions and Structures as well as Activities
and Participation. These domains are
complemented by the contextual factors of
Environmental and Personal Factors.

The specifics of the International Classification of
Functioning, Disability and Health domains are
straightforward. Functioning (what one does) is
counterbalanced by disability (how one is limited)
and these concepts together embody health.

Body Functions and Structure refers to
physiology (including psychological functions)
and anatomy of the body respectively and
abnormalities of these are referred to as
impairments, examples of which would include
muscle weakness, poor attention span,
periventricular leukomalacia or joint contracture.
Body functions and structures are often the
target of medical interventions in efforts to
improve overall health.

The World Health Organization’s Terminology
and Classification: Application to Severe
Disability”. Body functions and structure refers to
physiological and psychological functioning of
body systems and body structure (e.g.,
anatomical parts such as organs, limbs, and their
components). Similar to impairment level used in
ICIDH, individual level activities refers to
execution of a task or activity; similar to disability
level used in the ICIDH. Society level
participation (Individual and society level) Refers
to an individual’s involvement in a life situation; is
significantly different from the handicap concept
used in the ICIDH in that the emphasis is on the
interaction between the individual and the
environment, and the person’s self-control and
autonomy [2].

1.2 Mental Health of Disabled People

The reported occurrence of mental health
problems is approximately 2 to 3 times increased
in people with Intellectual Disabilities compared
to the general population [3,4]

However, occurrence figures vary greatly
between studies. The point prevalence of mental
health disorders (psychotic, affective, and anxiety
disorders) according to the Diagnostic and
Statistical Manual of Mental Disorders (DSM) or
International Statistical Classification of Diseases
and Related Health Problems (ICD) classification
criteria ranges from 7% to 23% in some studies,
and when behavior disorders are included the
percentages are often more than doubled [5].

In study of general outpatient normative 1.155
adults who had not previously been referred for
diagnosis. Using the Psychiatric Assessment
Schedule for Adults with Developmental
Disabilities to establish prevalence rates, they
found that 20% of the total sample had
psychopathological problems [6].

Some mental disorders have more impact than
others, adjusted for gender, age and mental
and/or physical comorbidity, the five mental
disorders with the strongest impact were:
dysthymia, major depressive episode, PTSD,
panic disorder and social phobia. The impact of
mental vs. physical disorders on quality of life is
rather specific, with mental disorders impacting
on ‘mental’ quality of life and physical disorders
on ‘physical’ quality of life. (v) Overall, the impact
of mental disorders on disability and quality of life
seems similar or stronger than the impact of
common chronic physical disorders [7].

Others, reported that the prevalence of serious
psychological distress, as assessed by the
dichotomously coded Kessler 6 (K6) scale of
nonspecific psychological distress, is nearly 7
times higher among adults with disabilities
compared to those without [8].

Recently, in study of adults with intellectual
disabilities located in the English midlands, south
Wales and central Scotland, who had been
identified as having problems with anger control,
their key-workers and home carers all rated the
service users’ trait anger, using parallel versions
of the same instrument (the Provocation
Inventory). In addition, service users completed a
battery of mental health assessments (the
Glasgow Depression Scale, Glasgow Anxiety
Scale and Rosenberg Self-Esteem Scale), and
both groups of caregivers completed a battery of
challenging behaviour measures (the
Hyperactivity and Irritability domains of the
Aberrant Behavior Checklist and the Modified
Overt Anger Scale). Results Participants had
high levels of mental health problems
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(depression: 34%; anxiety: 73%) and severe
challenging behaviour (26%) [9]. Depression is
the leading cause of disability worldwide and a
major contributor to the global burden of disease
[10]. Dysthymia is characterized by less severe
depressive symptoms than major depressive
disorder (MDD) [11].

The aim of the study was to investigate the
prevalence of mental health problems among
disabled Palestinian adults and association with
socio-demographic variables.

2. METHODS
2.1 Participants and Procedure

This was a stratified random sample, which
composed of adults with disability that was based
on the records of the database of both the
National Society for Rehabilitation (NSR) and
Palestinian Medical Relief Society (PMRS),
whereas the Gaza Strip was divided into 5
governorates (the North, Gaza, Mid Zone, Khan
Younis, and Rafah), noting that the selected
persons were from the active cases and inactive
cases in the period 2005-2009. The sample size
was determined by the intention to reach a 95%
confidence level. The sample responded to the
interview were 418 participants with response
rate of 100%, it consisted of 264 males (63.2%)
and 154 females (36.8%). The age ranged from
19-70 years with mean age was (M = 33.56+
12.4). The original sample consisted of 430
adults, and the drop out was thus 3.3%
consisting of 14 participants who did not
complete the questionnaires with response rate
of 96.7%. The field worker was conducted by 25
community workers who had been working and
give support for such target group for long time
and they were familiar with them in the
community. They were trained for 4 hours on this
research objective and were introduced to the
questionnaires for this study. For data collection,
they visited the families according to prepared
lists of number of participants selected to the
data base of the Non-Governmental
Organizations working with such group. The field
workers presented an information letter to the
participants, and if agreed, they obtained a
written permission for participation. Subjects
were interviewed individually in their homes and
each interview lasted approximately 60 minutes.
Participants were also informed that they were
free to withdraw from the study at any time. The
data collection was done between September
and October 2009.

2.2 Instruments

2.2.1 Sociodemographic data

The participants demographic data was collected
by questionnaire include sex, age, class, and
place of residence.

2.2.2 Characteristics of disability data

This scale asked about type, duration, cause of
disabilities, and rehabilitation status.

2.2.3 Beck depression inventory [12

The original form of (BDI-Il) contains 21 items
and aims to assess the severity of depression. It
also clarifies some of the cognitive aspects of
depression. The Arabic version of the scale was
used in the current study. The severity of
depression is classified on the basis of the total
score. In a normal community sample, a BDI
score <20 suggests no or minimal depression, 21
to 31 represents mild to moderate depressive
affects, 32 to 41 is moderate to severe, and <=
42 indicates a severe level of depression. The
reliability of the Arabic version used in this study
was ascertained (Cronbach’s alpha = 0.88, split
half = 0.81).

2.2.4 General health questionnaire [13]

Women maternal mental health ratings were
based on the General Health Questionnaire

(GHQ-28). It covers severe depression and
suicidal risk, anxiety and insomnia, social
dysfunction, and somatic symptoms (59).

Emphasis is on changes in condition, so items
compare the present mental state to the person’s
normal mental health status. GHQ-28 scores
above the cut-off of 4/5 are considered to be
possible psychiatric ‘cases’. This scale had been
validated in Arabic culture and showed reliability
and validity. The internal consistency of the scale
calculated using Cronbach’s alpha, was 0=0.91
and split half was 0.88 [14]. In this study the
Cronbach’s alpha was «=0.88 and split half was
0.74.

2.2.5 Brief Symptom Inventory [15]

The BSI is a 53-item self-report symptom
inventory designed to assess the psychological
symptom patterns of psychiatric, medical, and
community non patient respondents. It provides
scores in nine primary symptom dimensions and
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three global indices. Internal consistency for the
nine dimensions is very good, with alpha
coefficients ranging from a low of .71 to a high of
.85 and test-retest reliability coefficients ranging
from .68 to .91. Cronbach’s alphas for the current
sample were as follows: somatization (.85),
obsessive compulsive (.92), depression (.90),
Psychotisicm (.79), anxiety (.90), hostility (.84),
and phobic anxiety (.88). In this study the
Cronbach’s alpha =0.95 and split half was 0.90.

2.3 Statistical Analysis

The Statistical Package for the Social Sciences
(SPSS) Version 20 was used to analyze the
data. The frequencies of categorical data were
presented. Differences between two groups were
measured by t independent test such differences
in mental health and sex of physically and other
disability. While, differences between three
groups were measured by One Way ANOVA
such as differences in physical disability other
types of disability and other sociodemographic
variables.

3. RESULTS

3.1 Sociodemographic Characteristic of
the Study

The sample responded to the interview were 418
participants with response rate of 100%, it
consisted of 2643 males (63.2%) and 154
females (36.8%). The age ranged from 19-70
years with mean age was 33.56 (SD=12.4).
According to place of residence, 12% were from
North Gaza, 30.1% were from Gaza, 28.7% were
from Middle area, 19.1% were from Khan Younis,
and 10% were from Rafah area (south of Gaza).
According to type of residence, 50.1% live in
cities, 34% live in villages, and 15.9% live in
camps. In looking for the family monthly income,
39.7% had no income, 46.9% of the families
monthly income was less than 250 US $ per
month, 10.8% earned 251-500 US $, and only
2.6% earned more than 501 US $.

3.2 Characteristics of Disability

The results showed that 222 of participants had
physical disability (53.4%), and 194 had other
disability (vision, multiple, mental, hearing, and
speech disability) (46.6%). According to cause of

disability, 10.1% reported that their disability was
attributed to heredity factors, 24.76% due to
congenital problem, 8.25% due to road traffic
accidents (RTA), 7.28% due to home accidents,
and 29.61% due to last Gaza war. According to
time of disability, 60.7% reported that their
disability was back to several years, 16.3% was
back to less than one year, and 22.9% was
before 6 months of the study. Regarding the
rehabilitation status of cases, 56.3% of the
disabled persons were currently active cases
with both societies, and 43.7% were closed.

Table 1. Sociodemographic characteristic of
the study sample (N = 416)

Variable N %
Sex

Males 263 63.2
Females 153 36.8
Total 416 100.0
Age Mean =33.46 years
Address

North Gaza 50 12
Gaza 126 30.1
Middle area 120 28.7
Khan Younis 80 191
Rafah area 42 10
Education

Uneducated 71 171
Elementary 70 16.8
Primary 108 26
Secondary 89 21.4
Vocational 3 0.7
Diploma 27 6.5
University 48 11.5
Place of residence

City 205 50.1
Village 139 34
Camp 65 15.9
Family monthly

income

No income 165 39.7
Less than 1000 NIS 195 46.9
1001-2000 NIS 45 10.8
More than 20001 NIS 11 2.6
Job

Student 25 6.5
Unemployed 232 60.6
Employee 37 9.7
House wife 46 12
Simple worker 43 11.2
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Table 2. Characteristics of sample disability

Type of disability N %
Physical 222 53.4
Visual 101 243
Multiple 37 8.9
Mental 23 5.5
Hearing 21 5
Speech 12 2.9
Total 416 100
Cause of disability

War 102 29.61
Congenital 30 24.76
Others 122 19.90
Inherited 42 10.19
Road traffic accidents 34 8.25
Home accidents 82 7.28
Duration of disability

Less than 6 months 94 22.9
Less than one year 67 16.3
More than one year 249 60.7
Rehabilitation state of the

case

Active 220 56.3
Not active 171 43.7

3.3 Differences in Means and Standard
Deviations of Psychological
Symptoms (BSI and subscales) of
Physical and Other Disabilities

As shown in table, the results showed that the
only differences in psychological symptoms was
in paranoia, participants with other disability
showed  statistically  significant  paranoia
symptoms than those with physical disability
(t=-.2.07, p=0.04).

3.4 Differences in Psychological
Symptoms between Participants with
Physical and Other Disabilities and
Sociodemographic Variables (BSI-53)

In order to find differences in gender and
psychological symptoms, independent t test was
conducted in which total mental health problems
and subscales were entered separately as the
dependent variable and sex of physical and other
disability as independent variable. The results
showed that there were no statistically significant
differences in psychological symptoms according
to sex (Males vs. Females was 80.94 vs. 87.37)
(t = -1.14, p = 0.26). Also, there were no
statistically significant differences in
psychological symptoms according to sex in
participants with other disability (Males vs.

Females was 8225 vs 87.32) (t =
p = 0.37).

-0.90,

3.5 Differences in Psychological
Symptoms Using GHQ-28 and Socio-
demographic Variables

In order to find differences in gender and
psychological symptoms scored by GHQ-28,
independent t test was conducted in which total
mental health problems and subscales were
entered separately as the dependent variable
and sex of physical and other disability as
independent variable. The results showed that
there were no significant differences in mental
health according to GHQ scale and participants
with physical disability. Also, were no significant
differences in mental health according to GHQ
scale and subscales (somatization, anxiety,
depression, and social function) and participants
with other disability.

3.6 Differences in Prevalence of Mental
Health Problems between Participants
with Physical and Other Disabilities
Using GHQ-28

Using the previous cut-off point of the GHQ-28
(4/5), the result showed that 42.6% of the
physically disabled adults were rated as
psychiatric morbidity cases compared to 37.3%
of other disability.

3.7 Differences in Depression Level
between Participants with Physical
and Other Disability Adults

Using the established cutoff score on the BDI-II
[16] where a score <20 = no depression, 21-31=
mild depression, 32-41 = moderate depression,
and 42 and above = severe depression. Chi
square test was conducted. The study showed
that 26% of participants with physical disability
had no depression compared to 25.1% with other
disability, 17% of participants with physical
disability had mild depression compared to
15.2% with other disability, 7.4% of participants
with physical disability had moderate depression
compared to 4.9% with other disability, 2.7% of
participants with physical disability had severe
depression compared to 1.7% with other
disability. There were no statistically significant
differences between the two groups in
prevalence of depression (3 = 1.602, df = 3, p =
0.65).
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Table 3. Differences in means and standard deviations of psychological symptoms (BSI and
subscales) of physical and other disabilities

Mean SD Mean difference t p
Somatization Physical disability 11.38 6.65 0.66 1.00 0.32
Other disability 10.72 6.54
Obsessive compulsive Physical disability 10.62 467 -0.44 -0.90 0.37
Other disability 11.05 5.13
Interpersonal sensitivity Physical disability 6.47 426 -0.21 -0.51  0.61
Other disability 6.68 4.04
Depression Physical disability 9.37 557 -0.36 -0.62 0.53
Other disability 9.73 5.91
Anxiety Physical disability 10.64 5.00 0.20 0.38 0.71
Other disability 10.45 5.60
Hostility Physical disability 7.89 454  0.56 1.29 0.20
Other disability 7.33 417
Phobic anxiety Physical disability 7.69 450 -0.32 -0.71  0.48
Other disability 8.02 4.65
Paranoia Physical disability 6.79 447 -0.91 -2.07 0.04
Other disability 7.70 4.38
Psychoticism Physical disability 6.61 456 -0.41 -0.94 0.35
Other disability 7.02 4.25
Table 4. Differences in Means and standard deviation of the GHQ-28 of physical and other
disabilities
Mean SD Mean Difference t p
GHQ-Total Physical disability 12.36 7.59 .81 .61 42
Other disability 11.75 7.53
Somatization Physical disability 3.19 244 .02 .01 .98
Other disability 3.19 2.48
Anxiety Physical disability 3.32 2.47 .28 .07 .78
Other disability 3.25 2.37
Social dysfunction Physical disability 3.56 2.31 2.1 .50 .04
Other disability 3.05 2.50
Depression Physical disability 2.29 2.15 14 .03 .89
Other disability 2.26 2.1

Table 5. Differences in prevalence of mental health problems between participants with
physical and other disabilities using GHQ-28

N case Case Total
Physical disability No. 44 178 222
% 10.5 42.6 53.1
Other disability No. 40 156 196
% 9.6 37.3 46.9
Total No. 84 334 418
% 20.1 79.9 100.0

4 =1.602, df=3,p=0.65

Table 6. Differences in depression level between participants with physical and other disability

adults

No depression  Mild depression Moderate Severe depression

(less than 20) (21-31) depression (32-41) (above 42)
Physical 106 69 30 11

26.0 17.0 7.4 2.7%
Other disability 102 62 20 7

251 15.2 4.9 1.7%
Total 208 131 50 18

51.1 32.2 12.3 4.4%
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4. DISCUSSION

In the Palestinian territories, people with disability
(PWDs) have been challenging with harsh socio-
economic situation and political uncertainty.
Though legislation is a significant sign of
acknowledging the needs for people with
disability (PWDs), but lack to financial resources,
continuation of occupation, imposing extreme
siege on people's mobility on Gaza in particular
deny access to travel freely abroad, lack of good
infrastructure in all important sectors either in
public or private, all these factors make the
situation unique in Palestine.

The prevailing disability for adults (65.6% of the
sample) shows that 34.77% was attributed to
heredity and congenital; this is attributed to the
first-degree-cousin consanguinity (26.61% of
recorded people with disability are close-relatives
and 12.7% from same tribe or family, compared
to 26.34% non-relatives).

Study of genetic diseases in Arab countries
suggested that genetic diseases may be
responsible for two-thirds of childhood blindness
in Arab societies, ranging from 47 percent in
Tunisia to 86 percent in Kuwait [17]. It is,
internationally estimated that 50 percent of
hearing impairment in infants is due to genetic
factors. The other factors cause disability are
referred to 29.6% for war, 7.28% for home
accidents, and 8.25% for road traffic accidents;
[18], suggested a high rate of accident-related
disability in Arab countries.

Our study participants with other disability
showed  statistically  significant  paranoia
symptoms than those with physical disability.
The results showed that there were no significant
differences in mental health according to GHQ
scale and participants with physical and other
disability. For GHQ-28, the result showed that
42.6% of the physically disabled adults were
rated as psychiatric morbidity cases compared to
37.3% of participants with other disability. The
results showed that there significant differences
in mental health according to GHQ scale and
causes of disabilities. Physically disabled people
had more general mental health problem than
visually disabled and less than those with
multiple causes people with hearing disability
had less somatization than those with mental
disability and multiple causes, visually impaired
people had less somatization than those with
physically  disabled people had more
somatization than visually disabled and less than
those with multiple causes, people with hearing

disability had less somatization than those with
mental disability and multiple causes, visually
impaired people had less somatization than
those with mental disabilty and multiple
disability.

Our study consistent with another study which
found that if challenging behaviour and autistic
spectrum disorders are included, over 40% of the
adult population with intellectual disabilities can
be said to have additional mental health needs
[19]. In another study, Morgan and colleagues
[20] cross linked Western Australian psychiatric
and disability registers to identify the prevalence
of psychiatric disorder and service use in people
with Intellectual disability (ID) in two birth cohorts,
1950-1964 and 1965-1979. Overall 31.7% of
people with ID had a psychiatric disorder.
Schizophrenia, but not mood disorders, was
overrepresented among people with ID, at 3.7—
5.2%, for the younger and older birth cohorts,
respectively. Our results showed that 10.1% of
participants with physical disability had moderate
to severe depression compared to 6.6% with
other disability.

Our study consistent with other studies which
suggested that adults with intellectual disability
are four to six times more likely to experience a
depressive disorder in their lifetime than are
adults without intellectual disability [21]. In study
of 49 young adults with Down syndrome. All were
on a contact list of the Down Syndrome
Research  Program, The  University of
Queensland and all had previously had
measures of intelligence conducted in adulthood
and received a diagnosis of intellectual
impairment. Found that depression was the most
prevalent diagnosis, confirming the relative
susceptibility of those with Down syndrome to
this disorder in contrast to other diagnoses [22].

In study of cross-sectional data from the 2007
Behavioral Risk Factor Surveillance System were
used for this study (U.S. adult population).
Severity of psychological distress was assessed
using the Kessler 6 scale of nonspecific
psychological distress. Logistic regression
analyses were performed to estimate predicted
marginal and prevalence ratios. Nine percent of
adults had mild to moderate psychological
distress and 3.9% had serious psychological
distress. The overall prevalence of moderate
psychological distress was more than twice as
high and the prevalence of severe psychological
distress was almost 7 times higher among adults
with disability compared with those without
disability [23]. In a study of eighty-four adults with
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mild and concomitant impairments in adaptive
behavior) were recruited from 11 disability
service providers in the Rocky Mountain region
of the USA between 2007 and 2009. The study
found that adults with mild ID self-reported a
higher frequency of affective and cognitive
depressive symptoms than staff reported on the
informant questionnaire. Also, older adults with
mild ID were reported by staff to exhibit a higher
frequency of somatic depressive symptoms than
younger adults with mild ID [24].

4.1 Study Implications

This study is the first studies done in the Gaza
Strip to evaluate prevalence of mental health
problems among disabled adults. The study
showed that participants with other disability
showed  statistically  significant  paranoia
symptoms than those with physical disability.
For other psychological problems rated by GHQ-
28 the result showed that 42.6% of the physically
disabled adults were rated as psychiatric
morbidity cases compared to 37.3% of
participants with other disability. Our results
showed that 10.1% of participants with physical
disability had moderate to severe depression
compared to 6.6 % with other disability. These
findings highlight the need for training of the staff
working in such target group to enable them of
early detection of those with mental health
problems and being able to deliver community
mental health interventions such as counseling
and support therapy for them and their families.
Also, more supervision from the specialized
organizations working in the field of mental
health to support the staff working in different
organizations working with such group to
increase the level of networking and referral
system for cases need more psychological
intervention. There are needs to do training for
handicapped people in the field of stress
management and how to deal with their feelings
of inferiority and low self-esteem by training
courses through different community based
organizations. There is need to keep data base
in different organizations including the mental
health profile and other disability data concerning
the adults with disability.

5. CONCLUSION

This is the first study of disabled people in the
Gaza Strip which showed that 42.6% of the
physically disabled adults were rated as
psychiatric morbidity cases compared to 37.3%
of participants with other disability. For
depression the study showed that 10.1% of

participants with physical disability had moderate
to severe depression compared to 6.6% with
other disability.

Such findings showed that this target population
in need for more psychological help service
providing local community based organizations.
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ABSTRACT

The aims of the study were to determine the prevalence of tobacco smoking among patients
attending private clinic and to examine the socio-demographic correlates of smoking in Gaza City.

A retrospective study was carried out. The case records of all patients attending private chest clinic
Abu Tawelia in Gaza City from 2006-2014 were included. A total number of 1034 records of
patients was included. The sample consisted of 514 males (49.85%) and 518 females (50.15%).
The patients age ranged from 18 to 90 years with mean age of 54.7 years. Overall, the smoking
prevalence was of 19.2%. Males smoked more than females (16.3% vs. 2.9% of total sample).
Most current smokers smoked cigarettes (82.5%), but the use of Shisha was also common
(17.5%). Mean smoking years was 26.16. Smoking prevailed in patients with age ranging from 28

*Corresponding author: Email: abdelazizt@hotmail.com, abdelazizth@yahoo.com;



Tawila and Thabet; BIMMR, 8(10): 848-854, 2015; Article no.BJMMR.2015.515

prevent future adverse health outcomes.

to 58 years (48.5%). A bit less than 40% of smokers has started before 20 years of age.
Health-promotion activities should be established to decrease the prevalence of smoking and

Key words: Cardiac clinic; Gaza Strip; prevalence; tobacco smoking.

1. INTRODUCTION

Based on the estimates done by the World
Health Organization, in 2015 cigarette use will
cause an excess of deaths of 50% when
compared with HIV/AIDS; and 10% of the world’s
death rate will be connected to cigarette use.
Between 2002 and 2030, death rates in
developed countries caused by cigarette use will
be decreased by 9% [1].

Smoking rates are reported to be reducing in
most western countries. By contrast, smokers
are increasing in many developing areas,
including Muslim countries.

In Syria, the prevalence of smoking was reported
to be 18.6% [2]. In the Turkey GATS conducted
in 2012 has shown that 41.5% of men, 13.1% of
women, and 27.1% overall currently smoked
tobacco. Among smokers, 37.3% of men and
10.7% of women smoked daily. A part of current
smokers, 1.1% of men and 0.5% of women
smoked water pipe [3]. In the 2009 Egypt GATS,
overall, 19.4% of adults currently smoked
tobacco; 37.7% men and 0.5% women. Ninety-
five per cent of current smokers were daily
smokers. Manufactured cigarettes were the most
popular type of product smoked by men (31.7%),
followed by shisha (6.2%); with regard to women
smokers, 0.2% smoked manufactured cigarettes
and 0.3% smoked shisha. Among daily cigarette
smokers, men smoked on average 19.4
cigarettes per day [4]. Another study compared
smoking habits in the Middle East in a large
general population sample of individuals aged 40
years. Overall, smoking rates were 53.9% in
Lebanon, 39.5% in Turkey, 38.1% in Jordan,
34.5% in Syria, 29.6% in Egypt [5].

Few data on smoking habits are available from
Gaza. According to the Palestinian Central
Bureau of Statistics (PCBS), the smoking rate
among Palestinian youth was 27%, overall [6]. A
later PCBS study has reported a higher rate of
smoking among youth (19.8%) [6]. Moreover,
Musmar, (2012) in study aimed to explore the
rate of and attitudes towards smoking among
954 randomly selected full-time students at An-
Najah National University in Palestine. The study
showed that 34.7% of the study sample were

cigarette or water pipe (Shisha) smokers, and
this rate was higher among males than females
(52.7% versus 16.5%) [7].

The aims of the study were to determine the
prevalence of tobacco smoking among patients
attending the private cardiac clinic Abu Tawelia
and to examine the sociodemographic correlates
of smoking in Gaza City.

2. METHODS
2.1 Sampling

The case records of all patients consecutively
attending the private clinic Abu Tawelia Cardiac
Clinic in Gaza City from 2010-2014 were
included. A total number 1034 records of patients
were evaluated.

2.2 Measures

2.2.1 Patient records

2.2.1.1 Demographic characteristics

Demographic indicators included patient gender,
age, level of education, and current employment
status was presented in the record.

2.3 Smoking

Regular smokers were those patients who
reported that they currently smoke daily or
occasionally. Patients who responded as having
previously smoked daily but did not smoke at all
at the time of the interview were classified as
former smokers (quitters). Patients who smoked
every day at the time of the interview were
classified daily smokers. Nonsmokers are
patients who had never smoked tobacco.
Lifetime exposure to tobacco is estimated in pack
years by multiplying the average number of
cigarettes smoked per day divided by 20 and
multiplied by the duration of smoking years. This
is based on the assumption that there are 20
cigarettes in one packet.

2.4 Statistical Analysis

The data were analyzed using SPSS software
version 20.0 (Chicago, lllinois). Initially,
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Continuous variables were expressed as meant
standard deviation (SD) and percentage was
calculated for categorical variables. Comparison
of continuous and categorical variables was done
in both male and female groups using chi-
squared test and any statistically significant
difference was noted. For the purpose of the
study, P value<0.05 was considered statistically
significant. Multiple logistic regression analysis
was used to examine the prediction of smoking
by other socio-demographic variables such as
sex, level of education, place of residence and
working condition.

3. RESULTS

The sample consisted of 514 males (49.85%)
and 518 females (50.15%). The age of ranged
from 18-90 years with mean age 54.74 years (SD
= 15.91). Other demographic details have been
reported in Table 1.

Six-hundred-ninety subjects were non smokers
(66.9%), 144 were former smokers (14%), and
198 were smokers (19.2%). Regard type of
smoking, 160 of smokers smoked cigarettes
(82.5), and 34 of them smoked Shisha (17.5%).
Other findings of smoking habits have been
shown in Tables 2-5.

Table 6 details a binary logistic regression
analysis where smoking status was the
dependent variable (in which smokers were
coded as 1 and nonsmokers as 0) and some
socioeconomic  variables as independent
variables. There was a strong statistically
significant association of smoking with sex (male)
(B =-1.89, P <0.001). Age and type of work age
(> 20 years) were also statistically significant
predictors of smoking (P< 0.05). Three was no
significant association between risk of smoking
and residence and education.

4. DISCUSSION

This study aimed to determine the prevalence of
tobacco smoking among patients attending a
private clinic in Gaza City. Current smokers were
19.2%, overall, 16.3% males and 2.9% females.
Smoking in males was more commonly than in
females. However, females smoked Shisha more
than males (24.1% vs. 16.3%). Waterpipe
(Shisha) smoking use was relatively low, but it
was more frequent in women when compared to
cigarette smoking. Importantly, waterpipe
smoking is also very dangerous for heart [8] and,

unfortunately is largely increasing in the Middle
East [9].

Table 1. Sociodemographic characteristics of
the study sample (N=1032)

No %
Sex Male 514 49.8
Female 518 50.2
Age 18 and less 4 0.4
years
19-28 years 65 6.3
29-38 years 106 10.3
39-48 years 199 19.3
49-58 years 191 18.5
59-68 years 241 23.4
69 and more 226 21.9
years
Place of North 170 16.5
residence
Gaza 703 68.1
Middle area 128 124
Khan Younis 5 5
Rafah 26 2.5
Work Not working 20 1.9
Simple worker 74 7.2
Skilled worker 45 44
Employee 196 19.0
Merchant 86 8.3
Retired 114 11.0
Others 42 4.1
Housewife 455 44 .1
Education Not educated 179 174
Elementary 166 16.1
Secondary 410 39.9
University 213 20.7

High-education 60 5.8

Only 40% of the patients started smoking before
age of 20 years. This finding is not typical of
western countries, but it is reported in Muslim
countries [1]. This gender difference in smoking
rates was commonly found in this region of the
world [10]. A main cause could be that women in
many Muslim countries have restricted access to
public places where cigarettes are traditionally
smoked, such as cafes and markets. Moreover,
smoking by men is traditionally seen as common
and “normal”, while smoking by women may be
considered inappropriate and shameful. Our
smoking rates was lower than found in Turkey,
Jordan, Lebanon. However, our findings are not
generalizable to the whole Gaza population, as
only pertained to patients attending a private
cardiac clinics in Gaza.
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Few comparison data are available in those
countries. A study was conducted in Jordan to
evaluate the prevalence of the 4 conventional
risk factors in 5000 individuals including 1692
(34%) women. Coronary heart disease CHD was
present in 1534 (31%) individuals (1202 men and
332 women). Among coronary heart disease
(CHD) patients, at least one risk factor was

present in the majority of men (95%) and women
(96%). Compared with women who had CHD,
men had significantly higher prevalence of
smoking (45% vs. 11) [11]. Likewise, cigarette
smoking is particularly prevalent among Middle-
Eastern patients presenting with acute coronary
syndrome [12].

Table 2. Smoking status of the study sample

No %
Smoking status Smoker 198 19.2
Non smoker 690 66.9
Former smoker 144 14.0
Type of smoking Cigarettes 164 82.8
Shisha 34 17.2
Age of starting smoking (y) <16 36 201
17-20 35 19.6
21-25 53 29.6
>26 55 30.7
Years of smoking Less than 10 years 28 141
11-15 years 18 9.1
16-20 years 42 21.2
21-25 years 14 7.1
above 26 years 96 48.5
Table 3. Sex differences in smoking status and forms from total sample (N =1032)
Male (168+126+220) Female (30+18+470) x2 p
Smoking
No. % No. %
Smoker 168 16.3 30 29 267.75 0.001
Former smoker 126 12.2 18 1.7
Non smoker 220 213 470 45.5
Type of smoking (N= 194)
Cigarettes 138 71.1 22 11.3 1.03 0.21
Shisha 27 13.9 7 3.6
Table 4. Education level and smoking
Education Former smoker (144) Non smoker (690) Smoker (198) Total
Uneducated No. 12 163 6 181
% 1.2 15.8 .6 17.5
Elementary No. 25 115 26 166
% 24 11.1 25 16.1
Secondary No. 60 259 93 412
% 5.8 25.1 9.0 39.9
University No. 36 117 60 213
% 3.5 11.3 5.8 20.6
High-education No. 11 36 13 60
% 1.1 3.5 1.3 5.8
Total No. 144 690 198 1032
% 14.0 66.9 19.2 100.0

(72 = 65.69, df = 8, p< 0.001)
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Table 5. Age and smoking

Age Smoker Former smoker Non smoker
18 and less years No. 0 0 4
% 0.0 0.0 4
19-28 years No. 14 2 49
% 1.4 2 4.7
29-38 years No. 36 6 64
% 3.5 6 6.2
39-48 years No. 61 26 112
% 5.9 2.5 10.9
49-58 years No. 46 25 120
% 4.5 24 11.6
59-68 years No. 26 42 173
% 25 41 16.8
69 and more years No. 15 43 168
% 1.5 4.2 16.3
(x2 = 82.80, df = 8, p< 0.001)
Table 6. Multiple regression analysis of smoking and socio demographic variables
(n=1032)
Smoking OR 95% CI p-value
Sex (M/F) F 0.15 (0.09-0.26) 0.001
M 0.98 (0.96-0.99)
Age (age class) <=40 0.82 (0.73-0.92)
>40 0.81 (0.62-1.07) 0.001
Type of work work 1.03 (0.99-1.07) 0.001
Not work 0.15 (0.09-0.26)
Housewife 0.98 (0.96-0.99)
Place of residence Gaza 0.82 (0.73-0.92) 0.13
(Gaza yes/not)
Not Gaza 0.81 (0.62-1.07)
Education level (lower/upper) upper 1.03 (0.99-1.07) 0.09
lower

Patients with acute coronary syndrome in the
Middle East are younger than in developed
countries and have higher rates of diabetes and
smoking [13].

4.1 Implications for Practice

This study showed that smoking among patients
attending private cardiac clinic is 19.2% which
may be generalized to the adult population in the
Gaza Strip. Such rate need more campaigns for
cessation of smoking in sport clubs, community
based organization, schools, universities and
other place where adolescents available and
spending their time. School-based intervention
programs must be started to overcome the

increasing number of adolescents smoking and
to increase their awareness about the dangerous
on health consequences of smoking and ways of
avoiding such risks.

The study showed that there is need to do more
prevalence studies in prevalence of smoking in
other groups such as the university students and
other risk and protective factors. Also, to
evaluate the risk and protective factors in
adolescents smoking Shisha which spread in the
last decade among adolescents and young men
in Gaza?

More taxes should be imposed in each pack of
cigarettes for making buying cigarettes difficult
and unavailable for number of smokers.
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A public policy for preventing smoking in public
places such as civil buildings, hospitals, and
other places serving the people must be
implemented.

5. CONCLUSION

This is the first study of cases referred to private
clinic in Gaza Strip which showed that 19.2%
were smokers, males smoked more than female
patients. Females smoked Shisha more than
males (24.1% vs. 16.3%). Such findings highlight
the need for more community programs to
increase awareness of smoking hazards on
health and public laws must prevent smoking in
public places.
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ABSTRACT

Aims: To estimate the prevalence of psychosomatic symptomsamong traumatized Palestinian
adolescents in Gaza Strip.

Methods: The study sample consisted of 380 adolescents randomly selected from secondary
schools in Gaza Strip, of whom 171 were boys and 209 were girls between 15-18 years. Data was
collected using a socio-demographic checklist, the Gaza Traumatic Events Checklist, and the
Psychosomatic Symptoms Scale. For statistical analysis, questionnaire data was normally
distributed, for this reason independent t-test was used to investigate differences between two
groups. Associations between continuous variables were measured by the Pearson's correlation
coefficient test. One-way ANOVA post hoc Tukey was used to investigate differences between
more than two groups.

Results: The most common reported traumatic events due to the war on Gaza were: watching
mutilated bodies and wounded people in TV (92.3%), and hearing shelling of the area by artillery
(89.4%). The mean number of traumatic events experienced by Palestinian adolescents was 14.
Boys reported significantly more traumatic events than girls. Adolescents from family with monthly
income less than 150 US $ experienced more traumatic events than the other groups.

Mean psychosomatic symptoms was 48.19, digestive system symptoms was 19.97, cardiovascular
symptoms was 10.23, respiratory system symptoms was 3.82, urogenital system symptoms was
2.98, skeletal musculature symptoms was 5.29, and skin symptoms was 7.34. Boys scored more
in total psychosomatic and skin symptoms. There was a significant relationship between traumatic
experiences and psychosomatic symptoms.

Conclusion: Palestinian adolescents experienced significant traumatic events due to the war on
Gaza Strip which were significantly associated with developing psychosomatic symptoms. Such
findings highlight the urgent need for establishing community mental health school based programs
to help adolescents with such symptoms and increase awareness about their nature and
management. Also there is need for conducting training courses for teachers and school
counsellors to increase their knowledge about general mental health problems in schools and ways
of dealing with such problems. Also, training courses for primary care and hospital physicians, who
might attribute to physical causes, and liaison between physical and mental health services.

Keywords: Adolescents; Gaza; psychosomatic symptoms; trauma; war.

1. INTRODUCTION

Each year millions of children are exposed to
variable types of extreme traumatic stressors.
These include natural disasters (e.g., tornadoes,
floods, and hurricanes), motor vehicle accidents,
life-threatening illnesses and associated painful
medical procedures (e.g., severe burns, cancer,
and limb amputations), physical abuse, sexual
assault, witnessing domestic or community
violence, kidnapping, and sudden death of a
parent [1].

Children of Gaza have been subject to a wide
range of traumatic and violent events over the
last few decades, which, when considered
alongside other risk factors such as gender,
socio-economic status and previous mental
health history, these have led to significant
psychosocial problems [2]. On Saturday 27"
December 2008, there was a new political
escalation and violence against the Palestinians
in the Gaza Strip. Within the first 20 minutes the
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Israeli air force bombarded the security positions
in the Gaza Strip, leaving hundreds of killed
people and more than a thousand of injured. This
war on Gaza continued for 23 days. The total toll
of this war was 1,330 killed persons and 5,500
injured [3].

A number of studies showed the negative
psychological consequences of traumatic
experiences on child development and well-
being. During the war in Bosnia-Hercegovina, a
community sample of 2,976 children aged
between 9 and 14 years was selected. Children
reported a high prevalence of posttraumatic
stress symptoms and grief reactions. Girls
reported more distress than boys, but there were
few meaningful age effects within the age band
studied [4].

In a study in the Nangarhar province in
Afghanistan, a sample of 1011 Afghani aged 15
years or older was selected. During the previous
ten years, 43.7% of them had experienced
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between 8 and 10 traumatic events, and 14.1%
had experienced 11 or more traumatic events.
The study showed that 38.5% of participants
reported symptoms that fulfilled clinical criteria
for depression, 51.8% reported anxiety, and
20.4% reported posttraumatic stress disorder [5].

In a study of Palestinian adolescents exposed to
both political and domestic violence, whereas
there was no significant gender difference in the
level of exposure to political violence, female
adolescents  exhibited  higher levels of
psychological symptoms compared to their male
counterparts. Girls also reported higher levels of
exposure to domestic violence and lower levels
of family functioning than boys [6]. In another
study of 358 Palestinian adolescents, the mean
number of traumatic events reported by
adolescents was 13.3. The most frequently
reported traumatic experiences were watching
mutilated bodies on TV (90.8%) and hearing
shelling of the area by heavy artillery (88.5%).
Almost one third of the young people (29.8%)
reported symptoms meeting criteria for a full post
traumatic stress disorder (PTSD) [7].

Overall, previous research has primarily focused
on the impact of trauma on a range of emotional
disorders. Surprisingly, there has been limited
evidence on the prevalence of psychosomatic
symptoms and disorders, or on their relationship
with trauma exposure, despite the well
documented link of such presentations with
emotional  psychopathology. = Psychosomatic
disorders are typically defined as those in which
psychological factors are thought to contribute
significantly to the development, exacerbation, or
maintenance of the illness [8]. Psychosomatic
symptoms and somatization are distinct from
malingering in that the patient is truthfully
reporting his or her bodily sensations and not
consciously using these symptoms to manipulate
or control others or the situation [9]. Recently, the
definition of psychosomatic disorder has been
changing according to the Diagnostic and
Statistical Manual of Mental Disorders (DSM).
The term psychosomatic disorder refers to
physical symptomatology appeared to be
caused, influenced or worsened by psychological
factors rather than by an underlying physical
illness [10].

Depending on the sample and measures, the
prevalence rate of psychosomatic complaints in
children and adolescents has been found to be
between 10 and 25% [11,12].
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Such symptoms were particularly high among
Palestinian University students who had suffered
sexual abuse, together with depressed mood,
withdrawal, suicidal or self-injurious behaviors,
illegal acts, running away, and substance abuse
[13].

Another study of 1,828 children aged 6 to 16
years, of whom 842 had been affected by a
devastating earthquake in Wenchuan County in
the Northwest Sichuan Province of China and
986 lived in a non-affected area, total
psychosomatic symptoms were significantly
higher among those exposed [14]. As there has
been limited knowledge on the presentation of
psychosomatic symptoms following war conflict,
this was the rationale of this study with
traumatized Palestinian adolescents in the Gaza
Strip.

2. METHODS

2.1 Participants and Procedure

The sample consisted of 380 adolescents. The
age ranged from 15 to 18 years, with a mean of
16.6 years (SD=0.08). The sample was randomly
selected from ten schools in the Gaza Strip (two
schools from each of the five governorates of the
Gaza Strip - one all-boys and one all-girls
school). From each school, three classes were
selected randomly (10"‘, 11" and 12" class),
following which we selected randomly the sample
from each class registration book. At the end of
the selection process, the sample consisted of
171 boys (45%) and 209 girls (55%).

2.2 Research Procedure

We trained three mental health professionals
(two male and one female) on data collection for
three hours, during which the aim of the study
was explained, the sampling, questionnaires and
interview techniques. The study was approved by
the Palestinian Ministry of Health Ethics
Committee. Also, an official letter was obtained
from the General Director of the Ministry of
Education in order to conduct the study in
governmental secondary schools and to facilitate
the process of data collection. Each young
person received an explanatory letter explaining
the aim of the study and that the information
gathered would be kept confidential for the
purpose of the research only. A similar letter to
the parents was send with the participants, and if
agreed, they obtained a written permission for
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their adolescent’s participation. Data collection
took place in the classroom during April 2010.

3. MEASURES
3.1 Socio-demographic Checklist

Information was collected from the adolescents
on gender, age, place of residence, number of
siblings, parents’ education and employment
status, and family income.

3.1.1 War on Gaza traumatic events checklist

[s]

This had been used in the same area [15] and
during this period of conflict, It was modified to
include 30 items covering different types of
traumatic events that adolescents may have
been exposed to in the particular circumstances
of the 2008-2009 war on Gaza Strip. This
checklist covers three domains of trauma. The
first domain cover hearing experiences such as
hearing to the kiling or injury of friends or
relatives (item number 1-5). The second domain
describes witness acts of violence such as the
killing of relatives, home demolition,
bombardment, and injury of others (item number
6-17). The third domain covers personal
experiences of traumatic events such as being
shot or beaten (item number 18-30). The
checklist can be completed by children aged 6-
16 ('yes' or 'no'). In this study the reliability of the
scale using Cronbach’s alpha was 0.92 and the
split half was 0.86.

3.1.2 Psychosomatic symptoms scale [16]

The scale consists of 59 items that describe
different types of psychosomatic symptoms. This
scale covers six psychosomatic domains such as
digestive system symptoms (23 items),
cardiovascular symptoms (7 items), respiratory
system (6 items), skin (12 items), urogenital
system (5 items), and muscular-skeletal system
symptoms (6 items). The items of the scale are
rated on a 5-point scale: 1=not at all (0 point), 2=
a little bit (1 point), 3= moderately (2 points),
4=quite a bit (3 points) and 5=extremely (4
points). This scale was validated in the Arabic
culture (Egypt) [16]. The internal consistency of
the Arabic version was satisfactory (Cronbach’s
alpha = 0.98) and its split half was 0.98. This
scale had been previously used in the Gaza
Strip, with similar psychometric properties
Cronbach’s alpha = 0.98) and split half= 0.98
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[17]. In this study, the reliability of the scale using
Cronbach’s alpha was 0.97 and its split half was
0.84.

3.2 Statistical Analysis

Data was entered and analyzed using the
Statistical Package for Social Sciences (SPSS)
software version 18. The questionnaire data was
normally distributed, for which reason an
independent t-test was used to investigate
between-group differences. Associations
between continuous variables were measured by
the Pearson's correlation coefficient test. One-
way ANOVA post hoc Tukey was used to
investigate differences between more than two
groups.

4. RESULTS

4.1 Socio-demographic  Characteristics

(Table 1)

The sample consisted of 380 adolescents, 171 of
whom were male (45%) and 209 were female
(55%) between the ages of 15-18 years
(mean=16.6, SD=0.08). Regarding the place of
residence, 26.1% lived in North Gaza, 18.9% in
Gaza city, 23.2% in the middle area, 14.2% in
Khan Younis area, and 17.6% lived in the Rafah
area (13.4%).

Table 1. Demographic characteristics of the
study sample (N=380)

No %
Sex
Male 171 45
Female 209 55
Age in years, MEAN age was 16.64 years
15y 30 7.9
16y 131 34.5
17y 165 434
18y 54 14.2
Place of residence
North Gaza 99 26.1
Gaza 72 18.9
Middle area 88 23.2
Khan Younis 54 14.2
Rafah area 67 17.6
Family monthly income
Less than 150 US $ 129 33.9
151-300 US $ 86 22.6
301 -650US $ 102 26.8
More than 651 US $ 63 16.6
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4.2 Frequency of Traumatic Events Due
to War on Gaza

The most commonly reported traumatic events
due to the war on Gaza were: 92.3% watched
mutilated bodies and wounded people on TV,
89.2% heard shelling of the area by artillery, and

89.2% heard the sonic booms from
jetfighters.(Table 2).
4.3 Traumatic Events and Socio-

demographic Variables

Traumatic experiences were recoded into three
categories (hearing: items 1-5; witnessing: items
5-16; and direct: items 17-30). The mean number
of total traumatic experiences were 14.21, mean
hearing experiences was 3.61, mean witnessing
experiences 5.76, and mean direct experiences

4.84. Boys reported significantly more traumatic
events than girls (t-test = 2.19, p <0.04); also,
boys reported more hearing traumatic
experiences than girls (t-test = 2.81, p <0.01).
However, there were no gender differences on
reporting witnessing and personal experiences.

Adolescents with family monthly income less
than 150 US$ had experienced more traumatic
events than the other groups with higher family
income (F=3.23, p=0.02).

4.4 Psychosomatic Symptoms

As shown in Table 3, the mean number of
psychosomatic symptoms was 48.19 (SD=
27.94) with estimated weight 20.42% (mean/No
of items 59*4(0-4 scale)*100), digestive system
symptoms was 19.97 (SD= 11.85),

Table 2. Frequency of traumatic events due to war on Gaza

No Traumatic events Yes %

1 Watching mutilated bodies in TV 350 92.3
2 Hearing shelling of the area by artillery 339 89.4
3 Hearing the sonic sounds of the jetfighters 338 89.2
4 Witnessing the signs of shelling on the ground 336 88.7
5 Witnessing firing by tanks and heavy artillery at neighbors homes 265 69.9
6 Witnessing assassination of people by rockets 261 68.9
7 Hearing of arrest of someone or a friend 242 63.9
8 Forced to leave your home during the war 235 62

9 Hearing killing of a friend 235 62

10  Witnessing of a friend home demolition 235 62

11 Deprivation from water or electricity during detention at home 234 61.7
12 Hearing killing of a close relative 216 57

13  Threaten by shooting 198 52.5
14  Being detained at home during incursion 159 42

15  Witnessing killing of a friend 136 35.9
16  Witnessing firing by tanks and heavy artillery at own home 128 33.8
17  Witnessing of own home demolition 128 33.8
18  Destroying of your personal belongings during incursion 127 33.5
19  Threaten of family member of being killed 121 31.9
20  Witnessing shooting of a friend 120 31.7
21 Witnessing shooting of a close relative 115 30.3
22 Witnessing killing of a close relative 115 30.3
23  Deprivation from going to toilet and leave the room at home where 114 30.1

you was detained
24  Exposure to burn by bombs and phosphorous bombs 100 26.4
25  Beating and humiliation by the army 100 26.4
26  Threatened to death by being used as human shield to arrest your 97 25.6
neighbors by the army

27 Shooting by bullets, rocket, or bombs 89 23.5
28  Threaten of being killed 89 23.5
29  Being arrested during the last incursion 83 21.9
30  Physical injury due to bombardment of your home 83 21.9
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Table 3. Independent t- test for mean traumatic experiences and sex of adolescents

Sex N Mean SD t p

Total trauma Male 171 15.01 6.23 2.03 0.04
Female 209 13.56 7.40

Hearing trauma Male 171 3.60 1.11 -0.23 0.82
Female 209 3.62 1.08

Witnessing trauma Male 171 6.21 2.66 2.81 0.01
Female 209 5.40 2.92

Personal trauma Male 171 5.20 4.04 1.52 0.13
Female 209 4.54 4.32

cardiovascular symptoms was 10.23 (SD = with total traumatic events (r = 0.17, p = 0.01),

11.85), respiratory system symptoms was 3.82 hearing trauma (r = 0.12, p = 0.01), witnessing
(SD = 3.51), urogenital system symptoms was trauma (r = 0.10, p = 0.01), and personal trauma
298 (SD = 2.91), skeletal musculature (r=0.18, p =0.01).

symptoms was 5.29 (SD =3.76), and skin
symptoms was 7.34 (SD = 6.7) (Table 4). Table 4. Means, standard deviations of

psychosomatic symptoms (N=380)
4.5 Psychosomatic Symptoms and Socio-

demographic Variables Mean Std.
deviation
There were significant gender differences in skin Total psychosomatic 48.19 27.94

symptoms (boys > girls: 8.32 vs. 6.54; t = 2.64, p symptoms
= 0.01). No statistically significant gender Digestive system symptoms  19.97 11.85

differences ~ were  detected in  other Cardiovascular symptoms 10.23 6.37

psychosomatic symptoms. Respiratory system symptoms 3.82 3.51

. . Urogenital system symptoms 2.98 2.91

4.6 Relationship between Trauma and Ske?etal mu:culaturey 5 529 3.76
Psychosomatic Symptoms symptoms

Skin symptoms 7.34 6.74

Table 5 shows that total psychosomatic
symptoms was significantly correlated positively

Table 5. Pearson correlation coefficient test between trauma and psychosomatic symptoms

Total trauma Hearing trauma Witnessing trauma Direct trauma

Total psychosomatic r 0.17 0.12 0.10 0.18
symptoms P 0.01 0.05 0.10 0.00
No. 380 380 380 380
Digestive system r 0.15 0.10 0.12 0.15
symptoms P 0.01 0.07 0.04 0.01
No. 380 380 380 380
Cardiovascular r 0.19 0.15 0.08 0.19
symptoms P 0.00 0.00 0.13 0.00
No. 380 380 380 380
Respiratory system r 0.13 0.10 0.05 0.13
symptoms P 0.02 0.05 0.36 0.01
No. 380 380 380 380
Urogenital system r 0.16 0.13 0.05 0.16
symptoms P 0.00 0.01 0.30 0.00
No. 380 380 380 380
Skeletal musculature r 0.16 0.15 0.07 0.15
symptoms P 0.00 0.01 0.19 0.01
No. 380 380 380 380
Skin symptoms r 0.21 0.16 0.10 0.21
P 0.00 0.00 0.08 0.00
No. 380 380 380 380
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4.7 Prediction of Psychosomatic
Symptoms by Types of Traumatic
Events

In a univariate linear regression analysis, each
traumatic event was entered as an independent
variable, with total psychosomatic symptoms and
subscales scores as the dependent variable.
Two traumatic events were significantly
associated with total psychosomatic symptoms:
being detained at home during incursion
(B=0.16, p=0.01); and destroying of child
personal belongings during incursion (B=0.14,
p=0.03) (Table 6).

5. DISCUSSION

The results of our study showed that Palestinian
adolescents had experienced a variety of
traumatic events as a result of the War on the
Gaza Strip in 2008-2009, as on average they
reported a mean 14 traumatic events. The most
commonly reported traumatic events were
watching mutilated bodies on TV (92.3%). These
findings were consistent with research on
previous conflicts in the are [7,15]. An earlier
study of 600 adolescents aged 12-16 years from
South Lebanon and the Gaza Strip found that
29.8% of adolescents had experienced at least
one high-magnitude traumatic event in their
lifetime due to war; 19.8% involved a family
member being killed, 12.5% a family member
being injured, and 13.6% had had their house
demolished [18]. Our result showed that boys
experienced more traumatic events than girls

was also consistent with other research
[7,15,19]. This may be explained by the
socialization of girls in the contemporary

Palestinian society. Girls remain at home under
stricter surveillance and protection, whereas
boys participate in activities and events outside
their home, which make them more vulnerable to
exposure to trauma. In particular, according to
the Arabic culture, girls are expending their time
at home helping their mothers in homework.

There were also significant differences in
experiencing traumatic events according to
monthly family income, which indicates that
adolescents of lower socioeconomic status are
more at risk of experiencing traumatic events.
We postulate such findings to the increased level
of poverty due to the siege, and to the repeated
wars in the area for the last decade [20].

Adolescents mean score of psychosomatic
symptoms was 48.19 of with estimated weight
20.42%. Similarly, in a study of adolescents living
in a devastating area struck by earthquake in the
Wenchuan County in the Northwest Sichuan
Province of China compared to a similar number
from non-affected area showed that the
psychosomatic factor scores of the experimental
group were significantly higher than those of the
control group [14]. Other studies indicated that
extreme natural disasters contributed to
psychosomatic symptoms among children and
adolescents [21].

According to the results of the first nationwide
epidemiological  survey of neurosis or
psychosomatic disorders among Japanese
children, 5.8% of all children who visited the
outpatient pediatric clinics on a given day were
considered to have psychosomatic disorders
[22].

There were no significant gender differences in
psychosomatic symptoms, except for skin
symptoms which were reported more by boys.
Most studies do not find any gender difference in
the prevalence of specific somatization disorders
before puberty; in contrast, adolescent girls tend
to report more symptomatology than boys
[23,24]. In a study of 2,558 school children and
adolescents aged 8-16 showed that 37.6%
reported at least one somatic symptom,
headache being the most prevalent. In terms of
age distribution, 26.8% of children and 52.1% of
adolescents reported somatic symptoms. Girls
reported more somatic symptoms than did boys
[25]. Also in previous research, headache and
stomach-ache were more frequently reportedby
girls than by boys [26].

This study showed positive significant correlation
between traumatic events, including witnessing,
hearing, and personal experiences, and
psychosomatic symptoms. Our findings were
congruent with previous studies which showed
that exposure to traumatic events was
predicating a range of child and adolescent
psychopathology [27,28].

6. STUDY LIMITATIONS

There were few limitation in this study in which
the scale for psychosomatic was long one and
adolescents took time to finish it. Also, another
limitation was we did not study other mental
health problems such as PTSD and anxiety.
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Table 6. Linear regression analysis of traumatic events and psychosomatic symptoms

Psychosomatic Traumatic events

Unstandardized Standardized o]
coefficients coefficients

B Std. Beta
error
Total Being detained at home 8.93 3.52 0.16 2.54 0.01
Psychosomatic during incursion
symptoms Destroying of your personal 8.08 3.73 0.14 217 0.03
belongings during incursion
Digestive system Being detained at home 3.91 1.39 0.16 2.82 0.01
symptoms during incursion
Hearing killing of a friend 2.82 1.40 0.12 2.01 0.05
Shooting by bullets, rocket, or -6.10 1.90 0.22 3.21 0.001
bombs
Threaten of family member of 4.94 1.76 0.19 2.80 0.01
being killed
Cardiovascular Being detained at home 3.91 1.39 0.16 2.82 0.01
symptoms during incursion
Hearing killing of a friend 2.82 1.40 0.12 2.01 0.05
Shooting by bullets, rocket, or -6.10 1.90 0.22 3.21 0.00
bombs
Threaten of family member of 4.94 1.76 0.19 2.80 0.01
being killed
Respiratory Threaten of being killed 1.36 0.37 0.19 3.71 0.00
system symptoms
Urogenital system Deprivation from water or 0.98 0.34 0.16 2.92 0.00
symptoms electricity during detention at
home
Hearing killing of a friend 0.64 0.32 0.11 2.00 0.05
Skeletal Threaten of being killed 1.02 0.41 0.14 253 0.01
musculature Deprivation from water or 1.04 0.44 0.13 2.34 0.02
symptoms electricity during detention at
home
Skin symptoms Deprivation from water or 2.85 0.79 0.19 3.60 0.00
electricity during detention at
home
Witnessing firing by tanks and 2.01 0.74 0.15 2.73 0.01
heavy artillery at neighbors
homes
7. FURTHER RESEARCHES Gaza Strip, which were associated with

According to the results of this study further
studies in the area are needed to narrow the
knowledge gap including effect of trauma on
mental health among families of traumatized
adolescents, peritraumatic symptoms and acute
traumatic stress among victims of last war in
Gaza Strip on 2014, associations between
trauma and psychosis: an exploration of
cognitive and dissociative factors.

8. CLINICAL IMPLICATIONS

Our study showed that Palestinian adolescents
experienced traumatic events due to war on
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psychosomatic symptoms. There may be a risk
of such trauma exposure in developing such
mental health problems, although this could not
be ascertained by the current cross-sectional
research design. Nevertheless, such findings
highlight the urgent need for establishing
community mental health and school-based
programs to help adolescents with such
symptoms, initially by increasing awareness
about their nature. Also, there is need for
conducting training courses for teachers and
school counsellors to increase their knowledge
and recognition of mental health problems within
schools, and ways of managing the simplest
presentations, thus avoiding referral to sparse
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specialist services. Furthermore, more training
courses to educate paediatricians and primary
care physicians will also be important in
recognising these symptoms and not necessarily
dismissing or attributing to physical causes, i.e.
they need to liaise with mental health services.
Overall, intervening in communities and schools
will enhance opportunities for adolescents, their
families, friends, teachers and professionals to
promote their resilience and well-being.
Establishing educational programs such as in
problem-solving skills will assist young people in
confronting various traumatic events in the face
of ongoing adversity.

9. CONCLUSION

The importance of our study was in findings the
impact of trauma due to war on psychosomatic
disorders and not only PTSD in adolescents.
Such finding highlights the need for more
research in the field of somatization in the
adolescents and in application of new
intervention programs which increase coping and
resilience of Palestinian adolescents to
overcome in the negative impact of trauma on
adolescents. Also, the need for community
sessions for children and adolescents to increase
their awareness about psychosomatic and
somatization disorders and ways of dealing with
such problems.
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ABSTRACT

Aims: To estimate the prevalence of psychosomatic symptomsamong traumatized Palestinian
adolescents in Gaza Strip.

Methods: The study sample consisted of 380 adolescents randomly selected from secondary
schools in Gaza Strip, of whom 171 were boys and 209 were girls between 15-18 years. Data was
collected using a socio-demographic checklist, the Gaza Traumatic Events Checklist, and the
Psychosomatic Symptoms Scale. For statistical analysis, questionnaire data was normally
distributed, for this reason independent t-test was used to investigate differences between two
groups. Associations between continuous variables were measured by the Pearson's correlation
coefficient test. One-way ANOVA post hoc Tukey was used to investigate differences between
more than two groups.

Results: The most common reported traumatic events due to the war on Gaza were: watching
mutilated bodies and wounded people in TV (92.3%), and hearing shelling of the area by artillery
(89.4%). The mean number of traumatic events experienced by Palestinian adolescents was 14.
Boys reported significantly more traumatic events than girls. Adolescents from family with monthly
income less than 150 US $ experienced more traumatic events than the other groups.

Mean psychosomatic symptoms was 48.19, digestive system symptoms was 19.97, cardiovascular
symptoms was 10.23, respiratory system symptoms was 3.82, urogenital system symptoms was
2.98, skeletal musculature symptoms was 5.29, and skin symptoms was 7.34. Boys scored more
in total psychosomatic and skin symptoms. There was a significant relationship between traumatic
experiences and psychosomatic symptoms.

Conclusion: Palestinian adolescents experienced significant traumatic events due to the war on
Gaza Strip which were significantly associated with developing psychosomatic symptoms. Such
findings highlight the urgent need for establishing community mental health school based programs
to help adolescents with such symptoms and increase awareness about their nature and
management. Also there is need for conducting training courses for teachers and school
counsellors to increase their knowledge about general mental health problems in schools and ways
of dealing with such problems. Also, training courses for primary care and hospital physicians, who
might attribute to physical causes, and liaison between physical and mental health services.

Keywords: Adolescents; Gaza; psychosomatic symptoms; trauma; war.

1. INTRODUCTION

Each year millions of children are exposed to
variable types of extreme traumatic stressors.
These include natural disasters (e.g., tornadoes,
floods, and hurricanes), motor vehicle accidents,
life-threatening illnesses and associated painful
medical procedures (e.g., severe burns, cancer,
and limb amputations), physical abuse, sexual
assault, witnessing domestic or community
violence, kidnapping, and sudden death of a
parent [1].

Children of Gaza have been subject to a wide
range of traumatic and violent events over the
last few decades, which, when considered
alongside other risk factors such as gender,
socio-economic status and previous mental
health history, these have led to significant
psychosocial problems [2]. On Saturday 27"
December 2008, there was a new political
escalation and violence against the Palestinians
in the Gaza Strip. Within the first 20 minutes the
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Israeli air force bombarded the security positions
in the Gaza Strip, leaving hundreds of killed
people and more than a thousand of injured. This
war on Gaza continued for 23 days. The total toll
of this war was 1,330 killed persons and 5,500
injured [3].

A number of studies showed the negative
psychological consequences of traumatic
experiences on child development and well-
being. During the war in Bosnia-Hercegovina, a
community sample of 2,976 children aged
between 9 and 14 years was selected. Children
reported a high prevalence of posttraumatic
stress symptoms and grief reactions. Girls
reported more distress than boys, but there were
few meaningful age effects within the age band
studied [4].

In a study in the Nangarhar province in
Afghanistan, a sample of 1011 Afghani aged 15
years or older was selected. During the previous
ten years, 43.7% of them had experienced
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between 8 and 10 traumatic events, and 14.1%
had experienced 11 or more traumatic events.
The study showed that 38.5% of participants
reported symptoms that fulfilled clinical criteria
for depression, 51.8% reported anxiety, and
20.4% reported posttraumatic stress disorder [5].

In a study of Palestinian adolescents exposed to
both political and domestic violence, whereas
there was no significant gender difference in the
level of exposure to political violence, female
adolescents  exhibited  higher levels of
psychological symptoms compared to their male
counterparts. Girls also reported higher levels of
exposure to domestic violence and lower levels
of family functioning than boys [6]. In another
study of 358 Palestinian adolescents, the mean
number of traumatic events reported by
adolescents was 13.3. The most frequently
reported traumatic experiences were watching
mutilated bodies on TV (90.8%) and hearing
shelling of the area by heavy artillery (88.5%).
Almost one third of the young people (29.8%)
reported symptoms meeting criteria for a full post
traumatic stress disorder (PTSD) [7].

Overall, previous research has primarily focused
on the impact of trauma on a range of emotional
disorders. Surprisingly, there has been limited
evidence on the prevalence of psychosomatic
symptoms and disorders, or on their relationship
with trauma exposure, despite the well
documented link of such presentations with
emotional  psychopathology. = Psychosomatic
disorders are typically defined as those in which
psychological factors are thought to contribute
significantly to the development, exacerbation, or
maintenance of the illness [8]. Psychosomatic
symptoms and somatization are distinct from
malingering in that the patient is truthfully
reporting his or her bodily sensations and not
consciously using these symptoms to manipulate
or control others or the situation [9]. Recently, the
definition of psychosomatic disorder has been
changing according to the Diagnostic and
Statistical Manual of Mental Disorders (DSM).
The term psychosomatic disorder refers to
physical symptomatology appeared to be
caused, influenced or worsened by psychological
factors rather than by an underlying physical
illness [10].

Depending on the sample and measures, the
prevalence rate of psychosomatic complaints in
children and adolescents has been found to be
between 10 and 25% [11,12].
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Such symptoms were particularly high among
Palestinian University students who had suffered
sexual abuse, together with depressed mood,
withdrawal, suicidal or self-injurious behaviors,
illegal acts, running away, and substance abuse
[13].

Another study of 1,828 children aged 6 to 16
years, of whom 842 had been affected by a
devastating earthquake in Wenchuan County in
the Northwest Sichuan Province of China and
986 lived in a non-affected area, total
psychosomatic symptoms were significantly
higher among those exposed [14]. As there has
been limited knowledge on the presentation of
psychosomatic symptoms following war conflict,
this was the rationale of this study with
traumatized Palestinian adolescents in the Gaza
Strip.

2. METHODS

2.1 Participants and Procedure

The sample consisted of 380 adolescents. The
age ranged from 15 to 18 years, with a mean of
16.6 years (SD=0.08). The sample was randomly
selected from ten schools in the Gaza Strip (two
schools from each of the five governorates of the
Gaza Strip - one all-boys and one all-girls
school). From each school, three classes were
selected randomly (10"‘, 11" and 12" class),
following which we selected randomly the sample
from each class registration book. At the end of
the selection process, the sample consisted of
171 boys (45%) and 209 girls (55%).

2.2 Research Procedure

We trained three mental health professionals
(two male and one female) on data collection for
three hours, during which the aim of the study
was explained, the sampling, questionnaires and
interview techniques. The study was approved by
the Palestinian Ministry of Health Ethics
Committee. Also, an official letter was obtained
from the General Director of the Ministry of
Education in order to conduct the study in
governmental secondary schools and to facilitate
the process of data collection. Each young
person received an explanatory letter explaining
the aim of the study and that the information
gathered would be kept confidential for the
purpose of the research only. A similar letter to
the parents was send with the participants, and if
agreed, they obtained a written permission for
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their adolescent’s participation. Data collection
took place in the classroom during April 2010.

3. MEASURES
3.1 Socio-demographic Checklist

Information was collected from the adolescents
on gender, age, place of residence, number of
siblings, parents’ education and employment
status, and family income.

3.1.1 War on Gaza traumatic events checklist

[s]

This had been used in the same area [15] and
during this period of conflict, It was modified to
include 30 items covering different types of
traumatic events that adolescents may have
been exposed to in the particular circumstances
of the 2008-2009 war on Gaza Strip. This
checklist covers three domains of trauma. The
first domain cover hearing experiences such as
hearing to the kiling or injury of friends or
relatives (item number 1-5). The second domain
describes witness acts of violence such as the
killing of relatives, home demolition,
bombardment, and injury of others (item number
6-17). The third domain covers personal
experiences of traumatic events such as being
shot or beaten (item number 18-30). The
checklist can be completed by children aged 6-
16 ('yes' or 'no'). In this study the reliability of the
scale using Cronbach’s alpha was 0.92 and the
split half was 0.86.

3.1.2 Psychosomatic symptoms scale [16]

The scale consists of 59 items that describe
different types of psychosomatic symptoms. This
scale covers six psychosomatic domains such as
digestive system symptoms (23 items),
cardiovascular symptoms (7 items), respiratory
system (6 items), skin (12 items), urogenital
system (5 items), and muscular-skeletal system
symptoms (6 items). The items of the scale are
rated on a 5-point scale: 1=not at all (0 point), 2=
a little bit (1 point), 3= moderately (2 points),
4=quite a bit (3 points) and 5=extremely (4
points). This scale was validated in the Arabic
culture (Egypt) [16]. The internal consistency of
the Arabic version was satisfactory (Cronbach’s
alpha = 0.98) and its split half was 0.98. This
scale had been previously used in the Gaza
Strip, with similar psychometric properties
Cronbach’s alpha = 0.98) and split half= 0.98
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[17]. In this study, the reliability of the scale using
Cronbach’s alpha was 0.97 and its split half was
0.84.

3.2 Statistical Analysis

Data was entered and analyzed using the
Statistical Package for Social Sciences (SPSS)
software version 18. The questionnaire data was
normally distributed, for which reason an
independent t-test was used to investigate
between-group differences. Associations
between continuous variables were measured by
the Pearson's correlation coefficient test. One-
way ANOVA post hoc Tukey was used to
investigate differences between more than two
groups.

4. RESULTS

4.1 Socio-demographic  Characteristics

(Table 1)

The sample consisted of 380 adolescents, 171 of
whom were male (45%) and 209 were female
(55%) between the ages of 15-18 years
(mean=16.6, SD=0.08). Regarding the place of
residence, 26.1% lived in North Gaza, 18.9% in
Gaza city, 23.2% in the middle area, 14.2% in
Khan Younis area, and 17.6% lived in the Rafah
area (13.4%).

Table 1. Demographic characteristics of the
study sample (N=380)

No %
Sex
Male 171 45
Female 209 55
Age in years, MEAN age was 16.64 years
15y 30 7.9
16y 131 34.5
17y 165 434
18y 54 14.2
Place of residence
North Gaza 99 26.1
Gaza 72 18.9
Middle area 88 23.2
Khan Younis 54 14.2
Rafah area 67 17.6
Family monthly income
Less than 150 US $ 129 33.9
151-300 US $ 86 22.6
301 -650US $ 102 26.8
More than 651 US $ 63 16.6
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4.2 Frequency of Traumatic Events Due
to War on Gaza

The most commonly reported traumatic events
due to the war on Gaza were: 92.3% watched
mutilated bodies and wounded people on TV,
89.2% heard shelling of the area by artillery, and

89.2% heard the sonic booms from
jetfighters.(Table 2).
4.3 Traumatic Events and Socio-

demographic Variables

Traumatic experiences were recoded into three
categories (hearing: items 1-5; witnessing: items
5-16; and direct: items 17-30). The mean number
of total traumatic experiences were 14.21, mean
hearing experiences was 3.61, mean witnessing
experiences 5.76, and mean direct experiences

4.84. Boys reported significantly more traumatic
events than girls (t-test = 2.19, p <0.04); also,
boys reported more hearing traumatic
experiences than girls (t-test = 2.81, p <0.01).
However, there were no gender differences on
reporting witnessing and personal experiences.

Adolescents with family monthly income less
than 150 US$ had experienced more traumatic
events than the other groups with higher family
income (F=3.23, p=0.02).

4.4 Psychosomatic Symptoms

As shown in Table 3, the mean number of
psychosomatic symptoms was 48.19 (SD=
27.94) with estimated weight 20.42% (mean/No
of items 59*4(0-4 scale)*100), digestive system
symptoms was 19.97 (SD= 11.85),

Table 2. Frequency of traumatic events due to war on Gaza

No Traumatic events Yes %

1 Watching mutilated bodies in TV 350 92.3
2 Hearing shelling of the area by artillery 339 89.4
3 Hearing the sonic sounds of the jetfighters 338 89.2
4 Witnessing the signs of shelling on the ground 336 88.7
5 Witnessing firing by tanks and heavy artillery at neighbors homes 265 69.9
6 Witnessing assassination of people by rockets 261 68.9
7 Hearing of arrest of someone or a friend 242 63.9
8 Forced to leave your home during the war 235 62

9 Hearing killing of a friend 235 62

10  Witnessing of a friend home demolition 235 62

11 Deprivation from water or electricity during detention at home 234 61.7
12 Hearing killing of a close relative 216 57

13  Threaten by shooting 198 52.5
14  Being detained at home during incursion 159 42

15  Witnessing killing of a friend 136 35.9
16  Witnessing firing by tanks and heavy artillery at own home 128 33.8
17  Witnessing of own home demolition 128 33.8
18  Destroying of your personal belongings during incursion 127 33.5
19  Threaten of family member of being killed 121 31.9
20  Witnessing shooting of a friend 120 31.7
21 Witnessing shooting of a close relative 115 30.3
22 Witnessing killing of a close relative 115 30.3
23  Deprivation from going to toilet and leave the room at home where 114 30.1

you was detained
24  Exposure to burn by bombs and phosphorous bombs 100 26.4
25  Beating and humiliation by the army 100 26.4
26  Threatened to death by being used as human shield to arrest your 97 25.6
neighbors by the army

27 Shooting by bullets, rocket, or bombs 89 23.5
28  Threaten of being killed 89 23.5
29  Being arrested during the last incursion 83 21.9
30  Physical injury due to bombardment of your home 83 21.9
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Table 3. Independent t- test for mean traumatic experiences and sex of adolescents

Sex N Mean SD t p

Total trauma Male 171 15.01 6.23 2.03 0.04
Female 209 13.56 7.40

Hearing trauma Male 171 3.60 1.11 -0.23 0.82
Female 209 3.62 1.08

Witnessing trauma Male 171 6.21 2.66 2.81 0.01
Female 209 5.40 2.92

Personal trauma Male 171 5.20 4.04 1.52 0.13
Female 209 4.54 4.32

cardiovascular symptoms was 10.23 (SD = with total traumatic events (r = 0.17, p = 0.01),

11.85), respiratory system symptoms was 3.82 hearing trauma (r = 0.12, p = 0.01), witnessing
(SD = 3.51), urogenital system symptoms was trauma (r = 0.10, p = 0.01), and personal trauma
298 (SD = 2.91), skeletal musculature (r=0.18, p =0.01).

symptoms was 5.29 (SD =3.76), and skin
symptoms was 7.34 (SD = 6.7) (Table 4). Table 4. Means, standard deviations of

psychosomatic symptoms (N=380)
4.5 Psychosomatic Symptoms and Socio-

demographic Variables Mean Std.
deviation
There were significant gender differences in skin Total psychosomatic 48.19 27.94

symptoms (boys > girls: 8.32 vs. 6.54; t = 2.64, p symptoms
= 0.01). No statistically significant gender Digestive system symptoms  19.97 11.85

differences ~ were  detected in  other Cardiovascular symptoms 10.23 6.37

psychosomatic symptoms. Respiratory system symptoms 3.82 3.51

. . Urogenital system symptoms 2.98 2.91

4.6 Relationship between Trauma and Ske?etal mu:culaturey 5 529 3.76
Psychosomatic Symptoms symptoms

Skin symptoms 7.34 6.74

Table 5 shows that total psychosomatic
symptoms was significantly correlated positively

Table 5. Pearson correlation coefficient test between trauma and psychosomatic symptoms

Total trauma Hearing trauma Witnessing trauma Direct trauma

Total psychosomatic r 0.17 0.12 0.10 0.18
symptoms P 0.01 0.05 0.10 0.00
No. 380 380 380 380
Digestive system r 0.15 0.10 0.12 0.15
symptoms P 0.01 0.07 0.04 0.01
No. 380 380 380 380
Cardiovascular r 0.19 0.15 0.08 0.19
symptoms P 0.00 0.00 0.13 0.00
No. 380 380 380 380
Respiratory system r 0.13 0.10 0.05 0.13
symptoms P 0.02 0.05 0.36 0.01
No. 380 380 380 380
Urogenital system r 0.16 0.13 0.05 0.16
symptoms P 0.00 0.01 0.30 0.00
No. 380 380 380 380
Skeletal musculature r 0.16 0.15 0.07 0.15
symptoms P 0.00 0.01 0.19 0.01
No. 380 380 380 380
Skin symptoms r 0.21 0.16 0.10 0.21
P 0.00 0.00 0.08 0.00
No. 380 380 380 380
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4.7 Prediction of Psychosomatic
Symptoms by Types of Traumatic
Events

In a univariate linear regression analysis, each
traumatic event was entered as an independent
variable, with total psychosomatic symptoms and
subscales scores as the dependent variable.
Two traumatic events were significantly
associated with total psychosomatic symptoms:
being detained at home during incursion
(B=0.16, p=0.01); and destroying of child
personal belongings during incursion (B=0.14,
p=0.03) (Table 6).

5. DISCUSSION

The results of our study showed that Palestinian
adolescents had experienced a variety of
traumatic events as a result of the War on the
Gaza Strip in 2008-2009, as on average they
reported a mean 14 traumatic events. The most
commonly reported traumatic events were
watching mutilated bodies on TV (92.3%). These
findings were consistent with research on
previous conflicts in the are [7,15]. An earlier
study of 600 adolescents aged 12-16 years from
South Lebanon and the Gaza Strip found that
29.8% of adolescents had experienced at least
one high-magnitude traumatic event in their
lifetime due to war; 19.8% involved a family
member being killed, 12.5% a family member
being injured, and 13.6% had had their house
demolished [18]. Our result showed that boys
experienced more traumatic events than girls

was also consistent with other research
[7,15,19]. This may be explained by the
socialization of girls in the contemporary

Palestinian society. Girls remain at home under
stricter surveillance and protection, whereas
boys participate in activities and events outside
their home, which make them more vulnerable to
exposure to trauma. In particular, according to
the Arabic culture, girls are expending their time
at home helping their mothers in homework.

There were also significant differences in
experiencing traumatic events according to
monthly family income, which indicates that
adolescents of lower socioeconomic status are
more at risk of experiencing traumatic events.
We postulate such findings to the increased level
of poverty due to the siege, and to the repeated
wars in the area for the last decade [20].

Adolescents mean score of psychosomatic
symptoms was 48.19 of with estimated weight
20.42%. Similarly, in a study of adolescents living
in a devastating area struck by earthquake in the
Wenchuan County in the Northwest Sichuan
Province of China compared to a similar number
from non-affected area showed that the
psychosomatic factor scores of the experimental
group were significantly higher than those of the
control group [14]. Other studies indicated that
extreme natural disasters contributed to
psychosomatic symptoms among children and
adolescents [21].

According to the results of the first nationwide
epidemiological  survey of neurosis or
psychosomatic disorders among Japanese
children, 5.8% of all children who visited the
outpatient pediatric clinics on a given day were
considered to have psychosomatic disorders
[22].

There were no significant gender differences in
psychosomatic symptoms, except for skin
symptoms which were reported more by boys.
Most studies do not find any gender difference in
the prevalence of specific somatization disorders
before puberty; in contrast, adolescent girls tend
to report more symptomatology than boys
[23,24]. In a study of 2,558 school children and
adolescents aged 8-16 showed that 37.6%
reported at least one somatic symptom,
headache being the most prevalent. In terms of
age distribution, 26.8% of children and 52.1% of
adolescents reported somatic symptoms. Girls
reported more somatic symptoms than did boys
[25]. Also in previous research, headache and
stomach-ache were more frequently reportedby
girls than by boys [26].

This study showed positive significant correlation
between traumatic events, including witnessing,
hearing, and personal experiences, and
psychosomatic symptoms. Our findings were
congruent with previous studies which showed
that exposure to traumatic events was
predicating a range of child and adolescent
psychopathology [27,28].

6. STUDY LIMITATIONS

There were few limitation in this study in which
the scale for psychosomatic was long one and
adolescents took time to finish it. Also, another
limitation was we did not study other mental
health problems such as PTSD and anxiety.
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Table 6. Linear regression analysis of traumatic events and psychosomatic symptoms

Psychosomatic Traumatic events

Unstandardized Standardized o]
coefficients coefficients

B Std. Beta
error
Total Being detained at home 8.93 3.52 0.16 2.54 0.01
Psychosomatic during incursion
symptoms Destroying of your personal 8.08 3.73 0.14 217 0.03
belongings during incursion
Digestive system Being detained at home 3.91 1.39 0.16 2.82 0.01
symptoms during incursion
Hearing killing of a friend 2.82 1.40 0.12 2.01 0.05
Shooting by bullets, rocket, or -6.10 1.90 0.22 3.21 0.001
bombs
Threaten of family member of 4.94 1.76 0.19 2.80 0.01
being killed
Cardiovascular Being detained at home 3.91 1.39 0.16 2.82 0.01
symptoms during incursion
Hearing killing of a friend 2.82 1.40 0.12 2.01 0.05
Shooting by bullets, rocket, or -6.10 1.90 0.22 3.21 0.00
bombs
Threaten of family member of 4.94 1.76 0.19 2.80 0.01
being killed
Respiratory Threaten of being killed 1.36 0.37 0.19 3.71 0.00
system symptoms
Urogenital system Deprivation from water or 0.98 0.34 0.16 2.92 0.00
symptoms electricity during detention at
home
Hearing killing of a friend 0.64 0.32 0.11 2.00 0.05
Skeletal Threaten of being killed 1.02 0.41 0.14 253 0.01
musculature Deprivation from water or 1.04 0.44 0.13 2.34 0.02
symptoms electricity during detention at
home
Skin symptoms Deprivation from water or 2.85 0.79 0.19 3.60 0.00
electricity during detention at
home
Witnessing firing by tanks and 2.01 0.74 0.15 2.73 0.01
heavy artillery at neighbors
homes
7. FURTHER RESEARCHES Gaza Strip, which were associated with

According to the results of this study further
studies in the area are needed to narrow the
knowledge gap including effect of trauma on
mental health among families of traumatized
adolescents, peritraumatic symptoms and acute
traumatic stress among victims of last war in
Gaza Strip on 2014, associations between
trauma and psychosis: an exploration of
cognitive and dissociative factors.

8. CLINICAL IMPLICATIONS

Our study showed that Palestinian adolescents
experienced traumatic events due to war on

101

psychosomatic symptoms. There may be a risk
of such trauma exposure in developing such
mental health problems, although this could not
be ascertained by the current cross-sectional
research design. Nevertheless, such findings
highlight the urgent need for establishing
community mental health and school-based
programs to help adolescents with such
symptoms, initially by increasing awareness
about their nature. Also, there is need for
conducting training courses for teachers and
school counsellors to increase their knowledge
and recognition of mental health problems within
schools, and ways of managing the simplest
presentations, thus avoiding referral to sparse
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specialist services. Furthermore, more training
courses to educate paediatricians and primary
care physicians will also be important in
recognising these symptoms and not necessarily
dismissing or attributing to physical causes, i.e.
they need to liaise with mental health services.
Overall, intervening in communities and schools
will enhance opportunities for adolescents, their
families, friends, teachers and professionals to
promote their resilience and well-being.
Establishing educational programs such as in
problem-solving skills will assist young people in
confronting various traumatic events in the face
of ongoing adversity.

9. CONCLUSION

The importance of our study was in findings the
impact of trauma due to war on psychosomatic
disorders and not only PTSD in adolescents.
Such finding highlights the need for more
research in the field of somatization in the
adolescents and in application of new
intervention programs which increase coping and
resilience of Palestinian adolescents to
overcome in the negative impact of trauma on
adolescents. Also, the need for community
sessions for children and adolescents to increase
their awareness about psychosomatic and
somatization disorders and ways of dealing with
such problems.
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Abstract

Aims: The study had two aims: First, we assess the prevalence of resilience based on the person-based
classification depicting a balance between the severity of trauma and occurrence of PTSD. Second, we examine the
role of resilience characteristics of commitment, control and challenge in protecting children’s mental health from
negative trauma impacts.

Methods: The participants were 386 Palestinian children and adolescents from Gaza (age 13.41+2.96, 52.07%
boys and 47.93% girls). The results revealed a 25% prevalence of resilient children, and resilience was more common
in well-educated families and children from geographical areas exposed to heavily Israeli shelling and destruction.
Children were interviewed by sociodemographic scale, Gaza Traumatic Events Checklist, Child Depression and
Anxiety Scale, UCLA PTSD Index for DSM-IV-Adolescent Version, and Resilience Attitude Scale.

Results: There were generally no gender differences in the exposure to traumatic events, as all. Neither were
there gender differences in the mean number of traumatic events related to Israeli military violence or Palestinian
factional fighting. According to the DSM-IV criterion, 12.4% of the children and adolescents reported probable
PTSD, and 22.37% filled the two criteria partial PTSD, and 26.7% the one criteria partial PTSD (re-experiencing or
avoidance or hyper arousal). More than a third (38.4% of the children did not have PTSD. There were no significant
differences between boys and girls in PTSD. For depression and anxiety, boys and girls did not differ in the levels of
PTSD, depressive and anxiety symptoms. Also only one marginal gender difference was found concerning resilience
characteristics: girls reported more feelings of control than boys. The results revealed that 25.0% of the participants
was classified as resilient indicating presence of high exposure to traumatic events and absence of PTSD and 22.2%
as traumatized, i.e., presence of both high exposure to trauma and occurrence of PTSD. Of the children 12.7%
were classified as vulnerable, and 40.1% were spared of both high trauma and PTSD. As hypothesized, resilience
characteristics protected children’s mental health from trauma, e.g., military trauma was less associated with PTSD
and anxiety among children showing high commitment. Discussion focuses on specific functions of resilience in the

context of different kind of traumatic events of war, political and military violence.

Keywords: Military violence; Palestinians; Resiliency; Trauma; War

Introduction

In conditions of war and military violence, children need
remarkable resources, strengths and invincibility to guarantee their
basic adjustment and healthy development. Resilience is conceptualized
as a capacity to return into normal functioning or even blossom after
severe trauma. Resilience also refers to the absence of psychiatric or
psychosocial problems and presence of developmental competences
[1-3].

There is a discussion whether resilience or traumatisation are
the norm in life-endangering conditions of war and terrorism [4].
Empirically neither resilience nor excessive psychiatric disorders is
the most prevalent among trauma surviving children. Instead, they
show various ways of recovery, and attempts to cope and protect
their well-being and psychological integrity. A majority of children
shows excessive fears and posttraumatic symptoms (PTSD) and cling
to parents in acute life danger, but most of them gradually recover
if psychological and social resources are available [5,6]. It is thus
important to know about child- and environment-related factors
that contribute to the resilience. The present study analyses resilience
prevalence and function among Palestinian children who lived in
conditions of military violence and siege in Gaza.

Children’s resilience has been conceptualized and assessed in

three different ways. First, the classic definition of resilience suggests
a person-based classification or typology depicting the balance between
the severity of trauma and emergence of psychiatric disorder [3]. In
addition to identifying resilient individuals, ie., those with high
exposure to trauma and high competence, the classification provides
also prevalence of children who are traumatized (both severe trauma
and severe disorders), vulnerable (high level of disorders without
trauma exposure) and spared (saved from both trauma and disorders).
We could find two studies reporting the prevalence of children’s
resilience based on the person-related classification. A follow-up study
in American families with chronic stress and adversities documented
the prevalence of 22% of resilient children, and 7% vulnerable, 13%
traumatized and 58% spared children [7]. Interestingly, similar
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prevalence of resilience (21%) was found among Palestinian children in
conditions of military occupation, whereas 23% were classified as both
traumatized and vulnerable, and a third was spared from both military
trauma and psychological disorders [8].

Second, a variable-based approach to resilience seeks for children’s
positive experiences, resources and competence. The beneficial issues
can be available in family, school and society, characterize children
themselves [9,10]. There is augmenting evidence that supportive
parent-child relations [11,12]. Encouraging school atmosphere and
high academic achievements, and supportive societies and respect for
children’s rights contribute to resilience [13,14].

High self-esteem, creativity, commitment and strong believes in
one’s ability to cope with hardships are commonly found amongresilient
children [13,15]. Research further suggest that resilient children are
curious, prosocial and able and willing to create novel, flexible solutions
for problems [7,11]. Commitment and thrust in oneself and others
make it possible to plan for future and share aspirations with others.
Moreover, resilient children are able adequately to process stressful
and traumatic experiences and seek for realistic causal explanations,
without being overwhelmed by guilt and fear [16]. The feeling of
control, whether real or illusory can be decisive for the recovery among
children struggling to overcome traumatic experiences [17]. Ability
to control and regulate traumatic memories forms a protective shield
against PTSD and other trauma-related psychiatric distress [18,19].
Finally, there are some hypotheses that children’s temperament such
as novelty seeking, high stimulus threshold and easy attenuating of
arousal would be one of the secrets of resilience [20,21]. This means
that some children experience traumatic events and even adversities as
a challenge, which in turn indicates that resilience can depend on the
goodness of fit between individual needs and environmental demands.

Finally, a part of research conceptualizes resilience as a lack of
(expected) PTSD or other psychiatric symptoms. After the 9/11
terrorist attack, it was reported, e.g., that 63% of adult survivors were
resilient, indicating that they did not develop PTSD [22]. Similarly,
Israeli adolescents who did not show PTSD after being personally
exposed to terrorist attacks were called resilient [23]. In these studies
the reasons for resilience are conceptualized as a list of post-hoc
characteristics such as variety of beneficial appraisals, personality and
national history, supporting networks, competence and individual and
societal hardiness.

Aims of the Study

This study applies both person- and variable-based concepts
of resilience among children living in life-endangering conditions
and being personally exposed to military violence. First, we assess
the prevalence of resilience based on the person-based classification
depicting a balance between the severity of trauma and occurrence
of PTSD. Second, we examine the role of resilience characteristics of
commitment, control and challenge in protecting children’s mental
health from negative trauma impacts. We hypothesize that traumatic
events of military violence and fighting do not associate with PTSD,
depressive and anxiety symptoms among children who show high
levels of these three resilience characteristics.

Method
Participants and procedure

This was descriptive analytic study. The participants were 386
Palestinian boys (52.07%) and girls (47.93%) living in Gaza Strip.
They were 8-18 years old (M=13.41 * 2.96), and there were no gender

differences according to age F(1,384)=0.42, p=ns.). The original sample
consisted of 400 children, and the drop out was thus 3.50% consisting
of 14 children who did not complete the questionnaires during the
interviews in their homes in Gaza Strip- Palestine. The sample selection
was done using EPI 6 program for sampling process.

The sample was randomly selected from the population census
representing the five areas of the Gaza Strip and including two-parent
families. In selecting the children each area was divided into blocks
and from each block one street was chosen, and from each street every
15th home was approached for the data collection. The field work was
conducted by professionals who had experiences in working with
children and families. They were 5 social workers, 4 psychologist, 2
nurses, and 3 physicians working in Gaza Community Mental Health
Program (GCMHP). They were trained for research and data collection,
and they visited the families according to prepared lists of number of
children selected to the study. Ethical approval was obtained from the
responsible body in the Ministry of Health in Gaza Strip. The field
workers presented an information letter to the parents, and if agreed,
they obtained a written permission for their children’s participation.
Children were interviewed individually in their homes and each
interview lasted approximately 30 minutes. The interviewers informed
children that there was no right or wrong answers, provided guidance
in filling-up the scales. Children and parents were also informed
that that they were free to withdraw from the study at any time.
Sociodemgraphic data was collected from mothers, while exposure to
trauma, PTSD, anxiety, resilience was collected through face to face
interview with children. The exclusion criteria include children with
disability, mental retardation, and diagnosed psychiatric disorders. The
data collection was done between March and April 2008.

Instruments

Sociodemographic information was collected from parents and
information about traumatic events, mental health and resilience from
children themselves. Sociodemographic characteristics include sex,
age, and place of residence, and education of the family head.

Traumatic events were assessed by two check lists that reflected
the nature of violence, trauma and losses during the two-year of Israeli
siege of the Gaza strip. First, Israeli military violence was assessed by the
Gaza Traumatic Events Checklist for Israeli Violence [24] consisting of
28 jtems covering three domains of events typical for the Israeli siege:
(1) witnessing personally acts of violence (e.g., killing of relatives, home
demolition, bombardment, and injuries), (2) having experiences of loss,
injury and destruction in family and other close persons, and (3) being
personally the target of violence (e.g., being shot, injured, or beaten
by the soldiers). Second, Palestinian factional fighting was assessed by
the Gaza Traumatic Events Checklist for Factional Fighting consisting
of 20 items covering similar domains of traumatic events due to the
regional conflict between Fatah and Hamas faction fighting in the
Gaza Strip in June 2007. The content of traumatic events related to
Israeli military violence and Palestinian factional fighting are shown in
Table 1.1In both checklists children were asked whether they had been
exposed to each of these events: (0”0’ (1’ yes during the last 12 months.
Gaza Traumatic Events Checklist for Israeli Violence Cronbach's alpha
was 0.88 and 0.91 for Gaza Traumatic Events Checklist for Factional
Fighting.

Separate sum variables were constructed by accounting the
occurrences of the traumatic events for Israeli military violence
(ranging between 0-28), Palestinian factional fighting (0-20), and total
traumatic events (3-48). To construct the 2 x 2 resilience classification,
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the total traumatic events —variable was dichotomized to low (2-5
events) and high (6-18 events) levels. It would have been ideal to
construct a dichotomized variable indicating zero-trauma vs. yes-
trauma, but there were only 2 children who had not reported exposure
to traumatic events. The cut-off points were decided according to
empirical statistics and earlier knowledge about cumulative trauma
exposure in war conditions [25].

PTSD-symptoms were measured by the UCLA PTSD Index for
DSM-IV-Adolescent Version [26]. The scale comprises 22 self-report
items based on DSM-IV PTSD symptom criteria: re-experiencing
symptoms (e.g., “I act or feel like it is happening all over again”),
avoidance symptoms (e.g., “I have trouble remembering important
parts of what happened”), and hyperarousal symptoms (e.g., “I watch
out for danger or things 'm afraid of”). Children were asked to
indicate the frequency of symptoms experienced on a 5-point Likert
scale ranging from 0 (never) to 4 (most of the time). A PTSD symptom
severity scale was computed as the sum of the responses to the 20 (of
22) items and categorical prevalence score. The UCLA PTSD Index has
been widely used among children and adolescents in the Middle East
and elsewhere [27-30]. The original English version of the PTSD scale
had Cronbach’s B of .90, and good to excellent test-retest reliability
[31]. The reliability of our Arabic version of the PTSD scale Cronbach’s
in this study a=0.89; split half=0.82.

Child Depression and Anxiety Scale The scale consists of 25 items
of depressive and anxious symptoms. Depression items were drawn
from the self-report scale of the Children’s Depression Inventory, and
anxiety items form the Revised-Children’s Manifest Anxiety Scale
[32,33]. Children were instructed to estimate whether they had had
the symptom during the last month. No (0) or Yes (1). Sum variables
were constructed to indicate children’s depressive symptoms including
somatic dimensions (13 items, e.g, “I feel sadness when waking up
in the morning”; I do not have appetite for food), anxiety and fears
(12 items, e.g., “I am worried about many things”; “I am afraid of
unknown”). The internal consistency were good for the Arabic
version of the total scale (Cronbach’s alpha=0.77; split half=0.74)
and depressive symptoms symptoms (Cronbach’s a=72), but not for
anxiety symptoms (Cronbach’s a=0.65).

Resilient attitudes were measured by The Resilience Attitude Scale
by (Mekhaemer, 2002) [34]. The scale contains 47 items covering the
resilience characteristics of commitment (items: 1,4,7,10,16,19,22,25
28,31,34,37,40,43,46), control (items: 2,5, 8,11,14,17,20,23,26,29,32,35,3
8,41,44), and willingness to take challenges (items: 3,6,9,12,15,18,21,24,
7,30,33,36,39,42,45,47).

Children were instructed to evaluate on a three-point scale how well
the feelings and thoughts describe theirs: not at all (0), to some extent
(1), and very well (2). The total score ranges from 0-141, with higher
score reflecting greater resilience. Three subscales were constructed:
Commitment (16 items, e.g., “I care much for problems and things
that happen around me”; “I care for all possible initiative that may help
my family and community”, Control (14 items, e.g., “I think luck and
accidents play major role in my life”; “I think people’s life is influenced
by external forces that they cannot control”) and Challenge (17 items,
e.g., “T am curious to know the unknown”; “When I have solved one
problem, I enjoy moving into to solving another one”. The Resilience
attitudes -scale has been validated in Arabic culture in Egypt [34] and
in Gaza Strip, and has been found reliable among Palestinian children
in Gaza Strip (Cronbach’s alpha = 0.84 and split half=0.84) [35,36].

In this study the internal consistencies were good for Commitment

(Cronbach’s a=0.80). However, they were not satisfactory for Control
(Cronbach’s a=0.64) and Willingness to take challenges (Cronbach’s
a=0.60) scales.

Resiliency classification was constructed as a balance between the
severity of trauma exposure and PTSD. The cross tabulation of the 10
dichotomized total sum of traumatic events and PTSD classification
(0=no PTSD;l=partial and full-blown) resulted in four groups:
Resilient children (high level of traumatic events and absence of PTSD),
Vulnerable children (low level of traumatic events and presence of
PTSD), Traumatized children (high level of traumatic events and
presence of PTSD), and Spared children (low level of traumatic events
and absence of PTSD). Resiliency classification was constructed as a
balance between the severity of trauma exposure and PTSD. The cross
tabulation of the dichotomized total sum of traumatic events and
PTSD classification (0=no PTSD;=partial and full-blown) resulted
in four groups: Resilient children (high level of traumatic events and
absence of PTSD), Vulnerable children (low level of traumatic events
and presence of PTSD), Traumatized children (high level of traumatic
events and presence of PTSD), and Spared children (low level of
traumatic events and absence of PTSD).

Statistics analyses

Cross table s with Pearson x*-statistics were applied to analyse the
associations between demographic factors and psychiatric symptoms,
and gender differences in exposure to traumatic events. The independent
variable for this study was the traumatic events and dependent variables
were PTSD, Depression, Anxiety, and resilience. T-tests were applied
to analyse gender differences in psychiatric symptoms. To analyse the
protective role of resilience characteristics of commitment, control
and challenge, we used hhierarchical multiple regression analyses
with main and interaction effects. The estimated main effects indicate
direct associations between resilience characteristics and psychiatric
symptoms, and trauma X resilience characteristics-interaction effects
the protective power of commitment, control and challenge in
attenuating the links between trauma and symptoms. The dependent
variables were PTSD, depressive and anxiety symptoms. In the Step
I, demographic factors were entered, in the Step II, the two variables
of traumatic events (Israeli military violence and Palestinian factional
fighting) were entered, followed by resilience characteristics at Step III.
In the Step IV, the interaction terms between Israeli military violence
and resilience characteristics, and in the Step V, the corresponding
interactions between the Palestinian factional fighting and resilience
characteristics were entered. All variables used in the construction of
the interaction terms were first centered (the score-mean-value) in
order to avoid multicollinearity between predictor variables [37].

Results

Descriptive statistics

The participating children and adolescents presented the relative
share of residents in the five areas in the Gaza Strip. More than a third
(36.79%) was from Gaza City, a fifth (20.73%) from the other large city,
Khan Younis, and 16.58% from the North and 13.99% from the Middle
area of Gaza. Southern area, Rafah was presented by 11.92%. About a
half (57.25%) of the participants lived in cities, 32.64% in refugee camps
and 10.10% in villages. Three quarters (73.58%) of them were offspring
of 1948 refugees from the historical Palestine and 26.42% were Gaza
citizens. These distributions correspond with general population
census in the Gaza Strip [37].
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Table 1 presents the percentages of the traumatic events of Israeli
military violence and Palestinian factional fighting. Of the military
violence, the most common traumas were the sonic boom sounds
caused by jetfighters (90%), hearing of shelling by artillery (87%) and
witnessing assassination of close people by targeted rockets (85%).
Of the factional fighting, the most common traumas were hearing of
shooting and gunfire in the streets (87%) and deprivation of water or
electricity (55%). There were generally no gender differences in the
exposure to traumatic events, as all B*>-values were non-significant.
Neither were there gender differences in the mean number of traumatic
events related to Israeli military violence [boys M=9.96, SD=6.19;
girls M=10.43, SD=6.65; t (384)=-0.72, p=.47] or Palestinian factional
fighting [boys M=7.17, SD=4.7; girls M=7.70, SD=4.95; t (384)=-1.06,
p=-29].

According to the DSM-IV criterion, 12.4% (n=48) of the children
and adolescents reported probable PTSD, and 22.37% (n=86) filled the
two criteria partial PTSD, and 26.7% (n=103) the one criteria partial
PTSD (re-experiencing or avoidance or hyperarousal). More than a
third (38.4%, n=149) of the children did not have PTSD. There were no
significant differences between boys and girls in PTSD (x*=4.70, p=ns,
N=386) or in PTSD symptoms. Table 2 shows that boys and girls did

Israeli military Palestinian
violence factional fighting
% N % N P value
1. Sonic booms of jetfighters 328 90.4
2. Having a friend killed 163 44.9 78 21.5 0.001
3.‘ Having a close relative 153 421 144 39.7 0.02
killed
4. Shooting and 212 58.4 69 19 0.001
bombardment

5. Arrest and kidnapping of
close relative

6.  Witnessing killing of a

241 66.4 48 13.2 0.03

68 18.7 78 215 Ns

friend

7.  Witnessing killing of a

relative 68 18.7 64 17.6 Ns
8.  Witnessing heavy artillery

to neighbours’ house 122 336

9.  Witnessing assassination 307 84.6

by rocket

10. Tank firing & heavy artillery 94 259

to own home :

11. Firing at your home 132 36.4

12. Being seized at home 96 26.4 210 57.9 0.001
13. Deprivation of water &

electricity 119 32.8 200 55.1 0.001
14. Beating and humiliation 120 33.1 87 24 0.001

15. Destroying personal

: T . 92 25.3 74 20.4 0.04
belongings during incursion

16. Threatened to be killed 59 16.3 50 13.8 ns
17. Famlly member threatened 62 171 73 20.1 ns
to be killed

18. Threat_en to be used as a 59 16.3

human shield

19. Threatened to be shot at 62 171 50 13.8 ns
29. Being arrested & 48 132
kidnapped

21. Own home demolished 67 18.5

22. Physical injury due to 56 154

bombardment

Table 1: Percentages and frequencies of traumatic events related to Israeli military
violence and Palestinian factional fighting Chi square test.

not differ in the levels of PTSD, depressive and anxiety symptoms. Also
only one marginal gender difference was found concerning resilience
characteristics: girls reported more feelings of control than boys.

The prevalence and demographic characteristics of resilient
children

The results revealed that 25.0% of the participants was classified as
resilient indicating presence of high exposure to traumatic events and
absence of PTSD and 22.2% as traumatized, i.e., presence of both high
exposure to trauma and occurrence of PTSD. Of the children 12.7%
were classified as vulnerable, and 40.1% were spared of both high
trauma and PTSD.

Table 3 illustrates how the resilience -classification varies
according to the demographic factors. Family’s high education was
associated with high prevalence of resilient children. There were over
twice as much resilient children (62.5%) in families where father had a
university education than in families with lower educational level (26-
28%). Prevalence of resilience differed also between Gaza areas, being
highest in the North Gaza (33%) and Khan Yuonis (32.5%), and lowest
in the Middle area (15%). The distribution of the resilience prevalence
according to the place of residence is in Figurel, illustrating that the
share of resilient children was lower in refugee camps than in towns
and villages, Yet, in villages there were less traumatized children than
in camps and towns.

Resiliency characteristics and mental health

Regression analyses about the protective mental health function
of resilience characteristics are presented in Table 4. The models
were significant for PTSD, depressive and anxiety symptoms,
explaining, however, only 10-16% of the variation. As hypothesized,
the resilience characteristics of commitment, control and challenge
could protect children from psychiatric symptoms when exposed to
Israeli military violence. The protective function was not valid when
exposed to Palestinian factional fighting. The model of Israeli military
violence X resilience characteristics significantly contributed to PTSD
(F-change in R? (3,374)=3.55, p<0.01), depressiveness (F-change
in R? (3,374)=3.02, p<0.03), and anxiety (F-change in R?* (3,369) =
291, p<0.035). Significant P-values indicate that exposure to Israeli
military violence was less associated with PTSD (B-13, t=2.34, p<0.05)
and anxiety ($=0.-16, t=-2.55, p<0.01) among children reporting high
levels of commitment. Further, exposure to Israeli military violence
was relatively less associated PTSD symptoms (p=-0.12, t=2.28, p<0.05)
when showing high level of control, and with depressive symptoms (B=-
0.15, t=2.43, p<0.02) when children show high challenge. As an example,
Figure2 illustrates the protective factor of commitment on PTSD

Girls Boys
M SD M TSD t-tests
Psychiatric symptoms
PTSD 25.91 14.99 26.10 15.41 -0.65
Depressive 5.69 3.1 5.44 3.39 -0.45
Anxiety 3.34 2.26 3.33 2.69 -0.99
Resilience
characteristics
Commitment 22.63 6.88 22.70 6.14 0.10
Control 17.21 491 16.24 548 182+
Challenge 17.30 4.53 16.91 5.40 -0.76

Table 2: Means and standard deviations of psychiatric symptoms and resilience
characteristic among girls and boys. Independent t test + p<0.10.
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Spared children Resilient children

Predictors % N %
Gender
Girls 37.8 70 254
Boys 40.8 82 26.4
Father education
Preparatory school 35.9 145 17.9
Primary school 38.2 29 26.3
Secondary school 40.6 54 27.8
Polytechnic? 40.2 49 21.3
University 37.5 6 62.5
Area in the Gaza strip?
North Gaza 32.8 21 32.8
Gaza City 40.8 58 24.6
Middle area 48.1 26 14.8
Khan Yunis 26.3 21 32.5
Rafah 56.5 26 217
Place of residency
Town 38.9 86 28.1
Refugee camp 42.9 54 20.6
Village 30.8 12 30.8

Note: Sample sizes differ due to missing value, ‘p< 0.05, “p <0.01; N=386

Vulnerable children Traumatized children | B2-values

N % N % N
47 13.5 25 23.2 43 0.69
53 12.4 25 20.4 41
26.77"
7 10.3 4 35.9 14
20 7.9 6 27.6 21
37 12.8 17 18.8 25
26 18.9 23 19.7 24
10 0 0 0 0
27.05"
21 12.5 8 21.9 14
35 12.7 18 21.8 31
8 241 13 13.0 7
26 1.3 9 30.0 24
10 4.3 2 17.4 8
5.37
62 11.8 26 213 47
26 15.9 20 20.6 26
12 10.3 4 13.1 1

Table 3: Resilience-classification according to demographic variables (%) Chi square test*

50 4

40 4

2 30
1 B Spared
20 4 : O Resilient
o O Vulnerable
10 M Traumatized
2 L,
0, %
A e
J

Place of residence

Figure 1: Distribution of resilience classification according to place of
residency.

symptoms. The interaction effects between resilience characteristics
and factional fighting on mental health were all non-significant, thus
indicating that the moderating effects of commitment, control and
challenge were trauma-specific.

Main effect results revealed that only Israeli military violence
was significantly associated with increased levels of PTSD, depressive
and anxiety symptoms, whereas exposure to the Palestinian factional
fighting was not. Interestingly, there were no significant main effect
of resilience characteristics on psychiatric symptoms, although the
model was significant for anxiety (F-change in R? (3,372)=3.12, p<.03).
However, the Bfor commitment, control and challenge did not reach
significance. Main effects further specified that PTSD symptoms were
most likely among young children from low education families, exposed
to severe Israeli military violence. Low family education and military

violence were associated with high level of depressive symptoms, and
young age with anxiety symptoms.

Discussion

This study applies both person- and variable-based concepts
of resilience among children living in life-endangering conditions
and being personally exposed to military violence. First, we assess
the prevalence of resilience based on the person-based classification
depicting a balance between the severity of trauma and occurrence
of PTSD. Second, we examine the role of resilience characteristics of
commitment, control and challenge in protecting children’s mental
health from negative trauma impacts.

This study showed that the most common traumas were the sonic
boom sounds caused by jetfighters (90%), hearing of shelling by artillery
(87%) and witnessing assassination of close people by targeted rockets
(85%). Of the factional fighting, the most common traumas were
hearing of shooting and gunfire in the streets (87%) and deprivation of
water or electricity (55%). There were generally no gender differences in
the exposure to traumatic events. Neither were there gender differences
in the mean number of traumatic events related to Israeli military or
Palestinian factional fighting. Such results were inconsistent with
previous studies in the area in which boys reported more traumatic
events than girls [24].

According to the DSM-IV criterion, 12.4% of the children and
adolescents reported probable PTSD, and 22.37% filled the two criteria
partial PTSD, and 26.7% the one criteria partial PTSD (reexperiencing
or avoidance or hyper arousal). More than a third (38.4%) of the
children did not have PTSD. There were no significant differences
between boys and girls in PTSD or in PTSD symptoms.

The results revealed that 25.0% of the participants was classified
as resilient indicating presence of high exposure to traumatic events
and absence of PTSD and 22.2% as traumatized, i.e., presence of both
high exposure to trauma and occurrence of PTSD. Of the children
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PTSD-symptoms

Change R? pe
Step 1 Background 0.04™
Age -0.14"
Gender -0.01
Father education -0.15™
Step 2 Traumatic events 0.05™
Israeli military violence .20
Palestinian factional fighting 0.02
Step 3 Resilience 0.00
Commitment 0.03
Control 0.01
Challenge -0.02
Step 4 Interactions | 0.02
War trauma X Commitment -0.13°
War trauma X Control -0.12°
War trauma X Challenge -0.11
Step 5 Interactions Il 0.01
Factional trauma X Control 0.03
Factional trauma X 0.01

Challenge

E (14,365)=3.44, p<0.0001;
R2=12%

E (14,371)=4.87, p<0.0001;
R2=16%

Depressive symptoms Anxiety symptoms

Change R? B Change R? B
0.05™" 0.03"
-0.03 -0.13"
0.04 -0.01
-.20"" -0.08
0.07"" .03”
26" 0.15"
0.04 . 0.06
0.00 0.02°
0.00 -0.08
-0.07 -0.05
.01 -0.06
0.02' .02
-0.05 -16"
-0.09 -0.01
-0.15° -0.04
0.01 .001
0.08 -0.02
-0.01 -0.01
0.03 -0.02

E (14,371)=2.94, p<0.0001;
R2=10%

Table 4: Hierarchical linear regression models for main effects of trauma and resilience characteristics and their interaction effects on psychiatric symptoms, Linear
regression analysis, Note: "p <0.05, “p <0.01, ""p <0.001, ""p < .0001,2 B -values are from the last step

354

—&—Low
Commitment

[
=3
L

- @ - High
Commitment

PTSD-symptoms
~
b

20

Low Middle High
Israeli Military Violence

Figure 2: Military Trauma X Resilience:Commitment-interaction effect
on PTSD symptoms.

12.7% were classified as vulnerable, and 40.1% were spared of both high
trauma and PTSD.

Family’s high education was associated with high prevalence of
resilient children. There were over twice as much resilient children
(62.5%) in families where father had a university education than in
families with lower educational level (26-28%). Prevalence of resilience
differed also between Gaza areas, being highest in the North Gaza (33%)
and Khan Yuonis (32.5%), and lowest in the Middle area (15%).

The models were significant for PTSD, depressive and anxiety
symptoms, explaining, however, only 10-16% of the variation. The
resilience characteristics of commitment control and challenge
could protect children from psychiatric symptoms when exposed to

Israeli military violence. The protective function was not valid when
exposed to Palestinian factional fighting. The model of Israeli military
violence X resilience characteristics significantly contributed to PTSD),
depressiveness, and anxiety. Significant, that exposure to Israeli
military violence was less associated with PTSD and anxiety among
children reporting high levels of commitment. Further, exposure to
Israeli military violence was relatively less associated PTSD symptoms
when showing high level of control, and with depressive symptoms
when children show high challenge. Main effect results revealed that
only Israeli military violence was significantly associated with increased
levels of PTSD, depressive and anxiety symptoms, whereas exposure
to the Palestinian factional fighting was not. Interestingly, there was
no significant main effect of resilience characteristics on psychiatric
symptoms, although the model was significant for anxiety. However,
values for commitment control and challenge did not reach significance.
Main effects further specified that PTSD symptoms were most likely
among young children from low education families, exposed to severe
Israeli military violence. Low family education and military violence
were associated with high level of depressive symptoms, and young age
with anxiety symptoms.

Most parents agree that children should be protected from war and
military violence, and yet, the very habit of us adults is to solve political
problems by military means. The fight between the militarily strong
and technically superior Israeli army and Palestinian resistance in Gaza
and West-Bank provides an example of the modern wars, characterized
by excessive civilian exposure and children suffering. In this study we
observed children’s trauma experiences from an optimistic and more
positive angle by evaluating the prevalence and function of resilience.

Most reviews on child mental health in conditions of war, terrorist
attacks and disasters note that children show ‘amazing’ level of resilience
[38,39]. Yet, the conclusion is predominantly based on research
results showing a lack of expected psychiatric symptoms or absence
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of correlations between severity of trauma and PTSD. Our results
revealed that about a quarter of Palestinian children were resilient
when assessed through a balance between the exposure to severe
trauma and occurrence of PTSD. Interestingly enough, the prevalence
is very similar to that assessed in a random sample of Palestinian
children after the First Intifada [8]. Also the share of traumatized
children was similar, around 20%, in the earlier and current study. In
the First Intifada sample, a third of children were spared from both
severe trauma and psychiatric symptoms, which is slightly less than
in the current study (40%). It corresponds with historical change of
Israeli occupation forces leaving Gaza gradually after The First Intifada.
Although shelling, targeted killing and siege continued, families were
not daily exposed to occupation soldiers.

The long-lasting Israeli-Palestinian conflict about land and self-
determination includes also two occasions of Palestinian ‘civil war’ of
factional fighting. After the 1982 Lebanon war and Sabra and Shatilla
massacres, fighting broke between the PLO and dissident Palestinian
forces in the Tripoli refugee camps in Northern Lebanon. The context
of our study was the aftermath of the second Palestinian factional
fighting that took place between the Islamist Hamas and Fatah forces in
the Gaza strip in June 2007. Our study is unique as it allows analysing
how similar traumatic events due to either enemy army or own national
groups associate with children’s mental health.

There is an intuitive belief that it is psychologically easier to suffer
from ‘enemy fire’ than to be victimized by one’s own people. The
meaning making process is vital in war conditions, and traumatization
in the context of fighting against the oppressors can be considered
heroic and worth of social support. Our results showed, however,
the opposite. The experiences related to the Israeli military actions
in Gaza were associated with increased PTSD and depressive and
anxiety symptoms, whereas traumatic events due to the Palestinian
factional fighting were not. To some extent, children reported similar
trauma due to both fights, e.g., loss of close persons and witnessing
killing of friends. Yet, the duration of factional fighting was few
months as compared to accumulated Israeli shelling, bombardment
and destruction of residential areas. However, the time window for
reporting the personal exposure to violence was the same, one year.
We would need more information about children’s making sense of
different actions of military violence. The study setting could have
provided opportunity to assess perceptions of the same traumatic
event in two politically different contexts, that of civil war and enemy
fighting. We deserve criticism for missing this opportunity and for the
absence of analyses about appraisals and meanings of different trauma.

The phenomenon of resilience involves positive and resourceful
capacities, and should not be limited only to lack of symptoms.
Accordingly, we conceptualized resilience also as commitment, ability
to control and manage and enjoy challenges, and hypothesized that
these positive resilience resources would protect children’s mental
health from negative trauma impacts. The hypothesis was substantiated
considering PTSD, depressive and anxiety symptoms. The context of
trauma was decisive for the effectiveness of resilience characteristics
of commitment, control and challenge in protecting children from
trauma. Their protective functioning was present only when children
were exposed to Israeli military trauma. The reason may lie in the very
nature of studied resilience characteristics. Research suggests that
ideological commitment, especially in adolescence can protect from
mental health problems in war [40]. Commitment and control are
resilience characteristics that connate ideological aspects of endurance
and sacrifice in the context of national struggle. One may argue

that when traumatic events were caused by own Palestinian people,
although in the atmosphere of execrated hatred and life threat, children
and adolescents did not respond to them by stronger ideological
commitment. Instead, there is some evidence that this intensified
national commitment is true when personally suffering from enemy
violence. Palestinian adolescents who were severely traumatized by
witnessed the enemy killing friends or siblings more readily liked to
join suicide bombing missions [41].

Methodological Issues

Our assessment of trauma cover events of physical violence
targeted to the child (e.g., bullet wounds), witnessing violence towards
a close person (e.g., witnessing killing and wounding of family member
or friend), and material losses (e.g., damage to property). The score
does not differentiate their relative severity, which serves criticism. We
admit that witnessing a killing of a friend by enemy soldiers may signify
specific age-salient pain and cannot be equated by the memory of
witnessing artillery. However, majority of the assessed events of Israeli
military violence and Palestinian factional fighting is highly severe and
can negative impact child development [42].

Further criticism of the study relates to the conceptualizing
resilience in individual terms and concentrating on child resilience
characteristics. There are well-argued demands to comprise feature
of family and society that enhance resilience [43] and extend the
child characteristics into underlying cognitive, emotional, social and
psychophysiological processes that explain the occurrence of resilience
in life endangering conditions [44].

The person-based conceptualization of resilience as a typology
between the trauma-disorder-balance is not without problems in a
sample where we cannot find children with zero-exposure to trauma.
Luckily there were enough cases to use non-PTSD group as a cutting
point. The choice of the trauma cut-off points is open to criticism as
we used empirical results of the accumulation of trauma as a criterion.
Also for the reason of parsimony we combined traumatic events related
to the Israeli military violence and Palestinian factional fighting. The
choice can be criticized because our results argue for distinctive nature
of trauma by revealing that the source of military violence was decisive
for the protective function of resilience.

Clinical Implication

This study highlight the impact of political violence due to Israeli
military violence and Palestinian factional fighting on Palestinian
children mental health and resilience. Children reported PTSD,
depression, and anxiety symptoms and they tried to use many ways
to over such impact. Family’s high education was associated with
high prevalence of resilient children. Resilient was more in children
where father had a university education, resilient children was lower
in refugee camps than in towns and villages. Such findings increase
the needs for enhancing community centres activities to deal children
mental health problems by introducing new programs of using art,
psychotherapy, Cognitive behaviour therapy for traumatized people.
Also, increase programs which targeting parents and children and
increasing their resilience in face of stress and trauma. Also, training
courses for professionals working in different organization on early
detection of children with mental health problems and management
of such problems.

Our study may have some contribution to the field of research in
findings other factors which may increase resilience in children such as
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social support and family support and may open new field of research
in finding other risk factors for children and ways of overcome such
factors.
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ABSTRACT

Background: Domestic violence is a universal phenomenon which affects all family members and
specially children and women. Common reactions to domestic violence are post-traumatic stress
disorder, depression, and anxiety.

*Corresponding author: E-mail: abdelazizt@hotmail.com;
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Aims: The aim of this study is to find type and severity of domestic violence against Palestinian
women in the Gaza Strip, and to investigate whether it is associated with mental health problems
such as post-traumatic stress disorder, depression, and anxiety.

Methods: The study sample included 622 Palestinian women randomly selected from the five areas
of the Gaza Strip aged from 18 to 50 years (mean age = 31.5 years). They were interviewed using
questionnaires including Sociodemogrophic variables, Conflicts Tactics Scale, post-traumatic stress
disorder scale, Beck Depression Inventory, Taylor manifestation Anxiety Scale.

Results: The study showed that psychological assault was 56.91%, physical assault 37.3%,
physical injury 12.06%, and sexual assault was 7.14%.

The study showed that domestic violence was significantly higher in women living in villages than in
cities or camps. Also, women living in villages experienced more psychological abuse than women
living in cities or camps.

The study showed that 71 women (11.4%) had been diagnosed as post-traumatic stress disorder,
15% had moderate to severe depression, and 29.9% had very severe anxiety.

The study showed that psychological assault toward women was positively correlated to depression,
anxiety, and posttraumatic stress disorder. Also, there were significant positive relationships
between physical assault and depression, anxiety, and posttraumatic stress symptoms. Physical
injury and sexual assault were significantly positively related to post traumatic stress disorder,
depression, and anxiety.

Conclusion: The study showed that one third Palestinian women exposed to physical violence and
half of them exposed to psychological violence which lead to post-traumatic stress disorder
depression, and anxiety. So, a great need for more programs for women victims of domestic
violence in Palestinian society are needed with well trained professionals in the field of
psychological support and therapy. More specific programs should be established in Gaza to enable
women of using new coping strategies with difficulties. Also, training programs including primary
health care professional such physicians, nurses, social service experts, and midwives should be
provide to enable them of early detection of victims of violence and provide social support to these
women.

Keywords: Anxiety; depression; domestic violence; Palestinian women,; PTSD.

1. INTRODUCTION Palestine refugee camps, which have one of the
highest population densities in the world. That
camps contain two thirds of the population of
Gaza Strip who had been uprooted from their
lands in 1948. Gaza Strip is composed of five
provinces: North Gaza, Gaza city, Middle area,

Khan Younis and Rafah [1].

Gaza Strip is a narrow piece of land lying on the
coast of the Mediterranean sea. Its position on
the crossroads from Africa to Asia made it a
target for occupiers and conquerors over the
centuries. Gaza Strip is very crowded place with
area 365 sq. Km and constitute 6.1% of total

area of Palestinian territory land. The Gaza Strip  The World Health Organization (WHO) defines

is home to a population of more than 1.76 million
people, including 1.26 million Palestine refugees.
For the last decade, the socioeconomic situation
in Gaza has been in steady decline. Years of
conflict and closure have left 80 per cent of the
population dependent on international
assistance. The tightened blockade, imposed
following the Hamas takeover of Gaza in June
2007, has decimated lives and livelihoods,
resulting in the impoverishment and de-
development of a highly skilled and well-
educated society. Despite adjustments made to
the blockade by the Government of Israel in June
2010, restrictions on imports and exports
continue to severely hamper recovery and
reconstruction. Over half a million Palestine
refugees in Gaza live in the eight recognized

violence as “the intentional use of physical force
or power, threatened or actual, against oneself,
another person, or against a group or
community, that either results in or has a high
likelihood of resulting in injury, death,
psychological  harm, maldevelopment, or
deprivation” [2].

Others, refers domestic violence to a pattern of
physical, sexual, and/or psychological behaviors
perpetrated by a current or former intimate
partner [3].

The WHO study called “Women's Health and
Domestic Violence against Women” surveyed 10
countries and 24,000 women and showed
prevalence of domestic violence. Physical
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violence from their partners was reported in 23—
49% of those women, and sexual violence was
reported in 10-50% of them [4].

Other studies of domestic violence in non-
Western contexts suggest that traditional norms
may still exert an influence on the status of
women. For example, a study of Sri Lankan
medical students [5] and Jordanian men [6]
revealed that strong patriarchal beliefs were used
to justify violence against women. A previous
study involving Palestinian women found that 13-
69% strongly agreed that wife beating was
justified under certain circumstances, for
example, when a wife was sexually unfaithful [7].

Sociodemographic variables such as younger
age and limited decision-making power are
significant predictors of both physical and
psychological abuse of single, never-married
Palestinian women; religion was found to be
significant for psychological abuse alone [8].

A number of previous studies have examined the
incidence of domestic violence and attitudes
towards male to female spousal abuse in Arabic
countries and Islamic cultures. In a reported the
results of two national surveys of married
Palestinian woman living in the West Bank and
Gaza strip. Living in rural areas and camps,
poverty, unemployment, being a Muslim,
husbands has a low level of education and
women having a higher educational level than
their husbands were factors predicted domestic
violence in women [6]. In Syria, 26% of married
women reported at least three instances of
abuse during the year, while weekly battering
occurred among 3.3% of married women [9].
Similarly, Bedouin Arab women in Israel have a
48% lifetime exposure rate to violence in their
families [10]. Another, family public health survey
from Iraq documented that 83.1% of women
reporting at least one form of marital control.
Overall, younger married women were the most
likely to report restrictions; 74.5% of those aged
15 to 24 years reported having to ask permission
to seek health care, compared to 60.3% of those
aged 40 to 49 years. As for emotional or
psychological violence, 33.4% of women
reported at least one form of violence and 21.2%
of women experienced physical violence [11].

In 2006, the Palestinian Central Bureau of
Statistics (PCBS) conducted a Domestic
Violence Survey examining instances of abuse
among ever-married women; single, never-
married women over 18 years; children; and the
elderly [12]. For ever-married women, it was

found that 23.3% suffered physical abuse from
their husbands, 61.7% psychological abuse, and
10.9% sexual abuse at least once during the
year 2005. There were higher rates of all forms
of abuse in the West Bank compared to the Gaza
Strip. For single, never-married women the rates
were found to be 25% for physical abuse and
52.7% for psychological abuse experienced at
least once during the year 2005. Similar to their
ever-married counterparts, the West Bank had
higher rates of abuse than the Gaza Strip.

In Saudi Arabia, it was revealed that 30% of male
respondents had been violent toward a female
family member, with female misbehavior cited as
the main reason for the abuse, in addition to
disapproval over dress and conduct for
unmarried women. The most likely targets of
such violence were, in order of likelihood, sisters,
mothers, sisters-in-law, aunts, and wives [13]. In
a study of Qatari female students, 80% of whom
were single never-married women, it was found
that 39% were abused by their brothers, 38% by
their fathers, and 22% reported abuse from their
mothers [14].

National research on violence against women in
Turkey revealed 39% of women were physically
and 15% sexually abused by their partner,
whereas 18% were physically and 3% were
sexually abused by a non-partner. The same
research noted that the most common
perpetrators in non-partner abuse were fathers
(42%), mothers (32%), and brothers (16%) [15].
The data from the Spanish Women’s Institute
report that 10% of women above the age of 18
have been exposed to intimate-partner violence
[16].

In study were conducted with 96 women
recruited from community health clinics serving
low-income women in an urban U.S. city showed
that all women had experienced some type of
physical violence in the past year based on the
eligibility criteria, most women experienced
severe physical or sexual IPV in the past year
(88.5%). In the past 6 months, 22% of women
experienced no IPV or psychological IPV only,
while 16% experienced minor physical or sexual
intimate-partner violence and 62.5% experienced
severe physical or sexual IPV. Fifty two percent
of women were experiencing intimate-partner
violence from their current partner, while 48%
were experiencing IPV from a former partner
[17].

In another study of community sample of 4,114 in
Bangladesh women of age 15 to 49 years having
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at least one child, more than half of the women
(53.9%) were found to be exposed to IPV [18].

There is overwhelming evidence that intimate
partner violence (IPV) is a major contributor to
the ill-health of its women survivors. For
example, an extensive review of the literature
found that IPV posed a significant risk to
women’s physical health, including increased
mortality, injury, disability, chronic pain. In a
Taiwanese study of 109 abused women found
that the medium- and high-risk groups for life-
threatening situations accounted for 82.6% of all
subjects, and 93.6% of all subjects were in a high
score Yahia group of post-traumatic responses
Among the 10 symptom dimensions of psycho-
physiological symptoms, anxiety had the highest
standardized mean score, followed by obsession,
depression, and somatization. The life-
threatening situations had significant positive
correlation with the overall post-traumatic
responses, the responses of intrusion, and the
general severity index (GSI). Overall post-
traumatic responses, intrusion, and avoidance
were all positively associated with GSI [19].

Experience of domestic violence is associated
with numerous deleterious effects on mental,
social and emotional wellbeing. For example, it is
associated with posttraumatic stress disorder
(PTSD) [20,21], anxiety, gynaecological and
digestive disorders [22], and depression [23],
low self-esteem [24]. The experience of domestic
violence is associated with a number of
demographic factors such as poverty [25].

Studies have demonstrated that living with a
violent intimate male partner is harmful to the
psychological conditions of the victimized
women. Mental health consequences of
exposure to domestic violence against women

commonly include depression, posttraumatic
stress disorder (PTSD), anxiety, suicidal
behavior, abuse of alcohol and/or other

substances, and personality disorders [26-34].

The aim of this study is to find type and severity
of domestic violence against Palestinian women
in the Gaza Strip, and to investigate whether it is
associated with mental health problems such as
post-traumatic stress disorder, depression, and
anxiety.

2. METHODS
2.1 Participants

The study sample included 622 Palestinian
women randomly selected from the five areas of

the Gaza Strip aged from 18 to 50 years. We
selected the sample according to the population
density of the Gaza Strip. We gave the data
collectors the total number of women from each
area (Gaza Strip is divided in to 5 areas). Each
Data collector had the exact number of women to
be interviewed. From Each area one street was
chosen and every other home was entered and
the women were informed about the purpose of
the study and signed a consent form and were
told that the information will kept confidential with
the researcher co do the interview. Data
collection was done by a will trained group of 10
community health workers. Data was collected in
July to September 2009.

These  workers were based in the
(Women Empowerment Project’-WEP). Women
Empowerment Project had three centers one in
Gaza City, Middle area, and South of Gaza- It is
a part of (Gaza Community Mental Health-
CMHP).

2.2 Measures

2.2.1 Socio demographic scale

Sociodemographic data were collected on the
women’s  socio-demographic  characteristics,
including age, number of children, place of
residence, education, marital status,
occupational status, and, if married, and
husband’s occupation.

2.2.2 Revised conflict tactics scale [34]

Conflict Tactics Scale included subscales
measuring physical, sexual, and psychological,
and injury due to domestic violence. A previous
version of the CTS was used for a study on
domestic violence in the Palestinian territories
[6]. This self-report instrument measures the
frequency of physical abuse, verbal violence,
sexual violence, reasoning tactics, and injury
within an intimate relationship. Participants were
asked to report the frequency with which they
performed the various behavioral conflict
resolution tactics in the previous vyear.
Specifically, 12 items from the Physical Assault
subscale, 8 items from the Psychological
Aggression subscale, 3 items from the Sexual
Coercion subscale, and 6 items from the Injury
subscale were used to measure intimate partner
physical assault, psychological abuse, and
sexual coercion. Participants were asked to
report on the frequency of each of the abusive
acts occurring in a partner conflict situation over
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the past year using a 7-point scale, with the
following response options: 0 = never, 1 = once,
2 = twice, 3 =3 to 5times, 4 =6 to 10 times, 5 =
11 to 20 times, and 6 = more than 20 times. The
total scores for each subscale were calculated by
adding up the midpoints of the response
categories for each item (e.g., the midpoint for
the 6 to 10 times response was 8). In this study,
the Cronbach’s alpha coefficient was .92 for the
Physical Assault subscale, .88 for the
Psychological Aggression subscale, .89 for the
Sexual Coercion subscale, and .88 for the Injury
subscale.

2.2.3 Posttraumatic stress disorder checklist

351

This checklist contains 17 items adapted from
the DSM-IV PTSD symptom criteria. The 17
PTSD symptoms are rated by the participant for
the previous month on a scale indicating the
degree to which the respondent was bothered
by a particular symptom from 1 (not at all) to 5
(extremely). Items can be categorized as follows:
items 1-4, 17 are for criteria B (intrusive re-
experiencing); items 5-11 are for criteria C)
avoidance and numbness); and items 12-16 are
for criteria D (hyperarousal). Respondents are
asked to rate on a 5-point Likert scale (1 = not at
all to 5 = extremely) the extent to which
symptoms troubled them in the previous month.
Using the recommended Posttraumatic Stress
Disorder Checklist cutoff score of 50, Blanchard
found cut of point of 44 [35]. Previous research
has suggested using as a minimum sum either a
score of 3 or 4 on a symptom for it to count as
positive towards the diagnosis. This scale was
used in previous studies and showed high
reliability and validity [36]. In this study, the
Cronbach’s alpha coefficient was high and
acceptable .91.

2.2.4 The taylor manifestation anxiety scale

(TMAS) [37]

Taylor developed one of the first measures of
chronic, manifest anxiety, Taylors Manifest
Anxiety Scale (MAS). Taylor's scale consisted
of items selected from the Minnesota Multiphase
Personality Inventory. We used the Arabic
version with 50 items and answer is "Yes= 1" or
"No= 0. The score ranged from (0- 16 no
anxiety), (17- 20 Mild anxiety), (21- 26 moderate
anxiety), and (27- 29 severe anxiety), and (30-50
very severe anxiety). 30 In this study, the
Cronbach’s alpha coefficient was high and
acceptable .79.

2.2.5 Beck depression inventory [38]

The long form of the BDI is composed of 21
questions or items, each with four possible
responses. Each response is assigned a score
ranging from zero to three (0, 1, 2, 3), indicating
the severity of the symptom. Individual
questions of the BDI -2 assess mood,
pessimism, sense of failure, self-dissatisfaction,
guilt, punishment, self-dislike, self-accusation,
suicidal ideas, crying, irritability, social
withdrawal, body image, work difficulties,
insomnia, fatigue, appetite, weight loss, bodily
preoccupation, and loss of libido. ltems 1 to 13
assess symptoms that are psychological in
nature, while items 14 to 21 assess more
physical symptoms. The scores of the BDI-2
were, where a score < 20 = no depression, 21-
31= mild depression, 32-41 = moderate
depression, and 42 and above = severe
depression. The Arabic version of the scale was
used in the current study [39]. We calculated the
reliability of the Beck Depression Inventory by
using alpha Chronbach = 0.77.

2.3 Statistical Analysis

Data analyses were performed using SPSS
Version 18 (SPSS, Inc. Chicago, United States).
The frequencies of categorical data are
presented. Established cut-off scores were used
to provide rates of likely PTSD, depression, and
anxiety. The relationship between domestic
violence, demographic  variables, PTSD,
depression, and anxiety was investigated using
the Spearman correlation test, as the continuous
scores were not normally distributed. Differences
in mean scores for violence exposure, mental
health  problems and  sociodemographic
variables were tested using one way ANOVA.

Multivariate  linear regression analyses were
performed to determine predictors of total
anxiety, PTSD, and depression scores by types
of violence experienced.

3. RESULTS
3.1 Sociodemographic Characteristics

The selected sample included 622 Palestinian
women. Mean age was 30.61 years (SD = 8.9).
Most of women were married (64.1%). 22% were
single, 8.8% were divorced and 5% were
widowed. Almost 40% of women had finished
secondary education, 10.8% had completed a
diploma, and 20.7% had university degrees. The
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majority (60.6%) lived in cities, 24.4% lived in
refugee camps, and 15% lived in villages. For
those women who were married, 68% of their
husbands had finished secondary education.
11.8% had completed a high diploma, and
19.4% had university degrees. Eighty-eight
percent of women were housewives, 2.4% were
simple workers, and 9.3% were employees.
Nearly 45% of women had 8 or more children,
33. 9% had 5-7 children, and 21.1% had 4 and
less children. Almost two-thirds of the women
were living on an average monthly family income
of less than 270 US, 22.8% on less than $450
US and 11.6% were earning $451 or more (see
Table 1).

Table 1. Sociodemographic characteristics of
the study sample (N = 662)

Mean age of women in Mean age =30.61,

years SD=8.9
Marital status No %
Single 137 22.0
Married 399 64.1
Divorced 55 8.8
Widowed 31 5.0
Type of residence

City 377 60.6
Camp 152 244
Village 93 15.0
Women education

llliterate 15 2.4
Elementary 51 8.2
Primary 123 19.8
Secondary 233 37.5
Diploma 67 10.8
University 129 20.7
High diploma 3 5
High education 1 2
Place of residence

North Gaza 134 21.5
Gaza 199 32.0
Middle area 95 15.3
Khan Younis 118 19.0
Rafah 76 12.2
Women job

House wife 549 88.3
Simple worker 15 2.4
Employee 58 9.3
No of children

4 children and less 131 211
5-7 children 211 33.9
8 and more children 280 45.0
Family monthly income

Less than US$ 270 408 65.6
US$ 271- 450 142 22.8
US$ 451-700 53 8.5

More than US$ 701 19 3.1

3.2 Means, Standard Deviation, and

Percentage of Domestic Violence

The study showed that psychological assault
was 56.91%, physical assault 37.3%, physical
injury was 12.06%, and sexual assault was
7.14% (see Table 2).

and

3.2.1 Sociodemographic variables

domestic violence

In order to investigate the differences in violence
and socioeconomic variables such as age, type
of residence, education, place of residence,
marital status, number of children, and monthly
family income, a One way ANOVA test was
performed in which each of the demographic
variable was entered as independent variables
and means of violence including subscales as
dependent variable.

Age was recorded in three categories (18-29
years, 30-39 years, and 40-50 years). There
were no statistically significant differences in
exposure to all subscales of domestic violence
between these age groups, or according to
monthly family income, educational level of
participants and occupational status. According
to place of residence (village, city, and camp),
post hoc tests revealed that total domestic
violence was significantly higher in women living
in villages than in cities or camps that women
living in villages experienced more psychological
abuse than women living in cities or camps
(F=4.56,p =0.01)

Table 2. Means, standard deviation, and
percentage of domestic violence

Items Mean SD %
Psychological 16.34 14.90 56.91
assault

Physical assault 15.18 19.74 373
Physical injury 5.91 9.60 12.06
Sexual assault 1.5 4.31 7.14

3.3 Post Traumatic Stress Symptoms in
Women

Our results showed mean score for the post-
traumatic stress disorder was 34.33 (SD=
12.62), with subscale mean scores of 9.96 (SD =
4.4) for intrusion, 14.10 (SD = 5.52 for
avoidance, and 1026 (SD = 4.41) for
hyperarousal. Using the established cutoff point
of 50 on the PCL, 71 women (11.4%) met the
criteria for a diagnosis of post-traumatic stress
disorder.
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In order to investigate differences in post-
traumatic stress disorder scores according to
socioeconomic variables such as age, type of
residence, education, place of residence, marital
status, number of children, and monthly family
income, a One way ANOVA test was performed.
Each of the demographic variables was entered
as the independent variable and the PCL mean
scores were entered as dependent variables.
Women who were single, divorced, or widowed
had higher post-traumatic stress disorder scores
than women who were married (F=6.9, p =
0.001). Women living in cities had higher PTSD
scores than those living in camps or villages
(F= 5.66, p= 0.004). There were no significant
differences in levels of post-traumatic stress
disorder between groups according to monthly
family income or educational level of women.

Linear regression analyses were performed to
determine predictors of total post-traumatic
stress disorder scores by types of violence
experienced. The following subscale items were
found to predict post-traumatic stress disorder:
He insulted me (B = 0.15, p = 0.002), | passed
out from being hit on the head by him (B = 0.15,
p = 0.002), | stomped out of the room or yard (B
= 0.15, p = 0.001), he pushed or shoved me (B =
0.14, p = 0.001), he did something to spite me (B
= 0.14, p = 0.001), he burned or scalded me(B =
0.11, p = 0.01), | needed to go to the doctor
because of the fight, but he did not (B = 0.11, p =
0.01).

3.4 Anxiety in Women

The mean score for anxiety was 25.11 (SD =
9.57). Using the established anxiety cut off

scores: 15.6% had no anxiety, 11.3 had mild
anxiety, 25.9% had moderate anxiety, 17.4%
had severe anxiety, and 29.9% had very severe
anxiety.

A One way ANOVA test was performed in which
each of the demographic variables were entered
as independent variables with the mean scores
for anxiety as dependent variables. Women who
were single were more anxious than women who
were married (F= 5.4, p = 0.001). No differences
in reported anxiety were established between
type of residence, educational level and monthly
income.

Linear regression analyses were performed to
determine predictors of total anxiety scores by
types of violence experienced. The following
subscale items were found to predict anxiety, |
felt physical pain that still hurt the next day
because of the fight we had (B = 0.19, p =
0.001), he did something to spite me (B = 0.15, p
= 0.004), he accused me of being a lousy lover
(B =0.12, p = 0.01), | stomped out of the room
oryard (B = .09, p = 0.04).

3.5 Depression in Women

Depressive symptoms reported ranged from O,
which equated to no symptoms, to 57 symptoms,
with a mean depression score of 18.50 (SD =
11.57).

Using the established cutoff score on the BDI-II
(Gareeb, 2000) where a score ¢ 20 = no
depression, 21-31= mild depression, 32-41 =
moderate depression, and 42 and

Table 3. Linear regression analysis of total post-traumatic stress disorder and each of the
violence items

Unstandardized Standardized t o] 95.0%
coefficients coefficients confidence
interval for B
B Std. error Beta Lower Upper
bound bound
He insulted me .69 22 15 321  .001 .27 1.12
| passed out from being hit on 1.01 .30 15 3.41 .001 .43 1.59
the head by him
| stomped out of the room or .73 .20 15 3.57 .001 .33 1.13
yard.
He pushed or shoved me. .73 22 14 3.26 .001 .29 1.17
He did something to spite me. .64 .21 14 3.07 .001 .23 1.05
He burned or scalded me. -85 .31 | -2.72 .01 -1.47 -.24
| needed to go to the doctor .74 .28 1 2.61 .01 .18 1.30
because of the fight, but he did
not

R? = 0.31, Std. error of the estimate = 10.49
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above severe depression, 57.5% of
participants reported no depression, 27.5% had
mild, 12.9% had moderate, and 2.1% reported
severe depression.

One way ANOVA was performed in which
depression total scores were entered as the
dependent variable and sociodemographic
variables were entered as independent variables.
Women who were single reported more
depression than those who were divorced,
widowed, or married (F=8.5, p = 0.001). No other
significant differences were found in depression
scores and other sociodemographic variables.

In order to investigate which types of violence
may predict depression scores, a linear
regression analysis was performed. Total

items entered as independent variables. The
following subscale violence items predicted
depressive symptoms in women: Minor
psychological aggression: ‘he insulted or swore
at me’ (B= 0.15, p = 0.001), ‘he did something to
spite me’ (B= 0.19, p = 0.001), | felt physical pain
that still hurt the next day because of the fight we
had’ (B= 0.16, p = 0.001), someone threatened
to have sexual activity against my will (B= 0.11,
p = 0.01) and he accused me of being a lousy
lover (B= 0.12, p = 0.01).

3.6 Relationships of Domestic Violence,
Women’s Symptoms of Posttraumatic
Stress, Anxiety, and Depression

Our results showed the direct relationships of

depression (BDI-Il) scores were entered as the domestic violence, women’s symptoms of
dependent variable and each of the violence posttraumatic stress, anxiety, and depression.
Table 4. Linear regression analysis of total anxiety and each of the violence items
Unstandardized  Standardized t P 95.0% confidence
coefficients coefficients interval for B
B Std. error Beta Lower Upper
bound bound
(Constant) 2141 048 4440 0.001 20.47 22.36
| felt physical painthat 0.68  0.15 0.19 4.41 0.001 0.38 0.98
still hurt the next day
because of the fight we
had
He did something to 047 0.14 0.15 3.26 0.001 0.18 0.75
spite me.
He accused me of 0.45 0.17 0.12 2.70 0.01 0.12 0.78
being a lousy lover.
| stomped out of the 0.31 0.15 0.09 2.10 0.04 0.02 0.60
room or yard.
R2 = 0.19, Std. error of the estimate= 7.81
Table 5. Linear regression analysis of total depression and each of the violence items
Unstandardized  Standardized t Jo) 95.0%
coefficients coefficients confidence
interval for B
B Std. error Beta Lower Upper
bound bound
(Constant) 13.15 0.62 21.35 0.001 11.94 14.36
He insulted me 0.61 0.21 0.15 294 0.001 0.20 1.02
He did something to spite 0.81 0.20 0.19 410 0.001 0.42 1.20
me.
| felt physical pain that still 0.77 0.21 0.16 3.61 0.001 0.35 1.18
hurt the next day because
of the fight we had
Did someone threatenedto  0.74 0.28 0.1 -2.70 0.01 1.28 0.20
have sexual activity without
your will
He accused me of being a 0.60 0.23 0.12 2.66 0.01 0.16 1.05
lousy lover.

R2 =0.15, Std. error of the estimate= 4.81
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The study showed that psychological assault
toward women was positively correlated to and
depression (r= .42, p <.01) anxiety (r= .39, p
<.01) and posttraumatic stress (r = .52, p <.01)
symptoms. Also, there were significant positive
relationships between physical assault and
depression (r= .30, p <.01), anxiety (r= .31, p
<.01), and posttraumatic stress (r = .41, p <.01)
symptoms. Also, there were significant positive
relationships between physical injury and
depression (r= .28, p <.01), anxiety (r= .33, p
<.01) and posttraumatic stress (r = .39, p <.01)
symptoms. Sexual assault was positively related
to anxiety (r= .20, p <.01) and posttraumatic
stress (r = .21, p <.01) symptoms.

4. DISCUSSION

The present study aimed to assess prevalence of
domestic violence and relationship to mental
health problems of women including PTSD,
anxiety, and depression. As shown in our results
Palestinian women in the Gaza Strip exposed to
domestic violence which include psychological,
physical assault, physical injury, and sexual
assault. The study showed that 56.91% reported
psychological and 37.3% reported physical
assault, 12.06% reported physical injury, and
7.14% reported sexual assault. Our results
consistent with previous study which found that
23.3% suffered physical abuse from their
husbands, 61.7% psychological abuse, and
10.9% sexual abuse at least once during the year
2005 [12]. Similarly in study of Qatari female
students, found that 39% were abused by their
brothers, 38% by their fathers, and 22% reported
abuse from their mothers [14]. Our findings were
consistent with another study of Bangladesh
women which more than half of the women

(53.9%) were exposed to IPV [18]. This study
rate of domestic violence is more than found in
study of WHO study which showed that 23—-49%
of women reported physical violence 10-50%
reported sexual violence [4]. So, the effect of IPV
on society is now viewed not only as a human
right issue but also as a public health issue.

Similarly, in study of Palestinian women living in
refugee camps in Jordon showed that 78%
experienced one form or more of intimate-
partner violence. Nearly half of the women were
victims to either two (24.3%) or three (22.7%)
different types of intimate- partner violence. The
most-reported type of intimate- partner violence
to which the participants were victims was control
by the partner (73.7%), followed by economic
intimate- partner violence, reported by 53.3%,
and emotional intimate-partner violence, reported
by 50.3% of the women [40].

This study showed that 11.4% met the criteria for
a diagnosis of post-traumatic stress disorder,
47.1% had severe to very severe anxiety, and
15% of women reported moderate to severe
depression. The study showed significant and
positive relationships between of psychological,
physical assault, injury, and sexual abuse and all
women's mental health problems including post-
traumatic stress disorder, depression, and
anxiety. Similarly, others found moderate to
severe depression to be a problem among
battered women that was predicted by physical
abuse coupled with daily stress [22]. Moreover,
other study found that prevalence of major
depressive disorder (MDD) among women who
had endured intimate partner violence was 68
percent for lifetime MDD and 18 percent for
current major depressive disorder [41].

Table 6. Means, standard deviations and intercorrelations of study variables

M SD 1 2 3 4 5 6 7 8 9 10
1. Psychological 16.34 14.90
assault
2. Physical assault 15.18 19.75 .69 1.00
3. Physical injury 591 9.60 .58 .76 1.00
4. Sexual assault 1.50 4.31 37 .52 .59 1.00
5. Depression 18.50 11.57 42 .30 .28 .08 1.00
6. Anxiety 25.14 8.65 39 31 .33 20 .56 1.00
7. PTSD 34.32 1262 .52 41 .39 .21 .69 .60 1.00
8. Intrusion 9.96 4.44 50 41 .39 23 .55 .50 .86 1.00
subscale
9. Avoidance 14.10 5.52 43 .32 .31 15 64 .52 .90 .65 1.00
subscale
10. Arousal 10.26 4.41 45 .35 .33 A7 61 .56 .87 .64 .68 1.00
subscale
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Similarly the relationship between the domestic
violence and mental health status of women
previously reported in the literature, domestic
violence has a significant impact on women’s
mental health [26,27,28,31,32,42]. Also, in
another study researcher found that among a
cohort of primarily African American women,
those who were both HIV-positive and
experienced any IPV over their lifetime were 7.0
times more likely to report problems with
depression, 4.9 times more likely to report
problems with anxiety, and 12.55 times more
likely to have attempted to commit suicide
compared to women who did not experience IPV
or were HIV-negative [43]. Some investigators
found that women who had experienced IPV
were over three times more likely than women
without a trauma  history to experience
depression [44]. Furthermore, in their comparison
study showed that the severity of symptoms was
higher in the IPV depressive and the IPV-
depressive/PTSD groups than in both the non-
abused and the IPV -no-symptoms groups. Also,
results showed that the prevalence of emotional
disorders, anxiety, and somatoform disorders
was 22.8%, 24.8%, and 16.9%, respectively [45].
Recently, other showed that the majority of
women exhibited depressive symptoms (73%),
findings have also shown, more severe physical
and sexual IPV was found to be associated with
depression in this sample of low-income abused
women, which is consistent with prior research
examining women experiencing IPV [17].
Moreover, in study of 50 women survivors of IPV
showed that over half of women were
experiencing either PTSD, clinical depression, or
both at the time they were interviewed. Thirty six
percent had active PTSD, 48% had depression,
and 30% had both [46]. This study results were
consistent with study of 308 Chinese women
survivors of IPV recruited at community setting
and at domestic violence shelters showed that
psychological abuse was associated with mental
health problems (depressive and PTSD
symptoms) and also physical health problems
(chronic pain) [47].

5. CONCLUSION

Our study highlights implications for mental
health service management of women victims of
domestic violence in the Palestinian society. To
reduce the risk of adverse family and community
violence, care plans should be in place to
manage risk and specify action if a crisis does
occur. Our findings suggest that a unifying
approach overcoming the health issues of
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domestic violence survivors. This systems
approach should take their needs into account,
offer high-quality, timely, and sensitive physical
and mental health care, and provide effective
referrals to other formal support systems. Until
these needs are incorporated into the health care
system itself, survivors will continue to suffer the
health consequences of violence, despite their
universal access to care.

Other programs should be designed to include
components aimed at reducing women'’s use of
avoidance coping. In addition we should focus on
interventions that promote problem-focused
coping and social support coping enhance self-
efficacy and lead to more positive adjustment.
Also, interventions should be designed as well to
promote use of these more active approaches to
coping with relationship conflict.

Findings suggest that future research should
examine women’s experience other types of
violence such as political and community and
their resilience and coping with such problem. It
would be useful to examine subtypes of using
violence and being victimized (i.e., physical,
sexual, and psychological) because
investigations at this more discrete level may
reveal differential patterns of relationships among
variables depending on the type of violence.
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ABSTRACT

Aim: This study aimed to investigate the impact of trauma due to wars on quality of life of Palestine
children living in Gaza with special reference to 2009 war.

It is analytic study; the study sample consisted of 195 children and adolescents who were selected
purposely from three areas in the Gaza Strip. Those children exposed to variety of traumatic events
besides losing their homes during ground incursion of the border and shelling and bombardment of
the area. They were 101 boys (51.8%) and 94 girls (48.2%). The age ranged from 7 to 18 years
with mean age of 12.84 (SD = 2.9). Children were assessed by sociodemographic questionnaire,
Gaza Traumatic Events Checklist, and Health Related Quality of Life. Results: the highest
frequencies of reported traumatic events by Palestinians children were 97.9% hear shelling of the
area by artillery, 93.3% hear the sonic sounds of the jetfighters, 90.8% watched mutilated bodies in
TV, and 85.6% were forced to move from home to a safer place during the war. The study showed
that mean total quality of life was 62.80, physical functioning was 69.87, emotional functioning was
51.96, mean of social functioning was 77.62, and school functioning mean was 47.53. Total
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traumatic events reported by children were negatively strongly correlated with total Health Related

Quality of Lief (HRQoL), physical,

emotional, and social functioning.

However, traumatic

experiences by children were not correlated with school function.

Conclusion: In summary, this study not only supports the findings of the body of research as it
relates to traumatic experiences in children and adolescents and impact of their health quality of life,
but also has important implications for establishing and implementation of different psychosocial

intervention programs for the school-aged population in Gaza Strip.

There are need to be

considered in the planning of educational and mental health support services by different
governmental United Nations organizations, and non-governmental organization in Gaza. Also,
successful treatment of the mental health symptoms associated with traumatic events first requires
an acknowledgment of the trauma and then a process which allows for comprehensive assessment

and accurate diagnosis.

Keywords: Children; Gaza; quality of life, trauma, war.

1. INTRODUCTION

The Gaza Strip is a narrow elongated piece of
land, bordering the Mediterranean Sea between
Israel and Egypt, and covers 360 km.. It has high
population density. About 17% of the
population lives in the north of the Gaza Strip,
51% in the middle, and 32% in the south area.
There is high unemployment, socioeconomic
deprivation, family overcrowding, and short life
expectancy. Nearly two-thirds of the populations
are refugees, with approximately 55% living in
eight crowded refugee camps. The remainder
lives in villages and towns [1].

On 27 December, lIsraeli forces launched a
massive military operation in the Gaza Strip
codenamed “Cast Lead". In the first three days of
the operation, hundreds of air strikes took place
against a range of targets, resulting in the death
of well over 300 Palestinians, including 9
UNRWA students and 2 UNRWA staff, and the
injuring of more than 800, among them a large
number of civilians, women and children [2].

This military operation continued for 23 days. As
a result, 1420 Palestinians, including 446
children and 110 women and 108 elderly, were
killed and 5320 others, including 1855 children
and 795 women, were injured. This doesn’'t mean
that the rest of the fatalities and injuries were
engaged in hostilities, or that they are not
innocent civilians. A large number of men and
male youth were killed in their homes, in the
presence of their families. Its phases resulted in
a mass destruction of private properties. At least
4000 houses were totally destroyed and other
16, 000 houses were partially damaged [3].

There is probably no greater traumatic
experience for children and adolescents than

exposure to the consequences of war and
associated violent acts. They often are the
innocent victims of such events. Some of the
earliest research on humans’ response to
extreme trauma has occurred in this area.
Others, distinguishes between two types of
childhood trauma: single episode events versus
longstanding or repeated trauma. She describes
trauma in children as “the mental result of one
sudden, external blow or a series of blows,
rendering the young person temporarily helpless
and breaking past ordinary coping and defensive
operations” (p. 11). However, a single event that
takes a parent's life or leaves a child
handicapped or leaves him or her in prolonged
pain may exhibit personality changes and
numbing, more typically seen in repeated
trauma. Still, these children may remember
events clearly, while those subjected to years of
abuse or trauma may become amnesiacs,
sometimes blanking out several years of their
lives [4].

Most current attempts to define quality of life
(QoL) have been guided by the definition of
health by the World Health Organization [5]
(World Health Organization, 1948) that described
health as “a state of complete physical, mental
and social well-being”. Despite this definition, in
today’s literature QoL is not yet defined in a
uniform way and lacks clarity, and large
discrepancies  exist  between  operational
definitions of QoL and in the identification of
different areas of QoL [6,7].

All current definitions have in common that QoL
is described as a multidimensional construct that
primarily concerns the patient’'s personal
evaluation of his/ her life with regard to functional
impairment, handicaps, and living conditions. An
important distinction can be made between
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health-related QoL and overall QoL. Health-
related QoL comprises disease and treatment
related aspects of functioning of the individual,
such as pain, limitations in motor ability, or
nausea, whereas overall QoL encompasses also
non-medical aspects of a person’s life, like
social, educational, and occupational functioning

[8].

Quality of life (QoL) and links to health have
been examined in many scenarios and for
survivors of conditions like cancer, the
assessment of  survivors—individuals and
societies—of chronic exposure to violence is
lacking. Quality of Life (QolL) is a complex,
abstract, and multidimensional concept which is
difficult to define and has relevance to virtually all
areas of human function [9]. HRQoL is a main
part of QoL and is considered to be an important
construct in describing one's overall condition
within the health context [10, 11]. Generally, it is
conceptualized as a multidimensional construct
built up by several domains [12, 13]. There is
some consensus considering physical, emotional
and social aspects of health to be core domains
of Health Related Quality of Lief (HRQoL) [14,
15]. Others follow the WHO definition of health
as a state of complete physical, mental, and
social well-being, and not merely the absence of
disease or infirmity [16].

Nevertheless, the overall quantity of domains
differs in the literature. For example,
"behavioural, cultural, and  psychological
dimensions" as well as "a global perception of
health and well-being" are regarded as important
domains of HRQoL [17].

Based on a commonly accepted definition by the
WHO Quality of Life group [18], the following
operational definition as stated by von Riden
defined HRQoL is a multidimensional construct
covering physical, emotional, mental, social, and
behavioural components of well-being and
functioning as subjective perceived by a person
depending on the cultural context and value
system one is living in [10]. Others Mendlowicz
and Stein (2000) have noted, “functioning” is a
rather broad construct that is labeled in many
different ways (e.qg., functioning, disability, illness
intrusiveness, well-being, interference, activities
of daily living, QoL). Although distinctions do
exist, these terms are often used interchangeably
to describe the ability to complete tasks or fulfill
roles successfully (e.g., work functioning), health
status, or levels of satisfaction with particular
aspects of one’s life (e.g., social relationships

and home life). Functioning measures range from
crude, face-valid single items to more
comprehensive, psychometrically  supported
instruments [19].

In recent years there has been growing interest
in how post traumatic stress disorder (PTSD)
affects functioning and quality of life (Qol),
fueled in part by concerns about the
consequences for survivors of current wars and
recent human-caused and natural disasters.
Today, information about the well-being of
persons living in this conflict zone is largely
restricted to mortality and morbidity rates and
access to health care services [20].

This study aimed to investigate the impact of
trauma due to wars on quality of life of Palestine
children living in Gaza with special reference to
2009 war.

2. METHOD

2.1 Participants

The study sample consisted of 195 children who
were selected from three areas in the Gaza Strip
which had more exposure to war included home
demolitrion. Those children exposed to variety of
traumatic events beside losing their homes
during ground incursion of the border and
shelling and bombardment of the area. They
were 101 boys (51.8%) and 94 girls (48.2%).
The age ranged from 7 to 18 years with mean
age of 12.84 (SD = 2.9).

2.2 Study Procedure

The data was collected on August 2009 after
nine months of end of war on Gaza, by 4 trained
psychologists worked with children’ mother
before. They approached mothers in the 3 areas
of the Gaza Strip and asked them to choose one
child from each family for the study and they
were informed about the purpose of the study
and procedure. Children were interviewed in their
homes after getting written consent from parents
to participate in the study. Sociodemographic
information was collected from parents and
information about traumatic events, health quality
of life from children themselves.

2.3 Measures

2.3.1 Socio-demographic questionnaire

The researcher prepared a questionnaire which
included; name, gender, date of birth, place of
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residence, number of and other

demographic information.

siblings,

2.3.2 Gaza traumatic events checklist

The checklist was developed to reflect the
particular circumstances of the regional
conflict which could not be captured by other
war trauma measures and had been reported
previously [21, 22, 23]. This checklist consisted
of 23 items covering three domains of
events typical of the war on Gaza: (1) hearing
traumatic events (items number 1-4 include
hearing about killing of relatives or friends) (2)
witnessing trauma (items number  5-13,
experiencing witnessing of home demolition,
kiling of others); and (3) personal
experiences (items number 14-23, being
personally the target of violence, being shot,
injured, or beaten up by soldiers). The
respondents rated their answer whether they
had been exposed to each of these events as
(0) ‘no’ or (1) ‘yes’. A total score was estimated.
In this study the reliability of the scale using
Cronbach’s alpha was 0.92 and split half was
0.86.

2.3.3 Pediatrics quality of life scale (PedsQL
4.0)

Children related quality of life was measured
using PedsQL 4.0 which is a self-administered
paper-and-pencil questionnaire that includes
parallel child self-reports (age range 5-18 years)
and parent/carer proxy reports (age range 2-18
years) [24]. It includes 23 items and four
subscales: physical functioning (PF, 8 items),
emotional functioning (EF, 5 items), social
functioning (SCF, 5 items) and school
performance (SHF, 5 items), from which total,
physical, and psychosocial summary scores are
derived. A 5-point response scale is utilized as
follows: O = never a problem; 1 = almost never a
problem; 2 = sometimes a problem; 3 = often a
problem; 4 = almost always a problem. Items are
reverse scored and linearly transformed to a 0—
100 scale (0 =100, 1 = 75,2 = 50, 4 = 0), so that
higher scores indicated better HRQoL. Scale
scores are computed as the sum of the items
divided by the number of items answered. In a
previous study, Cronbach’s alpha was 0.90 [24].
This scale was validated in our culture and
showed high reliability [25]. The scale had
acceptable reliability, with Cronbach’s alpha
coefficient of 0.86 (95% Confidence Intervals
0.83-0.88). The split half was 0.70.

2.4 Statistical Analysis

All the statistical analyses were performed using
the SPSS software version 20. Frequency
distribution was used in statistical analysis.
Means and standard deviations of QOL and
subscales, and traumatic events scores were
recorded.

T- Independent tests were applied to analyse
gender differences in trauma and quality of life.
Linear regression investigated the association
between independent (traumatic events) and
dependent variables (QOL subscales).

3. RESULTS

3.1 Demographic Characteristics of the
Study Sample

The demographic results of the study described
the study sample according to sex, place of
residence, type of residence, number of sibling,
mother & father educational level, mother &
father job, and monthly income. The sample
consisted of 195 children, 101 were males
(51.8%) and 94 were females 48.2%. The age
ranged from 7 to 18 years with mean age 12.84
(SD = 2.9). According to place of residence,
37.5% were from Gaza city, 35.9% were from
north Gaza, and 26.7% were from Middle area.
According to family monthly income, 90.3% had
less than $ 300 monthly, 6.2% had $301-650
monthly, and 3.6% had $651 and above.

3.2 Exposure to Traumatic Events

As shown in Table two, the highest frequencies
of reported traumatic events by Palestinians
children were 97.9% hear shelling of the area
by artillery, 93.3% hear the sonic sounds of the
jetfighters, 90.8% watched mutilated bodies in
TV, and 85.6% were forced to move from home
to a safer place during the war. While the least
common traumatic events were: physical injury
due to bombardment of your home (11.8%) and
exposure to burn by bombs and phosphorous
bomb (7.7%).

3.2.1 Differences in mean of traumatic events

Children reported from no events to 23 traumatic
events, mean traumatic events was 10.6 (SD =
4.1). The results showed that mean traumatic
events reported by males was 10.90 (SD =4.37)
compared to mean in female =10.43 (SD = 3.94).
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No significant differences were found between
males and females in reporting total traumatic
events (t=0.80, p = 0.24).

Table 1. Sociodemographic characteristics of
study population (N = 195)

N %

1. Sex
Male 101 51.8
Female 94 48.2
2. Age: Mean = 12.84 (SD

=2.91)
3. Place of residence
Gaza 37 37.4
North Gaza 70 35.9
Middle area 52 26.7
4. No of siblings
Less than 4 49 25.1
5-7 siblings 73 37.4
8 and more 73 37.4
5.Family monthly income
Less than$ 300 176 90.3
$301-650 12 6.2
$651 and more 7 3.6

In order to find differences in age group of
children, the age was recorded in to (7-11 vy),
(12-15y), and (16-18years). One Way ANOVA
test was performed in which total traumatic
events was the dependent variable and age of
children as independent variable. Post hoc test
showed that adolescents (16-18 years) reported
more traumatic events than the other two groups
(F =5.16, p = 0.006). Also, no differences in
traumatic events according to family monthly
income (F=0.98, p = 0.41).

3.3 Quality of Life in Children

For physical functioning 39% of children said
they had difficulty running, emotional 50% of
children said the feel sad or blue, social
functioning 22.3% of children said they had
difficulty keeping up with other, school
functioning 44 % said they were paying attention
in class, and cognitive functioning 49% said they
had difficulty remembering what he was just
thinking .

3.3.1 Means and SD of children health quality
of life scale

The study showed that mean total quality of life
was 62.80 (SD =15), mean of physical
functioning was 69.87 (SD= 21.54), mean of
emotional functioning was 51.96 (SD= 24.62),

mean of social functioning was 77.62 (SD=
19.53), and school functioning mean was 47.53
(SD =18.14).

3.3.2 Differences in children health quality of
life

T independent test was conducted, showed that
there no statistically significant differences
between boys and girls in total of quality of life
and physical, emotional, social, and school
functioning subscales.

One Way ANOVA test was performed in which
each quality of life subscales was entered as the
dependent variable and age of children as
independent variable. Post hoc test showed that
adolescents (16-18 years) reported more
physical dysfunctioning than the children at age
of (7-11 y) (F = 490, p = 0.008), school
dysfunctioning was also more in adolescent age
(16-18 years) than the younger age children (7-
11y) (F = 5.97, p = 0.003). However, no
difference in emotional, and social functioning
according to age of children and no significant
differences in any of the quality of life subscales
and family monthly income.

3.3.3 Relationships between traumatic events,
total HQoL, and subscales

Pearson correlation test was done to find the
relationship between. Correlations are reported
with the degrees of freedom (which is N-2), total
traumatic events reported by children were
negatively strongly correlated with total HRQOL
(r (195)= - 0.32, p=0.001), physical functioning (r
(195)= - 0.21, p=0.001), emotional functioning (r
(195)= - 0.41, p=0.001), and social functioning.
However, traumatic experiences by children were
not correlated with school function (r (195)=
0.001, p=ns).

3.3.4 Prediction of quality of life by traumatic
events exposure

In a multiple univariate linear regression analysis,
each of the HQoL subscales was entered as
dependent variable and each traumatic event as
independent variable.

Physical  functioning was predicted by
destruction of personal belongings during the
war(f=0.20, p=0.01), and forced to move from
home to a safer place during the war(=0.17,
p=0.01), emotional functioning was predicted by
witnessed the shelling and destruction of
neighbour home (B=0.24, p=0.001) and
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deprivation from water, food, or electricity during
the war(f=0.18, p=0.01), social functioning
was predicted by witnessed firing by tanks and
heavy artillery at owns home(B=0.19, p=0.001)
and forced to move from home to a safer place
during the war(B=0.16, p=0.01), school

functioning was predicted by witnessed killing of
a relative (B=0.16, p=0.02), cognitive
functioning was predicted by deprivation from
water, food, or electricity during the war(B=0.20,
p=0.007) and threatened by shooting(f=0.18,
p=0.01).

Table 2. Percentage of traumatic events

Traumatic events Yes No
1. Heard shelling of the area by heavy artillery 97.9 2.1
2. Heard the sonic sounds of the jetfighters 93.3 6.2
3. Watching pictures of mutilated bodies in TV 90.8 9.7
4. Forced to move from home to a safer place during the war 85.6 14.4
5. Deprivation from water, food, or electricity during the war 79 21
6. Were detained at home during incursion 68.7 31.3
7. Destruction of personal belongings during the war 60.5 39.5
8. Witnessed firing by tanks and heavy artillery at owns home 53.8 46.2
9. Threatened by shooting 52.3 47.7
10. Witnessed the shelling and destruction of neighbor home 51.3 48.7
11. Heard killing of non relative 39.5 60.5
12. Witnessed the shelling and destruction of owns home 36.9 63.1
13. Witnessed firing by tanks and heavy artillery at neighbor home 34.9 65.1
14. Threaten of being killed 27.7 72.3
15. Heard killing of a relative 241 75.9
16. Witnessed killing non relative 22.6 77.4
17. Witnessed shooting of a friend 22.1 77.9
18. Witnessed shooting of a relative 19 81
19. Witnessed killing of a relative 17.9 82.1
20. Beaten and humiliated by the army during the war 16.4 83.6
21.Threatened to death by being used as human shield to arrest your 14.4 85.6
neighbors by the army

22. Physical injury due to bombardment of your home 11.8 88.7
23. Exposure to burn by bombs and phosphorous bomb 7.7 92.3

4. DISCUSSION

This study aimed to investigate the impact of
trauma due to wars on quality of life of Palestine
children living in Gaza with special reference to
2009 war. Palestinian children had reported
variety of traumatic events due to war. Children
reported from no events to 23 traumatic events,
mean traumatic events was 10.6. Children
commonly exposed to hearing shelling of the
area by heavy artillery, hearing the sonic sounds
of the jetfighters watching pictures of mutilated
bodies in TV, and forced to leave their homes to
more safe area due to land incursion. Children
forced internal displacement is one of the most
traumatic experiences because those children
had previous experiences of other types of
traumatic experiences, but at last war one Gaza,
they were forced to move from their homes under

bombardment and uncertainty where to go and
how long they will stay away from home. Such
traumatic  experiences increase  children’
disruption daily life activities including going to
school and helping their families in home. Our
results showed that there were no significant
differences were between males and females in
reporting total traumatic events. Adolescents (16-
18 years) reported more traumatic events than
youner age children (less than 15 years). Such
findings were consistent with previous studies in
Gaza Strip which due to setting of the area and
collective exposure to the same types of
traumatic events [23, 26, 27, 28]. Others found
that males are more likely to be victimized by or
to witness community violence than are females,
regardless of their developmental ages and
ethnicity while females are significantly more
likely to have a higher level of distress symptoms
than their male counterparts [29].
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Table 3. Descriptive distribution of overall and domain of Quality of life in children(Please
mention Table 1 inside the text)

No/ rarely Sometime Most of the time/
always
Physical functioning
1 Difficulty walking more than one block 48.71 22.56 29
2 Difficulty running 50.77 21.54 39
3 Difficulty participating in 57.95 25.13 23
sports/exercises
4 Difficulty lifting something heavy 37.43 17.44 38
5 Difficulty taking shower/bath by self 83.08 8.21 8.2
6 Difficulty doing chores around house  75.9 13.33 10
7 Having hurts or aches 71.14 15.46 15
8 Low energy level 62.9 22.7 18
Emotional functioning
9 Feeling afraid or scared 30.73 26.67 48
10 Feeling sad or blue 35.37 25.64 50
11 Feeling angry 37.48 29.74 45
12  Trouble sleeping 39.52 31.28 37
13  Worrying about what will happen 35.06 27.32 40
Social functioning
14 Trouble getting along with peers 77.9 14.87 12
15  Other kids not wanting to be friends 77.4 14.87 5.1
16  Getting teased 75.9 13.85 11
17  Difficulty doing things peers do 71.32 19.49 12
18 Difficulty keeping up with others 66.46 18.56 22
School functioning
19  Paying attention in class 14.59 23.44 44
20 Forgetting things. 36.94 34.87 30
21 Keeping up with schoolwork 19.53 16.41 36
22  Missing school, not feeling well 49.69 29.74 22
23 Missing school, going to 57.47 26.67 16

doctor/hospital

Table 4.Means and SD of quality of life scale
(Please mention Table 1 inside the text)

Quality of life Mean SD

and subscales

Total HRQOL 62.80 15.00
Physical functioning 69.87 21.54
Emotional functioning 51.96 24.62
Social functioning 77.62 19.53
School functioning 47.53 18.14

The study showed that mean total quality of life
was 62.80, physical functioning was 69.87,
emotional functioning was 51.96, social
functioning was 77.62, and school functioning
mean was 47.53. Boys and girls quality of life
and physical, emotional, social, and school
functioning were not different. Similarly in study
of Health Related Quality o Life (HRQoL) in
Swedish children and adolescents with various

disabilities in Vasterbotten County, Sweden
showed no significant sex differences in HRQoL,
but girls with intellectual disabilities reported
increased pain/discomfort compared with boys
[29].

Table 5. Pearson rank correlation coefficient:
traumatic events, total HQoL, and subscales
of children (Please mention Table 1 inside
the text)

Traumatic events

Physical functioning -21
Emotional functioning -.41 **
Social functioning -39 **
School functioning .001

Total HRQOL -.34 **
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QoL Traumatic events Unstandardized coefficients Standardized t ¢] 95.0% Confidence Interval for B
coefficients
B Std. Error Beta Lower Upper bound
bound
Physical functioning Destruction of personal 2.78 0.98 0.20 284 0.01 0.85 4.70
belongings during the war
Forced to move from home to  3.31 1.34 0.17 247 001 0.67 5.96
a safer place during the war
Emotional functioning Witnessed the shelling and 2.38 0.64 0.24 374 000 1.13 3.64
destruction of neighbor
home
Deprivation from water, food, 2.17 0.79 0.18 275 0.01 0.62 3.72
or electricity during the war
Social functioning Witnessed firing by tanks and  1.51 0.58 0.19 260 0.01 0.37 2.65
heavy artillery at owns home
Forced to move from hometo  1.81 0.72 0.16 251 001 0.39 3.24
a safer place during the war
School functioning Witnessed killing of a relative  -1.543 .671 .16 -2.29 .023 -2.867 -.219
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This study showed that exposure to traumatic
events by children had strong negative impact on
children HRQoL, physical, emotional, and social
functioning and not with school function. Such
findings were consistent with other studies which
showed that frequent exposure to trauma in
older childhood and adolescence has been
shown to be associated with worse HRQoL [30,
31, 32, 33, 34], psychosomatic complaints [35,
36, 37], poor physical functioning [38, 39].
Similarly Coker and colleagues found that
children with more trauma exposure had greater
odds of impaired HRQOL compared with children
without any trauma exposure [24]. Further,
increased HRQOL has been linked to mental
health stressors including depression, lowered
self-esteem, post-traumatic stress, and perceived
stress in children after road traffic accidents [40].
Similarly, in community-based, cross-sectional
survey of 170 children and their parents in an
urban city in the Northeastern United States,
found a significant negative association between
experiencing different types of traumatic events
and impaired HRQoL and psychosocial health in
young children [41].

5. CONCLUSION
RECOMMENDATIONS

AND

This study showed that Palestinian children
exposed to variety of traumatic events during the
last war on Gaza. Such traumatic event had
negative impact of children quality of life in all
fields including physical, psychological, social
and school functioning. Such findings highlight
for need of improving the existence psychosocial
services in schools and community mental health
center to target children with high exposure to
traumatic experiences. Also, programs targeting
caregivers such as parents, teachers, and
counselors should include training courses in
impact of trauma on children health quality of life.
Furthermore, more research in the field of
trauma, quality of life, social support, and family
support as protective factors for improving
children quality of life in time of war and conflict
should be conducted. Also, research in parental
quality of life and effect on their children health
and mental health are needed. There are need
to be considered in the planning of educational
and mental health support services by different
governmental United Nations organizations, and
non-governmental organization in Gaza to
include non curriculum activities to improve
children quality of life.

6. STUDY LIMITATIONS

There are several limitations to the present study
that needs to be addressed. The study was done
in area of high exposure to traumatic events and
presence of control group from other areas in the
Gaza Strip or West Bank would me more
informative about the differences in types of
traumatic events and impact in quality of life in
different settings.
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Abstract

im: The present study assessed siege related stressors and their impact on the depression, anxiety and coping
A strategies among university students in the Gaza Strip. Method: It is descriptive analytic study comprised of 399
randomly selected university students from the four main universities in Gaza Strip (Al-Agsa, Al-Azhar, Al-Quds Open
and Islamic University). Five questionnaires were used: sociodemographic questionnaire, the Gaza Stressful Situations
Checklist, the Hamilton Anxiety Rating Scale, the Beck Depression Inventory and the Carver Brief Coping Scale.
Results: The most frequently reported stressors were: sharply increased prices due to closure (92% of students), studies
being affected so much due to cut-off of electricity (83.5%), and shortage of gas. Results showed that mean stressors in
men were 12.38 and 10.33 in women. The study showed 9.5% of men and 12% of women had severe depression although
no gender differences were found. In addition, 10.3% of men and 13.8% of women had anxiety. There was a statistically
significant positive relationship between total stress due to siege and depression symptoms and anxiety. The most
frequent coping strategies were finding comfort in religious beliefs (78.2%), thinking about what steps to take (71.4%),
and learning to live with the situation (67.7%). A significant negative relationship was found between total score of stress
due to siege and total coping strategies. Conclusion: The Gaza siege has had lasting negative effects on Palestinians,
which has led to increased mental health problems among and to them using fewer positive coping strategies.
Humanitarian organizations should play a more positive role to protect the Palestinian community from the negative
consequences of siege. Further research is recommended to evaluate the impact of siege on Palestinian people in all

aspects of life and to provide therapeutic interventions for university students with moderate and severe depression.

Key words: Anxiety, depression, coping strategies, Gaza Strip, siege, stress, university students
Declaration of interest: None

Introduction

Since June 2007 when Hamas governed the Gaza Strip,
Israel has imposed a tight blockade on the area as
constitutes collective punishment for 1.66 million
people. The Gaza Strip has two main crossings that
connect it to the rest of the world, Rafah in the south and
Erez in the north. The population of Gaza is 1.66
million, with over 50% under 18 years of age; 38% of
Gazans live in poverty and 26% of the Gazan workforce,
including 38% of youths, is unemployed. The average
wage declined by over 20% in the past six years; 54%

of Gazans are food insecure and over 75% are aid

recipients; 35% of Gaza’s farmland and 85% of its
fishing waters are totally or partially inaccessible due to
Israeli military measures. An estimated 50-80 million
liters of partially treated sewage are dumped in the sea
each day with over 90% of the water from the Gaza
aquifer being undrinkable; 85% of schools in Gaza run
on double shifts, representing huge overcrowding, about
one-third of the items in the essential drug list are out of
stock.! Fuel for the power plant remains limited at 68%
of its maximum capacity. Cooking gas imports have
been at around 53% of average needs. Almost no diesel

and petrol are allowed for the commercial sector. Due to
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the power plant fuel restrictions, exacerbated by intra-
Palestinian disagreements, there is a chronic lack of
electricity and regular blackouts affecting provision of
essential services, including water supply, sewage

treatment, and health services.?

In the past seven years, few studies have investigated
the impact of siege on Palestinians living in the Gaza
Strip. One study of Palestinian families found that the
most commonly reported stressors were the sharp price
increases, a feeling of living in a big prison, and the
experience of being unable to find essential items in the
market.® Similarly, a study of 502 families in the Gaza
Strip identified the common stressful situations due to
blockade were a general feeling of living in a big prison,
the inability to finish construction and repair work in
people’s homes due to a chronic shortage in cement and
building materials, and the sharp increase in prices in

commodities in recent years.*

University students, as part of the Palestinian
community, have been exposed to variety of stressors
beside the academic ones. Such stressors can lead to
mental health problems, including depression and
anxiety. A study examining the impact of the siege on
the mental health of university students in the Gaza Strip
showed that 15.8% had severe anxiety and 40.3% had
moderate to severe depression.® Another study
describing the psychological effects of exposure of
Palestinian adolescents living in the Gaza Strip showed
that 40% reported moderate or severe levels of
depression; 94.9% were classified as having severe
anxiety levels; and, 69.9% demonstrated undesirable
coping responses.® In Africa, researchers examined the
prevalence of depression among students at the
University of Ghana to discover that life stressors
accounted for 43% of the signs of depression in them.

Women reported more symptoms of depression.”

People tend to face stressful situations by using coping
strategies, which are defined as “constantly changing
cognitive and behavioral efforts to manage specific
external and/or internal demands that are appraised as

taxing or exceeding the resources of the person.” Stress

reactions differ from one person to another. Some
experience difficulty in coping with stress and may
develop psychological problems. A study of university
students in Karachi, that assessed the levels of stress in
the face of terrorism and the adopted coping strategies,
showed how they commonly used faith in God and
religious activities as coping strategies.® Another study
that identified types of coping strategies and
psychological adjustment level among students from
medium community colleges in Gaza showed that
coping strategies of life stress in the study were: turning
to religion as the highest ranked by 82% of respondents
followed by planning by 76.6%. Humor style was
ranked lowest by 58.3% followed by behavioral
withdrawal relative weight (60.1%).° Another study
that examined the stress levels and coping strategies of
professional students belonging to the physical
education and engineering professions showed that
stress due to all the stimuli was significantly higher
among women when compared with men in their
profession. Coping strategies were higher in men than
women in their respective profession, but women
studying physical education had higher coping
strategies than men and women who studied
engineering.! In a study of students at the Adnan
Menderes University, students’ depression scores and
self-confident, optimistic approaches and social support
had a negative relationship with depression scores and
positive relationship of helpless and submissive with
depression.*? A recent study of Iranian students showed
a significantly negative correlation between problem-
focused coping strategies and mental health while a
significant positive correlation was found between
emotion-focused coping strategies for dealing with

mental health difficulties among students.*?

The present study assessed the relationship between
stressors due to siege of the Gaza Strip on anxiety,
depression, and coping strategies among university
students.

Method

Sample
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The present study consisted of a stratified random
sample of students (N=410) from four universities in the
Gaza Strip (Al-Agsa University, Al-Azhar University,
Al-Quds Open University and Islamic University). The
total number of respondents was 399 with a response

rate of 97.3%. Two hundred thirty two participants

Islamic Al-Agsa
University University
52 men 27 men
83 women 64 women

(58.1%) were women and 167(41.9%) were men. One
hundred thirty five (33.8%) of the participants were
from Islamic University, 92 (23.1%) were from Al-Agsa
University, 91(22.8%) were from Al-Quds Open
University, and 81 (20.3%) were from Al-Azhar

University.

Al-Quds Open Al Azhar
University University
48 men 40 men
42 women 43 women

Figure 1. Distribution of the sample

Study procedure

The data were collected from four universities in the
Gaza Strip (Al-Agsa University, Al-Azhar University,
Al-Quds Open University and Islamic University) after
receiving official approval from each, which needed to
be obtained for the universities to be included in the
study. Helsinki committee (Ministry of Health) gave
approval to carry out the study. Informed consent was
obtained from each student. The purpose of the study,
confidentiality information and some instructions were
provided together with a statement about student right
to participate or refuse. Data were collected by four
assistant professionals trained for four hours in data
collection of the present sample and criteria for selecting
students in the second semester of the academic year
2013 to 2014. Each student completed five
questionnaires, which took approximately 25 minutes.
The data collectors were available to address questions

when necessary.

Measures
Sociodemographic questionnaire
The researcher prepared a sociodemographic

questionnaire, which included name, gender, date of

birth, marital status, university, studies level, specialty

and governorate.

Gaza Stressful Situations Due to Siege Checklist**

Personal experience of stressful situations was
evaluated by using the Stressful Situation Due to Siege
Checklist. The checklist was developed in 2009. It was
subsequently  modified for university students
describing the most commonly reported stressful
experienced during the last seven years of closure and
siege of the Gaza Strip. It is comprised of 22 items
requiring either yes or no response with yes = 1 and no
= 0. An overall score is achieved by summing all the
answers. In the present study, the split half reliability of
the scale was high (r =.70). The internal consistency of
the scale was calculated using Chronbach’s alpha, and

was high (o= .78).

Beck Depression Inventory Short form 13 item (BDI;
Beck et al., 1988)

The BDI is one of the most widely used instruments to
assess depression. Its main aim is to measure depression
symptoms and severity in persons age 13 and older. The
inventory was validated in the Palestinian culture by
Thabet.'® The BDI has gone through multiple revisions,
include BDI-I (1), BDI-IA (2), BDI-II (3), and BDI for
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Primary Care (BDI-PC), now known as BDI Fast Screen
for Medical Patients (BDI-FS). A 13-item short form is
more recent was used in this study. The severity of
depression is classified on the basis of the total score; in
a normal community sample, a BDI score <4 suggests
no or minimal depression, 5 to 7 represents mild to
moderate depression, 8 to 15 is moderate to severe, and
<= 16 indicates a severe level of depression. It is a
universal scale; its validity and reliability are already
tested. The BDI demonstrates high internal consistency,
with alpha coefficients of .86 and .80 for psychiatric and
non-psychiatric populations respectively (Beck et al.,
1988).1¢ For the present study, the Chronbach’s alpha
was .86 and split half was .80.

Hamilton Anxiety Rating Scale (HAMA-A)Y

The HAM-A was one of the first rating scales developed
to measure the severity of anxiety symptoms and is still
widely used today in both clinical and research settings.
The scale consists of 14 items, each defined by a series
of symptoms. It measures both psychic anxiety (mental
agitation and psychological distress) and somatic
anxiety (physical complaints related to anxiety).
Although the HAM-A remains widely used as an
outcome measure in clinical trials, it has been criticized
for its sometimes poor ability to discriminate between
anxiolytic and antidepressant effects, and somatic
anxiety versus somatic side effects. The HAM-A does
not provide any standardized probe questions. The
items are rated on a five-point scale and summed to
provide a score ranging from 0 to 56. A score of 17 or
less represents mild anxiety, a score between 18 to 24
mild to moderate anxiety, and a score of 25 and above
moderate to severe anxiety. The cut-off scores have not
been validated with older adults and there are no
published norms for older adults.*® For the present study

Chronbach’s alpha was .88 and split half was .82.

Carver Brief Coping Scale (Brief COPE)® 202!

Carver and colleagues developed the Brief COPE as a
flexible multidimensional coping inventory for a broad
range of applications in applied psychology. In the Brief
COPE, 28 items are presented in the form of a coping

statement. Respondents are asked to rate whether they

have or have not been using each way of coping on a
fully anchored four-point scale ranging from ‘I haven’t
been doing this at all’ to ‘I’ve been doing this a lot’.
Factor analyses demonstrated that these four strategies
characterized coping across the developmental lifespan:
1) active avoidance focused (4,6,9,11,13,16,19,21,26),
2) problem- focused coping (2, 5, 7, 10, 14, 23, 25), 3)
positive coping (12,15,17,18, 24, 28), and 4) religious
denial coping (3, 8, 22, 27)%. The internal consistency
in this study was measured using Chronbach’s alpha and
was .80 and split half was .78. The long version has been
used with the Palestinian society and showed high

reliability.?

Data analysis

Data were analyzed using The Statistical Package for
the Social Sciences, Version 20.0 (SPSS. V.20). Data
coding and cleaning were done before analysis.
Frequency tables that show sample characteristics and
plot differences between various variables were also
completed. Moreover, independent samples t-test, one
way ANOVA and Pearson’s correlation coefficient tests
were also used. Frequency and percentage of siege items
was presented in table form. Means of stressors, anxiety,
depression and coping strategies were calculated.
Differences between the mean of two groups as gender
was calculated by independent t-test. One way ANOVA

was conducted for means of more than two groups.

Results

Sociodemographic characteristics of the study sample
Results showed that the total sample selected for the
current study was 399 students; 167 (41.9%) were men
and 232 (53.3%) were women. Age range from 18-39
years with a mean age of 20.7 years (SD=2.36 years).
Regarding the place of residence, the study showed that
18% live in north Gaza, 57.4% live in the Gaza area, and
19% live in the middle area, 4% live in Khan Younis,
and 1.5% live in the Rafah area. Regarding university,
135 attended the Islamic University (33.8%), 83
(20.8%) attended Al-Azhar University, 91 (22.8%)
attended Al-Agsa University, and 90 (22.6%) attended
Al-Quds Open University.
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due to siege, 367 participants (92%) said they were
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Table 1: Sociodemographic characteristics of the study sample (N= 399)

No
Gender
Male 167
Female 232
Age
From 18 to 23 378
From 24 to 30 15
From 31to 39 6
Place of residence
North Gaza 72
Gaza 229
Middle area 76
Khan Younis 16
Rafah 6
University
Islamic University 135
Al Azhar University 83
Al Agsa University 91
Al Quds Open University 90

affected by sharp price increases due to closure; 333 said (71.4%).

their studies were affected so much due to cut-off of

%

41.9
58.1

94.7

3.8
1.5

18
57.4
19
4
15

33.8

20.8
22.8
22.6

Table 2: Types and frequency stressful situations due to restriction of movements and siege (n = 399)

electricity and shortage of gas (83.5%); 285 said parents
had been unable to help in getting fees for the university

for participant and/or siblings due to lack of money

Items Yes No
No % No %

1. Prices are sharply increased due to closure. 367 92 32 8

2. My study affected so much due to cut-off of electricity and shortage of gas. 333 | 835 | 66 16.5
3. My parents cannot help in getting fees for the university for me and my brothers due to shortage of money. | 285 | 71.4 | 114 | 28.6
4. | feel 1 am in a big prison. 263 | 659 | 136 | 34.1
5. We had difficulties in buying what we need. 256 | 64.2 | 143 | 35.8
6. We cannot finish some construction and repair work in my house due to shortage of building materials. 252 | 63.2 | 147 | 36.8
7. 1 cannot find what we need in the market. 247 | 619 | 152 | 38.1
8. | found difficulties in studying outside Gaza because of the siege and closure. 239 | 59.9 | 160 | 40.1
9. I had difficulties in finding transport from home to my university due to shortage of gas. 213 | 534 | 186 | 46.6
10. I was not able to get specific medicine for me or for a family member. 213 | 534 | 186 | 46.6
11. My pocket money is not enough. 212 | 53.1 | 187 | 46.9
12. My parents cannot help in getting marriage for my brothers due to shortage of money. 208 | 52.1 | 191 | 479
13. | had thoughts of immigration and finding another place. 204 | 51.1 | 195 | 489
14. | need to travel outside the Gaza Strip to get treatment and | cannot. 184 | 46.1 | 215 | 53.9
15. Social visits are less than before. 183 | 459 | 216 | 54.1
16. | was unable to travel to visit my relatives in West Bank due to siege. 182 | 45.6 | 217 | 54.4
17. I had suffering of not able to receive proper medical care. 164 | 411 | 235 | 58.9
18. My father lost his working due to siege. 143 | 358 | 256 | 64.2
19. | start thinking of leaving my study to work to help my family. 96 241 | 303 | 75.9
20. | went to Zakat organizations and other organizations to get food. 83 | 20.8 | 316 | 79.2
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21. One of my family members died due to prevention of traveling for treatment. 74

185 | 325 | 815

22. | was prevented from visiting one of my family members in Israelis jails. 58

145 | 341 | 855

Gaza stressful situation due to siege and other
socioeconomic variables

In order to find differences in types and severity of
stressful  situations due to siege and other
sociodemographic variables, such as gender and type of
university, an independent t-test was conducted. In
addition, a one-way ANOVA was done for groups more
than two.

Results showed that the mean for stressful situations in
men was 12.38 (SD= 4.89) and 10.33 for women (SD=
3.89). There were statistically significant differences in
stress for men (F= 4.65, p =0.001).

Tukeys post-hoc test showed that there were statistically
significant differences in stressful situations for
participants from Al-Quds Open University when
compared with student responses from the other three
(F= 5.59, p = 0.001). This suggested

students studying at Al-Quds Open University

universities

experienced more stress due to siege than those students

attending the other three universities did.

Frequency of depression among the study sample

The study showed that the most common depression
symptoms were feeling “discouraged about the future”
(41.4 %) followed by “get more tired than usual” (36.6),
and “not working as usual” (33.3%). The least
commonly reported depression symptoms were having
“suicidal thoughts” (6.5%) and feeling “disappointed at
self” (10.3%).

Prevalence and level of depression in relation to
gender

The results showed that 86 participants appeared to have
severe depression (21.5%). Chi Square test was
conducted showing no statistically significant
differences in level of depression according to gender
(x2 = 0.37, df = 3, p = 0.95). In addition, Tukeys post-
hoc test showed no statistically significant differences
in depression levels according to type of university

(F=1.17, p = .31)

Table 3: Prevalence and level of depression in relation to gender

Level of depression No Mild Moderate Severe
depression ~ depression = depression Depression
Male No 18 32 79 38
% 4.5 8.0 19.8 9.5
Female No 25 49 110 48
% 6.3 12.3 27.6 12.0

x2=0.37,df=3,p=0.95

Prevalence of anxiety
Hamilton Anxiety Scale (HAMA-A)

According to the study, the most commonly reported

symptoms according to

anxiety symptoms were insomnia (21.8%), restlessness
(20%), depressed mood (17.8%),

complaints (16%). The least common were anxious

and somatic

mood (7.8%) and cardiovascular symptoms, such as

palpitations (7.8%).

Prevalence of anxiety among the study sample

There were 303 (75.9%) participants reporting no
anxiety "0-19 total scores”, 96 (24.1%) had anxiety "20
and above scores". For men, 31.6% had no anxiety and
10.3% had anxiety, while 44.4% of women had no
anxiety and 13.8% had anxiety. Chi Square test was
conducted showed no statistically significant
differences in level of anxiety according to gender (x2

=0.03, df = 1, p= 0.90).
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Table 4: Prevalence of anxiety among the study sample

No anxiety No
%
Anxiety No
%

%2 =0.03,df=1,p=0.90

Tukeys post-hoc test showed that there were statistically
significant differences in anxiety for participants from
Al-Quds Open University when compared with those
attending the other three universities (F= 3.56, p=0.01).
This suggested that students studying at Al Quds Open
University experienced more anxiety than students at

the other three universities did.

Types of coping strategies

The most common coping skills used by students (Most
of the time/Always) were: finding comfort in religious
beliefs as reported by 78.2%, thinking about what steps
to take by 71.4%, learning to live with the situation as
reported by 67.7%, and asking advice/help from others

by 65.7%. The least common coping strategies used

Male Female Total
126 177 303
316 44.4 75.9
41 55 96
10.3 13.8 24.1

were using sedatives/drugs to feel better as reported by
23.12%, using sedatives/drugs to get through by 26.8%,
and making fun of situation left 28.8% feeling more

positive.

Our results showed that mean coping was 66.85 in men
compared to 66.37 in women. Active avoidance-focused
coping was 23.41 in men and 23.44 in women whereas
problem- focused coping was reported equally as 15.36
by men and women. Positive coping was 14.19 in men
compared to 14.00 in women and the use of religious
denial as a coping strategy was 9.57 in men compared
to 9.09 in women. The only significant differences
reported were those to do with religious denial coping
strategies in men (t= 2.22, p=0.03).

Table 5: Independent t-test of coping strategies according to gender

Gender N
Total Coping Scale Male 167
Female 232
Active avoidance-focused Male 167
Female 232
Problem-focused coping Male 167
Female 232
Positive coping Male 167
Female 232
Religious denial coping Male 167
Female 232

*p<0.05, ** p<0.01, *** p<0.001

Coping strategies and other sociodemographic
variables

One-way ANOVA was conducted in which coping
strategies were entered as the dependent variable and
other sociodemographic variables as the independent

variables, e.g. type of university and place of residence.

Mean Std. T P
Deviation
66.85 10.58 45 .65
66.37 10.31
23.41 4.32 -.07- .94
23.44 4.15
15.36 3.32 .00 1.00
15.36 3.71
14.19 3.18 .60 .55
14.00 3.12
9.57 2.35 2.22 .03
9.09 1.99

Tukeys post-hoc test showed there were statistically
significant differences in active avoidance focused
coping strategies according type of university relating
to students from Islamic University (F= 2.85, p =
.0.03).
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Relationship between stress due to the siege and
depression, anxiety, and coping strategies
Pearson’s correlation coefficient test showed a
statistically significant positive relationship between
total stress due to the siege and closure and depression
symptoms (r =0.32, p<0.01) and anxiety (r= 0.25,
p<0.01). These findings suggested that there was a very
strong risk factor for being exposed to stress due to siege
health

(depression and anxiety) of Palestinian students in the

and blockade with regard to the mental

The correlation test showed that there was a statistically
significant negative relationship between total score of
stress due to the siege and closure and total coping
strategies (r= -0.27, p<0.01), active avoidance focused
strategy (r= -0.25, p<0.01), problem- focused coping
strategy (r =-0.17, p<0.01), positive coping strategy (r=
-0.17, p<0.01), and religious denial coping strategy (r=
-0.19, p<0.01). The above-mentioned findings were
interesting because they showed that long-standing
stressors due to siege and blockade inflicted on the Gaza

Strip decreased Palestinian students’ coping strategies.

Table 6: Pearson correlation coefficient test between stress, depression and anxiety

Gaza Strip.
1

1.Total siege

2. Depression 32%*
3. Anxiety 25**
4. Total Coping Scale -27%*
5. Active avoidance focused -.25**
6. Problem- focused coping -17**
7.Positive coping -17**
8. Religious denial coping -19**

*p<0.05, ** p<0.01, *** p<0.001

Discussion

The current study results showed the different types of
stressors experienced by university students because of
the Gaza siege. The most common types of siege-related
stressors were the experience of sharp price increases
due to closure as reported by 92% of students; 83.5%
said their studies were affected so much due to cut-off
of electricity and shortage of gas; 71.4% said their
parents had been unable to help in getting fees for the
university for themselves and/or siblings due to lack of
money. Our results were consistent with previous
studies on the impact of siege on Palestinians living in
the Gaza Strip.34>%° The current study highlights that
stressors were more apparent in men than in women.
The researcher attributed these differences in stress
levels to the role Palestinian men play in relation to
work, supporting a wife in future, and the importance of
social visits, among other responsibilities, which results
in more pressure on men to balance their social and
student roles. Nevertheless, the results were contrary to

those from a study in India that found stress to all stimuli

2

AT**
- 15**
=27
.04
-.04
-11%*

3 4 5 6 7
-.18**
-27%*  78%*
.01 J4%* 31x*
-.08 JAT** A4 S55**
-12%* | .60** 37 34** .30**

higher in women. The researcher attributed these
differences to the cultural variations within the studies
whereby students in India had different social roles in a
society where the pressure was greater on women than

on men.

The current study also found that 21% of students
reported depression with men reporting higher levels of
This

inconsistent with the results of another study examining

depression than women do. finding was
the impact of the siege on the mental health, namely
anxiety and depression, of university students in the
Gaza Strip, which found depression higher in men.5 The
researcher attributed this difference to the chronic, long-
term impact of siege along with its devastating effects
on every aspect of life with no perceived hope of
resolution. The current study results showed that there
were no statistically significant differences in
depression according to type of university. The
researcher attributed these results to the same siege
stressors being faced by most of the university students,

which can lead to depression.
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The current study showed that 24.1% of students
reported anxiety-related symptoms. There were no
differences in level of reported anxiety according to
gender. The rate of anxiety was similar to that of a
previous study, which reported the prevalence of severe
anxiety among university students as 18.1%.5 The
researcher hypothesized that chronic stressors due to
siege will have a lasting effect on people who held little
hope that the siege would end. The study results showed
statistically significant differences in anxiety levels in
students from Al-Quds Open University when
compared with students from the other three
universities. Such findings could be explained by the
fact that those students reported being involved in other
activities in life, such as working and had more family

responsibilities.

The current study results showed a statistically
significant positive relationship between total stress due
to the siege and depression symptoms and anxiety. The
researcher attributed that to the different effects of siege
on all aspects of life, economy, education, and health.
Results also showed that the most common coping
strategies used by students were finding comfort in
religious beliefs, thinking about what steps to take,
learning to live with the situation, and asking
advice/help from others. The results highlighted
statistically significant differences in active avoidance
focused coping strategies according to type of university
in students from the Islamic University. These results
indicate that the university students used emotion
focused coping and that this was considered a positive
coping strategy, which likely reduced their anxiety,
levels. In addition, these results support an earlier study
that reported the most common coping strategies used

were turning to religion and planning.1

Also the results showed a statistically significant
negative relationship between total score of stress due to
the siege and closure and total coping strategies, active
avoidance focused strategy, problem-focused coping
strategy, positive coping strategy, and religious denial
coping strategy, which means that long-standing

stressors due to siege and blockade inflicted on the Gaza

Strip decreased Palestinian students coping strategies.
Furthermore, the coping strategies used by students
were not so effective despite being useful for reducing
the accumulated effects of stress on health, which would
suggest a need to be changed in order for students to
experience a healthier life. An emphasis on the social
support role appeared to be effective with coping
strategies usually perceived as having a direct effect on
families when facing their difficulties even if we

observed adjustment problems.?

Clinical implications

The results of the current study highlight the need for an
immediate end to the Gaza siege. It is clear from our
findings that a long-term siege will have lasting, adverse
effects on the mental health of the student population.
Findings suggest it has already led to students reporting
high levels of depression and a decrease in their use of
positive coping strategies. Humanitarian organizations
should play a more positive role to protect the
Palestinian community from the negative consequences
of siege. More studies are needed in order to evaluate
the impact of the siege on the Palestinian people in all
aspects of life. Further, therapeutic interventions are
needed to support university students with moderate and
severe depression levels. At the very least, awareness
workshops for university students can be offered as a
way to help them learn more about the psychological
consequences arising from their experiences of the siege
and the effect it is having on them. Likewise, awareness
workshops would benefit community members.
Positive coping strategies could also be taught in order

to reduce potential psychological problems.

Study limitations

Limitations in the current study include the use of
original scoring methods for psychometric scales used
in different cultures, which may have resulted in an

overestimate of mental health problems.
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Accessible summary

What is known on the subject?

® This study builds on existing research on war-related factors that may affect
health-care staff by particularly focusing on trauma exposure in both professional
and everyday life, as well as on correlates of later positive psychological changes.

What this paper adds to existing knowledge?

® It shows that one in five nursing staff working in Gaza experienced post-traumatic
stress symptoms within the clinical range, 2 years after an incursion on Gaza and
after being exposed to substantial trauma during this period.

® Participants appeared to develop a variety of post-traumatic growth responses
following trauma exposure.

e Although nurses experienced traumatic events both as civilians and in their health-
care capacity, personal exposure was strongly associated with PTSD symptoms.

What are the implications for practice?

® Support to nursing and other health-care professionals in war situations should
entail different levels, remain available well after an acute conflict, and take into
consideration both personal and practice-related traumatic events. Mental health
nursing practitioners can play a pivotal role in this.

Abstract

Aim: To establish the association between war traumatic experiences, post-traumatic
stress disorder (PTSD) symptoms and post-traumatic growth among nurses in the
Gaza Strip, 2 years after an incursion on Gaza, and during a period of ongoing trauma
exposure. This study builds on existing evidence by considering exposure to personal
and work-related traumatic events, and on factors associated with later positive
psychological adaptation. Methods: The sample consisted of 274 randomly selected
nurses in Gaza who completed the Gaza Traumatic Events Checklist, PTSD Checklist,
and Posttraumatic Growth Inventory. Results: Of the nurses, 19.7% reported full
PTSD. There was a significant relationship between traumatic events and PTSD
scores; as well as between community-related traumatic events and post-traumatic
growth. Participants reported a range of traumatic events, but PTSD and post-
traumatic growth scores were more strongly associated with community rather than
work-related traumas. Discussion: Nursing professionals experienced high levels of
distress 2 years following an acute period of conflict, both as civilians and in their
health-care capacity. Implications for Practice: There is need for different levels of
support for health-care staff in war-affected areas. Mental health nursing professionals
have a central role in training, counselling and support to other health-care colleagues.

© 2015 John Wiley & Sons Ltd
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Introduction

The prevalence of post-traumatic stress disorder (PTSD)
and its emotional correlates among frontline health and
rescue workers have been widely investigated in recent
years. Nursing professionals are at an increased risk for
work-related stress, particularly in specialty areas such as
intensive care, emergency and oncology units. Trauma
exposure can be personal, professional, or a combination
of the two. Therefore, it is not surprising that high PTSD
rates have been reported among critical care nurses (Mealer
et al. 2009). Czaja et al. (2011) reported that symptoms of
PTSD are common in paediatric nurses due to repeated
exposure to indirect traumatic experiences in the acute care
setting, and also identified potential work factors that
included feeling overextended, fear of causing an adverse
event, and poor team interactions.

A survey of members of the US Emergency Nurses Asso-
ciation found that one out of ten emergency care nurses
experienced physical violence over the consecutive 7-day
period prior to completing the questionnaire. Of those that
were assaulted, 17% experienced symptoms similar to
PTSD within the 7-day period after the assault (Gates et al.
2011). In a systematic review of 28 studies of the world-
wide current prevalence of PTSD in rescue workers, report-
ing on 40 samples with 20 424 rescuers, the worldwide
pooled current prevalence was 10%. Studies of ambulance
personnel found higher PTSD prevalence rates than studies
with firefighters and police officers (Berger et al. 2012). The
construct of PTSD in the nursing profession is often under-
stood within the context of the Nurse as Wounded Healer
theory. According to this theory and PTSD classification,
essential symptoms consist of intrusion, avoidance, and
hyperarousal (Conti-O’Hare 2012). Consequences include
world view changes, retention issues, sleep disruption, and
social network disturbances (Mealer & Jones 2013).

Resilience and post-traumatic growth (PG — denoting
positive psychological changes following adversity to
enable more adaptive functioning) theory and research are
rooted in the philosophical stance that emphasizes the con-
sideration of positive (salutogenic) rather than pathological
or negative factors in trauma research (Tedeschi &
Calhoun 2004). Although much research has focused on
the negative consequences of trauma and on coping strat-
egies to stressful life events such as loss or suffering, the
possibilities for experiencing personal growth positive
psychological changes following exposure to highly chal-
lenging life circumstances have received considerable atten-
tion since the 1990s. Pietrzak et al. (2010), in a study of
272 predominantly older reservist/national guard Opera-
tion Enquiring Freedom — Operation Iraqi Freedom (OEF-
OIF) veterans, found that 72% of the sample endorsed a

2

significant degree of post-traumatic growth in at least one
of the areas assessed, the most common of which were
changing priorities about what is important in life (52.2%),
being able to better appreciate each day (51.1%), and being
able to better handle difficulties (48.5%). Despite this inter-
esting body of literature, there is still limited evidence on
how working in areas of war and political conflict can
impact on nursing and other health-care staff, i.e. the
extent of personal and work-related trauma; and which
types of personal growth they may develop in response.
This was the rationale for this study.

Methods

Participants

The study was conducted after the 2009 war in Gaza
(Ministry of Health 2009). After nearly 3 weeks of daily
bombardment, air strikes and ground troop incursions,
over 1340 Palestinians were killed and 5500 were injured
in the Gaza Strip. Hundreds of homes were destroyed, and
many more suffered damage. Internal displacement was
high, with over 90 000 individuals affected. More than
40 000 Palestinians resided in United Nations for Relief
and Work of Palestinian Refugees (UNRWA) shelters, while
an estimated 50 000 resided with families and friends.

The nursing profession in Gaza has significantly
increased in recent years, to almost 6000 practitioners (or
ratio of 1 per 5000 population), of whom two-thirds are
under the age of 37 years. There are comparatively more
male, public sector and UN employed, but less non-
government organisation-employed nurses in the Gaza Strip
than in the West Bank, patterns which reflect the respective
populations and services (Ministry of Health, 2009).

According to hospital type, 10% of nursing practition-
ers were selected from each hospital or other type of health
setting in the Gaza Strip. In total, 274 nurses agreed to take
part. These were selected from the Ministry of Health (216,
78.9%), Military Medical Services (14, 5.1%), the
UNRWA (27, 9.8%), and from the private sector (17,
6.2%). More specifically, they worked at the European
Hospital (27.5%), El Remal Center (5.9%), Shifa Hospital
(33.0%), Awada Hosptal (6.2%), Baslam Hospital (5.1%),
Jabalia Center (4.0%), Kamal Edwan Hospital (11.0%),
and Ophthalmology Hospital (7.0%).

Mental health nurses were not included in the sample.
The age of the participating sample ranged from 20 to 57
years, with a mean of 33.4 (SD = 8.93). There were 145
males (52.9%) and 129 females (47.1%). Regarding their
qualifications, 79 (28.9%) were ‘practical’ nurses (2 years
in Nursing college), 26 (9.5%) had a 3-year diploma in
nursing, 160 (58.4%) had a bachelor’s degree in nursing

© 2015 John Wiley & Sons Ltd



(4 years in Nursing college), and 9 (3.2%) had a masters
degree. The participants’ monthly income ranged from less
than US$420 (40, 14.6%), $421-700 (101, 36.9%), 701—
1000 (115, 41.9%), to more than $1000 (18, 6.6%). All
participants were present in Gaza during the same period
of the war.

Ethics approval was obtained from the Palestinian Min-
istry of Health Ethics Committee. Participants received an
explanatory letter on the aims of the study and that the
information gathered would remain confidential for the
purpose of the research only. Data collection took place in
the workplace, 2 years after the end of the 2009 war, i.e. in
April 2011.

Measures

Gaza Traumatic Events Checklist (GTEC — Thabet et al.
2009): This described the most common traumatic experi-
ences the population could have faced during the Gaza
War. The checklist was revised from an earlier version
(Thabet et al. 2004). The GTEC consists of 28 summated
items with “Yes’ and ‘No’ answers. The scale had high
internal consistency (o = 0.90).

Post-traumatic stress disorder checklist

Diagnostic and Statistical Manual-Fourth Edition (DSM-
IV), Arabic version of Posttraumatic Stress Disorder
Checklist (PTSDC - Thabet et al. 2008): The PTSDC
includes 17 items of post-traumatic stress symptoms
adapted from the DSM-IV criteria (American Psychiatric
Association 1994). Respondents were asked to rate on a
5-point Likert scale (0 = not at all to 4 = extremely) the
extent to which symptoms troubled them in the previous
month. A total summated score was provided, as well as
subscales scores for intrusion, arousal, and avoidance
PTSD symptoms. We used the Arabic version of the scale,
which has been widely used in the region during the last
decade (Thabet et al. 2008). In this study, this measure was
also found to have high internal consistency (o0 = 0.91).

Posttraumatic Growth Inventory

Posttraumatic Growth Inventory (PTGI - Tedeschi &
Calhoun 1996): This comprises 21 summated items of
personal growth after exposure to trauma, with response
choices during the previous month, ranging from 0 = I did
not experience this change, to 4 =I experienced this change
to a great degree. The PTGI measures five domains of
growth: (1) relating to others better (seven items); (2) rec-
ognizing new possibilities (five items); (3) a greater sense of
personal strength (four items); (4) spiritual change (two
items); and (5) greater appreciation of life (three items).
The items were summated, with higher scores indicating

© 2015 John Wiley & Sons Ltd
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higher personal growth across the different domains. The
measure was translated and back translated by a panel of
experts in the mental health field. It was also found to have
high internal consistency (0. = 0.94). This was not subjected
to a factor analysis, but it was piloted with nursing 35
employees prior to the study, following which the phrasing
of only one item was amended. These 35 pilot participants
were excluded from the main study.

Statistical analysis

Data were entered and analysed using the Statistical
Package for Social Sciences (SPSS) software version 20.
Between-group comparison was explored by independent
t-test, while the associations between different continuous
variables were tested by Pearson correlation coefficient.
Regression models were conducted, in which trauma scores
were entered as the independent variable, and either PTSD
or post-traumatic growth scores entered as the dependent
variables. Values were considered statistically significant if
P was lower than 0.05.

Results

Exposure to trauma

The highest frequencies of reported traumatic events were:
94.1% had watched severe injuries and dead bodies on TV,
78.4% witnessed severe injuries and death at work, and
63.5% witnessed demolishing of neighbours’ homes by
tanks. We then recoded traumatic events to personal trauma
(due to war), indirect work trauma (in the community, due
to their health profession), and direct work trauma (at the
workplace, usually emergency rooms). The mean total trau-
matic events were 7.5 (SD = 3.7), mean personal trauma 3.6
(SD = 1.9), mean indirect work trauma 2.2 (SD = 1.8), and
mean direct work trauma 1.7 (SD = 1.1).

Potential gender and/or income differences were tested,
as these might have reflected professional or personal
trends in exposure to trauma in the working environment
or in the community. Independent #-test showed statisti-
cally significant gender differences, with male nurses having
experienced significantly more traumatic events than
females across all trauma categories: total trauma for males
(M = 8.40, SD = 3.85) and for females (M = 6.43, SD =
3.40) (2 (271)=4.47, P =0.001), personal trauma for males
(M =2.36, SD = 1.92) and for females (M = 1.94, SD =
1.68) (t (271) =4.01, P = 0.001), indirect work trauma for
males (M =4.03, SD =2.09) and for females (M = 3.09, SD
=1.72) (¢ (271) = 1.93, P = 0.05), and direct work trauma
for males (M =2.36, SD = 1.92) and for females (M = 1.94,
SD = 1.68) (¢ (271) = 4.93, P = 0.001).
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A one-way ANOVA showed that the nurses with highest
monthly income (more than US $1000) had a significant
less traumatic events, F(2,267)=5.04, P=0.002). Post-hoc
analysis using Tukey’s Honesty Significant Difference
(HSD) criterion indicated that mean scores of nurses with
highest monthly income (more than US $1000) (M =10.72,
SD = 4.23) was significantly different from nurses with
monthly income (US $650-999) (Mean = 7.34, SD = 3.46),
from nurses with monthly income (US $400-649) (Mean =
7.16, SD = 3.96), and from nurses with monthly income
(less than US $400) (Mean = 7.2, SD = 3.23).

Post-traumatic stress disorder symptoms

Using DSM-IV criteria for the diagnosis of PTSD (one
re-experiencing, three avoidance, and two hyperarousal
symptoms), 54 nurses (19.7%) were rated as suffering from
PTSD. Females reported significantly more total PTSD than
males (M =20.67,SD =12.72) and for females (M =24.67,
SD = 11.91), [t (232) = 234, P = 0.02] and intrusion
symptoms, total intrusion symptoms for males (M = 7.34,
SD —4.32) and for females [M = 8.70, SD = 4.36; t (265) =
2.56, P = 0.01].

The Pearson correlation test showed that there was a
positive association between total trauma exposure and
total PTSD (r = 0.26, P < 0.001), intrusion (r = 0.32, P <
0.001), avoidance (r = 0.21, P < 0.001), and hyperarousal
symptoms (r = 0.18, P < 0.001).

In a multivariate regression model, each traumatic event
was entered as an independent variable, with total PTSD

Table 1

scores as the dependent variable. Five traumatic events
were significantly associated with total PTSD symptoms:
witnessing killing of a friend or relative while at work (B =
0.17, P = 0.004); witnessing a friend’s home demolition (B
= 0.15, P = 0.01); deprivation of going to the toilet or
leaving the room while at home because of firing and
shelling in the area (B = 0.12, P = 0.04); beating and
humiliation by the army (B = 0.18, P = 0.004); and being
threatened of death by being used as a human shield by the
army (B =0.13, P = 0.03) (Table 1).

The role of post-traumatic growth

There were no gender differences on any post-traumatic
growth variables. Participants on the highest income
reported significantly higher scores on relating to others
than those on the lowest income (F = 4.36, P 0 = 04).
A Pearson correlation test between trauma and post-
traumatic growth, as well as its subscales was conducted
(Table 2). There were positive associations between total

traumatic events and total post-traumatic growth (r
0.26, P < 0.001), spiritual change (r = 0.32, P < 0.001),
relating to others (r = 0.21, P = 0.001), personal strength
(r = 0.18, P < 0.001), appreciation of life (r = 0.18,
P < 0.001).

In a multivariate regression model, each traumatic event
was entered as an independent variable, with total PTG
scores as the dependent variable. Two traumatic events
were significantly associated with total post-traumatic
growth: witnessing firing by tanks and heavy artillery at

Multivariate regression model between traumatic events and total post-traumatic stress disorder scores

Unstandardized

95.0% Confidence Interval

Coefficients for B

B Significance Lower Bound Upper Bound
Witnessing killing of a friend or relative while you are at work 4.77 0.001 1.54 7.99
Witnessing of a friend home demolition 3.81 0.01 0.76 6.85
Deprivation from water or electricity during detention at home 3.56 0.05 0.02 7.10
Beating and humiliation by the army 5.12 0.001 8.54 1.69
Threatened to death by being used as human shield to arrest 4.85 0.03 0.40 9.31

your neighbours by the army

Table 2
Pearson correlation coefficient between exposure to total traumatic events and post traumatic growth (total and subscales) scores
1 2 3 4 5 6
1. Total trauma 1
2. Post traumatic growth 0.24%** 1
3. Spiritual change 0.20%* 0.77%* 1
4. Relating to others 0.48** 0.73** 0.53** 1
5. Personal strength 0.25%* 0.94%* 0.74** 0.64** 1
6. Appreciation of life 0.25%* 0.77+** 0.50** 0.46** 0.62** 1
7. New possibilities 0.21** 0.91** 0.55** 0.55** 0.80** 0.68**

**Correlation is significant at the 0.01 level two tailed.
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Table 3
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Multivariate regression model between traumatic events and total post-traumatic growth scores

Unstandardized

95.0% confidence interval

Witnessing firing by tanks and heavy artillery at neighbours’ homes
Witnessing killing of a friend

coefficients for B

Significance Lower bound Upper bound
7.44 .00 2.74 12.15
5.91 .03 0.71 11.10

Table 4

Pearson correlation coefficient between post-traumatic stress disorder symptoms and post-traumatic growth (total and subscales) scores
Post-traumatic Spiritual Relating Personal Appreciation New
growth inventory change to others strength of life possibilities

PTSD L18** 0.1 13* 34%* 18%*

Intrusion 25%* 21%* .16* .20** .33** L19**

Avoidance .15% .05 11 .30%* 18%*

Hyperarousal .07 .04 .02 21%* 11

*Correlation is significant at the 0.05 level tow tailed. **Correlation is significant at the 0.01 level two tailed.

neighbours’ homes (B = 0.21, P = 0.002); and witnessing
killing of a friend (B=0.15, P =0.02), i.e. no work-related
events predicted personal growth (Table 3).

A Pearson correlation coefficient test between total
PTSD symptoms and post-traumatic growth scores (also
total and subscales) was also conducted (Table 4). The
results showed that there were positive associations
between total PTSD and post-traumatic growth scores (r =
0.18, P < 0.001), personal strength (r = 0.13, P < 0.001),
appreciation of life (r = 0.34, P < 0.001), and new possibil-
ities (r = 0.18, P < 0.001).

Discussion

The aim of this study was to investigate the effect of
trauma due to war on Gaza on both PTSD symptoms and
post-traumatic growth among Palestinian nurses in the
Gaza Strip, who had been exposed to a range of traumatic
events in the community (both as civilians and in relation
to their professional role) and their health (usually hospi-
tal) setting. Its main contribution was thus consideration
of both personal and work-related trauma in understand-
ing this association. Participants commonly reported
watching pictures of dead and injured people on TV, wit-
nessing dead and injured people at emergency hospital
rooms, and witnessing demolition of neighbours’ home by
tanks. Such findings were consistent with most of studies
conducted previously in the area with ambulance drivers
(Abu Laila etal. 2009) and the general population
(Thabet et al. 2008, 2009). Our study showed that males
were more exposed to all types of traumatic events, in the
community as well as the work place, which possibly
reflects the sociocultural of protecting females, even in
their professional capacity. The income differentiation
may indicate higher trauma exposure for those living in

© 2015 John Wiley & Sons Ltd

more deprived areas, and/or lower grading and seniority
among frontline staff.

The prevalence rate of 19.7% of PTSD among nursing
staff was higher than other at risk groups such as 9-10%
by assaulted psychiatric staff members (Chen et al. 2008).
Gender differences were, in contrast, consistent with the
PTSD literature in female nurses reporting significantly
more PSTD and intrusion symptoms than males. Epidemio-
logical studies have revealed gender-specific risk for PTSD
development, such as that females are approximately twice
as likely as males to develop PTSD following exposure to a
traumatic event (Breslau et al. 1998, Chung & Breslau
2008). What is striking is that these high rates of one in five
staff reporting significant levels of distress were detected 2
years after the termination of the particular period of con-
flict, although trauma exposure continued in other forms
during this period.

The study showed that there was a significant relation-
ship between traumatic events, PTSD and post-traumatic
growth, which is also consistent with previous research
(Pietrzak et al. 2010). Post-traumatic growth and positive
changes often co-occur with PTSD (Lowe et al. 2013), and
include improved interpersonal relationships, a greater
sense of new possibilities, increased personal strength,
heightened spirituality, and an enhanced appreciation of
life. Recent studies suggest that upwards of 50% of survi-
vors of natural disasters experience some degree of post-
traumatic growth (Tang 2006, Yu et al. 2010, Xu & Liao
2011). What was particularly interesting in this study was
that all traumatic events which were significantly associ-
ated with PTSD and/or post-traumatic growth were in the
context of the participants’ personal and civilian experi-
ence rather than through their work environment. The only
work-related trauma also referred to witnessing the killing
of a friend or relative.



N. A. Shamia et al.

Irrespective of the specific mechanisms involved, these
findings highlight the need for prolonged availability of
staff support in the face of ongoing conflict, even if the
acute phase is over. Such support could be provided at
different levels throughout the healing process, both as
health-care professionals and community members. These
levels could include training and psycho-education,
stress management, and more specialist therapeutic
approaches, as required; as well as their evaluation to
develop an evidence-based setting up counselling centres
in health setting hubs in highly exposed areas could
be a cost-effective way of making help systematically
available to a large number of staff. This should include
international visiting health staff, as in the more recent
crisis in Gaza, particularly as nursing and medical
volunteers will face high levels of trauma exposure both
in the community and health settings (Shamia er al.
2014). Mental health nursing professionals have a pivotal
role in this model, notwithstanding an acknowledgment
of their own needs, both in their civilian and therapeutic

Limitations

The current design did not enable the understanding of
factors and underpinning mechanisms that may have influ-
enced post-traumatic growth, other than most of its
subscales being strongly associated with both trauma expo-
sure and post-traumatic symptoms. Previous studies have
indicated positive associations between PTG and religios-
ity, as measured by the importance of religion and/or reli-
gious participation (Shaw etal. 2005, Helgeson et al.
2006). This is plausible in the sociocultural context of the
sample (Milam ez al. 2004). Although spiritual change was
not the only significant factor involved, there appeared to
be similar patterns across other post-traumatic growth
factors. As a meta-analysis by Prati & Pietrantoni (2009)
showed, factors such as optimism, social support, and
coping strategies (of which religiosity is one of several) can
also contribute to post-traumatic growth. Another limita-
tion was not being able to disentangle the effect of the
particular period of conflict from the ongoing violence in

capacity.
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ABSTRACT

Aims: The aim of the study was to investigate the effect of traumatic events due to eight days of
military escalation on children PTSD, anxiety, resilience, relationship of between children mental
health problems and resilience.

Methods: This was descriptive analytic study. The study sample consisted of 502 randomly
selected children from 16 districts of the Gaza Strip. Age ranged from 9 to 16 years. Children were
assessed by a socio demographic questionnaire, Gaza Traumatic Events Checklist, Post traumatic
stress disorder scale, Children’s Revised Manifest Anxiety Scale, and Resilience Scale for
Adolescents.

Results: Children reported commonly traumatic events such as hearing the loud voice of Drones
(98.8%), hearing shelling of the area by artillery (98.6%), hearing the sonic sounds of the jetfighters

*Corresponding author: E-mail: abdelazizt@hotmail.com;
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(98.4%), and watching mutilated bodies of Palestinians in TV (98.2%). Mean traumatic events
reported by children was 7 events. Boys reported severe traumatic events than girls; traumatic
events were reported in children living in a city than in village and camp.

This study showed that 35.9% of children showed full criteria of PTSD. Post traumatic stress
disorder and re-experiencing symptoms were more in girls. Also, children coming from families with
family income less than $300 and living in city.

The children anxiety symptoms, 30.9% of children had anxiety disorder. No differences in anxiety
disorder between boys and girls. Anxiety was more in children living in camps and family monthly
income less than $300.

Palestinians children used different ways of coping with the stress and trauma, and common
resilience items were 94.6% said they were proud of their citizenship, 92.4% said they feel safe
when they were with their caregivers, 91.4% said that their spiritual (religious) beliefs were a source
of strength for them, and 91% said they were proud of their family background.

Total resilience in children, personal skills, peer component, and social skills, contextual
components that facilitate a sense of belonging (Spiritual beliefs, culture, and educational items)
were more in of girls. Total resilience and contextual components were more in children living in a
camps and a village than in a city. However, there were statistically significant differences in
individual factors (personal skills, peer component, and social skills) were more in children from
family monthly income $301-750 than families with monthly income of 300$ and less. Also,
traumatic events were correlated positively with anxiety and PSTD and negatively correlated with
total resilience factor.

Conclusion: This study showed that the last war on Gaza had negative impact on children mental
health and resilience. Children were a particularly vulnerable target group. Trauma due to war
increased children psychological symptoms, including post-traumatic stress disorder and anxiety.
Such psychological problems were associated with traumatic experiences, and trauma decrease

children resilience.

Keywords: Anxiety; children; Gaza strip; PTSD; resilience; trauma.

1. INTRODUCTION

The Gaza Strip is a narrow elongated piece of
land, bordering the Mediterranean Sea between
Israel and Egypt, and covers 360 km?. It has
high population density. About 17% of the
population lives in the north of the Gaza Strip,
51% in the middle, and 32% in the south area.
There is high unemployment, socioeconomic
deprivation, family overcrowding, and short life
expectancy. Nearly two-thirds of the populations
are refugees, with approximately 55% living in
eight crowded refugee camps. The remainder
lives in villages and towns. During the Palistinian-
Isreali conflict the latest cumulative casualty
figures reported by the Ministry of Health in Gaza
were 175 killed persons (151 males; 24 females)
of whom 43 (25%) were children; 16 children
were less than 5 years old. The total includes 5
persons who had later died of their injuries, and
1399 persons injured, of whom 431 (34%) were
children and 141 were less than 5 years old.
(Earlier MoH data with gender disaggregation
was based on uncorrected figures of 1404
injured (994 males; 410 females) [1].

In studies of Palestinian children in the Gaza
Strip found that children experienced variety of

traumatic events including witnessing killing of
relatives, demolition of homes, bombardment,
and arrest of relatives was associated with post
traumatic disorder, anxiety, and depression.
They severely deteriorate children’s sleep and
cause uncontrollable fears among babies and
children, causing anxiety, panic attacks, and poor
concentration [2,3,4]. In another study, others
found that military trauma in middle childhood
and stressful life-events in early adolescence
formed a risk for post traumatic stress disorder
and depressive and decreased satisfaction with
the quality of life in adolescence [5].

Others, in a study on the experiences of
Palestinian children (aged 1-15) residing in the
West Bank, witnessing traumatic events such as
murder, physical abuse, destruction of property,
and threats was associated with PTSD
symptoms [6]. Moreover, in another study of a
sample of 600 Palestinian youths (8-14 years
old) in West Bank and Gaza Strip found that
children exposed to a variety of political conflict
and violence (73%) witnessed actual political
violence and (99%) witnessed political violence
through media reports. A significant predictor of
post traumatic stress symptoms was exposure to
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political conflict and violence. Gender and age
also did not interact with exposure to political
violence when predicting PTS symptoms with
other types of exposure [7]. In another area of
war and conflict in Asia, researcher found a high
number of somatic complaints and memory
problems among children (aged 10-14) exposed
to war in Sri Lanka [8]. While, in study of Kuwati
children, showed that there was an association
between exposure to war-related trauma and
poor subjective ratings of health and sleep
quality among children aged 9 to 12 living in
Kuwait [9].

Resilience refers to positive patterns of
functioning during or following an adverse event.
According to this definition, an individual must be
functioning at an adaptive level consistent with
standards appropriate for one’s age and
developmental level following exposure to an
adversity [10]. Others have defined resilience as
the capacity of individuals to successfully
maintain or regain their mental health in the face
of significant adversity or risk. Resilience is an
interactive dynamic construct that considers
protective factors and positive adaptation in
adversity, rather than focusing on risk factors and
psychopathology [11]. Spirituality was commonly
reported to be important to resilience and
adaptive in illnesses. It was postulated that belief
in God or having faith helped individuals make
sense of the illness and acted as a source of
strength. Participants high in spirituality were
reported to have better mental health and
adjustment [12,13,14]. However, it should be
noted that within the trauma literature resilience
is also frequently defined as a lack of
psychopathology (i.e., posttraumatic stress
disorder, anxiety, depression) [15].

Studies that have specifically focused on the
resilience of children exposed to community
violence have identified social support from a
child’s family (parent), school, and peer group to
be important in resilience from repeated violence
exposure [16,17]. Family cohesion and positive
coping on the part of parents also appear to
lessen the negative impact of community
violence [18,19]. Studies of people living in
war zones highlight the significance of
interdependent coping, confirming that the level
of emotional upset and anxiety displayed by
parents, not the war itself, is the most important
factor in predicting a child’s response [20].
Others found that specific aspects of social
support within the children’s family (e.g.,
perceived parental helpfulness) and school (e.g.,

teacher helpfulness) provided some level of
protection against the deleterious influence of
community violence exposure [21]. According to
others, community resilience emerges from
community-level resources that enhance
residents’ abilities to adapt in positive ways to
risk. Social capital resources, institutional
resources, and economic resources are three
types of resources that contribute to community
resilience. The aim of the study was to
investigate the effect of traumatic events due to
eight days of military escalation on children
PTSD, anxiety, resilience, relationship of
between children mental health problems and
resilience [22].

2. METHODS
2.1 Participants

The target population consisted of 502 children
ages 9 to 16 years, who were exposed to the war
on the Gaza Strip on November 2012, and who
lived in five localities of the Gaza Strip (north
Gaza, Gaza, Middle area, Khan Younis, and
Rafah area). They were 250 boys (50 %) and
250 girls (50%). Mean age of 12.57 years (SD =
2.2).

2.2 Study Procedure

Data collection was conducted by 10
professionals who attended day training by the
principal investigator about the aim of the study,
sample, and questionnaires of the study. Data
collection was done from 1% January one-day 26
January 2013 which include the 502 children in
the five areas. For selecting the children from
each district, one street was selected in each
area, and every principal was selected. In larger
buildings, one flat from each floor was selected
randomly. Families were included if they
consisted of both parents, with one boy or one
girl, aged between 9-16 years, and had been in
the area for the last year. Families were
approached until 502 agreed to let their children
participate. Covering letter was given to each
participant explaining the aim of the study and
about their right not to participate in study and
ask them to sign the letter. With the family
member lasted for 30 minutes.

2.3 Measures

2.3.1 Socio-demographic questionnaire

The researcher prepared a questionnaire which
included; name, gender, date of birth, place of
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residence, number of siblings, and other

demographic information.
2.3.2 Gaza traumatic events checklist

The checklist was developed to reflect the
particular circumstances of the regional
conflict which could not be captured by other
war trauma measures and had been reported
previously [2,3,4]. This checklist consisted of
18 items covering three domains of events
typical of the war on Gaza: (1) hearing traumatic
events (items number 1-5 include hearing about
killing of relatives or friends) (2) witnessing
trauma (items number 6-12, experiencing
witnessing of home demolition, killing of others);
and (3) personal experiences (items number
13-18, being personally the target of violence,
being shot, injured, or beaten up by soldiers).
The respondents rated their answer whether
they had been exposed to each of these events
as (0) ‘no’ or (1) ‘yes’. A total score was
estimated. In this study, the split half reliability of
the scale was high (r = .59). The internal
consistency of the scale was calculated using
Chronbach’s alpha was high (o = .64).

2.3.3 UCLA PTSD index for
Adolescent version [23]

The items of the UCLA PTSD indices are keyed
to DSM-IV criteria and can provide preliminary
PTSD diagnostic information. Self-reports for
children and adolescents exist, as well as a
parent report of PTSD symptoms. The
adolescent Version (for adolescent aged 13
years and older) contains a total of 22 questions,
have also been administered in school classroom
settings. A 5-point Likert scale from O (none of
the time) to 4 (most all the time) is used to rate
PTSD symptoms. Only 17 items were included in
the total score because two items were not DSM-
IV criteria and three items were repeated
symptoms. The split-half reliability of this
measure was 0.60 and the Cronbach alpha was
(a=.71).

DSM-IV:

2.3.4 The revised children’s manifest anxiety

scale (RCMAS) [24,25]

The Revised Children’s Manifest Anxiety Scale is
designed to measure symptoms of generalized
anxiety in children and youth. The 37 scale items
are answered yes or no. Nine items comprise a
Lie scale, thus symptom severity scores range
from 0-28. The clinical cutoff score is = 18.
Reliability Kuder-Richardson- 20 (KR-20) has

been found to be high =.85. [26]. A high
correlation (r = .85) has been found between RC-
MAS and other instruments measuring trait
anxiety (Reynolds, 1980). In the present
population, the KR-20 for the RCMAS was
(o =.87).

2.3.5 Resilience scale for adolescents [11]

The scale is a 28-item self-report scale using
positively phrased. Higher scores reflect higher
degree of resilience. This scale was developed
using confirmatory factor analysis and has shown
adequate  psychometric  properties  (total
Chronbach alpha = 0.94) and initial promising
validity [11]. Results suggest that the Resilience
Scale for Adolescents has three subscales
reflecting the major categories of resilience.
Furthermore, each subscale has its own
groupings of questions that serve as indicators of
the construct's major categories. The first
subscale reflects an individual factor that
includes personal skills (5 items), peer support (2
items), and social skills (4 items). The second
subscale deals with caregiving, as reflected in
physical caregiving (2 items) as well as
psychological caregiving (5 items). The third
subscale comprises contextual components that
facilitate a sense of belonging in youth,
components related to spirituality (3 items),
culture (5 items), and education (2 items). The
split-half reliability of this measure was 0.70 and
the Cronbach alpha was (o = .83).

2.4 Statistical Analysis

Data entry and analysis were carried out using a
statistical software SPSS version 18.0 (SPSS
Inc. Chicago I, US). Frequency and percent
were used to express quantitative data of types
of trauma, mental health disorder, PTSD,
anxiety, and resilience. For continuous variables
means and standard deviations were reported.
For differences between means of two groups
parametric tests were used such as an
independent t-test was conducted to compare
gender of children and mean of trauma, PTSD,
anxiety, and resilience. While, One Way ANOVA
test was used for measuring differences between
more than two groups of continuous variables
total traumatic events, PTSD, anxiety, resilience,
and other  sociodemographic  variables.
Spearman’s correlation coefficient was used to
test the association between numbers of
traumatic experiences, PTSD, anxiety, and
resilience. Logistic regression analysis was
conducted in which PTSD/no PTSD was entered
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as dependent variable and each traumatic events
as independent variables. Another Multivariate
regression analysis was conducted, in which
each traumatic events were entered as the
independent variables, and PTSD, Anxiety,
Resilience entered as the dependent variable.
We used an alpha level of .05 for all statistical
tests.

3. RESULTS

3.1 Sociodemographic Characteristics of
the Children and Adolescents

The sample consisted of 251 boys (50 %) and
251 girls (50%) (Table 1). According to the
selection criteria, the age range was 9-16 years,
with @ mean age of 12.57 years (SD = 2.2).
Regard place of residence, 94 of children were
from north Gaza (18.9%), 174 live in Gaza area
(34.7%), 84 live in Middle area (16.7%), 96 live in
Khan Younis and East area (19.1%), and 54 live
in Rafah area (10.8%). Regard place of
residence, 262 of children personal competence,
control, trust in one's instincts in urban areas
(52.2%), 173 in camps (34.5%), and 67 in a rural
area (13.3%). Families were of large size, as
22.1% of the participating families had 4 or less
siblings, 49.8% had 5-7 siblings and 28.1% of
had 8 or more siblings. Regard family monthly
income, 67.1% of the families had a monthly
income under $300, 25.7% between $301-751,
5.4% had a monthly income above $751-1000,
and 1.8% had more than $1001.

3.2 Exposure to Traumatic Events

As shown in Table 2, the highest frequencies of
reported traumatic events were hearing the loud
voice of Drones’ motors (98.8%), hearing shelling
of the area by artillery (98.6%), hearing the sonic
sounds of the jetfighters (98.4%), and watching
mutilated bodies in TV (98.2%). Palestinian
children reported 3-17 traumatic events with a
mean= 7.5 traumatic events (SD = 2.28).

3.2.1Severity of traumatic events due to war
on Gaza

In order to find the severity of the traumatic
experiences, total traumatic events were
recorded in to mild trauma (0-5 events),
moderate trauma (6-10 events) and severe
trauma (above 11 events). The results showed
that 6.6% reported mild traumatic events, 67.7%
reported moderate traumatic events, and 25.7%
reported severe traumatic events. Chi square
test showed that 11.6% of boys reported severe,

and 8.4% of girls reported severe traumatic
events. Boys statistically significantly reported
severe traumatic events than girls (32 = 15.23, df
=1. p =0.001).

Table 1. Sociodemographic information of the
children (N =502)

Gender No. %
Male 251 50
Female 251 50

Age Mean =12.57 (SD = 2.2)
Place of residence

North Gaza 94 18.7
Gaza 174 34.7
Middle area 84 16.7
Khan Younis 96 19.1
Rafah 54 10.8
Type of residence
City 262 52.2
Village 67 13.3
Camp 173 34.5
No of siblings
Four and less 111 22.1
Five to seven siblings 250 49.8
Eight and more siblings 141 28.1
Family monthly income
Less than $300 337 67.1
$301-750 129 25.7
$751-1000 27 5.4
More than $1001 9 1.8
3.2.2 Differences __in __ children __reporting

traumatic _events according to other
sociodemographic variables

In order to find differences in total traumatic
event and other sociodemographic variables
such as gender, age, place of residence,
education, family monthly income an
independent-samples t-test for less than two
groups and One Way ANOVA for more than
three groups were conducted.

Mean traumatic event reported by boys were
7.84 (SD =2.30) and 7.19 reported by girls (SD =
2.24). There was significantly reporting traumatic
experiences more in boys than in girls (¢t (500)=
3.23, p <0.01).

Age of children was recorded in to two groups (9-
12, and 13-16 years). Independent-samples t-
test was done, mean traumatic events
experienced by children age 9-12 years was 7.57
(SD =2.45) and mean for children age 13-16
years as 7.46 (SD = 2.12). There was no
significant differences in reporting traumatic
experiences according children age group (t
(500)=.53, p < 0.01).
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Table 2. Percentage of traumatic experiences by children (N= 502)

Trauma Yes No
No. % No. %
Hearing the loud voice of Drones’ motors 496 98.8 6 1.2
Hearing shelling of the area by artillery 495 98.6 7 14
Hearing the sonic sounds of the jetfighters 494 98.4 8 1.6
Watching mutilated bodies of in TV 493 98.2 9 1.8
Witnessing the signs of shelling on the ground 398 79.3 104 20.7
Receiving threaten letters by the Israeli army through local 279 55.6 223 44.4
Television or the Radio
Unable to leave you home with family members due to fears 270 53.8 232 46.2
of shelling in the street
Hearing killing of a friend 175 34.9 327 65.1
Witnessing firing by tanks and heavy artillery at neighbors' 143 28.5 359 71.5
homes
Receiving pamphlets from air planes to leave your home at 137 27.3 365 72.7
the border and to move to the city centers
Threaten by telephoned to evacuate your home before 79 15.7 423 84.3
bombardment
Witnessing assassination of people by rockets 75 14.9 427 85.1
Forced to leave you home with family members due to 75 14.9 427 85.1
shelling
Witnessing shooting of a friend 65 12.9 437 87.1
Hearing killing of a close relative 50 10 452 90
Witnessing firing by tanks and heavy artillery at own home 18 3.6 484 96.4
Witnessing shooting of a close relative 18 3.6 484 96.4
Physical injury due to bombardment of your home 14 2.8 488 97.2
90
77.3 20

H Male

W Female

Severe

Moderate

Mild

Fig. 1. Severity of traumatic events in children due to 8 days war on Gaza in children (N= 502)

One-way ANOVA was conducted in which total
traumatic events was entered as dependent
variable and other sociodemographic variables
as independent variables. Post hoc analyses
using Tukey’'s HSD showed that mean traumatic
events for children's' place of residence (city,

village, and camp) was (9.36, 7.69, and 8.63
respectively). There was significantly more
experiences of traumatic events in children living
in city than in village or camp, F(2, 499) = 9.34, p
= 0.01). There were no statistically significant
differences in traumatic events according to
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families monthly income, F(2,499)= 2.407, p =
.59.

3.2.3 Post traumatic distress reactions in
children and adolescents

Children commonly reported post traumatic
stress disorder symptoms such as 50.8% of
children said that they had exaggerated startle
response, 37.6% had acting or feeling as if the
traumatic event were recurring, 37.6% had
intense psychological distress at exposure to
internal or external cues that symbolize or
resemble an aspect of the traumatic event,
36.9% doing efforts to avoid thoughts, feelings,
or conversations associated with the trauma.
While, the least common reactions symptoms
were: 10% said that they had restricted range of
affect (e.g., unable to have loving feelings), and
11% said they had feeling of detachment or
estrangement from others.

3.2.3.1 Prevalence of PTSD

Using DSM-TR diagnostic criteria for PTSD of
summing of (one reexperiencing, 3 avoidance,
and 2 arousal symptoms), the study results
showed that 31 of children (6%) showed no
PTSD, 136 of children (27%) showed at least
one criteria of PTSD (B or C or D), 31% showed
PTSD and 36% of children showed full criteria of
PTSD.

3.2.3.2 Means and standard deviations of PTSD

The results showed mean total scores of PTSD
was 26.93 (SD =12.71), mean reexperiencing
symptoms was 9.43 (SD =4.72) mean avoidance
was 9.02 (SD= 5.49), and mean arousal was
8.47 (SD = 4.96). There was significantly more
PTSD in girls than boys (M= 28.20 girls vs. 25.68
boys) (t (500)= 2.22, p< 0.02), and also for
reexperiencing symptoms which were
significantly more in girls than boys (Mean =
10.10 for girls vs. 8.77 for boys) (t (500)= 3.19, p
< 0.002). Independent-samples-t test showed
that there no significant differences in total PTSD
according to age group of children (9-12, 13-16
years) (M = 37.78 vs. 26.13) (t(500) = 1.45, p <
0.14).

3.2.3.3 Differences in PTSD according to other
sociodemographic variables such as
type of residence, and family monthly
income

Analysis of variance showed a main effect of
place of residence on
PTSD. Post hoc analyses using Tukey's HSD
indicated that children living in city were higher in
PTSD than for children living in village or camp,
F(2,499) =6.73, p = .001. Also, total PSTD was
higher in children coming from families with
family monthly income less than $300, F(3) 499
=6.01, p = 0.003).

40
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35

27 30

25

20

15

10

PTSD Partial PTSD

One criteria of PTSD

T 0
No PTSD

Fig. 2. Prevalence of PTSD (N = 502)
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3.2.3.4 Relationship between PTSD and total
trauma

Pearson correlation test was done to find the
relationship between PTSD and trauma.
Correlations are reported with the degrees of
freedom (which is N-2), total traumatic events
reported by children were strongly correlated with

total PTSD (r (502)= 0.19, p < 0.001),
reexperiencing (r (502)=0.19, p < 0.001),
avoidance (r (502) =0.16, p < 0.001), and

arousal symptoms (r (502)=0.13, p < 0.01).

3.2.4 Prediction of PTSD by
traumatic events

types of

In order to test the predictive value of specific
traumatic events on PTSD symptoms, PTSD
(yes/no) were entered as the dependent variable
in a logistic regression analysis, with the 18 types
of traumatic events as the covariates. Traumatic
events that significantly predicted children post-
traumatic stress disorder were: forced to leave
home with family members due to shelling (B
=0.12, p< 0.01), receiving pamphlets from air
planes to leave home at the border and to move
to the city centers ($=0.13, p< 0.01), and
receiving threaten letters by the Israeli army

through local Television or Radio (B = 0.10, p<

0.03).

3.3 Anxiety Disorder Symptoms in
Children

The children anxiety symptoms were rated
according to Revised Child Manifest Anxiety
scale. The most common anxiety symptoms
reported by children were: Others seem to do
things easier than | can (81.3%), other children
are happier than me (71.7%), and | get nervous
when things do not go the right way for me
(64.3%).

3.3.1 Prevalence of anxiety disorder in
children

We used cut of point of 18 and above as
indicator of presence of anxiety in children. The
result showed that 155 children had anxiety
disorder (31%) and 347 children (69%) had no
anxiety disorder and. According to gender of
children, 76 of boys (15.2%) had anxiety disorder
and 79 of girls (15.8%) had anxiety disorder. Chi-
square test of independence was performed to
examine the relation between gender and
anxiety. There were no significant differences in
anxiety disorder according to children gender, x2
(1, N=502) = 0.08, p <.77.

3.3.2 Means and standard deviations of
anxiety according to sociodemographic
variables of children

The results showed that mean anxiety in boys
was 14.24 (SD = 6.76) and mean anxiety in girls
was 13.89 (SD = 6.07). No statistically significant
differences in anxiety disorder according to
gender of children (t (500)= .67, p < 0.44). The
results showed no significant differences in total
anxiety scores according to age group of children
(9-12, 13-16) (1(500) = 1.71, p < 0.35). Post hoc
analyses using Tukey’s HSD indicated that
anxiety was higher in children living in camps
than in city and village (F (2, 499) = 4.78, p =
0.01). Anxiety was higher in children coming
from families with family monthly income less
than $300 (F(2, 499) = 5.9, p =.003).

Children

3.4 Resilience in and

Adolescents

3.4.1 Frequency of resilience items

According to the children report of the most
common resilience items were: 94.6% said they
were proud of their citizenship 92.4% said they
feel safe when they were with their caregivers,
91.4% said that their spiritual (religious) beliefs
were a source of strength for them, and 91% said
they were proud of their family background.

3.4.2 Means and standard deviations of
resilience according to

sociodemographic variables of children

3.4.2.1 Gender of children and resilience

The results showed that mean total resilience in
boys was 114.69 (SD =14.75) and mean
resilience in girls was 117.76 (SD = 12.94).
Mean personal skills for boys was 19.07 and
19.63 for girls, mean peer component for boys
was 7.23 and 7.81 for girls, social skills for boys
was 15.35 and 15.75 for girls, relationship with
caregiver for boys was 29.98 and 30.20 for girls,
spiritual (religious) beliefs for boys was 12.71
and 13.08 for girls, culture factor for boys was
21.59 and 21.80 for girls, and educational items
for boys was 8.74 and 9.50 for girls. Girls were
significantly reported more resilience than boys
(t(500) = 2.48, p < 0.01). This was applicable for
subscales of resilience, girls reported more
peer component (f (500) = 2.69, p <0.01), and
educational factor than boys (t (500)= 4.51, p <
0.001).
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Table 3. Means and standard deviations of resilience factors according to gender of children

(N =502)
Gender Mean SD t p
Total resilience in children Male 114.7 14.75 -2.48 .01
Female 117.8 12.94
Personal skills Male 19.07 3.71 -1.64 .10
Female 19.63 3.89
Peer component Male 7.23 2.61 -2.69 .01
Female 7.81 2.24
Social skills Male 15.37 3.48 -1.26 .21
Female 15.75 3.17
Relationship with caregiver Male 29.98 4.97 -.52 .60
Female 30.20 4.45
Spiritual (religious) beliefs Male 12.71 2.27 -1.89 .06
Female 13.08 2.08
Culture factor Male 21.59 3.49 -74 46
Female 21.80 3.02
Educational factor Male 8.74 2.28 -4.51 .001
Female 9.50 1.37
3.4.3 Differences __in__ resilience _ factors 3.4.4 Relationships between traumatic
according to other sociodemographic events, security, anxiety, PTSD
variables of children symptoms, and total resilience of
children

The results showed no significant differences in
total resilience scores and subscales according
to age group of children (9-12, 13-16) (t(500) =
.33, p <0.37).

Post hoc analyses using Tukey’'s HSD indicated
that total resilience scores, F (2,499) =9.62, p =
0.01, and contextual components, F
(2,499)=10.85, p = 0.01 was higher in children
living in camps and village than in city. Also there
were significant differences in individual factor
toward children living in a camp than in a city, F
(2,499)= 4.69, p = 0.01), and relationship with
caregiver were more in children live in a village
than in a city, F (2,499)= 5.58, p = 0.01). There
were no significant differences in total resilience,
relationship with caregiver, and contextual
components according to family monthly income.
However, there were statistically significant
differences in individual factor toward children
from family monthly income $301-750 than
families with monthly income of $300 and less, F
(2,499)= 4.93, p = .01). There were no significant
differences in total resilience and three factors
scores according to father education. There were
significant differences in total resilience, F
(2,499)= 4.26, p = 0.01), and individual factor
toward mothers with university education than
less than elementary education group, F (2,499)
=6.70, p = .01).

Pearson correlation test was done to find the
relationship between traumatic events, anxiety,
PTSD symptoms, and total resilience.
Correlations are reported with the degrees of
freedom (which is N-2), Total traumatic events
reported by children were negatively strongly
correlated with total resilience in children (r
(502)= - 0.13, p=0.001), peer component (r
(502)= - 0.10, p=0.001), and relationship with
caregiver (r (502)= - 0.13, p=0.001). However,
traumatic experiences by children were positively
correlated with PTSD (r (502)= 0.19, p =0.001)
and anxiety (r (502)= 0.29, p=0.001).

Table 4. Pearson rank correlation coefficient:
traumatic events, anxiety, PTSD, and
resilience

Traumatic events

Total PTSD 9%
Total Anxiety 29**
Total resilience in children -.13**
Personal skills -.09
Peer component -10*
Social skills -.06

Relationship with caregiver -.13**
Spiritual (religious) beliefs  -.05

Culture
Education

-.05
-.05

*p<0.05, *p<0.01, **p< 0.001
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4. DISCUSSION

This study showed that mean traumatic events
experienced by each Palestinian children was 7
events. Children living in city and being boys
were more traumatized. Such findings may be
explained by cultural factors because boys are
more free to move outside the home and girls are
kept at homes and being in city was another risk
factors in which major cities were exposed more
to bombardment than villages and refugee
camps. Others found similar results; girls
generally showed increased vulnerability for
PTSD following exposure to potentially traumatic
events [27]. These findings were consistent with
most of the studies conducted in the area [4,28].

Our study showed that exposure to war
traumatic events lead to post traumatic stress
disorder in which 36% of children showed full
criteria of PTSD. Such rate of PTSD was
consistent with previous studies in the area [4,28,
29,5]. Also, in study of 600 adolescents aged 12-
16 years from South Lebanon and Gaza Strip
showed that adolescents from Gaza Strip and
South Lebanon have been exposed to various
types of trauma during war, namely having family
members killed, injured and houses demolished.
Prevalence of PTSD in Palestinian and
Lebanese adolescents was 25.7% [30].
Regarding gender, females reported more
traumatic events than boys. This gender
differences had been reported in previous
studies involving adolescent and adult population
[31,32]. Our rate of PTSD is consistent with study
of 920 children and adolescents from refugee
minor’'s population 12 to 18 years old in 2002 in
the Netherlands, 40% met criteria for PTSD at
time one, and 16% endorsed late-onset PTSD
[33]. Similarly data collected from a sample of
139 adolescents 12 to 17 years old in Gaza Strip
showed that rate of posttraumatic stress disorder
(PTSD) was 56.8%. Significant risk factors for
PTSD were exposure, female gender, older age,
and an unemployed father living in city and
vilage had more PTSD than children live in
camps, avoidance was more in children living in
city and intrusion was more in children living in
village [34]. These findings could be explained by
exposure of children living in cities to heavy
bombardment and shelling than villages and
camps.

The results showed that 30.9% of Palestinian
children reported anxiety disorder and no
differences between boys and girls in anxiety
disorder. This results is consistent with previous

10

study in the area in study with 409 children and
young people aged 9-18 years in the Gaza Strip
during continuing exposure to political trauma
during the last incursion of the Gaza Strip on
summer of 2006 showed that 25.4% reported
anxiety disorder, girls had more anxiety than
boys [35]. Also in another study [4] in study of
200 families from North Gaza and East Gaza
who had exposed to continuous shelling in 2006,
the sample includes 197 children and 200
parents. The results showed that 33.9% of
children had anxiety disorder. Children living in
camps presented higher levels of anxiety than
children living in the city and villages, anxiety
was more in children coming from families with
family income less than $300 and whom father
and mother education was less than elementary
education. This is more than previously rates of
anxiety in the same area [36,37].

The study showed that Palestinian children were
proud of their citizenship; they feel safe when
they were with their caregivers, and their spiritual
beliefs were a source of strength for them, and
were proud of their ethnic background. The study
showed that the highest factor for resilience was
contextual components that facilitate a sense of
belonging. Being a girl was more protective in
which they were more resilience and had more
personal skills, peer component, and social skills,
spiritual beliefs, culture, and educational items.
Total resilience scores and subscale contextual
components were more in children living in
camps and villages than in cities, individual factor
was more in children living in camps than in cities
and relationship with caregiver were more in
children live in villages than in cities. Children
with family monthly income more than $301 had
more individual factor than children from families
of $300 and less. Our results were consistent
with study of 600 adolescents aged 12-16 years
from South Lebanon and Gaza Strip which found
that adolescents from Gaza who were under
economic pressure were at the highest risk
for psychological distress including PTSD,
depression and anxiety [30]. Economic pressure
has an impact on adolescents’ mental health
both directly as a source of stress and indirectly
through reducing resources that may buffer the
impact of traumatic events. The results showed
that having high traumatic events, more anxiety
symptoms, and high PSTD significantly
decreased total resilience in Palestinian children.
Our findings were consistent with previous
findings regarding the negative impact of loss on
children’s functioning [38] and the impact of
traumatic events on resilience [15]. Our results
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consistent with study of 90 children and
adolescents and their families who participated in
an investigation assessing the impact of
residential fires in USA on children and their
families which indicated that loss and age
predicted resilience in children and adolescents.
Specifically, older children exhibited higher levels
of resilience as compared to younger children
and children who reported lower resource loss
also exhibited higher levels of resilience. Gender,
however, did not emerge as a predictor of
resilience [39].

5. CONCLUSION AND RECOMMENDA-
TIONS

The study showed that boys living in a city
reported severe traumatic events, decrease their
resilience, and affect negatively their relationship
with peers and parents and increase
psychological problems such as PTSD and
anxiety. Due to political complexity, psyhocosical
programs targeting children in safe places
including both boys and girls and their parents
much continue for longer period to overcome the
long-standing effect of trauma on children
psychological wellbeing. Such programs could be
carried out by local NOGs and CBOs working in
civil society and funding of such programs from
international community. Our findings again
highlighted the need to create new programs
teaching children ways of coping and overcoming
stressors and being more resilient. Such
programs could include non-curriculum activities,
using theater and music, role play, creative
activities, folklore dancing, and handcraft for
girls. Local NGOs, CBOs, schools, sport clubs,

and other community places funded by
international donors could carry out such
activities.

This study had opened ideas for new era of
research which may include impact of other
important factors beside trauma such as stress
due to siege and blockade on children, and role
of poverty and community violence in increasing
children mental health problems. Also, further
study of types of coping strategies used by
children to overcome the impact of stress.
Moreover, other protective factors such as the
role of social and family support in helping
children dealing with stress and trauma. And
finally, impact of stress on children school
performance and relation with peers.

1"

6. STUDY LIMITATIONS

There is limitation of the study in which only we
investigated the impact of trauma and not other
risk factors such as poverty, large family size,
community violence, parental influence, and
stressors due to siege and closure.

NOTE

We used for the entire format of our paper the
following style:

https://owl.english.purdue.edu/media/pdf/200902
12013008 560.pdf [40]
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